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ABSTRACT
Background
Afghanistan has one of the highest maternal mortality ratios throughout the world. According to AFDHS
2015 the maternal mortality ratio in Afghanistan is 1200/100000live births. Anecdotally, lack of access
and very low utilization of maternity services due to limit access low quality of services and cultural
barriers seems to have an important role in such a high maternal mortality. However, to date there are
very limited studies looking at reasons and strategies for addressing maternal mortality in Afghanistan.
Despite the highly important role of access in reducing maternal mortality.
OBJECTIVE
The objective of this study was to provide qualitative and quantitative information on reproductive
health inhabitants’ knowledge, attitude and practices in Laghman province of Afghanistan.
METHODOLOGY
This field research used two types of assessment, qualitative and quantitative. These two different sets of
data triangulated each other and provided an exhaustive picture of access to health and health seeking
behaviors of the beneficiaries. The data was later entered into Epi Info version 7.2.01(CDC, 2016) and
analyzed using the same software with a confidence interval of 95%.
RESULTS
Total, 187 male heads of households and 187 mothers, 8 Focus Group Discussions (FGDs) and five key
informants from health facility and stake holder were the participants in this study with age range of 1555 years. The survey found that the distance seems to be one of the biggest barriers to access health care
there are several factors discouraging women from attending BHC, especially for deliveries and those are
mainly to be attributed to the health services supply side and demand side. Patients believe the quality of
care offered often is not up to the standard they expect and since they have other available care options.
Other contributing factors like privacy issues, unavailability of 24/7 maternity care services especially
during night. and not having a transportation mean most of the time owing people to walk for hours to
reach the health centers from the services users’ side, keeping in mind the low socio economic situation of
the communities, although people are aware about the existing of health services care
CONCLUSION
The finding suggest to incentivize deliveries assisted by skilled personnel, the implementer NGO could
think about organizing family and delivery homes in strategic places where a skeleton skilled staff from
the BHC - e.g. midwife - is present to assist deliveries 24/7 or alternatively thinking about having a backup midwife at provincial level to ensure continuity of services deliveries.
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CHAPTER 1: INTRODUCTION
Maternal mortality is currently one of the challenges of the Sustainable Development Goals framework; despite
being a key indicator of social development and above all of the access to reproductive health care data for
measurement are very often unreliable. Maternal deaths are highly concentrated in the poorest regions in the
world; WHO (2014) estimates for 2013that the sub-Saharan Africa region alone accounts for 62% of global
maternal deaths followed by Southern Asia at 24%, where Afghanistan is located. Afghanistan has one of the
highest maternal mortality ratios throughout the world. Anecdotally, lack of access and very low utilization of
maternity services due to low quality of services and cultural barriers seems to have an important role in such a
high maternal mortality.
1.1: Global and Regional Context
Maternal mortality is one of the prominent global public health problems. Each year, an estimated 536 000
maternal deaths occur globally. 99% of these maternal deaths (533 000) occur in the developing world (WHO,
UNICEF, UNFPA, World Bank, 2007). This difference of maternal mortality between the developing and
developed countries is cited “as the largest discrepancy of all public health statistics” (World Bank, 2007). For
example, maternal mortality in broad Millennium Development Goal (MDG) regions is as high as 450 per
100,000 live births in developing regions whereas it is only
9 in the developed regions (WHO,
UNICEF,UNFPA, World Bank, 2007).Situation is particularly awful for women who have one of the lowest
ages of female life expectancy and one of the highest fertility rate - six children per woman - in the world
(WHO, 2015).
In 2015, only four countries in the EMRO region were ranked among the top 50 countries globally on the
UNDP Gender Inequality Index, and none made it into the top 25. Seven EMRO countries had female labor
force participation rates of 20 percent or less in 2015 (that figure reflects women’s autonomy and access to
income, but does not factor in unpaid work). And the maternal mortality rate among EMRO countries ranged
from four maternal deaths per 100,000 births in Kuwait, to 396 per 100,000 in Afghanistan in 2015.
Maternal mortality is one of the main killers of women in Afghanistan. Mortality related to either
hemorrhage, eclampsia, obstructed labor, sepsis and unsafe abortion was around 396 women per 100 000 live
births in 2013 (WHO, 2015). These recent data show though a steady decrease in maternal mortality in the
country - it was 1600/100 000 in 2002 - but these important gains have been lately contested (BAAG, 2015).
The issue of maternal mortality is strictly related to equitable access to health services, in particular
ante- and post-natal care and skilled assistance during deliveries. Between 2005 and 2013, in Afghanistan the
number of deployed health facility and community-based health-care professionals increased, including for
nurses (738 to 5766), midwives (211 to 3333), general physicians (403 to 5990), and community health
workers (2682 to 28 837) (Akseer, Salehi et al., 2016) but for patients the issue of access to health care remain
problematic.
The UNICEF annual report shows that the maternal mortality ratio (MMR) was reduced from 710 to 460
per 100,000 live births between2005 and 2010, Afghanistan has one of the worst ratios globally, ranking 22nd
worst in the world. Births attended by skilled health personnel increased from 39 per cent in2010 to 46 per cent
in 2012(UNICEF annual report 2013)
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Women presenting complications during deliveries are often delayed in seeking help due to geographical
distance and remoteness of health services (Hirose, Borchert et al., 2011).Especially in the winter months, roads
become impassable in some regions. Issue of getting and paying for transport further

delays seeking health care (Newbrander, Natiq et al., 2014) since families need to borrow money from
neighbors and friends. Recent studies demonstrate that 44% of patients arriving at MSF clinics in Afghanistan
had to borrow money to afford health care and have paid the median cost ranged from US$6 to US$15 for
transport (MSF, 2014). Insecurity also play a role in accessing health care; 49% of patients at the MSF clinics
reported that they could not access health care due to insecurity e.g. check-points on the road, episodes of
harassment and violence including killing on the way or in the surroundings of the health Centre.
Cultural and social factors hamper women from seeking care; lack of engagement in delivery care of men,
reluctance of husbands in granting permission to visit health Centre and the women’s separation from the
birth family contribute to delay in seeking care (Hirose, A. et al. (2015); Newbrander, Natiq et al., 2014)
The health care providers set up might also influence decision to seek care. Poor patients report to have
received worse quality of care at state-managed clinics (Hansen, Peters et al., 2008) and unofficial payments in
the form of gifts or even bribes are common both at state- and NGOs-run facilities (Hansen, Peters et al., 2008)
especially for ante-natal care and deliveries (Rahmani and Brekke, 2013). Patients - particularly women report instances of verbal and even physical abuse from health staff (Rahmani and Brekke, 2013). Lack of
female staff attending other females - as cultural obligations would require - affects not only pursue and
access to care but quality of care as well (Hansen, Peters et al., 2008).
1.2: Objectives
The overall objective of the study is: To identify the determinants and influencing health seeking behaviors
hampering, access to reproductive healthcare services inhabitants’ knowledge, attitude and practices in
Mehtarlam district of Laghman province.
The specific study objectives are:
 To determine, health seeking behaviors and gaps in the continuum of care that cannot be obtained using other
methods, contributing to the understanding of the neglected aspects of the barriers preventing the access to
reproductive healthcare.
 To understand knowledge, attitudes, motivations and practices of the community on reproductive

 healthcare, by analyzing observing practices.
 To compare words with actions in order to identify possible contradictions between what people say and
what people do.
 To assess availability of qualified staff, existence of standards, equipment and drugs for safe delivery at
facility level.
 To find ways on how to improve the utilization of existing health care services in these geographic areas.
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CHAPTER 2: REVIEW OF LITERATURE
Despite recurrent global efforts to reduce maternal mortality, WHO Maternal Mortality Estimates for 2005
reveals 536,000 maternal deaths annually in the world (WHO, UNICEF, UNFPA, World Bank, 2007). The
Millennium Development Goal 5 calls for a 75% reduction in the maternal mortality ratio (MMR) between
1990 and 2015. The estimated levels and trends in maternal mortality for 183 countries to assess progress made.
Based on MMR estimates for 2015, the constructed projections to show the requirements for the Sustainable
Development Goal (SDG) of less than 70 maternal deaths per 100 000 livebirths globally by 2030.
Between 1990 and 2015 (United Nations, 2008). To reach this target, a 5.5 % annual decline of MMR must
be achieved. Unfortunately, estimates reveal that MMR at the global level has reduced only less than 1%
annually between 1990 and 2005. None of the MDG regions have had a reduction of 5.5% between 1990 and
2005. Eastern Asia has the highest annual decline of 4.2% while in sub-Saharan Africa the rate of decline has
been about 0.1% (WHO, UNICEF, UNFPA, World Bank, 2007). The Countdown to 2015 for Maternal,
Newborn, and Child Survival monitors coverage of priority interventions to achieve the Millennium
Development Goals (MDGs) for child mortality and maternal health. Which reviewed progress between 1990
and 2010 in coverage of 26 key interventions in 68 Countdown priority countries accounting for more than 90%
of maternal and child deaths worldwide. 19 countries studied were on track to meet MDG 4, Maine
&Rosenfield (1999) argue that the lack of progress in reducing maternal mortality is not due to scarcity of
resources but is due to “the absence of a clear strategic focus” in the Safe Motherhood Initiative. Which
suggested that “the best strategy is to assume that all pregnant women are at risk for serious complications and
to focus efforts on improving the quality of, access to, and utilization of emergency obstetric care services”. =
It is quite evident that the distribution of maternal mortality is not uniform throughout the world
(Ronsmans and Graham, 2006; WHO, UNICEF, UNFPA, World Bank, 2007). 99% of the maternal deaths
(533,000) occur in developing world (WHO, UNICEF, UNFPA, World Bank, 2007). Sub-Saharan Africa (SSA)
accounts more than half of the maternal deaths (270, 000). South Asia region with 188,000 maternal deaths
follows SSA. These two regions count for 86% of global maternal deaths (Ronsmans and Graham, 2006; WHO,
UNICEF, UNFPA, World Bank, 2007). Out of Fourteen countries that have MMRs equal to or more than 1000,
thirteen are located in the sub-Saharan Africa region. Differences in distribution of maternal mortality also exist
within the regions of the same continent. In Asia for example, the MMR for South Asia is 490 compared to 50 in
Eastern Asia (WHO, UNICEF, UNFPA, World Bank, 2007).
Within the poor countries inequalities in maternal mortality are also considerable and sometimes shocking
(Ronsmans& Graham, 2006). In Peru, it was estimated that the poorest group has a MMR of more than 800 per
100 000 livebirths while in the richest quintile it was less than 130 per 100 000 (Ronsmans & Graham,
2006). The same inequalities exist between urban and ruralareas within countries Bartlett et al. (2002) showed
that in Afghanistan, Kabul - the capital city, had a MMR of 418 per 100 000 while the ratio was estimated to be
6507 per 100 000 in Ragh district of Badakhshan province. InEgypt as well, MMR for a remote nomadic region
was 120 versus 48 per 100 000 in the metropolitan region (Ronsmans & Graham, 2006). It is said that
differences in access to emergency obstetric care can partly describe these rural- urban discrepancies
(Ronsmans et al., 2003). Malawi is among the five sub-Sahara Africa countries presenting with very high
maternal mortality rates, 807 per 100,000 live. Inadequate access to and underutilization of quality Maternal
Health Care (MHC) services was identified as a major reasons for poor health of the women in Malawi.
Inadequate access to and underutilization of quality maternal health care services could be major reasons
for poor health of the women in the developing countries Thus, the risk of maternal death may be greatly
reduced if the women utilize skilled attendance for maternal health care services. (Munguambe, K. et al. (2016))
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The majority of maternal deaths in Afghanistan occur due to hemorrhage and obstructed labor which are
problems that can be improved with access to appropriate health services. In rural Afghanistan there are cultural
barriers to women seeking antenatal and intrapartum care, such as the belief that birth is a natural process that
should not require external help (Frost, A. et al. (2016))
The study shows definite reductions in maternal mortality remain uncertain, concurrent improvements in
essential maternal health interventions suggest parallel survival gains in mothers. In a little over a decade
(2003–13 inclusive), coverage of several maternal care interventions increased—e.g., for antenatal care (16% to
53%), skilled birth attendance (14% to 46%), and births in a health facility (13% to 39%). a Countdown to 2015
country case study. The study (Physicians for Human Rights, 2002) only assessed the maternal mortality in
Herat province. The findings present that the maternal mortality in Herat province is 593 per 100,000 livebirths
with 92% of deaths being from rural areas. Leading factors are almost similar to the findings of Bartlett and
colleagues (2002), however early marriage of girls was a distinguishing factor in Herat province.
The study shows seventy‐nine per cent of respondents had attended at least one antenatal consultation
during their last pregnancy. Two‐thirds (67 per cent) delivered their first child between 13 and 19 years. The
Caesarean‐section rate was low (1.6 per cent). Two‐thirds (67 per cent) of deliveries occurred in the home. The
survey shows skilled health personnel attend approximately 34% of births in Afghanistan, and 60% of pregnant
women attend at least one antenatal visit. Only 16% attend the recommended number of four antenatal visits [1]
and conditions are far worse in remote districts compared to Kabul and other main cities. A survey from 2006
showed that more than half of women in Kabul had access to midwifery care, compared to less than 2% of
women in remote areas.
The study shows overall, 82% and 96% of those who utilized a public or private C-EmONC facility,
respectively, incurred out ofpocket expenditure. As expected, those living more than 5 km from the facility
reported higher mean expenditure than those living within 5 km of the facility. More than half of the
respondents (55%) among public sector users and the majority (71%) of private sector users could not afford
travel costs. More than one third (35%) of public sector users and about two thirds (64%) of private sector users
who could not afford travel costs took loans. The proportion of respondents who took loans was higher among
those living more than 5 km of the health facility compared to those living within a 5 km distance.( De
Brouwere – 2010)
It has been found that different socio cultural, religious, financial and demographic factors have a
significant role for uptake of SBAs for delivery. Available literature shows that there is very little known about
how and why these determinants are responsible for the uptake of skilled birth attendants for delivery. As a
result, there are methodological gaps in exploring women’s choices and issues on using maternal health
services. (Baral, Y. R. et al. (2012))
The survey shows through ‘Professional Attitude and Effective Communication’ skills training with
orientation from community leaders and lay providers increased provider motivation and consumer satisfaction.
Partner attendance for facility-based deliveries (FBDs) rose from 10 to 70%, and harmful practices reduced by
90%, with 30% fewer delivery and caesarean complications in Tajikistan and Kyrgyzstan. In Guatemala a
similar approach improved collegiality between health workers and traditional birth attendants (TBAs) and was
associated with fewer perinatal deaths among TBA referrals, from 22 to 12% (p<0.05). However, each of these
models requires higher quality evidence. ( Byrne, A. et al. (2014))
Global strategies to reduce maternal and newborn mortality and morbidity are placing increasing emphasis
on quality of care. Midwifery, provided by educated, trained, regulated, licensed midwives is associated with
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improved quality of care and rapid and sustained reductions in maternal and newborn mortality. The findings of
this mapping suggest, however, that the provision of quality midwifery care can be prevented by socio-cultural,
economic and professional barriers,(Filby, A., McConville, F. and Portela, A. (2016)).
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CHAPTER 3: METHODOLOGY
This research focuses primarily on access to health care and the different factors hampering access but the
general notion of access to health services is a multi-faceted and multidimensional concept which
involves users as much as service providers. Many different frameworks to define access to health have
been developed focusing on supply and demand of care as much as on geographic access, resource availability,
cultural acceptability, and financial affordability, quality of care and health system coverage. For this specific
research, a framework developed by JL Levesque (Levesque, Harris et al., 2013) was used to define access to
health care and to contribute to assess knowledge, attitude and practices around reproductive health. The
selectedconceptual framework is shown in Figure 1.

Figure 1: JL Levesque access to care conceptual framework (Levesque, Harris et al., 2013)
This framework centers on the features of health services users which are described as follows:
- Approachability which relates to the fact that people facing health needs can actually identify that some form
of services exists, can be reached, and have an impact on the health of the individuals.
- Acceptability which relates to cultural and social factors determining the possibility for people to accept the
aspects of the service (e.g. the sex or social group of providers, the beliefsassociated to systems of
medicine) and the judged appropriateness for the persons toseekcare.
- Availability and accommodation which refers to the fact that health services (either the physical space or those
working in health care roles) can be reached both physically and in a timely manner.
- Affordability which reflects the economic capacity for people to spend resources and time to use appropriate
services.
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- Appropriateness which denotes the fit between services and clients need, its timeliness, the amount of care
spent in assessing health problems and determining the correct treatment and the technical and interpersonal
quality of the services provided.
The framework includes also five corresponding ‘abilities of persons’.
- Ability to perceive the importance and need for care
- Ability to seek health care
- Ability to reach the health facilities
- Ability to pay so to afford care costs and other related costs such as transport etc.
- Ability to engage in health care would relate to the participation and involvement of the client in decisionmaking and treatment decisions
This framework was used to guide the research and data collection tools were built around it, focusing on
the specific concepts and abilities described in it and targeting informants who were able to provide insights on
these concepts such as beneficiaries and health staff. Findings in this report are thus presented according to
thisframework.
The framework considers access as the opportunity to reach and obtain appropriate health care services in
situations of perceived need for care. Access is seen as resulting from the interface between the characteristics
of persons, households, social and physical environments and the characteristics of health systems,
organizations and providers. Factors to consider could thus pertain to supply-side features of health systems and
organizations, to demand-side features of populations, and to process factors describing the ways in which
access is realized (Levesque, Harris et al., 2013).
3.1: Choice of study methodologies
The survey was carried out through two types of investigations; a quantitative survey has been paired with
a qualitative study and the triangulation of information gathered by both research methods contributed to
triangulate and ground findings related to access to health and health seeking behaviors. The grounded theory
approach was applied to the whole research (Babbie, 2010).
All the data collection tools were downloaded modified engaged for this research, presented to
evaluation committee of Maulana Azad university based in Jodhpur, India and validated by Maulana Azad
board of committed. They were subsequently translated into Pashtu. The research scopes and methodology was
then submitted to the Institutional Review Board at the Afghanistan National Public Health Institute to obtain
ethical clearance. The approval certificate is included in the report in the Annex e.
Prior to each interview or discussion, informant consent was requested (see Annex d). It has been provided
orally since a written consent could have been considered intimidating and suspicious. The consent
stressed the non-mandatory nature of the interview and explained the scope of the survey aimed to provide
detailed information to the health provider to target better its services delivery. Another point highlighted in the
informant consent was the lack of risk or discomfort associated with the study which only implied a negligible
loss of time. Furthermore, informants were reassured that the data collected was treated confidentially and
analyzed as a whole so that there would not be any means to relate any information to a specific respondent. A
supervisor was hired to supervise the overall quality of collected data and to engage in the qualitative data
collection. A team of one supervisors and four interviewers - two male and two female - was trained for one
day. The topics covered by the training included interviews and sampling techniques and the data collection
tools and discussed during the training to identify controversial and culturally sensitive elements.
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3.2.1 Quantitative survey
The quantitative survey entailed a Household (HH) based survey meaning that HHs were selected
in the first place and two questionnaires in each HH were administered targeting male and female members
within the selected communities. The questionnaires aimed to collect quantitative information from the male
household head and his wife if she had a baby not older than six months of age. To comply with the local
custom, only female interviewers could interview woman simultaneously with the male interviewing the head
of the HH

To randomly select HHs participating into the study, a systematic random sampling was applied. The study was
carried out in 13 villages comprising a total of 1266 HHs. Each third HH was selected to be interviewed, the
first HH was randomly selected. A detailed sampling table and interview schedule is available in Annex a.
The questionnaire data was collected without the support of any digital device and directly on paper since it was
felt that the presence of these devices - such as smartphones, tablets and similar- might attract unwanted
attention and result in mistrust. The data was later entered into Epi Info version 7.2.01(CDC, 2016) and
analyzed using the same software with a confidence interval of 95%.

Figure 2: The sample size selection
3.2.2 Qualitative survey
To gather impressions and ideas about the program from beneficiaries and stakeholders, semi structured Key
Informants Interviews (KIIIs) and Focus Group Discussions (FGDs) were used. Purposive Sampling was used
to identify informants for FGDs and KIIIs.
These data collection activities were performed by the studyCo – Investigators and where it was felt
appropriate, a permission for recording was requested and usually granted - either on a voice recorder or mobile
phone. In the FGDs women were interviewed by a female interviewer. A list of KIIIs and FGDs is available in
Annex 5.
3.3.1 Selection of communities
The assessment focused on the Motherland districts in the Laghman Provinces, mainly 13 villages across the
catchment areas-related to Shamati BHC.
These catchment areas have been chosen for their relatively safe accessibility and security situation and for the
services offered at the BHC such as presence of skilled health staff and ante-natal care.
Selected district is highlighted in Figure 3.
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BHC
Shamati

Figure 3: Districts considered for the assessment
The total population of the district is 14 682 and the following table (1) summarize the type of population,
including % of pregnantwoman and % of women in child-bearing age.
District
Mehtarlam
Health facility name
Shamati BHC
Population
14682
Estimated # of childbearing women
2936
(20%)
Estimated # of pregnant women (4%)

588

Total
14682
2936
588

Table 1: Population in the district
HHs for the quantitative survey were selected in a number of villages in each catchment area. The selection
of these villages was made based mostly on potential security treats and therefore only villages which were
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deemed accessible in terms of safety of staff were included. In total 13 villages were targeted in Shamati BHC
area, and this target was reached in the actual data collection.
3.3.2: Selection of informants
A precise set of informants was chosen for this research and their selection in the field had to comply with
detailed inclusion criteria. For the qualitative assessment, these informants were selected:
 FGDs:
- Community (Malik) and religious leaders (Shura): They were included since in Afghanistan there is strong
evidence that community and especially religious leaders influence health decisions especially for what
maternal and reproductive health is concerned. Having well informed leaders can then improve health
outcome (Newbrander, Natiq et al., 2014). So, this group was included in the survey to assess their level of
awareness and understanding of health issues and health care provision.

- Mothers: mothers were the main focus of the research and to be included they needed to be women of childbearing age in a peri-natal period of six months, i.e. their last child could not be older than 6 months.
- Male Heads of Households: Men were included in the research to gather their point of view with regards to
BHC attendance. They needed to be the head of the household and have a child not older than 6 months to
complement info from above mentioned mothers.
- Grandmothers and Mothers-in-law of mothers: This specific group was chosen since in many different
contexts, they play a central role in transmitting rules and norms associated withthe cultural and family system.
Their influence on child-bearing is very crucial to the mothers at their ante and post-natal period. Grandmothers
and mothers-in-law usually advise on maternal health, child and infant nutrition and breastfeeding (Aubel,
2006. USAID, 2010; Aubel, 2012). Although no scientific evidence has been collected from Afghanistan, the
fact that young wives usually move into the husband’s compound to live would suggest that mothers-in-law
dohavea significant role in child rearing as well. For the purpose of this research, only grandmothers/mothersin-law living in the same compound of the family where the woman in the peri-natal period lives were selected.
 KIIIs:
Health facility staff and Skilled Birth Attendants: This group was obviously selected to investigate access to
health from the service provider side. To be eligible for the survey, staff needed to be currently working in the
local BHC.
- Local and governmental authorities: Where security would allow and approaching them neutrality in the field,
district and local governmental authorities were also targeted by enquire. They need to be currently in charge in
the relevant survey area to be included.
- Relevant organizations or associations: The research considered also representatives from local and/or
international organizations working in the area, if at all available. The organizations must have strong focus on
women’s empowerment, women’s rights and/or community health with emphasis on women and maternal
health.
For the quantitative assessment, in each household the following informants were selected:
- Mothers: mothers were included only if they were in child-bearing and in a peri-natal period of six months, i.e.
their last child need could not be older than 6 months.
In case of a polygamous house where there is more than one women in a perinatal period of 6 months,
interviewer had to draw among the two.
- Male Heads of Households: they need to be the head of the household and have a child not older than 6
months to complement info from mothers.
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3.4.1: Limitations and constraints of study methodology
The major limitation to the study was posed by the security concerns in the survey area which prevented
the investigator to directly take part into the research and supervise the data collection. In order to minimize this
limitation, a supervisor was hired to supervise and monitor the data collection at survey area. Due to the fact
that the investigator had limited exposure to collection of qualitative data, the quality of this specific set of data
is not remarkable. Some topics were not deepened enough, and some questions were either not asked or the
answers were not properly recorded.
Furthermore, data had to be transcripted from recordings and translated and in this process, some questions
were condensed only in one answer/opinion provided by a single or few beneficiaries. Transcribing is
itself a tedious process. Noise in recording was another limitation observed during this study. This data set is
included here since, due to the high number of FGDs some themes and answers - although not detailed enough became stagnant and they provide additional though not comprehensive information.
In the catchment areas of the health facilities, no other NGO is implementing women and/or focused
interventions, therefore no representatives were included in the KIIIs. Additionally, the area is mostly

controlled by Armed Opposition Groups (AOGs) and for security reasons AOGs representatives were not
contacted for KIIIs or similar data collection activities, so for the KIIIs their point of view is missing.
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CHAPTER 4: RESULTS AND DISCUSSIONS
The field research lasted for 12 working days between10 th to 21th Jun 2018. The quantitative data
collection included 374 informants across the district, 187 male heads of HHs and 187 mothers of children not
older than 6 months. Seven key informants from health facilities have been interviewed and 8 FGDs with
different key informants were conducted across the catchment areas (see Annex c for informant’s breakdown).
4.1: Characteristics of informants for the quantitative survey
The majority of male respondents were in age range between 25-34 years old (n=80, 42.78%) or older i.e.
35-44 years old (n=55, 29.41%). Their literacy can be considered low since 60.43% (n=113) of them claimed
they do not have received any education, few (n=24, 12.83%) completed primary school or went to madrassa
(n=30, 16.04%). The daily average household income was estimated in lower than AFN 150- about US$2- by
74.59% (n=279) respondents.
Male respondents
Agerange

Percent

Education

8

4.28%

College
above

22

11.76%

25- 34 years
old
80
35-44
old

15-18
old

years

19-24
old

years

Frequency

Percent

13

6.95%

Madrassa

30

16.04%

42.78%

No education

113

60.43%

29.41%

Primary school
only
24

years
55

45-55 years
old
22
TOTAL
187
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and

Secondary
11.76%
School
7
100.00% TOTAL
187
Table 2: Men’s literacy and age rage
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Female respondents
Age range
45-55
old

years

15-18
old

years

19-24
old

years

Frequency

Percent

Education

1

0.53%

College
above

3

1.60%

38

25- 34 years
old
120
35-44 years
old
25
TOTAL
187

Frequency

Percent

3

1.60%

Madrassa

47

25.13%

20.32%

No education

76

40.64%

64.17%

Primary
School

40

21.39%

and

Secondary
13.37%
School
21
100.00% TOTAL
187
Table 3: Women’s literacy and age range

11.23%
100.00%

Age ranged between 19 and 34 for the majority of female interviewees (n=158, 84.49%). Women
participating into the survey are less educated than men; 40.64% (n=76) had no education and 25.13% (n=47)
went to madrassa.
Fertility rate is high since 11.76% (n=22) of women had more than 5 pregnancies in their life, 62.57% (n=117)
between 4 to 5 and 21.93% (n=41) had between 2-3
4.1.1: Results related to Approachability and Ability to perceive
 Informants were interviewed about the health services approachability. Respondents were questioned about
their awareness and knowledge of the existence of nearest BHC and their health seeking behaviors;
specifically for women, knowledge and attendance to ante-natal services was investigated.
 The presence of a near BHC is known to most of the respondents across the district; 98.93% (n=185) of
women and 99.5% (n=186) of men knew that there is a health facility in their district. Respondents are also
aware of provided services but men seem to be slightly more knowledgeable than women; 77.01% (n=144)
of men as opposed to 72.73% (n=136) women. The female group with the lowest knowledge 20.86% (n=39)
of women did not know about available services.
 Information about the existence of BHC has been gathered by informants through word of mouth; 91.44%
(n=171) women of HHs and 41.18% of men (n=77). Interestingly women have, a much higher percentage
compared to men.
 Use of ante-natal care services during last pregnancy seems high according to answers provided by mothers;
85.03% (n=159) claimed they went to the BHC for regular check-ups and the situation does not differ greatly
in the catchment areas as Figure 4 shows.
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Figure 4: Use of ante-natal care in the BHC catchment areas
The majority of mothers reported to have attended antenatal care for at least three (n=90, 48.13%) or even
four times (n=47, 25.13%) during last pregnancy; about 2.67% of women (n=5) reportedto have attended more
than 4 times.
 When asked about where they have delivered their last child, women seem to be split equally between
different facilities; 1.6% (n=3) have delivered at the BHC and there is still a 3.21% (n=6) of women who
prefer to deliver at home helped by unskilled practitioners or family members. (n=8, 4.28%) of women
delivering at home with the help of skilled attendant, (n=170, 90.91%) the highest number of the deliveries
reported other mean at higher level There is a general perception though that other health facilities are
deemed to provide better quality of care and this is certainly due to the fact that higher level facilities such as
the provincial hospital have more staff, including female, more facilities, like laboratory and extended
opening times. These services go beyond the scope of the BHC which is offering the BPHS, (See Table 4).
Where did you deliver last baby?

Frequency

At home with a TBA helping me
8
At home with family members helping
me
6
At the BHC
3
Others
170
TOTAL
187
Table 4: Place of last delivery

Percent
4.28%
3.21%
1.60%
90.91%
100.00%

In the FGDs, mothers further clarified their health seeking behaviour during pregnancy. They are aware of
the presence of BHC in their area and they believe delivering at home can be dangerous; some
mentioned that during previous deliveries they experienced complications, but they still prefer either to delivery
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at home or approach other health facilities instead of the BHC.
Delivering at home ensures them better privacy and they have the option - for those who can afford it - to
get a doctor from Mehtarlam centre to help them for a transportation cost (usually 800 to AFN 1200). They
believe that those health centres have better skilled and more competent staff and more availability of
treatments if compared to the local BHC. The BHC is mainly used only for ante-natal care where women
received vaccinations and other check-ups including treatment for anemia.Men were instead requested to clarify
their health seeking behaviours and explain what the firstcare option would be in case someone in the family is
sick (Table 5). Bringing the patient to the BHC seems the first option.
In case family member is sick, what would you do?

Frequency

Percent

Bringing the person to private clinics/practitioner

6

3.21%

Bringing the person to the local BHC

136

72.73%

Others

8

4.28%

Trying some home-made remedies

29

15.51%

Trying spiritual healing with help of religious people

8

4.28%

TOTAL

187
Table 5: Men’s health seeking behaviour

100.00%

In the FGDs men confirmed that they do prefer to approach health centre for their health needs but the local
BHC has limited services, so when they need specialized doctor’s consultations they go to Mehtarlam
provincial hospital. Informants were asked to recall attendance to hygiene and health promotion sessions held in
their villages by community health workers. Women seem to have been more involved than men; 51.34%
(n=96) participated at least once as opposed to 26.74% (n=50) men.
 The importance of receiving health care by a recognized health facility such as the BHC the majority of
respondents have been rated between 3 and 4, 74.86% (n=140) and 68.98% (n=129) for mothers and men,
respectively.
Informants further explained this rating in the FGDs. Heads of the HHs and mothers appreciated the
presence of the local BHC which they believe is very valuable but only for minor illnesses. Womenwould
increase their use of BHC for deliveries only if midwife was present at night because most of delivery occur
during the night.
Community and religious leaders appreciate too the proximity of the clinic, but they as well prefer other
options in terms of health care, as previously stated by other informants. Beneficiaries from some villages find
more convenient to go provincial hospital which provide 24/7 care. For Gularam catchment area beneficiaries,
the clinic is too far and almost unreachable since the trip is too expensive. Grandmothers also agreed that the
clinic is very valuable and although they discourage their daughters-in-law to deliver their babies at home,
grandmothers usually suggest them to reach out for other health centres - such as Mehtarlam hospital which
offer more comprehensive services and whose staff appears more competent, especially if babies are
underweight or premature.
Health staff at the health centre confirmed the information provided by the beneficiaries. These informants
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believe that attendance to ante-natal care has improved also by increasing outreach activities. Communities
received now at least two sessions of health promotion a month and they are more aware of health care options.
According to health staff, villagers have access to private pharmacists and shop-keepers who sell injections and
tablets, and these are the second health care option in case the clinic is close
Deliveries at the BHC are still a relatively reduced amount compared to the ante-natal care visits and health
staff estimates that deliveries at the BHC are approximately 10% of the total number in the area. Staff explains
that with the fact that deliveries happen mostly in the evenings and at night when the BHC is closed and no
other skilled health care is available so that they confirm that women either decide to stay home or those who
can afford it, will seek care at a higher-level health care facility which offer care around the clock.
4.2.1: Results related to Acceptability and Ability to seek
The research considered also acceptability of health services. Beneficiaries were requested to provide their
impressions about the premises and the behaviour of health staff but also to explain influence of family
dynamics when it comes down to seek health care i.e. need to request permission to approach health centre.
When asked about the trust they have in their BHC, men and mothers replied slightly different and it appears
that men have generally more trust in the health centre than women. Findings are presented in Figure 5 and
Figure 6.

Figure 5: Mothers’ trust in BHC
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Figure 6: Men’s trust in BHC
The questionnaire answers highlighted the issue of female health staff attending female patients.
 Both male and female respondents believe that there is not enough female staff attending female patients;
36.90% (n=69) of mothers and 32.09% (n=60) of men complained about the insufficient female staff.
In the FGDs, women claimed that there is theoretically enough female staff attending them (one midwife),
but it happens often this female staff is absent or on leave and therefore there is no female staff attending them.
Furthermore, there is also high turnover of female staff since they do not last long time in thishealth center.
Attitude of health staff receiving patients at the BHC has been considered satisfactorily welcoming by 49.20%
(n=92) of men and 67.91% (n=127) women. Think that health staff’s attitude is welcoming enough.
Mothers

Men
Attitude of
Attitude of staff
Frequency Percent
staff
Frequency
welcoming?
welcoming?
Cannot
Cannot answer
answer this
this question
1
0.53%
question
3
No
59
31.55%
No
92
Yes
127
67.91%
Yes
92
TOTAL
187
100.00%
TOTAL
187
Table 6: attitude of health staff receiving at the BHC

Percent

1.60%
49.20%
49.20%
100.00%

Discrimination of health staff towards patients perceived as poor or belonging to a different social class
was investigated as well and the findings are presented In general patients do not feel discriminated (97.86%,
n=183 for female and 81.82%, n=153 for men). Considered satisfactorily.
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Male and female informants further explained the staff behaviour in the FGDs and the information they
relayed is not always positive. Some episodes of discrimination and misbehaviours were reported. The
behaviour of health staff toward patients seems to be influenced by their mood and general conditions. It may
be hard to work in HF and therefore staff may get unpatient and frustrated.
Submission and prescription of drugs also denotes some form of discrimination. Women told that doctors
from the clinics will give more drugs to patients they personally know, or that they keep those drugs to be
distributed among their acquaintances and then to be resold in the local market. Doctors often tell
people there are no drugs available for them.
Issue of permission needed by mothers from family members to reach BHC has also been investigated. Just
very few women could go to the BHC without permission - only 6.42% - and the majorityneeds permission
from the mother-in-law or husband, 60% and 32.09%, respectively.
Requested permission to go to BHC?

Frequency

Percent

No

12

6.42%

Yes, another male member of the family

1

0.53%

Yes, my husband

60

32.09%

Yes, my mother-in-law/grandmother
114
TOTAL
187
Table 7: Permission to go to BHC

60.96%
100.00%

Permission was granted to women in 93.09% (n=174) of cases. Men confirmed these data; 93.58% (n=175)
reported that their wives need permission and in 81.82% (n=153) of cases, this permission was granted. In the
FGDs, women confirmed that they do need permission from their family to come to the health centre, but this is
always granted. They would request their husband first and confirm that with their mothers-in-law who are
normally those accompany them to the clinic and those who encourage them the most within the family to
attend the health centre. In the case the husband is not at home, they usually call him on the mobile phone to get
permission and there is always someone in the family ready to accompany them. Husbands approve and value
the fact that women can receive health care.
Community and religious leaders claimed that they are happy for women to go attend health services and
confirm permission from other family members is usually granted though they are not satisfied with the waiting
areas at clinics where there is some promiscuity between men and women. Community and religious leaders
would like to extend presence of midwife and female staff to a 24/7 shift to attend more deliveries. They also
confirmed issues of discrimination experienced by other informants; they said that health staff can be
disrespectful, at times get angry at the patients.
They reported that occasionally health staff will not take their complaints very seriously and they would
not provide them with sufficient drugs for their ailments. This has been confirmed by grandmothers. The issue
of cultural acceptability and behaviour of BHC was investigated with health staff and they confirmed issues
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already brought up by beneficiaries. Female staff is very busy all the time and there is no other replacement in
case the only female midwife is ill or away. Female patients cannot hence be attended. Staff - especially female
staff such as midwifes - reported that some female beneficiaries believed that it is shameful to come to the BHC
since there is a high concentration of men and space arrangements are not properly done. The delivery room is
not separated enough to guarantee privacy. The waiting area is not appropriate, and many women prefer to go to
other health facilities which guaranteeing more privacy.
4.2.2: Results related to Availability, Accommodation and Ability to reach
The research explored availability and accommodation. Beneficiaries were asked how they reach the health
centre and potential difficulties - including insecurity - they might face on the way. They were also requested
to share their impressions about efforts made by the BHC to accommodate their needs in terms of
opening hours and waiting time.
The heads of households were asked whether they owned a motor transportation means to be used to reach
the health facility and the majority reported they do not have any means of transportation (86.63%, n=162).
Pregnant women usually reach the BHC walking and to a lesser extend using privatetransport as shown in
Table8.
How did you reach BHC?

Frequency

By private transport, using
family’s transportation means
28

Percent

14.97%

By public transport
46
24.60%
Others
4
2.14%
Walking
109
58.29%
TOTAL
187
100.00%
Table 8: Means to reach BHC by pregnant women
Informants were asked to identify biggest obstacle to reach the BHC and their answers are presented in
Table 9. Distance, especially for mothers, seems the biggest obstacle considering also that they claimed that
they usually they have to walk to the BHC lacking transport for them. Securities the issue for men whereas
other obstacles were mentioned by informants. But security does not hamper access to health centre confirm by
mothers

39.04%

Men’s
Biggest
obstacle
to Frequency
reach BHC?
Distance,
the
nearest BHC is
too far
96

18.72%

Lack of own
transport
to 3

Mothers
Biggest obstacle
Frequency
to reach BHC?
Distance,
the
nearest BHC is
too far
73
Lack of own
transport to reach 35
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it
Money to be
spent in public
transport
Others
Security related
risks such as
checkpoints,
insurgencies etc
TOTAL

reach it
Money to be
spent in public
18
9.63%
transport
61
32.62%
Others
Security related
risks such as
checkpoints,
0
0.00%
insurgencies etc
187
100.00% TOTAL
Table 9: Biggest obstacle to reach BHC

4
65

2.14%
34.76%

19
187

10.16%
100.00%

In the FGDs, informants explained that they normally walk to the clinics and it is a long walk, at times
made more difficult in winter and rivers to cross. Some villages are not even accessible by car from the villages
where beneficiaries live. On the way, but people are always let go with no issues if they mention they are going
to the healthcentre.
Waiting time at the BHC has been considered too long by 88.77% of men (n=164) and by 77.01% (n=144)
of women. Women reported they usually wait from 30mns to 2 hours and this long waiting time is due to the
fact that the clinic is always busy with many people attending.
BHC opening hours are also inadequate to people’s working and daily schedule in men’s opinion (37.97%,
n=71). Women agree with this statement; 49.19% (n=92) think opening times are insufficient. Health staff
appeared competent and skilled to 61.50% (n=115) of men and 70.59% (n=132) of women. Heads of HHs
and mothers reported though that they sometimes doubt about competence of staff, especially when it
comes down to complicated deliveries. This is why - as they have explained before - they prefer other health
centres.
Community and religious leaders confirmed the long waiting time due to the large number of patients
attending the clinics. "Some patients had to come back the next days since they could not be attended that day.”:
one of the religious leader informed in one FGD in one village. "'In some villages, a river makes access to the
clinic difficult but other than that there are no other obstacles to safely reach the clinics," as confirmed by other
informants of the FGD Participant 'Grandmothers' also suggested that 'when the clinic is particularly crowded,
they sometimes go directly to a private doctor to get the treatment they need.' Health staff confirmed that
patients attending the clinic might have walked up to 2 hours to get to the BHC and although roads are always
passable, walking this distance, especially for pregnant women, can be very challenging. When asked about the
waiting time is also long in health staff’s opinion; they confirm patients have to wait from a minimum of 30
minutes up to two hours. Clinics are only open until early afternoon and health staff believe that those opening
hours do not fit delivery needs since they mostly happen at night.
4.3.1: Results related to Affordability and Ability to pay
The research explored the affordability of care. This reflects the economic capacity for people to spend
resources and time to access appropriate health services. Therefore, informants were requested to explain costs
they sustain to access health care in terms of transport and potentially other unofficial fees in the form of bribes
and gifts
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According to informants, paying extra fee at the BHC is uncommon. Both set of informants identified Only
2 women and men (1.07%) stated that they had to pay a fee to health staff during last visit at the BHC. Women
stated that they are normally not requested to pay any extra fee at the health facility, but it is customary to
provide health staff with some Shireene, that is some money or goods in kind to show appreciation for the
services received. This is voluntary, and it is usually given after delivery, normally more conspicuous if staff
has helped delivering a baby boy.
Informants reported that transport costs affect also visits to BHC; 42.25% (n=79) of women and 21.93%
(n=41) of men had to pay additional transport costs to reach the health facility.High transport costs are reported
by women in the FGDs as well; in some catchment arepeople pay from AFN 100 to AFN 500 for a rented
vehicle and the price rises to AFN 800 at night.
To cover for health costs, the majority of respondents reported that they had to sell household items or
borrow money from friends and neighbours in the past six months as stated by 66.31% (n=124) of the
household heads and 68.5% (n=128) of mothers. Community and religious leaders confirm the Shireene custom
of providing some goods to the midwife after delivery. Health staff adamantly said that extra fees are never
requested from patients. Only midwifes are occasionally given some extra money if they are requested
to intervene outside of the BHC and working hours.
4.3.2 Results related to Appropriateness and Ability to engage
Appropriateness denotes the fit between the health services and patients need, its timeliness, the amount of
care spent in assessing health problems and determining the correct treatmenttogether with
participation and involvement of the patients in decision-making and treatmentdecisions. Informants were
requested to share their impression about attention devoted by healthstaff in attending them together with the
overall impression they have about equipment and drug supply at the BHC.
Overall quality of care provided at the BHC was rated between 3 and 4 in a scale 0 to 5 by 74.86% (n=140)
of women and 79.68% (n=149) of men, In the FGDs, informants from the BHC catchment areas further
explained the rating theyassigned to BHC by stating that they are not completely satisfied with the quality of
careprovided, especially for what drugs supply is concerned. They raised the issue ofunavailability ofdrugs at
time. They believe that some time drugs are available, but doctors prefer to sendthem to the market to buy them.
Women suggest that some doctors might have their own privatepharmacies either selling drugs to BHC patients
or actually re-selling drugs from the BHC stock. Some informants supposed that the unavailability of drugs is
fictitious, and it is an excuse to get rid of them.
When asked to share their impressions about the involvement in the treatment options at the BHC, head of HHs
reported that they have the feeling staff takes enough time to attend them (48.13%, n=90). The same impression
is shared by women (49.20%, n=92). Women reported that health staff does its best to attend them, but they are
often in a rush to attend patients and they do not always have the time to listen to them carefully. Community
leaders do not appear completely satisfied with staff skills either saying that the level of expertise of staff
assigned to the BHC is very low or more competent doctors would have not accepted such a remote posting.
They suggest increasing also number of staff and equip the BHC with ambulance service and laboratory for
testing.
Health staff is generally satisfied with the level of care they can provide since their equipment is
functioning, it gets quickly replaced in case there some breakdowns and they had experienceof drug rupture
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sometime. Furthermore, their salaries are paid on time and this helps keeping themmotivated and working with
enthusiasm. The only issue is the amount of time they can dedicateto patients. The doctor report that he can
only spend 5 minutes max with each patient. This isbut often not too effectively.
4.4.1: Result Discussions and Conclusion
There is considerable amount of evidence that determinants of health such as education and economic
status influence health seeking behaviours and utilization of services. This is particularlyrelevant for women
and research shows that women's household wealth, educational attainment and decision-making power are
associated with the use of maternal health services and maternalhealth outcomes (Say and Raine, 2007;
Simkhada, Teijlingen et al., 2008; Ahmed, Creangaetal., 2010). So, women from low socio-economic
background and underprivileged households areless likely to use ante-natal services and have poorer health
outcomes. As previously shown, thesample selected for this survey includes a relatively young, mostly
uneducated and deprived population, especially women and it can be assumed that their health seeking
behaviour is influenced by these determinants as well.
Across the villagesthe population seems aware of their proximity to health services offered by BHC.
Beneficiaries are able to mention services provided which have been made known mostly by word of mouth.
Especially women claimed to regularly attend ante-natal care and as first option men would bring a sick
member of the family to the local health centre. But when it comes down to deliveries, women appear to
consider other options than the BHC. They mostly deliver at home or prefer other health facilities and the
reasons behind these choices are influenced by different factors. There is a general perception though that
other health facilities are deemed to provide better quality of care and this is certainly due to the fact that higher
level facilities such as provincial hospital have more staff, including female, more facilities, like laboratory and
24 hours opening times. These services go beyond the scope of the BHC which is offering the BPHS, Although
women are always granted permission to attend health facilities and can always have someone from the family
accompanying them, other cultural constraints might discourage them from
seeking care at the BHC. Firstly, privacy is not always guaranteed since in BHC the delivery room is not
isolated enough and waiting areas are at times mixed so that men and women wait for their turn together and
none of these arrangements is perceived as particularly appealing to women. Another drawback in beneficiaries’
opinion is the availability of female staff 24/7, something other higher health facilities in the area can offer
since they perhaps have enough female staff for shifts and holidays.
Behaviour of health staff is also considered at times inadequate and might discourage beneficiaries from
seeking health care. Outpatients consultations should take at least 9 minutes for each patient, but in the clinics
the average number of patients per consultation ranges from 91 to 58 in so the number of patient is so high that
to dedicate 9 minutes per patient would oblige the clinic to extend the opening hours to almost 15 hours a day,
which is not feasible. One of the Health care provider from one DHC shared that “less time is dedicated to each
patient ;> 5 minutes / per patient is the estimation of health staff - and many complaints and diseases might be
overlooked or simply never become part of the medical assessment".
Health staff is reported to show favouritism in attending patients and in prescribing drugs in the BHC and
reports of occasional episodes of mistreatment were made by some of thebeneficiaries. Although these
reports might be exaggerated, or unreliable, further investigations are mandatory to understand how staff
attitude might influence acceptance and ability to seek of patients.
Physically accessing the BHC can be difficult as well since most of the beneficiaries have to walk not owning a
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motor transportation means. The distance and the topography can be challenging as well but security has less
problem, also because of most safe villages were considered for the survey. Once at the BHC, beneficiaries
know they must wait for long time and opening hours are limited. Those are good enough reasons for them
to often seek care elsewhere more accessible, where 24/7 services are provided, particularly valuable in case
of night deliveries and emergencies. The main cost sustained by patients is transport which can be up to
AFN 800 (about US$10.5), an incredibly high amount of money for a population which earns less than 3
dollars a day. This forces people to borrow money from friends and neighbours and subsequently throws them
in a circle of debt.
What it has been ascertained though is that patients are invited from the BHC staff to occasionally
acquire drugs from the local market since drugs are supposedly not available at the clinics. Whether this claim
is made to ‘get rid’ of patients who present minor or inexistent ailments, but they insist with health staff
to get some tablets or pills, or whether there is a real drugs shortage, the end result is that patients resolve in
buying drugs from local pharmacists. With their purchases, they often acquire substandard, falsified,
counterfeit or diverted drugs and they uselessly increase their health costs since drugs are meant to be
provided for free in health facilities in Afghanistan. So, in terms of approachability, beneficiaries are fully
aware of the existence of health services and they greatly value the presence of the various level of services in
their vicinity. They are also prone to discriminate which level of health service to access based on their
perception of quality of care. BHC included in the survey are considered only for routine check-ups, but not for
emergencies or deliveries for which higher level services - both private and public - are preferred since they
provide around the clock care and of better quality too.
The acceptability of offered services can be enhanced in beneficiaries’ view by improving privacy
and making the BHC more compliant to local customs and women’s desire to be discreet while attending
ante-natal care and delivering their babies. This lack of privacy encourages women at times to deliver at
home. Opening times are also limited and do not fully serve beneficiaries’ needs though they comply with what
is required by the BPHS. Although discrimination reports need to be examined more thoroughly, behaviours of
health staff can set people off and discourage people from attending. Since these reports of mistreatment are
often related to overcrowdings, it needs to be more specifically investigated whether attendance to the BHC is
proportionate to the number of staff and permits careful medical
investigation and sufficient attention to each single patient.
In terms of availability, clinics in this area of Laghman province are safe to reach for patients, but the
majority of patients have to walk or rent some form of motor transportation; both options are not ideal,
especially renting transport which further aggravate health costs and general affordability of health care.
One of the pregnant woman in Laghman province revealed in an FGD as “we have to pay more money to travel.
Our hospital is very far from our village"
4.4.2: Conclusion
As highlighted in the research, there are several factors discouraging women from attending BHC,
especially for deliveries and those are mainly to be attributed to both health services supply and demand side.
Patients believe the quality of care offered often is not up to the standard they expect and since they have other
available care options, they prefer those to the public supported BHC, no matters costs or distance. In those
health centers is where they believe they can get the care they need and deserve. So, it is vital to improve
quality of care at the BHC by acting on what is discouraging patients from attending. It would be advisable to
carefully though extensively investigate claims made by patients related to discrimination and corruption and
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see to which extend their reports are accurate. It is perhaps worth thinking about setting up a stronger
feedback and complaint mechanism to allow a better management of grievances and help improving
services based on feedback. Higher transportation costs to reach health facilities also discourage people to seek
health services. Privacy at the delivery room and waiting areas and unavailability of 24/7 services at BHC also
plays an important role in non-utilization of the existing health services. Low awareness of people about the
availability of same type of MCH services at the BHC level compared to other health facilities and the referral
mechanism of BPHS system which comes under the demand side barriers.
4.5.1: Recommendations:
In this effort of improving quality of care and increasing demand, the attendees, local health committees
and mother in laws can also be involved in providing health promotion to patients and in the arrangement of
HFs to respect privacy, for instance the functioning of the protocols to dispense drugs, the triaging and other
issues which might not be known to patients, and therefore might frustrate them. This will hopefully restore
confidence and trust in the BHC and will increase awareness at community level of available services. Efforts
need to be made to improve quality of care from implementer side too. Illegal acquisition ofdrugs from the
BHC stock needs to be investigated and to limit waiting time and to moreefficiently manage the crowd at
the BHC more staff/ could be involved so thatdoctors can have more time to dedicate to each patient. Arranging
accommodation to midwives in the proximity of the HF will help midwife attend deliveries during nights.
Services providedDistance seems to be one of the biggest barriers to access care from the services users
‘side and in order to fill this gap mobile and outreach teams from the BHC could be perhaps organizedtogether
with traditional birth attendants to reach remotest villages on a recurrentbasis and provide antenatal care directly
in the villages. This action could resemble or imitate in part the Family Health Action Groups already existing
in the coverage areas of the health facilities. Group of mothers’ could also organize and head care
groups/Hearth as the positive deviance methodology would suggest maximizing action and to share
learning and awareness. Those groups can become part of a strategic referral system and provide health
promotion to others in their villages. To incentivize deliveries assisted by skilled personnel, the implementer
NGO could think about organizing family and delivery homes in strategic places where a skeleton skilled staff
from the BHC - e.g. midwife - is present to assist deliveries 24/7 or alternatively thinking about having a backup midwife at provincial level to ensure continuity of services deliveries.
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Annex f: KII health staff
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Annex g: HH Based Questionnaire-Male Respondents
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