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Focus of this presentation 

• Focus on reproductive health issues esp. 
maternal health – because it was something 
people talked about in two WIDE communities: 
Harresaw, Eastern Tigray and Aze Debo, 
Kembata  

• Exploring how different global health agendas 
were reflected at local level 

• ..and consequences for women’s health 



Aze Debo'a: 
Kembata 

Harresaw: 
East Tigray 

SNNP Tigray 



Research questions 

1. How are global reproductive/maternal health 
policies translated at local level? 

2. What channels/networks are important for 
translations of these policies at local level? 

3. How do these policies influence mothers’ 
health outcomes? 



Globalization and health 
• Global health policies have evolved from focus on population 

growth control to concepts of reproductive rights 

• Major policy milestones in global reproductive health: 

 Safe Motherhood Intiative (1987)  

 ICPD Conference (1994) 

 Millenium Development Goals (2000)  

 Sustainable Developmet Goals (2015) 

• Maternal health is so closely associated with key service delivery 
issues (equity and efficiency) that its status has been used to 
assess the functioning of health systems (Gill et al 2007).  

• Several critiques: bio-medical perspective, conceptualization of 
women around her reproductive role 



• National Health Policy 1993 – focus on preventive services, 
decentralization of health system, focus on mothers/children 

 

• Health Sector Development Plans (HSDPs) since 1997 in four 
phases – continued attention to reproductive/maternal health 

 

• Also in Health Sector Transformation Programme (2015/6-
2019/20) attention to: 

 maternal and child health and services 

 family planning  

 adolescent reproductive health 

 

Ethiopian health policies (1) 



• More detailed policies, such as National Reproductive 
Health Strategy 2006-2015 which stated that a key factor 
contributing to high maternal and child mortality is the low 
rate of skilled care during pregnancy and delivery 

 
• National Reproductive Health Strategy 2016-2020 aims to  

Increase community’s awareness on the importance of 
birth preparedness, complication readiness, and facility 
delivery by strengthening the activities of Women Health 
Development Armies (WHDAs) and health extension 
workers (HEW) and advocating “no mother should give 
birth without skilled attendant”. 
 

Ethiopian health policies (2) 



• Women’s health problematized around reproduction 
and being a mother 

• Reproductive, maternal and child services are  
accessible to the communities through the HEP/HDA 
(since 2003/2011GC); skilled childbirth attendance as a 
critical intervention to reduce maternal deaths  

• Compared to other sectors, and whilst governemnt 
funding has risen over the years, health remains more 
largely externally-financed 

Ethiopian health policies (3) 



Health outcomes (1) 

• Of all the MDGs, progress was slowest in reducing 
maternal mortality  

• Five top reasons for that between 2000-12 (RHS 2016-20): 

 obstructed labor 36% 

 haemorrhage 22% 

 hypertensive disorders of pregnancy 19% 

 infection 13% 

 abortion 10% 



Health outcomes (2) 



From theory to practice 

What is happening at local level, in two different 
contexts? 



Aze Debo, Kembata - Context 

• Kembatta, Protestant church, enset-based, vulnerable (PSNP 10%), 
10% rich, 20% middle wealth, 70% poor, migration to South Africa, 
land scarcity 

• Urbanized kebele center along the main road from Durame and 
more remote hilly parts 

• Nutrition and typhoid said to be a problem in the community 

• Circumcision by 2013, ban enforced, but resistance in 2018 

• Rape said to be reducing in 2011, abortion is a taboo (2018) 

• Abduction – said to be punishment in 2011, in 2018 based on 
willingness of a girl 

• Early marriage - not present, 20 used to the ‘right age’ to marry 



Harrasaw, Eastern Tigray - Context 

• Tigray, Orthodox Christian, mixed crop-livestock, strongly 
vulnerable, nutrition said to be a problem of pregnant women 

• Inequalities said to be reducing due to drought, migration to 
Saudi 

• Small urbanised kebele centre away from main road 

• Reduction of rape and abduction – said to no longer be an 
issue 

• Early marriage - compliance with the law was related to an 
increasing number of girls pursuing education 

• Pregnancy outside marriage - not acceptable in community, 
but occurs 

 



Reproductive health 
• Similar levels reported access to different types of 

contraception, high awareness, at least in the kebele center 

• Perceived benefits included: spacing and work possibilities, 
better health in general 

• Younger women ashamed to take it from HP: Aze Debo - going 
to HC or pharmacies, Harrasaw - fear because the community 
does not approve 

• Mixed views on men’s opposition - especially in Harrasaw 

• Women stop taking contraception because of side effects, 
sometimes encouraged by men, sometimes they feel sick and 
cannot work 

• Unwanted pregnancy appears to be more common in Aze 
Debo, but big taboo in both sites => abortion „in hiding” 

 
 



Maternal and child health 

ANC  

• In Aze Debo, around 4th or 5th month of pregnancy, in Harrasaw – 
encouraged to be transferred to PSNP DS  

• Awareness of the neccessity to go earlier to HC, but sometimes women 
stay at home until last minute 

Delivery at health center 

• Perception that delivery at health center is needed due to possible 
complications – regardless of status 

• Not much info about perception of delivery as a natural situation 

• Said to be no opposition from men’s side 

• Problem with travel distances, insufficient number of and difficult access 
for ambulances, for more remote parts  

• HEW’s and Health Officers well evaluated, but richer women more critical 

• Food and coffee available at health center, but no clothes for children 



Maternal and child health 

• PNC – not a lot of info about it, but there are 
complications... 

• Fistula is a big taboo in Harrasaw, mentioned 
more openly in Aze Debo, although not so 
problematic 

• Vaccinations strongly on HEWs’ agenda in 
both communities. Many women after 
delivery leave the health center and return for 
vaccinations 



 



 



 



 



 



Indirect factors influencing women’s 
health 

• Poverty – different opportunities; richer women have 
more options (eg. private health centers) to choose 
from  

• Drought – especially in Harrasaw, had influence on 
overall health status 

• Nutrition – food gaps in both communities, both 
vulnerable 

• Distance – problems with transport and accessibility 

• Work burden – does not allow to stay longer at health 
center, and delays getting to HC 



 





 



Networks and channels 
• Health Extension Workers are the most important 

channel, but problems with workload and time 

• HEW are supported by Health Development Army 
whose members have multiple roles in the 
community, especially important in Aze Debo  

• But the HDA leaders are not very different from 
other rural women 

• Family - important when it comes to taking care of 
women after / before delivery (get-togethers after 
delivery and preparing food, support for hh when a 
women is at health center, carrying woman to HC) 



Outcomes  

Family planning:  in general, better access to contraception 
enabled delaying, spacing, and limiting pregnancy. However, still 
some opposition from men’ side, esp. when side effects appear. 
Younger people sometimes ashamed to use contraception  

Skilled delivery in health facility: professional care contributed to 
fewer deaths of mothers and children – as per women’s perception 

PNC – women would like to get back to home as soon as possible if 
mother/baby is fine, mostly due to work burden and children at 
home  

Abortion – appears quite often, taboo,women going outside the 
community 

Fistula – perceived as a taboo, not very well addressed 
 



Conclusions (1) 

Global health agendas at local level 

• Global influences are reflected mainly in thematic scope of policies 
(focus on maternal and reproductive health) and approach to 
governance (aiming at universal health coverage) 

• Focus of the similar health interventions in different communities 
and persistent dissemination of health awareness... 

• ...led to women’s globalized knowledge which seems to lead to 
willingness to use health services. 

• But still local problems, like distance or the lack of sufficient no of 
ambulances is problematic in both communities 

• Services are mostly concentrated on women, not on men  
 



Conclusions (2) 

Networks and channels 
• Health Extension Workers supported by HDA  
• Better awareness about problems associated 

with preganancy and child birth  
• Strong focus on delivery at health center – 

perception that there are only individual cases of 
delivery at home... 

• ....what can be difficult to achieve, given the 
distances, insufficient number of ambulances and 
HEW’s work burden 



Health outcomes 

• In general, health of women has improved 
thanks to better infrastructure and also quality 
of health services 

• Better health contributed to the ability to 
work and take care of children 

• Influence of a number of other factors 
(poverty, nutrition, drought...) 

 

Conclusions (3) 


