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Abstract 
Globally, every year 529,000 maternal deaths occur, 99% of which in developing countries with majority being in 
Sub-Saharan Africa. Maternal, Newborn and Child Health (MNCH) services depend on the accessibility, 
availability and quality of antenatal care (ANC), delivery and postnatal services. The aim of this study was to 
assess the health facilities’ capacity and readiness to provide MNCH services in Unguja Island, Zanzibar.  
A facility-based cross-sectional survey was conducted from May to June 2015 at public health facilities providing 
MNCH services. Data was collected by using the modified Service Availability and Readiness Assessment tool.  
Eighteen health facilities were assessed, two-thirds (66.7%, n = 12) of which were offering both maternity and 
reproductive and child health (RCH) services, 4 (22.2%) RCH services only, and 2 (11.1%) maternity services only. 
Readiness score for ANC services was 66% with high readiness scores in diagnostics services (89%) and 
equipment (69%). Overall, 14% offered all seven signal functions. Overall, delivery service readiness score was 
48%. Overall readiness for comprehensive emergency obstetric and neonatal care services was 13%. Staff training 
and guidelines readiness score was 11%, while medicine and commodities score was 9%. 
The health facilities’ readiness in providing MNCH services remains inadequate in Unguja Island. Readiness in 
providing services was low for delivery and emergency obstetric and neonatal care services. Basic and advanced 
delivery services need to be improved in parallel with provision of necessary equipment, medicines and 
commodities and staff training for better MNCH service delivery.  
Keywords: emergency obstetric care, health facilities, maternal and newborn healthcare services, Unguja Island, 
Zanzibar 
1. Introduction 
In Africa maternal healthcare service delivery is a huge challenge. This is compounded by inadequate and poor 
distribution healthcare facilities, lack of equipment and drugs (Obi et al., 2013; Singh et al., 2014). Zanzibar, like 
other African countries, also faces some challenges in addressing maternal and newborn healthcare services 
(WHO, 2014). The performance of the health sector remains unsatisfactory even though geographical coverage of 
the health facilities is considered equitably distributed to all regions and districts, and easily accessible to 95% of 
the population. Accessibility to health services is constrained mainly by poor quality of services due to lack of 
equipment and qualified staff (MoHZ, 2009). High maternal mortality still remains a serious challenge in Zanzibar 
with estimated Maternal Mortality Ratio (MMR) of 307 deaths per 100,000 live births (Herklots et al., 2017; 
HMIS, 2016; NBS, 2012). The major challenges in the reduction of maternal mortality include limited access to 
quality health services, a weak referral system and poor health-seeking behaviour among women (WHO, 2014).  
In order to reduce preventable maternal mortality, a global action has been initiated through implementation of 
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Sustainable Development Goals (SDGs), which target for reducing global MMR to less than 70 deaths per 100,000 
live births by 2030 (WHO, 2015). However, achievement of SDG targets is ambitious for most high-mortality 
countries (Alkema et al., 2016). In previous series of 4 years, Zanzibar did not meet the Millennium Development 
Goals (MDG) target which was 170 per 100,000 live births by 2015, but it might reach the SDG target by 2030, if 
extra effort and commitment is taken by various stakeholders (HMIS, 2016). 
Most maternal and newborn deaths occur on the day of birth, therefore essential lifesaving interventions need to be 
delivered at facilities with capacity to provide support of normal labor and birth as well as basic or comprehensive 
emergency obstetric and newborn care (Campbell & Graham, 2006). It is therefore crucially important to increase 
women’s access to quality care before, during and after childbirth (WHO, 2017). Availability and utilisation of 
quality emergency obstetric and neonatal care (EmONC) services is one of the essential interventions for reduction 
of a substantial proportion of maternal and newborn mortality (Bakari et al., 2015; Chi et al., 2015; Paxton et al., 
2005). These are services necessary to save life and are most useful when complications occur during pregnancy, 
childbirth and after birth (Chi et al., 2015). According to the United Nations (UN) recommendations, there should 
be at least one comprehensive and four basic EmONC facilities per 500,000 population (WHO, UNFPA, & 
UNICEF, 2009). 
If services are available and in adequate supply, then the opportunity to obtain healthcare exists, and a population 
may have ‘access' to services (MoHSW, 2010). Adequate availability of infrastructure, functional transport and 
communication systems for timely and quick referral of emergency patients to the next higher level of healthcare 
facility and availability of essential drugs, equipment, and supplies play a major role in delivering high-quality 
EmONC and other MNCH-related services.  
The improvement of maternal and newborn health is a key priority for the Government of Zanzibar. Many efforts 
have been made in Zanzibar to reduce maternal and neonatal deaths. As in many other countries, Zanzibar has 
made great strides in implementing EmONC in the last few years. The efforts have focused on increasing the 
proportion of births attended by skilled health providers and the coverage of facility-based maternity services and 
emergency obstetric care. Currently about 50% of deliveries in Zanzibar occur in health facilities (Fakih et al., 
2016). Despite the efforts made, the current situation of maternal and newborn care services does not meet the 
obstetric needs as set by the UN process indicators. Although problems of providing very basic equipment and a 
minimum number of staff continue, there are sufficient numbers of CEmONC facilities, but the distribution in 
Unguja is not adequate and some healthcare facilities providing delivery services do not meet BEmONC criteria 
(MoHZ, 2008).  
This study assessed the health facilities on service availability and readiness of maternal and newborn healthcare 
services. Service availability refers to the physical presence of essential maternal and newborn healthcare services, 
while service readiness refers to the presence of functioning equipment, supplies, medicine that are in-stock and 
non-expired, trained staff, and current guidelines to provide maternal and newborn healthcare services. Both are a 
prerequisite to providing good-quality healthcare services. 
2. Methods 
2.1 Study Design  
This was a facility-based cross-sectional survey, which was conducted between May and June 2015 in Unguja 
Island, Zanzibar.  
2.2 Study Area 
The study was conducted at Unguja Island, Zanzibar. Unguja Island is one of the two Islands in Zanzibar; the other 
being Pemba Island. Unguja Island is located 40 kilometres East of Tanzania Mainland. Unguja Island has a total 
of six districts with a population of 896,721 which is mostly concentrated in the Urban-West districts (NBS, 2013).  
2.2.1 Selection of Study Sites and Health Facilities 
A simple random sampling method was used to select four districts out of six. The selected districts were North A, 
North B, West and Urban districts. These districts have high maternal mortality compared to other districts in 
Unguja Island (NBS, 2012). These districts have the total of 57 public health facilities, among which eighteen 
facilities were selected randomly to represent other facilities in the study area. We selected only public facilities 
because majority of people in the general community utilise them and also the healthcare services of the public 
facilities are the mirror which reflects the general health of the people in the country as well. The study involved 
facilities that provide maternal and newborn healthcare services. 
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2.2.2 Healthcare System in Zanzibar 
The Zanzibar healthcare system is made up of public and private sectors, and the healthcare delivery services are 
categorized into three levels, namely 1) Primary level: This is the lowest level of healthcare delivery in the public 
healthcare structure. It comprises the Primary Health Care Unit (PHCU), Primary Health Care Unit plus (PHCU+) 
and Primary Health Care Centres (PHCC). PHCU+ provides additional services such as delivery, dental, 
laboratory and pharmacy services, which are not in PHCU. 2) Secondary level: Is the referral point from primary 
health facilities comprising of district hospitals. All these are located in Pemba and none in Unguja Island. 3) 
Tertiary level: Mnazi Mmoja Hospital is the only tertiary hospital which is located in Unguja town and it provides 
the referral services for Zanzibar, including two specialised hospitals known as Mwembeladu maternity home and 
Kidongochekundu mental hospital. The population of Zanzibar lives within less than five kilometers from public 
health facilities, which confirms to WHO standard (5–10 km) (MoHZ, 2016). In Zanzibar, according to the health 
system guidelines, all hospitals, Primary Health Care Centres (PHCC) and Primary Health Care Unit plus (PHCU+) 
are required to conduct delivery services, including BEmONC services. In addition, all hospitals and PHCCs are 
required to provide CEmONC services.  
2.3 Data Collection Tool 
The World Health Organization (WHO) Service Availability and Readiness Assessment (SARA) tool was used to 
collect data during assessment of the health facilities in order to address critical data gaps in service availability 
and readiness for the facilities to provide MNCH care services. The tool is a comprehensive approach to evaluate 
different areas of health care services including maternal and newborn health care services, and is widely used 
globally. Also, it is a reliable standard tool to monitor health facilities and services delivery. In this study, the 
WHO's SARA tool was adopted and modified to focus mainly on service availability and service readiness specific 
for maternal and newborn healthcare services. The tool was divided into four main sections; 1) Health facility 
information 2) Antenatal care services, 3) Basic delivery services, and 4) Emergency obstetric and newborn care 
services. The tool was used to collect data of two main domains, namely: 1.) Availability (physical presence of the 
delivery of services) and 2.) Readiness (capacity to offer a specific service). The capacity to provide that service 
was measured through consideration of availability of tracer items that include trained staff, guidelines, equipment, 
diagnostic capacity, and medicines and commodities.  
2.4 Data Collection Methods 
The health facilities were assessed through observation method based on service availability and functionality of 
equipment and availability of supplies, medicines and commodities in order to assess facility availability and 
readiness of MNCH care services. Interviews were done to the facilities in-charges in order to supplement some of 
the required information of the surveyed facilities. Two nurses with research experience in monitoring and 
evaluation of MNCH services were recruited and trained on the use of the tool and conducting the health facility 
survey. The collected information was evaluated based on facility level, overall capacity to provide MNCH 
services with regard to standard guidelines. 
2.5 Data Analysis  
Data was checked for completeness before being coded. The coded data were entered in the computer to create 
electronic database and then, analysed using Statistical Package for Social Sciences (SPSS) software, version 22.0 
and Microsoft Excel software was used for tabulation and graphing of results. The components of service 
availability were analysed based on physical availability of services. Service readiness analysis described the 
availability of essential inputs needed, called tracer items, to deliver service-specific interventions across five areas: 
(i) trained staff and (ii) guidelines; (iii) functioning equipment; (iv) diagnostic capacities and (v) essential 
medicines and commodities. During analysis, descriptive statistics were computed. Within each area, a mean score 
was calculated and tracer items were given equal weight. Finally, data were summarized and the results were 
displayed using frequency distributions and charts. 
2.6 Ethical Considerations 
The study was approved by the Kilimanjaro Christian Medical University College Research and Ethical Review 
Committee (CRERC), (certificate number 677) and Zanzibar Medical Research Council (ZAMREC). Permission 
to conduct research was obtained from the respective District Medical Officers and in-charges of each health 
facility surveyed.  
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3. Results 
3.1 Health Facilities Information  
Eighteen health facilities were included in the study, of which 11 (61%) were primary health centre units plus 
(PHCU+), 4 (22.2%) primary health centre units (PHCUs), 1 (5.6%) tertiary hospital, 1 (5.6%) special maternity 
hospital and 1 (5.6%) primary health care centre (PHCC). All facilities were managed by the government. Nine 
(50%) were providing antenatal care (ANC) services, including other reproductive and child health (RCH) 
services, 7 (39%) were offering both ANC and delivery services while 2 (11%) were offering only delivery 
services.  
3.2 Distribution of Healthcare Personnel According to Level of Health Facility 
Doctors were mostly found in the tertiary hospital, PHCC and the special maternity hospital. Registered nurse 
midwives were more distributed in PHCUs than in other levels of health facilities. The few MCH aides were 
mainly found in primary health care units (PHCUs). Clinical officers were mainly clustered in PHCC and PHCUs 
(Table 1). 
 
Table 1. Distribution of healthcare personnel according to level of health facility  

Type of health facility Doctors Clinical officers Nurses Midwives PHN B MCH Aides 

All 6 28 72 51 4 

Tertiary hospital 3 0 18 4 0 

Special maternity hospital 1 0 12 3 0 

Primary healthcare centre 2 9 9 0 0 

Primary healthcare units plus 0 16 20 35 2 

Primary healthcare units 0 3 13 9 2 

 
3.3 Antenatal Care Service Availability and Readiness 
The availability of antenatal care services of all surveyed facilities during study was 16 (89%). Readiness to 
provide ANC services were assessed based on availability of 10 tracer items, which categorized into staff training 
and guidelines, equipment, medicines and commodities and diagnostics services. Overall readiness score in 
provision of antenatal care services was (66%), with the highest readiness scores observed in diagnostics (89%) 
and equipment (69%), while the lower service readiness scores were observed for the trained staff and guidelines 
(56%) and medicines and commodities (47%) (Figure 1). 
 

 
Figure 1. Readiness scores of antenatal care domains 
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Relatively higher scores for all categories of service readiness were demonstrated in PHCC. The lowest readiness 
scores for equipment (59%) and medicines and commodities (48%) were demonstrated in PHCU+, while for staff 
training and guidelines, medicines and commodities the lowest readiness scores were observed in PHCUs (50%) 
and (42%), respectively (Figure 2).  
 

 
Figure 2. Antenatal care domain scores according to level of health facility 

 
3.4 Availability and Readiness of Basic Delivery Services  
The services readiness for the facilities to provide basic delivery services was assessed on 16 tracer items (Table 2). 
These tracer items were categorized into equipment, and medicines and commodities. Of the 18 surveyed facilities, 
9 (50%) had the basic delivery services available, of which 33% of the services were available in urban settings.  
The overall service readiness was 66%, with high score in medicines and commodities (81%) and the lowest score 
was in equipment (52%), (Figure 3).  
 

 
Figure 3. Readiness score for provision of basic delivery services 
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The service readiness score for equipment was higher (78%) in PHCC and lower in the special maternity 
hospitalandPHCUs+ (44% and 46% respectively) while service readiness score for medicines and commodities 
were almost similar across all facilities (Figure 4). 
 

 
Figure 4. Readiness score for provision of delivery services according to level of health facility 

 
3.5 Availability of Equipment and Medicines/Commodities for Basic Delivery Services 
The overall availability was highest (100%) for partograph, gloves, injectable uterotonic, injectable antibiotics, 
magnesium sulphate, and intravenous solution followed by skin disinfectants (89%). However, some medicines 
and commodities like gloves, injectable antibiotics, skin disinfectants and intravenous solution were commonly 
available across all facilities but they were not adequate. The availability was low (22%) for manual vacuum 
extractor, vacuum aspirator, dilatation and curettage (D&C) kit. Almost all PHCU+ facilities had severe 
unavailability of emergency transport. Suction apparatus was available but not functioning in almost all high level 
facilities, while only in some few PHCU+ 3 (50%), suction apparatus were available and functioning. Delivery 
packs and antibiotic eye ointment for newborn were not available across all surveyed facilities (Table 2). 
Special maternity hospital had only 9 out of 16 key inputs for basic delivery services. There was severe 
unavailability of necessary delivery equipment, medicines and commodities including examination light, delivery 
packs, suction apparatus (mucus extractor), manual vacuum extractor, vacuum aspirator or D&C kit, antibiotic eye 
ointment for newborns and diazepam injectable (Table 2). 
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Table 2. Shows availability of the delivery equipment and medicines according to facility 

Delivery equipment and medicines 
All facilities 

(n = 9) 

Tertiary hospital 

(n=1) 

Spec Mtyhospital  

(n = 1) 

PHCC  

(n=1) 

PHCU+

(n=6) 

Emergency transport 44 100 100 100 17 

Examination light 67 100 00Ϯ 100 67 

Delivery pack  00 00 00 00 00 

Suction apparatus 33 00Ϯ 00Ϯ 00Ϯ 50 

Manual vacuum extractor 22 100 00 100 00 

Vacuum aspirator and D&C kit 22 00 00 100 17 

Neonatal bag and mask 78 100 100 100 67 

Partograph 100 100 100 100 100 

Gloves 100* 100 100 100 100 

Antibiotic eye ointment for newborn 00 00 00 00 00 

Injectable uterotonic 100 100 100 100 100 

Injectable antibiotic 100* 100 100 100 100 

Magnesium sulphate 100 100 100 100 100 

Diazepam injectable 78 100 00 100 83 

Skin disinfectant 89* 100 100 100 83 

IV solution with infusion kit 100* 100 100 100 100 

*Available but inadequate, Ϯ Available but not functioning. 

 
3.6 Basic Emergency Obstetric and Newborn Care (BEmONC) Service Availability and Readiness 
Availability of basic emergency obstetric and newborn care includes seven signal functions, which are parenteral 
administration of antibiotics, parenteral administration of oxytocin, parenteral administration of anticonvulsants, 
assisted vaginal delivery, manual removal of placenta, manual removal of retained products, and neonatal 
resuscitation (Table 3). 
Among all the surveyed facilities, 9 (50%) facilities were conducting delivery and also providing EmONC services. 
Among them, 6 (67%) were BEmONC level facilities. Of all the health facilities providing BEmONC services, 
none of the BEmONC facilities could offer fully functioning basic facility. The overall performance of assisted 
vaginal delivery was 2 (22%). Some signal functions like parenteral administration of antibiotics and oxytocin 
drugs were available universally across all facility levels. Only 2 (33%) out of six BEmONC facilities were 
performing removal of retained products, while other signal functions which required special skills like manual 
removal of placenta and assisted vaginal delivery were not performed in any of BEmONC facilities as well as in 
the special maternity hospital. The main reasons for non-performance of the signal functions were lack of 
necessary equipments, skilled personnel and cases (Table 3). 
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Table 3. EmONC signal functions performed in health facilities (N = 9) 
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All 9 100 100 78 33 44 22 100 33 67 11 

Tertiary hospital (CEmONC) 1 100 100 100 100 100 100 100 100 100 100

Special maternity hospital (CEmONC) 1 100 100 100 100 00 00 100 00 00 00 

PHCC(CEmONC) 1 100 100 100 100 100 100 100 00 100 00 

PHCU+ (BEmONC) 6 100 100 67 00 33 00 100 N/A N/A 00 

N/A because are BEmONC health facilities. 

 
3.7 Comprehensive Emergency Obstetric and Newborn Care (CEmONC) Services Availability and Readiness 
The overall availability of facilities which were providing CEmONC services was only 3 (33%) of the all surveyed 
facilities. The proportion of the health facilities that offered all 9 CEmONC signal functions that were required for 
emergency obstetric care services was very much lower (only 3 facilities). Only the tertiary hospital was offering 
all CEmONC signal functions and performed caesarean section, while 2 (67%) other facilities were providing 
partially the required CEmONC signal functions. Neither special maternity hospital nor PHCC performed 
caesarean section. The reasons for non-performance of caesarean section was lack of doctors and anaesthetist 
(Table 3). The trained staff for performing surgery and anaesthesia were available only in the tertiary hospital 
(Table 4).Blood supply was available but insufficient, and CEmONC guidelines were completely lacking across all 
the CEmONC facilities. Unfortunately, the special maternity hospital was lacking all the 9 tracer items for 
CEmONC services.  
 
Table 4. Availability of tracer items for CEmONC according to facility level (N = 3) 

Tracer item for  

CEmONC 

Tertiary hospital 

(n=1) 

Spec. Mty hospital 

(n = 1) 

PHCC 

(n=1) 

Trained staff CEmONC 100 00 100 

Guidelines CEmONC 00 00 00 

Trained staff surgery  100 00 00 

Trained staff anaesthesia  100 00 00 

Anaesthesia equipment  100 00 100 

Incubator  100 00 100 

Blood typing  100 00 100 

Cross match  100 00 100 

Blood sufficiency  100* 00 100* 

Blood safety  100 NA 100 

 *Available but insufficient, N/A Not applicable. 
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4. Discussion  
4.1 Availability of Healthcare Personnel  
Our study findings revealed that, the availability of healthcare personnel for providing maternal and newborns 
health care delivery services was the major challenge across the surveyed facilities. There is insufficiency of key 
healthcare personnel especially doctors who were found only in the tertiary hospital, and only one in the special 
maternity hospital. Nurse midwives were severely insufficient across all the surveyed facilities. This shortage 
might be due to lack of new employment for the key healthcare personnel needed for providing maternal and 
newborns healthcare services, increase in number of the health facilities providing MNCH services and/or 
improving and upgrading the facilities to the next level without considering key health healthcare personnel based 
on the demand.  
Inadequate healthcare personnels and lack of equipment leads to inability of providing quality care to mothers and 
their babies (Ali & Amer, 2018). A chronic shortage of human resources for health has a significant impact on 
maternal health, with increased mortality rates in the country. Healthcare personnel provides the bulk of 
emergency obstetric and neonatal care (Bradley & Mcauliffe, 2009). Healthcare personnel shortage has also been 
reported by previous studies as a problem (Anwar et al., 2009; Banik, 2015; Kambala et al., 2011) leading to 
increased workloads, which in turn compromises the quality of care (Campbell et al., 2016; Graner et al., 2010). In 
some public sectors, the recruitment procedure for healthcare personnel is more bureaucratic and time consuming, 
but sometimes the recruitment procedure is obstructed for political reasons (Graner et al., 2010). Similarly, lack of 
human resource for health might be due to the lack of political willingness on recruiting new post for the health 
care personnels. 
4.2 Antenatal Care (ANC) Service Availability and Readiness 
The key findings of the study showed that, the capacity of healthcare facilities in providing maternal and newborn 
healthcare service in Unguja Island Zanzibar is inadequate. However, the overall availability of facilities offering 
ANC services for all surveyed facilities was high. The high availability of ANC services might be due to the 
implementation of health services delivery planning that, healthcare facilities should be available near the 
communities and accessed by population within five kilometres.  
Overall readiness score to provide ANC services was not satisfactory. The unsatisfactory score was observed in 
staff training and guidelines, including medicines and commodities. The lowest service readiness scores were 
observed more in PHCU+ and PHCU. This might be due to poor distribution of resouces and priority in 
maintaining the quality and readiness of the provision of the services. Provision of healthcare services is crucial, it 
requires both physical presence of the services but also the quality and readiness of the services offered. This 
finding is consistent with other studies which showed that, readiness of ANC services was of average level, while 
trained staff, guidelines, equipment and supplies, diagnostics and medicines and commodities scored below 
average (Andriantsimietry et al., 2016; Olsen et al., 2005; Wilunda et al., 2015). Inadequate equipment and 
supplies have been reported to cause delays in patients to receive services, increased workload for staff, the need to 
source items from other facilities and causing unnecessary referral (Care et al., 2012; Mueenuddin & Msuya, 2012; 
Penfold et al., 2013). The similarities of the findings might be due to their priority to cover the availability and 
distribution of the ANC services first to the nearby community at large. On the contrary, a study done in Kenya 
found that, overall readiness score for ANC was 58%, ANC readiness at hospitals and ANC clinics was somewhat 
higher than in dispensaries, medicines/commodities and equipment domains scored highest, whereas the staff and 
the diagnostics domains scored lowest (MOHSW, 2013). The differences of these findings might be due to 
differences in healthcare budget allocations and priorities in healthcare services implementations.  
Many of the health facilities rendered the ANC services in environments characterized by shortage of staff, 
medicines/commodities including guidelines for providing optimal quality services. Clinics thus face severe 
challenges in the provision of the basic RCH service packages. Furthermore, the study findings showed that, there 
is poor allocation of resources for the provision of maternal healthcare services. Lower level healthcare facilities 
(i.e PHCU and PHCU+) were provided with limited resources such as medicines and commodities including 
trained staff and guidelines compared to high level health facilities. Similar findings have been reported in a study 
conducted in peripheral Tanzania whereby it was found that there is a major challenge in the efficient delivery of 
commodities, inadequate staffing, a high degree of absenteeism and inadequate supervision of health facilities 
(Manzi et al., 2012).  
4.3 Basic Delivery Services Availability and Readiness 
The study findings revealed that, availability of basic delivery services in the surveyed facilities was not adequate. 
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Only 50% of the surveyed facility offered delivery services and were more located in rural setting than in urban 
settings. This might have done in the move to encourage the rural community to attend for delivery services at 
health facilities which might reduce the home deliveries. But on the negative side, the urban community might 
suffer with congestions at the facilities when attending for delivery services due to scarcity of space in the facilities 
for delivery services. Congestions at the health facilities, might influence home delivery for the urban community. 
The overall trend of health facility deliveries in Zanzibar is not satisfactory. There was decrease in facility delivery 
in Zanzibar from (68%) in 2014 to (53%) in 2015. However, there was slightly increase to (54%) in 2016. In 
Unguja Island, the proportion of facility deliveries was (69%) in 2014 to (51%) in 2016 (HMIS, 2016). Poor 
distribution of delivery service availability and readiness might contributes to decrease the rate of facility delivery 
in Zanzibar. The Government of Zanzibar, through Ministry of health enhanced some primary health care units 
(PHCUs) to provide delivery services but data reveal that there was downward trend in the utilization of services in 
PHCUs (HMIS, 2016). Increasing facility deliveries was critical for reducing maternal mortality in Haiti (Wang et 
al., 2017). These findings indicate the importance of improving the availability of health facilities with provision 
of delivery services in Unguja urban setting.  
The study findings also showed that, the overall readiness score for provision of delivery services was not 
satisfactory, with low readiness score in equipment, medicines and commodities. Low service readiness score for 
equipment was demonstrated in both special maternity hospital and PHCU+ (44%, and 46% respectively) while in 
the PHCC, the readiness score for equipment was high compared to other facilities. Low service readiness score 
for medicines and commodities was shown a bit lower in Special maternity hospital. This finding was consistent 
with findings from previous studies done in Zanzibar (Sigalla et al., 2018; Fakih et al., 2016). This might be there 
has been no much significant change since 2012 of the health facilities survey conducted by Fakih et al. Similarly, 
a study conducted in Haiti revealed that, overall, health facilities are poorly equipped and do not appear ready to 
provide high-quality delivery services (Wang et al., 2017). Improving the quality of care at health facilities could 
contribute to increased proportion of facility deliveries particularly in urban areas, where substantial number of 
women still deliver at home (Wang et al., 2017). It is highlighted that, inadequate availability of drugs and supplies 
and poor health infrastructure are responsible for the high mortality rates in some low and middle-income 
countries (LMIC) (Campbell & Graham, 2006; O’Neill et al., 2013; Shadrack, 2016; Spangler, 2012; Leslie et al., 
2017). This could be due to poor resources allocation within health care system or health facilities managing 
authorities, however both were Government health facilities.  
The Ministry of Health of Zanzibar insists and encourages the women to attend in primary level facilities for 
delivery but, unfortunately, these facilities provide substandard care due to unavailability of enough equipment and 
required medicines and commodities for quality care to the mothers and newborns. Similar findings reported that, 
shortage of supplies, drugs and basic equipment could compromise the quality of care, motivation of staff, as well 
as the utilisation of services in health facilities. Weak health referral systems to support case management of 
complications of pregnancy inevitably reduces the overall impact of ANC (Lincetto et al., 2013).  
This study finding might be significantly fuelling the poor quality maternal health services in Zanzibar which 
could be resulting in increasing maternal mortality rate due to lack of health care facility readiness to provide 
interventions, which is a minimum requirement but not a guarantee for the delivery of quality ANC services 
(Kanyangarara et al., 2017).  
4.4 BEmONCServices Availability and Readiness 
Our study findings showed that, despite 50% of the surveyed facilities offered delivery services, the availability of 
BEmONC services in Unguja Island, Zanzibar is still insufficient based on the required number per available 
population and also uneven distribution. The urban areas of Unguja Island have limited numbers of facilities 
offering BEmONC services compared to the rural areas. This might be due to the efforts addressed by the 
Government on expansion of these services in rural areas where home deliveries and birth complications are more 
pronounced than in urban areas. Similar findings were reported in a study conducted by Fakih in 2012, who found 
that, despite Zanzibar having met the minimum standards for EmONC availability per population, the met need is 
still quite low (Fakih et al., 2016).  
Furthermore, our study found that, the overall readiness for provision of BEmONC services was inadequate; few 
(21%) health facilities offered all BEmONC signal functions despite adequate number of health facilities 
designated to offer BEmOC or CEmONC services. Many health facilities do not offer all seven signal functions. 
This study finding also concurs with findings from other health facility surveys done in Tanzania, Uganda and 
Madagascar (Andriantsimietry et al., 2016; Bakari et al., 2015; MOHCDGEC, 2016; Wilunda et al., 2015). 
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This study also showed that, overall, there is lack of some vital signal functions which are important for the 
maternal and neonatal survival whereby the least performed signal functions being assisted vaginal delivery, 
manual removal of placenta, manual removal of retained products and neonatal resuscitation. Primary health care 
units had unavailability of emergency transport and manual vacuum extractors. This implies that some emergency 
services were offered more in the hospital than in PHCU facilities. This might be due to lack of healthcare 
providers who can perform life saving procedures, or it might be due to lack of equipment required for emergency 
in lower level health facilities. Lack of certain services in PHCU facilities might result in women attending more in 
hospital facilities or more referrals to higher level, which may cause congestions, delays or inadequate delivery 
care for complicated cases. Similar findings have been reported in other studies which found that, manual vacuum 
aspiration, and assisted vaginal delivery were the least performed signal functions in health facilities (Fakih et al., 
2016; Mueenuddin & Msuya, 2012; Spangler, 2012). With inadequate implementation of the two EmOC signal 
functions, namely, assisted vacuum delivery and manual removal of placenta (MOHSW, 2015), meeting the target 
of BEmOC is a challenge. Even signal functions requiring relatively little skills such as parenteral administration 
of antibiotics, oxytocin and anticonvulsants are still inadequate across all health facilities. Similar findings were 
revealed by Ameh (Ameh et al., 2012). The availability and quality of care at facility level needs to be improved in 
order to reduce the number of maternal and newborn deaths (Ameh et al., 2012). Most healthcare facilities were 
insufficiently equipped to provide basic clinical care. If countries are to strengthen health-system capacity towards 
achieving universal coverage, more attention needs to be given to within-country inequities (Hsia et al., 2012; 
Leslie et al., 2017; O’Neill et al., 2013). Access to emergency medical care at delivery is crucial for saving lives. 
From the above, it means that majority of women experiencing obstetric complications do not receive care they 
need. Some women do not receive care because they do not deliver in a health facility but others deliver in a 
facility that does not provide the necessary care (Wang et al., 2017).  
4.5 CEmONCService Availability and Readiness 
This study showed that, the availability of comprehensive emergency obstetric care (CEmONC) services of the 
surveyed facilities were satisfactory and met the required Unite Nation (UN) standard. However, our study found 
that, the proportion of the health facilities that offered all 9 CEmONC signal functions that are required for 
emergency obstetric care services was very much lower and only the tertiary hospital offered fully all CEmONC 
signal functions as required. Caesarean section was performed only in the tertiary hospital out of the three 
CEmONC facilities because of lack of doctors and anaesthetists in the special maternity hospital and PHCC. 
Similarly, in a study done in Madagascar a low coverage of CEmONC with only two out of nine regional referral 
hospitals providing the services (Andriantsimietry et al., 2016) Also the availability of blood supply was not 
sufficient across all CEmONC facilities which is similar to the previous study elsewhere (Andriantsimietry et al., 
2016). Availability of blood is important in delivery services and is one of the reasons leading to maternal death.  
5. Conclusion and Recommendations  
The overall readiness to provide maternal and newborn healthcare services remains unsatisfactory in the health 
facilities in Unguja Island, Zanzibar, despite the satisfactory availability of maternal and newborn healthcare 
services. There is need to strengthen the antenatal care services at PHCUs through provision of equipment and 
necessary medicines and commodities. Both, basic and advanced delivery services need to be improved with 
provision of necessary equipment and supplies at all health facility levels. The Ministry of Health should 
strengthen the procurement and allocation chain for equipment and necessary medicines and commodities coupled 
with increasing the number of required human resource for health through new employments and training. There is 
need to improve skills of providers to ensure that at least minimum coverage of emergency obstetric careis in place 
in every health facility which is conducting delivery services.  
Study Limitations 
• The levels of facilities were different in terms of service provision. Despite all being public health facilities, 

they are managed by different level of authorities, this might under estimate or exaggerate the study findings. 
However, authors tried to describes each level by comparing the facility levels in the findings sections. 

• The selection of study units was limited only to public health facilities which might influence the study 
findings. However, the authors tried to balance by selecting those public facilities with high attendance of 
clients in order to represent other facilities to reflect the real situation in public facilities.  

• The findings of this study based on the reported of data on the day of data collection including previous three 
months of services offered by the facility, which might influence the findings.  
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