[image: image1.jpg]care-




Evaluation e-Library (EeL) cover page

	Name of document
	KMH - TBA-Midwife Alliance Final Report 12-04

	Full title
	Evaluation Of The TBA/Midwife Alliance In Banteay Meanchey And Koh Kong Provinces, Cambodia

	Acronym/PN
	TBA

	Country
	Cambodia

	Date of report
	December 2004

	Dates of project
	2003 – 2004

	Evaluator(s)
	Judith T. Fullerton

	External?
	Yes 

	Language
	English

	Donor(s)
	USAID

	Scope 
	Project

	Type of report
	final evaluation

	Length of report
	28 pages

	Sector(s)
	MCH

	Brief abstract (description of project)
	CARE-Cambodia supports the objectives of the Safe Motherhood Initiative, which include the strategy of providing skilled attendance at delivery. The limitations inherent in the home birth environment and the limited skills of most TBAs to manage obstetric emergencies, presents a serious challenge to improving maternal and newborn health. CARE developed a set of strategies to make skilled attendance more attractive, affordable and accessible. The launching of a more formal partnership between TBAs and midwives (the TBA/midwife alliance) was one of those strategies. 

   The purpose of this evaluation of the TBA/midwife alliance strategy was to inform future Cambodia country programming, to determine the utility and desirability of scaling-up of the initiative, and as a basis for recommending replication of this strategy within other CARE country programs and/or to other nongovernmental organizations (NGO) involved in maternal/child health (MCH) programming globally.

	Goal(s)
	With a focus on overall health systems strengthening, maternal and child health and nutrition, CARE seeks to promote behavior change by health center (HC) staff, birth providers (midwives and Traditional Birth Attendants [TBAs]) and community members to recognize danger signs and make appropriate referrals, and strengthening the capacity of midwives in the conduct of life-saving skills. (p.5)

	Objectives
	Child health interventions include:

· expanded program on immunization (EPI)

· provider education for IMCI 

· oral rehydration therapy

· vitamin A supplementation

Maternal health interventions include:

· voluntary confidential counseling and testing (VCCT) and Prevention of maternal to child transmission (PMTCT) for HIV/AIDS prevention

· social marketing of health products, including home birth kits

· health education to promote behavior change in maternal-child health and nutrition among pregnant and postpartum women, including

· birth preparedness

· antenatal and postnatal care

· iron and vitamin A supplementation

· promotion of exclusive breastfeeding

· birth spacing

Community-based interventions include:

· mobilization of Village Health Support Groups (VHSG) (p.6)

	Evaluation Methodology
	Evaluation methods included in-depth interviews with project stakeholders (CARE and its country program partners, including representatives of the Provincial Health Department and Operational Districts) and with community leaders (Village Health Chiefs, Commune Council Heads), midwives, TBAs, and community members (women and family members). Findings from these interviews were reviewed within the perspective of the objectives and activities of the safe motherhood initiative, and lessons learned from other worldwide programming for skilled attendance at delivery. (p.6)

	Results (evidence/ data) presented?
	No 

	Summary of lessons learned (evaluation findings)
	The TBA/midwife alliance is both a logical and laudable “next step” in CARE’s MCH programming. The alliance has garnered excellent support from each of the implementation partners. It has demonstrated modest success over the term of its operation (range of 3 months to 1 year) in the settings in which it has been promoted. The design and planning process that preceded the implementation phase is a particular strength of the alliance endeavor. (p.3)
The following lessons were learned from implementation of the two models of the TBA/midwife alliance:

· The intervention cannot drive the system. 

· Best practice cannot be assumed, and must be continually fostered as a professional value. 

· Certain strategic investments are worth the risk. It was anticipated at the onset that external financial support (incentives) might limit the sustainability of alliance activities. Nevertheless, participants found alternatives of equal value (e.g., increased self-esteem, community respect, opportunity for new learning) that will serve as intrinsic incentives in the future. (p.15)

	Observations
	

	


	Additional details for meta-evaluation:

	Contribution to MDG(s)?
	5: Maternal Health 

	Address main UCP “interim outcomes”?
	

	Were goals/objectives achieved?
	2=somewhat

	ToR included?
	No, but main objectives summarized (p.5) Interview questions p.25 ff.

	Reference to CI Program Principles?
	No 

	Reference to CARE / other standards?
	No 

	Participatory evaluation methods?
	No 

	Baseline?
	No 

	Evaluation design
	Formative (process) (expert advice)

	Comment
	Example of advice from visiting expert (more than project evaluation)


EVALUATION OF THE

TBA/MIDWIFE ALLIANCE IN

BANTEAY MEANCHEY AND KOH KONG PROVINCES

CAMBODIA

November 17 – December 15, 2004

Judith T. Fullerton, Ph.D., CNM, FACNM

[image: image2.png]


[image: image3.jpg]



GLOSSARY OF ABBREVIATIONS AND ACRONYMS

ACNM



American College of Nurse Midwives

ANC



Antenatal care

BCC



Behavior change communication

EPI



Expanded program for immunization

HC



Health Center

HIV/AIDS


Human immunodeficiency virus/





Acquired immune deficiency syndrome

IEC



Information, education and counseling

IMCI



Integrated management of childhood illness

JICA



Japanese International Cooperative Agency

LSS



Life saving skills

MCH



Maternal Child Health

MoH



Ministry of Health

NGO



nongovernmental organization

PFD



Partners for Development

PMTCT


Prevention of maternal to child transmission

PHD



Provincial Health Department

OD



Operational District

RACHA


Reproductive and Child Health Alliance

RH



Referral hospital

SA



Skilled attendant

TBA



Traditional Birth Attendant

UNICEF


United Nations Children’s Fund

URC



University Research Co., LLC

USAID



United States Agency for International Development

VCCT



Voluntary confidential counseling and testing

VHSG



Village Health Support Group

WHO



World Health Organization

TABLE OF CONTENTS

I.
Executive summary

II
Objectives of the consultancy and research methods

III.
Background and description of the project


A.
Background


B.
Project description

IV.
Analysis and lessons learned


A.
Analysis and interpretation of findings


B
Project strengths


C.
Project constraints and limitations


D.
Cost-benefit of the alliance

E.
Lessons learned

V.
Recommendations

ANNEXES

A.
References

B.
Persons interviewed and sites visited

C.
International definitions

D.
Guiding questions for interview and focus group discussions

E.
Organizations represented at exit briefing

F.
Matrix of recommendations

G.
Power Point presentation

I.
EXECUTIVE SUMMARY
CARE-Cambodia supports the objectives of the Safe Motherhood Initiative, which include the strategy of providing skilled attendance at delivery. The percentage of women delivering with an appropriately trained medical attendant in Cambodia is low, with more than 70% of women being assisted by TBAs, especially in rural areas. Additionally, over 85% of deliveries occur in the home, attended by TBAs or midwives. The limitations inherent in the home birth environment and the limited skills of most TBAs to manage obstetric emergencies, presents a serious challenge to improving maternal and newborn health. CARE developed a set of strategies to make skilled attendance more attractive, affordable and accessible. The launching of a more formal partnership between TBAs and midwives (the TBA/midwife alliance) was one of those strategies. 

The alliance was implemented in Mongkol Borei Operational District (OD) of Banteay Meanchey Province in late 2003; then adapted for replication in additional ODs and Provinces in 2004. The purpose of this evaluation of the TBA/midwife alliance strategy was to inform future Cambodia country programming, to determine the utility and desirability of scaling-up of the initiative, and as a basis for recommending replication of this strategy within other CARE country programs and/or to other nongovernmental organizations (NGO) involved in maternal/child health (MCH) programming globally.

Findings from in-depth interviews with project stakeholders from government through to community levels indicate that the TBA/midwife alliance is both a logical and laudable “next step” in CARE’s MCH programming. The alliance has garnered excellent support from each of the implementation partners. It has demonstrated modest success over the term of its operation (range of 3 months to 1 year) in the settings in which it has been promoted. The design and planning process that preceded the implementation phase is a particular strength of the alliance endeavor.

It is difficult to document any particular project outcome to be a direct effect or outcome of alliance activities, as the preceding and ongoing MCH activities are intricately intertwined. Nevertheless, the following can be documented as “flow-throughs” into alliance activities.

· There is excellent cooperation between all levels of provincial and local government and CARE staff in both planning and implementing MCH activities, including the TBA/midwife alliance. 

· There is substantial evidence of behavior change on the part of TBA providers in areas of counseling and practice for 

· Advocacy for antenatal care;

· Referrals for health center or hospital delivery in the presence of danger signs;

· Adoption of safer birth practices.

· The number of deliveries by midwives is very slowly increasing.

· Both midwives and TBAs report that there is good communication between the provider cadres. 

· There is some improvement in statistical reporting and recording of births (a process not well implemented at the government level) because there are several intersections among reports that increase the validity of the data.

· There is some evidence of increased enthusiasm and commitment to duty on the part of the government (Health Center) midwives. 

The following constraints limit the potential effectiveness of the TBA/midwife alliance.

· The infrastructure of a majority of the health facilities in not necessarily conducive to safety of provider or client, and best practices for birth.

· The substantial challenges of means of transportation and the financial costs of both transportation to and receipt of health care services continue to limit effective, efficient and timely referrals to health centers or hospitals.

· There is some reluctance on the part of women to seek intrapartum and postpartum services from the midwives, related both to the long-standing tradition of TBAs in the community, and because of certain birth practices within the facilities.

The following recommendations for enhancement of the TBA/midwife alliance are based on interpretation of the information derived from this evaluation effort, placed within the context of what may be desirable, but also feasible, in the present and near future. The recommendations are made with the assumption that CARE will continue to pursue the goal of 100% deliveries with a skilled attendant, in a health facility.

Recommendations related to pragmatic enhancement of alliance activities
1.
Twenty-four hour/seven day coverage at health centers must be a first priority for Provincial 
Health Departments and Operational Districts.

2.
Health center facilities must be upgraded to a level that supports best practice.

3.
Communities should be encouraged to be creative in the identification of solutions for 
increasing access to HC and hospital facilities.

4.
Access to health messages should be enhanced for younger women.

5.
Provision of (by midwives) and participation in (by women) postpartum care should be more strongly emphasized in program activities.

Recommendations related to scale-up and replication of the TBA/midwife alliance and dissemination of the model
6.
The international definition of midwife and the standards of practice for the professional 
midwife should be considered for adoption. 


a.
USAID-Cambodia/CARE should actively engage in activities designed to strengthen 

a professional association for the midwives of Cambodia


b.
Association membership in the International Confederation of Midwives should be 

cited as one desirable outcome of these activities.

7.
Midwives should be encouraged and further educated to adopt evidence-based practices as the 
standard of care, and to share that information with alliance partners.

8.
Present activities that define the TBA/midwife alliance should be sustained; the model should 
be scaled up in each of CARE’s MCH intervention districts, and the model should be 
disseminated to CARE countries and to the wider global community.

II.
OBJECTIVES OF THE CONSULTANCY AND RESEARCH METHODS
CARE Cambodia’s Maternal and Child Health Program is named Ponlok Thmey (new bud [blossom]). The program works with Provincial Health Departments of the government’s Ministry of Health, and in collaboration with Operational District management, to focus on overall health systems strengthening, maternal and child health and nutrition. CARE seeks to promote behavior change by health center (HC) staff, birth providers (midwives and Traditional Birth Attendants [TBAs]) and community members. The training of TBAs to recognize danger signs and make appropriate referrals, and strengthening the capacity of midwives in the conduct of life-saving skills are two core elements of the Ponlok Thmey strategy.

CARE-Cambodia supports the objectives of the Safe Motherhood Initiative which include the strategy of providing skilled attendance at delivery (IAG, 1997; IAG, 2000; Maclean 2003). The percentage of women delivering in Cambodia with an appropriately trained attendant is low, with more than 70% of women being assisted by TBAs, especially in rural areas. Additionally, over 85% of deliveries occur in the home, attended by TBAs or midwives (CARE-Cambodia, 2004; DHS Cambodia, 2000). The limitations inherent in the home birth environment and the limited skills of most TBAs to manage obstetric emergencies, presents a serious challenge to improving maternal and newborn health. CARE’s strategy focuses on increasing the proportion of deliveries that occur within the community-based health centers, and attended by skilled provider staff.

An evaluation of CARE’s Maternal/Child program was recently conducted (CARE-Cambodia, 2004). It was determined that the interventions that addressed the training of TBAs and midwives, did not significantly increase the percentage of women delivering with a medically trained provider. In response to these findings, CARE developed a set of strategies to make skilled attendance more attractive, affordable and accessible. The launching of a more formal partnership between TBAs and midwives (the TBA/midwife alliance) was one of those strategies. 

The alliance was implemented in Mongkol Borei Operational District (OD) of Banteay Meanchey Province in late 2003; then adapted for replication in additional ODs and Provinces in 2004. CARE requested an evaluation of the TBA/midwife alliance in order to inform future Cambodia country programming, to determine the utility and desirability of scaling-up of the initiative, and as a basis for recommending replication of this strategy within other CARE country programs and/or to other nongovernmental organizations (NGO) involved in maternal/child health (MCH) programming globally.

The evaluation of the TBA/midwife alliance focused on

· the original and adapted designs and implementation processes of the alliance;

· an assessment of the quality of activities relating to strengthening the partnership between TBAs and midwives;

· factors that facilitated implementation of alliance activities, and barriers that act as constraints to effective programming;

· an assessment of the effectiveness of the alliance, from a perspective of cost input and program output;

· documentation of results, as measured by qualitative anecdotal evidence, and quantifiable outcomes;

· a consideration of potential program impact on health services and on maternal/child health outcomes.

Evaluation methods included in-depth interviews with project stakeholders (CARE and its country program partners, including representatives of the Provincial Health Department and Operational Districts) and with community leaders (Village Health Chiefs, Commune Council Heads), midwives, TBAs, and community members (women and family members). Findings from these interviews were reviewed within the perspective of the objectives and activities of the safe motherhood initiative, and lessons learned from other worldwide programming for skilled attendance at delivery (Walraven & Weeks, 1999; Maclean, 2003).

III.
BACKGROUND AND DESCRIPTION OF THE PROJECT
A.
Background

Cambodia’s birth rate is estimated as 27.13 births/1000 population and 3.51 children per woman (2004 estimates) (WFB-C, 2004). The maternal mortality ratio is cited as 437/100,000 women (Measure [DHS], 2000; CARE-Cambodia, 2004). This equates to a lifetime risk of maternal mortality of 1 in 17. These figures can be compared to a maternal mortality ratio of 210/100,000 and a maternal mortality lifetime risk of 1 in 140 for all countries in Southeast Asia (WHO, 2000). It is estimated that skilled personnel attend only 32% of births.

The infant mortality ratio is cited at 95 to 97/1000 (2003 estimates) (USDS, 2004, Save the Children, 2004). The country ranks 92nd (of 122) on the women’s index of six indicators of women’s well-being and development, 147th (of 163) countries on four indicators of child well-being, and 92nd (of 117 on the overall (combined) mother’s index (Save The Children, 2004). The country ranks 130th (of 175) on the Human Development Index, with a score of 0.556. This score in within the range for countries at a medium level of human development (UN, 2003).

B.
Project description

CARE Cambodia’s Maternal and Child Health Program, Ponlok Thmey, is implementing a variety of strategies to promote adoption of healthy self-care behaviors and to reduce barriers to access to essential and emergency health services. Ponlok Thmey covers a total population of close to 500,000 in four Operational Districts: Mongkol Borei (Banteay Meanchey Province); Bakan (Pursat Province); Sre Ambel and Smach Meanchey (Koh Kong Province).
Child health interventions include:

· expanded program on immunization (EPI)

· provider education for IMCI 

· oral rehydration therapy

· vitamin A supplementation

Maternal health interventions include:

· voluntary confidential counseling and testing (VCCT) and Prevention of maternal to child transmission (PMTCT) for HIV/AIDS prevention

· social marketing of health products, including home birth kits

· health education to promote behavior change in maternal-child health and nutrition among pregnant and postpartum women, including

· birth preparedness

· antenatal and postnatal care

· iron and vitamin A supplementation

· promotion of exclusive breastfeeding

· birth spacing

Community-based interventions include:

· mobilization of Village Health Support Groups (VHSG)

Community volunteers are elected (2 per village), organized, mobilized and trained to advocate and inform community members about basic health services for women and families. Birth preparedness is one agenda. Home birth kits are available for purchase from Community Based Distributors and HC outreach workers, whose work intersects with VHSGs.

· training of TBAs to perform clean deliveries and to refer complicated (if not all) cases; training of TBAs to encourage women’s participation in antenatal and postnatal care.

The training of Traditional Birth Attendants (Appendix C) was one of CARE’s earliest activities in MCH programming. TBAs were identified in each village through a community level inquiry process, involving village leaders and community members. Women who served other women during birth were identified and acknowledged by these community residents. The most active TBAs were invited to participate in education sessions conducted quarterly by the OD, the TBA supervisor (Government/Health Center midwife) and CARE staff. The sessions focus on the recognition of danger signs in pregnancy, during childbirth, and in the immediate postnatal period. The sessions, which are based on a CARE TBA training curriculum, also include instruction on the conduct of clean deliveries

Health Center midwives were assigned as TBA supervisors. One TBA Supervisor is generally assigned to 15-20 TBAs. Supervisory responsibilities include:

· provision of advice and counseling in response to questions posed by TBA;

· encouragement of TBAs to make appropriate referrals of women for antenatal and postnatal care

· reinforcement of the teachings regarding referral of women identified as at-risk for complications of childbirth; and 

· collection of statistics (Sibley & Sipe, 2004). 

· Pilot testing of strategies to improve transport and referral systems

CARE implemented several pilot schemes for creating linkages between communities and health facilities. These included subsidizing public or private transportation to HCs, and working with ODs to organize links from the village to the health center or to the referral hospital. (See Canavan, URC-Cambodia, 2004, for additional strategies that have been explored and tested by other NGOs.)

It is of particular note that negotiations were conducted and agreements were reached between the Provincial Governor, the Provincial Health Department (PHD), and the ferry boat operators that guarantee immediate service in the event of emergencies. There is a set fee for day and night service. If the family cannot afford the fee, CARE will reimburse the family for this expense.

· Establishment of equity funds to enable utilization of health services by those in greatest financial need

A Health Center-based equity fund was established in Banteay Meanchey that subsidizes access to emergency care and other basic services. Equity funds are available at several hospitals in the Provinces; however, this is the first equity fund known to be developed for use at the HC level. The equity fund was developed in concert with efforts to develop a wealth screening form. The form, originally developed by another NGO, is being more widely tested and disseminated. Partners for Development (PFD) and the Reproductive and Child Health Alliance (RACHA) have expressed an interest in reviewing the document, as they recognize that using a standardized means of assessment will avoid potential problems that could result if different standards are applied in different circumstances, and/or by different organizations/agencies for similar purposes.

Similarly, Ponlok Thmey is working at the level of the skilled provider and the site of care to improve the quality of services.

· Upgrading facilities (health posts, centers and hospitals)

CARE has made substantial contributions to the upgrading of health centers and health posts in the service areas. Attention has been paid to elements of the facility infrastructure (the building), and to its materials and supplies. Although CARE does not work at the hospital level, CARE has made a contribution to upgrading of two referral hospital facilities, specifically building and supplying of pharmacies. A health post was built in the remote Thmar Bang district with funds received from Conservation International.

· Establishment of maternity waiting homes (Sre Ambel District, Koh Kong Province)

Maternity waiting homes were built adjacent to two health centers in Sre Ambel. These facilities provide shelter for women who are referred to the HC for delivery, and who arrive prior to the onset of labor or in early labor. They also provide accommodation in the immediate post-delivery period, while women await an appropriate time and means of transport back to their home. Family members provide personal care and support. HC staff midwives provide professional services as indicated.

· Implementing creative arrangements and strategies to ensure 24/7 access to skilled attendance at health facilities

CARE’s objective is focused on deliveries by skilled attendants in health centers (Appendix C). A major constraint to achievement of this objective is the fact that few of the existing health centers have full-time staff, and fewer still have sufficient skilled attendant staff (government-registered primary or secondary midwives). CARE identified a number of individuals who had received some degree of education or training in midwifery skills, but who were not acknowledged as midwives on government rosters. These individuals were recruited by CARE as “floating midwives,” and assigned to augment the staffing at selected health centers. CARE staff midwives may also provide service coverage (Smach Meanchey). 

It should be noted that this action taken by CARE does present one challenge to discussion of replication and scale-up the intervention and to dissemination of the findings of this evaluation. There is an internationally accepted definition of a midwife (ICM/WHO/FIGO, 1992), i.e., an individual who has graduated from a formal education program and is authorized to practice by the respective country authority. Some of the “floating midwives” do not meet the specific requirements of this definition (Appendix C).

Additionally, CARE worked with the HC midwifery staff (government employees) to persuade them to extend their working hours at the health centers from a typical three half-days per week to at least five half-days per week. They also participate in night and weekend coverage for deliveries.

Creative job-sharing strategies were also designed. Midwives who live at a distance from selected health centers may participate in a “time on/time off” arrangement that reduces their need for daily (expensive) travel, and also ensures their physical presence in the facility for lengthier periods. At the far distant Thmar Bang Health Post, the TBAs rotate night duty, conducting deliveries at the post rather than at the client’s home. The community is vigilant for their safety. Three young women who serve as volunteers at the Thmar Bang Health Post have agreed to attend an apprenticeship program at the provincial hospital in order to acquire some basic knowledge about deliveries. They will assist the TBAs and midwives at the health post. 

· Strengthening capacity of midwives; emphasis on Life-Saving Skills

The Ministry of Health and CARE collaborated in the effort to upgrade the skills of primary and secondary midwives by assigning them to participate in a 21-day curriculum of theoretical and practical life saving skills (LSS). LSS education is implemented by RACHA. There are two training centers in the country (Battambang and Phnom Penh), that provide this educational service for CARE and other organizations (URC, WHO, UNICEF, PFD, among others).

The curriculum of the LSS course was adapted from the American College of Nurse-Midwives (ACNM) LSS manual, with the assistance of ACNM consultants, and then approved for adoption by the Ministry of Health. ACNM provided two training of trainers sessions (January 1999 and August 2001), leading to certification of 8 Cambodian trainers in Battambang and 7 at the Red Cross Health Center, Phnom Penh. These local trainers have, in turn, trained over 500 midwives.

The LSS curriculum addresses interventions for management of maternal and newborn life-threatening problems (Harvey et al., 2004). These include strategies for the prevention and control of maternal hemorrhage (active management of the third stage of labor, bimanual compression of the uterus, manual removal of the placenta, episiotomy repair) and infant resuscitation. 

· TBA/midwife partnerships: encouraging TBAs to refer their expecting mothers to midwives (through increasing TBA knowledge of danger signs and providing monetary incentives to do so); the TBA/midwife alliance

The alliance was designed through CARE’s collaborative efforts with the PHD and the OD. CARE met with these government officials to assess and to promote the common goal of increasing deliveries by skilled attendants (specifically midwives) in the health centers, with the concurrent goal of decreasing the proportion of home births, and births by TBAs. When agreement had been reached on this common goal at the PHD and OD level, the next step was the arrangement of meetings between Health Center Chiefs and the midwives to obtain their buy-in, and to inquire about any additional strategies that might be suggested. Finally, TBAs that were participating in the quarterly TBA trainings were informed of this next step, which was essentially an evolution in the design of the existing plan for TBA training and supervision.
In collaboration with local OD and Health Center partners, CARE has piloted the TBA/midwife alliance strategy in six health centers in Mongkol Borei, four health centers in Sre Ambel, four health centers in Smach Meanchey, and ten health centers in Posat, phasing in activities over the period November 2003 through July/August 2004. The majority of the corollary interventions previously described (e.g., health facility strengthening, increasing provider capacity) preceded the formal design of the alliance, and were considered foundational. They were necessary to promote the potential for effective implementation of either of the two alliance designs.
The TBA/midwife alliance is implemented in either or both of two forms:
a)
Where the Health Center is adequately prepared to facilitate deliveries the TBA refers and 
accompanies her clients to the Health Center, for which she receives a small incentive and 
refund of transportation costs (50 Baht) from CARE – “Alliance IN”. In one province, 
mothers receive a mosquito net as their own incentive.

b) Where the Health Center is not adequately prepared to facilitate deliveries the TBA invites the midwife to the clients’ house, to attend the delivery at home. The TBA receives the normal incentive from the client, and the midwifes’ fee ($5 US) is paid by CARE – “Alliance OUT.” This second option is intended as an intermediary intervention in order to build mothers’ knowledge about and confidence in the midwife, in the transition between TBA and midwife as the primary and preferred provider of care.  

IV.
ANALYSIS AND LESSONS LEARNED
A.
Analysis and interpretation of findings

The TBA/midwife alliance is both a logical and laudable “next step” in CARE’s MCH programming.

The alliance has garnered excellent support from each of the implementation partners. Modest success has been demonstrated over the term of its operation (range of 3 months to 1 year) in the settings in which it has been promoted.

The design and planning process that preceded the implementation phase is a particular strength of the alliance endeavor. CARE recognized and respected the critical need for involvement of stakeholders at several levels, if the alliance were to have any chance of success. CARE took steps to interact directly with each of these stakeholders and to engage their buy-in and ownership of their domain of intersection with alliance activities. These responsibilities were that:

· The Provincial Health Department and management at the Operational District level would need to attend to issues of 24 hour Health Center staffing and operation;

· Health Center (government) midwives would need to make a commitment to the responsibilities of their assigned positions and would need to accept additional responsibilities related to closer alliance with TBA deliveries, at the potential expense of time spent at their private practices;

· TBAs would need to accept closer supervision by midwives, who, in some cases, were unknown to the TBA in terms of skills, and were often less experienced and of a younger age;

· Village leaders (e.g. commune chiefs, village chiefs) would need, at minimum, to support the various attempts (pilot schemes) that were tested as strategies to facilitate access to health care facilities, and, at best, be creative on behalf of their own communities;

· Village families would need to be open to changing long-standing practices relating to birth at home, and cultural traditions that surrounded the birth event.

That said, it must also be noted that the degree to which each stakeholder met its commitment to alliance activities is quite variable. The adverse impact of these “shortfalls” is described below.

It is difficult to document any particular project outcome to be a direct effect or outcome of alliance activities, as the preceding and ongoing MCH activities are intricately intertwined. Nevertheless, the following can be documented as “flow-throughs” into alliance activities and represent the strengths of the TBA/midwife coalition.

B.
Project strengths

1)
There is excellent cooperation between all levels of provincial and local government and CARE staff in both planning and implementing MCH activities, including the TBA/midwife alliance. A single example of this cooperation is that when the government midwife comes to Tropang Roung HC (SM OD), she often sleeps overnight at the CARE field office.

2)
There is substantial evidence of behavior change on the part of TBA providers in areas of counseling and practice for:

· advocacy for antenatal care (Sibley, Sipe & Koblinsky, 2004) and better maternal nutrition, including the use of nutritional supplements (e.g., one TBA reported that she previously commonly encouraged women to restrict food, in order to keep the infant weight low, in the interest of an easier delivery). There is convincing anecdotal evidence that the TBAs are encouraging women to participate in the health education sessions and to partake of the clinical services that are offered during the prenatal period, at HCs or during community-based outreach activities.

· referrals for health center or hospital delivery in the presence of danger signs (Bailey et al., 

2002). There is substantial quantifiable evidence that TBAs are willing to make referrals of women at risk of adverse pregnancy outcomes and to recommend delivery in Health Centers. TBAs reported that they had acquired a new consciousness about their responsibility for making appropriate referrals in labor. One TBA expressed a newly found “fear” of encountering a problem during home delivery because it might be perceived that she had not acquired the skills to detect a problem. Conversely, another TBA expressed the concern that if she referred all clients to the HC she might be perceived as unskilled and incompetent to assist at births. 

TBAs almost uniformly reported a commitment to the women of their community. They were dedicated to doing the right thing (however defined), if it would be in the best interest of the women.

· adoption of safer birth practices (e.g., no longer kneading the uterus to promote descent of the infant; no longer performing digital examination in the presence of intrapartum bleeding);

· adherence to principles of clean delivery;

· safe cord care practices (use of gentian violet rather than various traditional or herbal compounds);

· advocacy for immediate and exclusive breastfeeding for a period of 6 months;

· reducing the recommendation for and use of the cultural practice of resting the mother over a bed of fire (intended to improve her skin tone, and tighten the uterus).

3)
The number of deliveries by midwives is very slowly increasing. The CARE office in Banteay Meanchey Province reported that LSS-trained providers conducted a total of 67% (n = 589) of 878 deliveries during FY 03. Seven percent of these deliveries (n = 58) were conducted in concert with a TBA. A total of 371 of these 878 deliveries had been referred to the midwife for delivery because complications had been identified. Six percent (n = 22) of these referrals had been made by TBAs who participated in alliance activities. An additional 507 deliveries were conducted by TBAs, presumably, following enhancement of knowledge and skills through TBA participation in training sessions. Alliance activities in the Koh Kong province are too new to yield reliable statistics.

4)
Both midwives and TBAs report that there is good communication between the provider cadres.

A few TBAs revealed in interviews that they had in the past, often been chastised by midwives when they brought women to the hospital after attempts to accomplish a complicated delivery at home. The TBAs stated that the current and prevailing attitude is more likely to be an acknowledgement of support for the TBA’s decision to refer and transport.

5)
There is some improvement in statistical reporting and recording of births (a process not well implemented at the government level) because there are several intersections among government and project reports that increase the validity of the data.

· The TBA supervisor collects statistics from TBAs on a monthly basis;

· Health Centers also provide a report to both the OD and to CARE, as a double check/secondary source;

· Children’s vaccination program records must match birth records;

· VHSG reports must also match birth records.

6)
There is some evidence of increased enthusiasm and commitment to duty on the part of the government (Health Center) midwives. Hours of service at the health center have been increased, and 24 hour/7 day service has been arranged in some settings, through a variety of creative work schedule schemes.

C.
Project constraints and limitations

An effective TBA/midwife coalition has true potential for reaching community women and families with appropriate reproductive health information, education and counseling (IEC). An effective coalition would also facilitate progress toward the goal of increasing (to 100%) the number of deliveries at birth centers. The following constraints limit the potential effectiveness of CARE-Cambodia’s TBA/midwife alliance.

1)
The infrastructure of a majority of health facilities is not necessarily conducive to

· safety of personnel or clients, particularly at night time;

· availability of on-site personnel (requiring families to seek and find the birth provider who may reside adjacent to the facility);

· best practices for birth: specifically,

· in some centers there is no running water and the electricity supply is sporadic (affecting the ability to ensure the sterility of birth equipment);

· there is no refrigeration/cold chain for maintaining pharmaceutical supplies at peak potency (i.e., oxytocin and/or ergometrine);

· there is very limited space to accommodate supportive caregivers (discussed below), and the space available represents a less supportive environment for women accustomed to giving birth in the home (Hodnett, 2001);

· Deliveries are sometimes accomplished on delivery tables in a recumbent (back-lying) posture, rather than the semi-recumbent or upright (squatting) posture that has been recommended. The recumbent posture accommodates the birth attendant (e.g., for the purpose of cutting an episiotomy), but is physiologically less favorable as a position for birth (Gupta & Hofmeyer, 2003).

2)
There is little evidence that either midwives or TBAs are encouraging receipt of postnatal services beyond the immediate postpartum period.

3)
The health messages transmitted to village women through TBAs and midwives is largely limited to women who are already pregnant. The opportunities are very limited for younger women (pre-teens, adolescents) and those who have left the school setting to obtain reproductive health education (e.g., menstruation, sexual health, abstinence education and refusal skills, making decisions about one’s sexuality and fertility). 

4)
The substantial challenges of transportation in a majority of the villages continue to limit effective, efficient and timely referrals to the health centers or hospitals.

5)
The financial costs involved in both transportation to and receipt of health care services presents a barrier to many families. There will always be conflict between economic realities and the goal of HC deliveries. Community-based solutions have been tested in some, but not all of the villages. The leaders and members of the villages must, in the end, take leadership and responsibility for finding solutions that work in their context. 

6)
TBAs and home birth both have a long tradition in the villages. There is little sense of discomfort or dissatisfaction with the “status quo”, therefore little incentive on the part of community members to enthusiastically adopt facility deliveries as the “standard.”

· Commune Chiefs/Village Chiefs are well aware of the work of CARE and the goal of deliveries in HCs. Nevertheless several of these leaders expressed the opinion that one must “respect the right of the woman to choose” a TBA or a home delivery. (This respect for the rights of women must in turn be respected; nevertheless, it must be considered in context. The alternatives available to women in this particular instance were not necessarily best or even better choices [Cook & Dickens 2002; Germain, 2004]).

· Women are not fully aware of the essential differences between the knowledge and skills of a TBA or a midwife. Several women expressed the opinion that there was little or no difference.

· Several women expressed a negative opinion about the manner of practice of midwives, when compared to a TBA. There was no direct evidence, but there was strong suggestion, based on interviews of midwives, TBAs and clients of the midwives, that midwives sometimes engaged in behaviors that should raise questions of best practice, i.e.,

· routine, rather than selective/indicated episiotomy for first time mothers (Carroli & Belizan, 1999; Myers-Helfgoot & Helfgott, 1999); leading to the requirement for vaginal suturing (for which mothers were charged a fee for service);

· the use of oxytocin in the first stage of labor “to make the birth go faster”. (One TBA stated that she was asked to administer injections [presumably oxytocin] when she worked in alliance with a midwife during a birth.);

· Routine separation of mothers from their family caregivers at the time of birth in the HC. Current evidence strongly supports the positive effect of constant companionship and continuity of caregiver during labor and birth (Hodnett, 1998; Hodnett et al., 2003). TBAs were likely to engage others in support of women during home birth. Midwives were very unlikely to do the same when deliveries occurred in the health facility. This was due, in part, to the constraints of the space available in these settings. However, it was also due, in part, to provider attitude. One midwife stated that in her experience she had never known of a single father who wanted to be present at the time of birth, although when probed for further information, she stated that she had never in fact asked the question, but, rather, had assumed the response.

7)
There was little evidence that the midwives were engaging the TBAs in the “teaching moment” when the opportunity presented. Midwives and TBAs both indicated that there was little effort made to discuss the circumstances of the presenting problem that prompted a referral to the health center, or to engage in cross learning. There is certainly much that midwives can teach to TBAs. Midwives also have much to learn from the common wisdom of TBAs who can be very astute observers of the natural birth process. 

D.
Cost-benefit of the alliance

One feature of the TBA/midwife alliance that requires particular review is the impact of the financial incentives offered to TBAs for referring clients to health center deliveries (reimbursement for transportation when the TBA accompanies the client), or for inviting the midwife to attend birth in the client’s home (the TBA receives the birth fee directly from the client; CARE reimburses the transportation expenses and compensates the midwife for conducting the delivery). It is reasonable to assume that this subsidy has some impact on the willingness of both midwife and TBA to participate in the alliance activities. One must question whether either care provider would demonstrate similar referral patterns if this financial incentive were withdrawn. 

· TBAs did not express a concern about the loss of their business income. Some indicated that the release from “on-call” status would be a relief for themselves and their own families. Several indicated that the income from the business was never sufficient compensation for the task in any event.

· Several TBAs indicated that they would not stop making referrals even if funding were withdrawn because the TBA had gained new faith in the skills of midwives as a result of the discussions that have occurred between the cadres, and, similarly, that midwives have earned a new respect for the practical wisdom of the TBA, as augmented by the training that she had received.

· Some TBAs indicated that they could not stop making referrals simply because the community members would be skeptical of such an abrupt behavior change, and would lose trust in the TBA’s judgment.

· It is of interest to note that no midwife mentioned the financial incentive as a factor that influenced her decision to participate in alliance activities.

The overarching question is whether the TBA/midwife alliance is worth the investment. Costs of alliance activities include the financial incentives offered to TBAs and the cost reimbursements offered to TBAs, midwives and families. They also include the substantial investment of CARE staff time devoted to maintenance of the essential components of the intervention. The expenses of TBA training/retraining and enhancement of skills for midwives (LSS) would be incurred even if TBA and midwife education activities were conducted as parallel interventions. However, to ensure the interactions that characterize the alliance, substantial additional time must be invested in maintaining effective communication with stakeholders at all levels.

A rigorous cost-benefit and/or cost-effectiveness analysis (Walker et al., 2002) is outside the scope of this evaluation activity. It is likely too early in the timeline of implementation of the alliance to conduct such an inquiry in any event. Nevertheless, practical wisdom would suggest that the outcomes that can be demonstrated as “flow-throughs” (if not direct effects) of the intervention have certainly been worth the investment. The most remarkable effect is the behavior change on the part of TBAs that now supports timely recognition of problems and timely referral to health facilities, two of the three “delays” that are known to impact maternal mortality worldwide (Thaddeus & Maine, 1994). This is also the effect that is most likely sustainable over the long-term.

There is one additional consideration worth noting in the context of cost-benefit considerations. It was the uniformly expressed opinion of political and community leaders that TBAs would likely have a presence within the health care delivery system of rural Cambodia for the foreseeable and distant future. It is also very unlikely that the country will quickly solve its substantial problems of access to quality health care (both physical access in terms of available facilities and reliable transportation to the facilities, as well as financial access to services). Therefore, it is in everyone’s best interest, and worth the investment, to enhance present day services (including provider abilities and resources) to the degree possible. That said it is very interesting to note that the vast majority of TBAs (i.e., all except two) who were interviewed for this evaluation indicated that they were not presently training their replacement, and not planning to do so in the near future. This information was treated with some skepticism by PHDs and ODs with whom this finding was shared. One OD said, in essence, that he did not believe it, because women always need to have a source of income. Two others dismissed the finding as a “socially desirable response”, i.e., that TBAs were saying what they thought the evaluator wanted to hear. Nevertheless, the impact of telecommunications, even in remote villages, is certain to convey to young women the opportunity for alternatives to traditional choices in education and/or employment. Moreover, the Cambodian people are expressing an openness to accept new ways and changing traditional patterns of behavior. One older woman (a grandmother) told the story of the old practice of giving babies over to a wet nurse, that now is known to be a factor in the spread of tuberculosis, and therefore no longer supported. The future of the TBA in Cambodia should not be easily dismissed from discussion.

E.
Lessons learned
The following lessons were learned from implementation of the two models of the TBA/midwife alliance:

· The intervention cannot drive the system. Constraints inherent in the public health facility infrastructure limit the effectiveness of any intervention that fundamentally depends on a vigorous and vital health care system as an integral component of the design.

· Best practice cannot be assumed, and must be continually fostered as a professional value. Providers must be encouraged to evaluate the basis on which they make clinical care decisions, and encouraged to identify personal self-interest as a competing and conflicting factor.

· Certain strategic investments are worth the risk. It was anticipated at the onset that external financial support (incentives) might limit the sustainability of alliance activities. Nevertheless, participants found alternatives of equal value (e.g., increased self-esteem, community respect, opportunity for new learning) that will serve as intrinsic incentives in the future.

V.
RECOMMENDATIONS

The following recommendations for enhancement of the TBA/midwife alliance are based on interpretation of the information derived from this evaluation effort, placed within the context of what may be desirable, but also feasible, in the present and near future. The recommendations are made with the assumption that CARE will continue to pursue the goal of 100% deliveries with a skilled attendant, in a health facility.

Recommendations related to pragmatic enhancement of alliance activities
1.
Twenty-four hour/seven day coverage at health centers must be a first priority for Provincial 
Health Departments and Operational Districts.

The following factors act as disincentives to health center deliveries:

a) finding HCs closed and locked at time of attempted access;

b) the need for families to locate the provider, who may not be in residence at the HC

c) the perception of an unsafe (and/or unclean) environment.

Ministry of Health representatives should be encouraged to visit these health facilities, to gain an appreciation of HCs and referral hospitals in context, and also to motivate the health staff that must work under the circumstances of the facilities to which they are assigned.

2.
Health center facilities must be upgraded to a level that supports best practice.

A substantial investment has already been made in some HCs and health posts. Maintenance of these upgrades seems to be given a lower priority, thus reducing the value of this investment over time. Resources necessary to sustain the ability to sterilize birth equipment and to maintain the potency of essential drugs (e.g., oxytocin, ergometrine) are critical (Nazerali & Hogerzeil 1998), given that the temperature-stable prostaglandin alternative (oral misoprostol) has not been proven to be as effective as was anticipated (Gulmezoglu et al., 2004). Planned renovations should include the accommodation of best practices for supportive companionship in labor and at the time of birth (Hodnett, 1998; Hodnett et al., 2003).

3.
Communities should be encouraged to be creative in the identification of solutions for 
increasing access to HC and hospital facilities.

Financial access and efficient transportation schemes are both required. CARE should continue to support pilot studies of strategies identified with and for communities. The maternity waiting homes that were established by CARE are a model worthy of replication. The wealth rating form being tested by CARE is another model that is worthy of wider dissemination and cross-utilization among CARE’s project partners.

4.
Access to health messages should be enhanced for younger women.

It was the consistent observation that community members rarely engage in health discussions outside of the context of antenatal care. The messages of reproductive health, refusal skills and the choice of sexual abstinence, reproductive health preparedness, and birth preparedness are important messages for adolescents and young women. It is recommended that this content be integrated within the context of Anakut Thmey, CARE’s reproductive health education project.

5.
Provision of (by midwives) and participation in (by women) postpartum care should be more strongly emphasized in program activities.

There was substantial evidence that TBAs encouraged women to access the antenatal care services provided by the midwives. There was little or no evidence of any emphasis on referral, provision, or utilization of postpartum services. The period of time shortly following birth is an important time for the detection of complications of the event of childbirth, for follow-up of VCCT and PMTCT, and for the provision of counseling and services for birth spacing.

Recommendations related to scale-up and replication of the TBA/midwife alliance and dissemination of the model
6.
The international definition of midwife and the standards of practice for the professional 
midwife should be considered for adoption. 


a.
USAID-Cambodia/CARE should actively engage in activities designed to strengthen 

a professional association for the midwives of Cambodia


b.
Association membership in the International Confederation of Midwives should be 

cited as one desirable outcome of these activities.

Replication of this model will be limited to the degree that the definition of TBA and midwife provider, and the delineation of the skills of the TBA and midwives who are participants in these alliance activities remain undefined. An approach that can be encouraged is the enhancement of the professional status of skilled providers. The International Confederation of Midwives can provide the reference standard for midwifery providers in terms of education and practice.

The essential skills and competencies (ICM, 2002) that have been defined for the midwife should form the basis of any checklists used to assign the designation of “midwife” to skilled attendants participating in alliance activities. 

7.
Midwives should be encouraged and further educated to adopt evidence-based practices as the 
standard of care, and to share that information with alliance partners.

There is some evidence that midwives have adopted certain practice patterns that are not based on best evidence, but rather, are prompted by the opportunity for personal financial gain. This cannot be supported as professional practice. The opportunity for peer review that can be made available through a strong professional association is one approach to resolution of this concern.

At the same time, midwives should be encouraged to maximize every opportunity for teaching and learning of “best practices” between and among the TBA and midwife alliance partners.

8.
Present activities that define the TBA/midwife alliance should be sustained; the model should be scaled up in each of CARE’s MCH intervention districts, and the model should be disseminated to CARE countries and to the wider global community.

The goals of skilled attendance and facility deliveries for all women will not likely be achieved in Cambodia in the near future. Nevertheless, despite recent discussion to the contrary (Jenkins, 2003; Kruske & Barclay, 2004), the goal is a worthy one, and the activities in which CARE has engaged in pursuit of the goal are supported by qualitative and anecdotal evidence of their effectiveness. The limitations inherent in the Cambodia country context create constraints to implementation and impact. This may not be the case (or at least constraints may not operate to the same degree) in other lesser-developed countries that also rely on TBAs as care providers. Wide dissemination of the model will enable other countries to further test this intervention, and to derive the best value from components that do work in their own country context.
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B.
Persons Interviewed/Sites Visited

	Persons Interviewed/Sites Visited
	Title

	CARE-Cambodia Staff

	Phnom Penh Office

	Älbertha Nyaku
	Health Sector Coordinator

	Ingeborg Roorda
	MCH Technical Advisor

	Yim Sovann
	MCH Sr. Program Officer

	Banteay Meanchey Office

	Muong Sopha
	MCH Senior Project Manager

	Sang Chhom Sereirith 
	MCH Assistant Project Manager

	Chhat Sopharth
	MCH Project Officer

	UK Chantavy
	MCH Project Officer

	Sre Ambel Office
	

	Khieu Kimlee MD
	Project Manager

	Khvan Yamsitha
	MCH Field Officer

	Peng Chheng Kim
	MCH Field Officer

	Smach Meanchey Office

	Chum Sopha
	MCH Senior Project Manager

	Prum Than 
	MCH Manager

	Mao Syneth
	MCH Project Officer

	Sao Saline
	MCH Project Officer

	CARE-Cambodia Collaborative and Partner Organizations

	Hen Sokun Charya
	Development Assistant Specialist for MCH/RH

USAID-Cambodia

(telephone interview)

	Maria Francisco
	Country Director

University Research Co.

	Chan Sodara
	Deputy Director

University Research Col, LLC

	Jonathan Garrett
	Provincial Coordinator,

Koh Kong Province

Partners for Development

	Sam Sochea
	MCH Coordinator

RACHA

	Banteay Meanchey Province

	Serei Sophoan District

	Phrieit Health Center – Village of Koshpong sat 

	Name not recorded
	Health Center Chief

	Name not recorded
	Traditional Birth Attendant

	Community Members - Village of Koshpong sat

	Name not recorded
	Midwife

	Name not recorded
	Midwife

	Name not recorded
	Traditional Birth Attendant

	Four (4) mothers with infants < 6 months of age
	

	Makak Health Center – Village of Bakchan

	Name not recorded
	Midwife/Health Center Chief

	Name not recorded
	Traditional Birth Attendant

	Community Members - Village of Bakchan 

	Name not recorded
	Traditional Birth Attendant

	Mother of 1 month old infant
	

	Group of village women 

(1 1st time pregnant women, 1 2nd time pregnant woman, 1 mother, 1 grandmother, 4 younger women)
	

	Community Leader and Community Members - Village of Bong Rosh 

	Srey  Hoeung
	Commune Chief

	Mother of 6 week old infant
	

	Community Members - Village of Dong Korl

	Name not recorded
	Traditional Birth Attendant

	Group of Village women

(Grandmother and mother of the TBA, 1 1st  time mother, 1 4th time mother, 3 younger women)
	

	Mother of 18 day old infant
	

	Monkol Borei District

	Souer Health Center – Village of Demrey Kram
	

	Pov Sotheary
	Midwife

	Village of Demrey Kram

	Mom Sorn
	Traditional Birth Attendant

	Mother of 2 day old infant

(Aunt and grandmother and several young children were present)
	

	Mother of 3 month old infant
	

	Mother of 2 month old infant (daughter of the TBA)
	

	Koh Kong Province

	Sre Ambel District

	Representatives of the Provincial Government and Operational District

	Keng Teng
	Deputy District Governor

	Dr. Mak Kimly
	OD Deputy Director

(malaria; health systems)

	Em Mith
	OD MCH Chief Director

	Khem Khoru
	OD Finance/Administration Office

	Sre Ambel Referral Hospital

	Dr.NayThan
	Hospital Director

	Sre Ambel HealthCenter – Village of Sre Ambel

	Sy Mon
	Midwife

	Vong Vannak
	Health Center Chief

	Family in maternity waiting home (mother, newborn, father, mother-in-law and several other female relatives)
	

	Name not recorded 

(TBA who accompanied this family to HC)
	Traditional Birth Attendant

	Family in maternity waiting home (pregnant woman in labor, husband, mother, 2 others)
	

	Beng Preav Health Center –Village of Teuk Paong

	Lam Than
	Midwife and Health Center Chief

	Community members – Village of Beung Preav

	Thong San
	Traditional Birth Attendant

	Muy Neav
	Traditional Birth Attendant

	Mother of 15 children with newborn infant
	

	Mother of 7 month old , her mother and husband
	

	Community members – Village of Steng Samrong

	Name not recorded
	Traditional Birth Attendant

	Mother of 7 month old baby (husband and sister)
	

	Mother of a 5 month old baby (husband )
	

	Takavet Health Center – Village of Cham Srey

	Vong Sarin
	Health Center Chief

	Khieu Sokny
	Midwife

	San Moeun
	Midwife

	Community member – Village of Streng Chhay

	50 year-old  woman who had experienced a stillbirth
	

	Andeung Teuk Health Center – Village of Andeung Teuk

	Mao Sreyla
	Midwife

	Community members – Village of Andeung Teuk

	Yen Leng
	Traditional Birth Attendant

	Mother of a 6 day old infant
	

	Community members – Village of Pra Lean

	Keo Sous
	Traditional Birth Attendant

	Mother of newborn infant, 12 hours old (husband and extended family members, including young children present)
	

	Community Leader –Village of Kandol- Kandol Commune 

	Sim Ky
	Commune Chief

	Community member - Village of Kandol

	Mother of a 5 month old baby
	

	Community members – Village of Tam Kan

	TBA (adult daughter. a pregnant woman with nursing child, and young children present)
	Traditional Birth Attendant

	Mother of a 1 month old baby (her own mother present)
	

	Community Leader – Village of Tam Kan

	Village Chief
	

	Smach Meanchy District

	Representatives of the Provincial Government and Operational District

	Phay Thoun Phlam Kesorn
	District Governor

	Ph.Chhoun Hour
	Director, PHD

	Dr. Pin Savath
	Vice Director, PHD

	Mrs. Kheng Darasy
	OD MCH Director

	Thmor Bang Health Post – Village of Tropang Chheu Trav - Reusey Chrum Commune

	Tep Chhorm
	Health Post Chief

	Khin Saros
	EPI volunteer

	Por Botum
	MCH volunteer

	Hark Srey Meach
	Drug supply and tuberculosis volunteer

	Community members – Village of Tropang Chheu Tray

	Kol Sav
	Traditional Birth Attendant

	Mother of 4 month old and her sister, mother of 3 month old
	

	Community members – Village of Taley Leu

	Sok Chhoung


	Traditional Birth Attendant

	Mother of 1 month old and mother of 5 month old infants
	

	Name not recorded
	Administrator for District Tamor Bang

	Smach Meanchy Health Center 

	Meth Phany
	Midwife

	Smach Meanchy Referral Hospital

	Names not recorded: Four (4) individuals in delivery suite
	

	Koh Kong District

	Tropang Roung Health Center

	Chhai Keun
	Midwife

	Community members – Village of Koh Sroloy - Koh Kapi Commune

	Sok Sopheap
	Traditional Birth Attendant

	Mother of a 1 month old; and the mother of this woman, herself a mother of a 10 month old (and currently pregnant)
	

	Mondol Siema District

	Pak Long Health Center

	Sor Chan Sarath
	EPI staff member; administrator

	Sam Elmary Yan
	Midwife

	Ouk Phalline
	Midwife

	Community Leaders and Community Members – Village of Pak Long - Pak Long Commune

	Chang Sary
	Vice Chief, Commune Council

	Ros Sarin
	Village Leader

	Community Member – Village of Beung Kachong

	Kal Sockla
	Traditional Birth Attendant

	Woman in 9th month of pregnancy
	

	Community Members – Village of Phum Chamyeam

	Mao Thy
	Traditional Birth Attendant

	Mother of 1 month old infant
	


C.
International definitions


International Definition of a Traditional Birth Attendant

A TBA is a person who assists the mother during childbirth and who initially acquired her skills by delivering babies herself or through apprenticeship to other TBAs.

· World Health Organization. Traditional Birth Attendants – a joint WHO/UNFPA/MCH statement. Geneva: WHO, 1992


International Definition of a Midwife 

A midwife is a person who, having been regularly admitted to a midwifery educational program, duly recognized in the country in which it is located, has successfully completed the prescribed course of studies in midwifery and has acquired the requisite qualifications to be registered and/or legally licensed to practice midwifery. 

She must be able to give the necessary supervision, care and advice to women during pregnancy, labor and the postpartum period, to conduct deliveries on her own responsibility and to care for the newborn and the infant. This care includes preventative measures, the detection of abnormal conditions in mother and child, the procurement of medical assistance and the execution of emergency measures in the absence of medical help. She has an important task in health counseling and education, not only for the women, but also within the family and the community. The work should involve antenatal education and preparation for parenthood and extends to certain areas of gynecology, family planning and child care. She may practice in hospitals, clinics, health units, domiciliary conditions or in any other service.

· Jointly developed by the International Confederation of Midwives and the International Federation of Gynaecology and Obstetrics 

· Adopted by the International Confederation of Midwives Council 1972. 

· Adopted by the International Federation of Gynaecology and Obstetrics 1973. 

· Later adopted by the World Health Organization. 

· Amended by the International Confederation of Midwives Council, Kobe, October 1990. 

· Amendment ratified by the International Federation of Gynaecology and Obstetrics 1991 


and the World Health Organization 1992 

International definition of skilled birth attendant
A skilled birth attendant is a person with midwifery skills (for example, doctors, midwives, nurses) who have been trained to proficiency in the skills necessary to provide competent care during pregnancy and childbirth.

· Jointly developed by the Interagency Working Group for the Safe Motherhood Initiative, Geneva, 2000

D.
Guiding Questions for Interview and Focus Group Discussions
The following questions represent the framework for discussions held with individuals and groups. The questions were not asked verbatim; rather, they were adapted as appropriate to the audience, and further adapted, in the form of probes for inquiry.

INTERVIEW QUESTIONS FOR THE MIDWIFE

1. Please tell me how you prepared to be a midwife.

2. About how many births have you attended since you became a midwife?

3. Did you work as a TBA before you prepared to be a midwife?

4. Do you think that TBAs have enough knowledge and skills to attend births safely?

5. Why did you want to participate in the TBA/midwife alliance?

6. What are the best things about this alliance?

7. Are there any things that do not work well?

8. Can you tell a story about a birth that you did with a TBA?

a) How did the family feel about having two attendants at the birth?

 b) Did the TBA ask you questions about what you did?

c)  Did you have the opportunity to discuss anything about the labor and birth with 

the TBA?

9. If CARE was no longer able to pay money or provide supplies to you when you worked with the TBA, do you think that you would still work with the TBA?  Why or why not?

INTERVIEW QUESTIONS FOR THE TBA WHO BRINGS WOMEN TO THE HEALTH FACILITY

1. Please tell me how you prepared to be a TBA.

2. About how many births have you attended since you became a TBA?

3. How many women have you cared for along with the midwife?

4. Why did you want to participate in the TBA/midwife alliance?

5. What are the best things about this alliance?

6. Are there any things that do not work well?

7. Did the midwife discuss the birth with you, or teach you how to do something?

8. Do you think the midwife thinks you have enough skills to attend births safely?

9. Are you training anyone to replace you in your work as a TBA?

INTEVIEW QUESTIONS FOR THE TBA WHO DOES BIRTHS IN THE HOME

1. Please tell me how you prepared to be a TBA

2. About how many births have you attended since you became a TBA?

3. Why did you want to participate in the TBA/midwife alliance?

4. Can you tell a story about a birth that you did with a midwife?

a) How did the family feel about having two attendants at the birth?

 b) Did the midwife ask you questions about how you would do things if you were 

helping with the birth?

 c) Did you have the opportunity to discuss anything about the labor and birth with 

the midwife?

      5.
Please tell me what compensation you receive for conducting a birth?

 
      6.
If there were no money coming to you from CARE, would you still do the things that you 
have learned about through your work with CARE and with the alliance?


      7.
Are you training anyone to replace you in your work as a TB

INTERVIEW QUESTIONS FOR MOTHERS WHO GAVE BIRTH WITH A TBA/MIDWIFE

1. Did you know anything about the TBA/midwife alliance before you went into labor?

2. If you did know something, what did you know, and who told you about it?

3. Please tell me what you know about how the midwife is trained to do the job?

4. Please tell me what you know about how the TBA is trained to do the job?

5. If you have a next baby, who do you think you will ask to be at the birth, the midwife or the TBA?

6. Why do you feel that way?

INTEVIEW QUESTIONS FOR MOTHERS WHO ARE PREGNANT – NO PREVIOUS BIRTH WITH THE ALLIANCE

1. IF THIS IS YOUR FIRST BABY – Who do you plan to have at your birth, the TBA or the midwife?

2. IF THIS IS YOUR SECOND OR GREATER NUMBER BABY – Who attended your other births? A TBA or a midwife?

3. Do you know anything about the TBA/midwife alliance?



IF THE ANSWER IS “YES”- THEN ASK

4.   Please tell me what you think the alliance does for pregnant women?

5 Do women in your community talk to one another about the TBA/Midwife alliance?



IF THE ANSWER IS “YES”THEN ASK

       6.          What do they say about it? Is it a good thing or a bad thing?

INTERVIEW QUESTIONS FOR THE ADMINISTRATORS OF THE HEALTH SYSTEM

1. Please tell me what you know about CARE’s TBA/midwife alliance program?

2. Were you involved in the planning?

3. What do you think the alliance will do for health services in this area?

4. Does CARE keep you well enough informed about how the alliance is working?

5. How do you think or feel the alliance is working?

6. Should this program be instituted in other areas of your jurisdiction?

7. What would happen if CARE were no longer able to provide the money that it gives to keeping the alliance working?

8. What are the best things about this Alliance, in your opinion?

9. What things need to be improved?

10. Please tell me about all of the things that CARE does in your health district? What kinds of programs is CARE implementing in your health district?

INTERVIEW QUESTIONS FOR VILLAGE CHIEFS AND LEADERS


1. Please tell me what you know about CARE’s midwife/TBA alliance.

2. Were you involved in planning for this program?

3. Have you noticed anything good or bad about the health of your community since CARE began to work here?

      4.
      Please tell me about all the things that CARE does in your community.

E.
Organizations represented at exit briefing

· Cambodia Ministry of Health (Program Officer for Reproductive Health)
· CARE - Cambodia
· Family Health International
· RACHA
· Trauma Care Foundation
· URC
· USAID/Cambodia

· WHO

F.
Matrix of Recommendations
	Recommendation
	Implementation Partners

	
	Cambodia government/Ministry of Health
	CARE-Cambodia
	Participant NGOs/donor community

	Recommendations related to pragmatic enhancement of alliance activities

	1. Twenty-four hour/seven day coverage at health centers must be a first priority for Provincial Health Departments and Operational Districts.
	X
	
	

	2. Health center facilities must be upgraded to a level that supports best practice.
	X
	
	X

	3. Communities should be encouraged to be creative in the identification of solutions for increasing access to HC and hospital facilities.
	
	X
	X

	4. Access to health messages should be enhanced for younger women.
	X
	X
	X

	5. Provision (by midwives) and participation in (by women) postpartum care should be more strongly emphasized in program activities.
	X
	X
	X

	Recommendations related to scale-up and replication of the TBA/midwife alliance and dissemination of the model

	6. The international definition of midwife and the standards of practice for the professional midwife should be considered for adoption.
	
	
	

	
a.  USAID-Cambodia/CARE should activity engage in activities designed to strengthen a professional association for the midwives of Cambodia.
	
	X
	X

	
b.  Association membership in the International Confederation of Midwives should be cited as one desirable outcome of these activities.
	
	X
	X

	7. Midwives should be encouraged and further educated to adopt evidence-based practices as the standard of care, and to share that information with alliance partners.
	X
	X
	X

	8. Present activities that define the TBA/midwife alliance should be sustained; the model should be scaled up in each of CARE’s MCH intervention districts, and the model should be disseminated to care countries and the wider global community.
	X
	X
	X
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