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Abstract 

Background: Efforts to improve antenatal care have been heightened to reduce global maternal deaths. In resource-
limited settings, community-based interventions play a pivotal role in improving antenatal care services. However, 
effective implementation of community-based interventions is influenced by prevailing community-related factors. 
Drawing from the community-based interventions implemented in Iringa Region in Tanzania, this paper underscores 
how community factors influence implementation and ultimate improvement of antenatal care services.

Methods: A qualitative case study design was employed using in-depth interviews, focus group discussions and 
document reviews. Data was collected in Kilolo and Mufindi districts in Iringa Region where community-based 
interventions were implemented. A total of one hundred and forty-six (146) participants were involved in the study. 
Eighty-six (86) participants were interviewed and sixty (n = 60) participated in focus group discussions. Data were ana-
lysed thematically and manually by categorizing and coding emerging issues to facilitate analysis and interpretation.

Results: Key factors that influenced the implementation of the community-based interventions were the commu-
nity readiness to adopt the interventions and effective local administrative systems. Stakeholders’ engagement and 
local health system support were also pivotal for improving antenatal care services. However, the physical environ-
ment, bullying of implementers of interventions and family-related challenges constrained the implementation of the 
interventions.

Conclusion: This study has shown that the performance of community-based interventions is highly influenced by 
community-related factors. More specifically, inadequate community engagement may lead to community members’ 
reluctance to adopt implemented interventions. Therefore, in-depth understanding and adequate management of 
community engagement are important during the planning, development and implementation of community-based 
interventions.
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Introduction
Efforts to improve maternal and child health have been 
long prioritised at the local and global level. This is pre-
cipitated by the fact that preventable deaths caused 
by pregnancy-related complications are still recorded 
globally. Evidence shows that everyday 830 women die 
worldwide from pregnancy and birth-related complica-
tions, with 99% of the deaths occurring in low and mid-
dle-income countries (LMICs) [1]. The average maternal 
mortality ratio (MMR) in Sub Saharan Africa (SSA) 
stands at 510 per 100,000 live births, which raises doubts 
as to whether the targeted goal of reaching less than 70 
per 100,000 live births will be achieved by 2030 as ech-
oed in the Sustainable Development Goals (SDGs) No. 
3.1 [2]. In Tanzania, for instance, between 2015 and 2016, 
maternal mortality was 556 per 100,000 live births; which 
was higher compared to 454 per 100,000 live births in 
2010 [3]. Effective adherence to Antenatal Care (ANC) 
can potentially reduce adverse effects during pregnancy 
and after delivery. In particular, ANC provides a platform 
for critical healthcare function, health promotion and 
prevention thereby enabling screening and appropriate 
diagnosis of risks that may affect pregnant mothers [2, 4]. 
Additionally, pregnant women who attend ANC as rec-
ommended have the potential to avert any complications 
as well as access to preventive interventions like tetanus 
toxoid immunization, intermittent preventive treatment 
of malaria, deworming, iron and folic acid; among other 
benefits [5].

The World Health Organisation (WHO) recommends 
that pregnant women without health complications 

should attend at least eight ANC visits with the first 
attendance being within the first trimester [6]. This is 
seen as improvement of the former ANC guidelines that 
recommended at least four ANC visits in the absence of 
complications [7]. Some LMICs including Tanzania still 
follow four or more ANC visits for pregnant women not 
diagnosed with severe complications [8]. Despite various 
efforts in most LMICs, attendance of ANC is still below 
the desired levels. In Tanzania, for instance, only 24% of 
pregnant women attended the first ANC visit within the 
first trimester, whereas 51% of them attended four times 
or more [2, 9]. This trend is prevalent in other LMICs; 
for instance, in Ethiopia, only 18% of pregnant women 
attended ANC early in 2014, with 32% of them attending 
four times as recommended [10], while in Uganda, only 
21% of pregnant women attended ANC early, with 48% of 
them attending four times or more [11]. Given the status 
in various countries, ensuring attendance of ANC is still 
critical.

In order to address the causes leading to delays in 
attending ANC and completion of recommended visits, 
different strategies have been implemented in LMICs, 
including Community-Based Interventions (CBIs). 
CBIs refer to sets of interventions designed to influ-
ence changes in community infrastructure, services, 
norms, attitudes, beliefs and policies that would result 
in improved health status of community members [12]. 
In the course of improving ANC and overall maternal 
and child health (MCH) services, CBIs are commonly 
implemented through home visits and women par-
ticipatory learning and action groups [13]. Empirical 

Plain English Summary 

Increasing uptake of antenatal care services is crucial for improving maternal and child health. One of the strategies 
that has been found to be relevant for improving uptake of antenatal care services in resource constrained countries 
especially in rural communities is implementation of community based initiatives. This study focused on the project 
that was implemented in Iringa region, Tanzania under the Innovating for Maternal and Child Health in Africa (IMCHA) 
program, which was implemented through community based initiatives.

In order to understand community contextual factors that facilitated or constrained implementation of the IMCHA 
project, a participatory approach was applied to seek views from women groups as key project implementers and 
other stakeholders such as community leaders, male champions’ religious leaders, health care providers and health 
facility governing committees. A total of one hundred forty six people were engaged in interviews and focused group 
discussions.

Community readiness to adopt the interventions emerged as a determining factor for success of the project. Stake-
holder engagement also enabled participatory implementation. The major constraining factors were the physical 
environment that made navigation through the villages difficult as well as negative feedback from family members.

This study concludes that community readiness and participatory approaches can be enhanced by various aspects 
integrated in the initial designing of project activities. This strengthens the project support system critical for 
sustainability.
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evidence shows that CBIs have the potential to improve 
ANC and Maternal and Child Health (MCH) services in 
poor resource settings [14–16]. For instance, in Nepal, 
CBIs lowered neonatal mortality by 30% and maternal 
mortality by 80% per 100,000 live births [17]. Similarly, 
Maikhanda interventions in Malawi reduced neonatal 
mortality ratio by 22% and perinatal mortality by 16% 
[18] whereas interventions implemented in Jhankand 
and Orrisa in India between 2009 and 2012 lowered 
maternal deaths by 32% and maternal depression by 
57% [19]. However, not all community-based interven-
tions successfully manage to achieve targeted goals. In 
Bangladesh, for example, CBIs did not lead to significant 
reduction in maternal and child health, and stillbirths did 
not differ between intervention and control clusters [20].

Contextual factors have a determining role in facili-
tating and/or constraining implementation of commu-
nity-based interventions [21–24]. In fact, the context in 
which interventions are implemented has an impact on 
the potential user of the interventions, implementers 
of the interventions, and determines both professional 
and organizational outcomes [25–27]. Scholars have 
underscored different types of contexts that may influ-
ence implementation of CBIs. These are categorised into 
(1) external context, which includes policy and legisla-
tions and buy-in by internal and external stakeholders 
(2) organisational context, which includes organisational 
culture, leadership and resources (3) professional context, 
which subsumes roles and competency and (4) interven-
tions like nature, characteristics and complexity [28]. 
Community Contextual Factors (CCF) are also recog-
nised as a strategy for maximizing performance of WGs 
interventions to improve ANC services [28, 29]. This is 
because community-based interventions are embedded 
within the community systems that affect the ability of 
interventions to realize community changes.Commu-
nity systems also help implementers of interventions, 
implementation research team and other stakeholders to 
anticipate barriers and problems before they arise [29]. 
A study by Kok and colleagues identified several CCFs 
that influence the performance of interventions including 
socio-economic factors, cultural norms, values, practices 
and beliefs; gender roles, disease-related stigma, safety 
and security as well as education and knowledge level 
of the targeted groups [30]. Other CCFs which have also 
been reported as constraining the performance of inter-
ventions include effective use of the existing community 
resources especially social norms and values [31], long-
distance to health facilities and lack of affordable and 
accessible transport [32].

While community factors are important in the imple-
mentation of community-based interventions, there is 
scant literature on the subject from LMICs. For instance, 

most of the existing literature addresses holistic contex-
tual factors covering all aspects of context thereby lim-
iting in-depth analysis [14, 23]. Moreover, literature that 
addresses CBIs in Tanzania is insufficient with few stud-
ies enlisted [33, 34] while literature on CCFs is virtually 
missing. This study, therefore, explored the influence of 
community-related factors on the performance of com-
munity-based interventions through women participa-
tory groups in Iringa Region.

Methodology
Study design and setting
This study employed a qualitative case study design 
because it aimed at examining the implementation of 
CBIs in the real-life context of rural intervention villages 
while reflecting upon the perspectives of the participants 
[35, 36]. The study was conducted in Kilolo and Mufindi 
districts in Iringa Region which were implementing a 
large project under the Innovating for Maternal and 
Child Health in Africa (IMCHA) programme (2015–
2020). The IMCHA project sought to improve maternal 
and child health by increasing community demand for 
ANC services while improving health service delivery at 
the facility level. The two districts were selected because 
they exhibited unacceptably low ANC uptake. In 2018, 
for instance, the first ANC attendance records within 
twelve weeks in Kilolo and Mufindi districts were 16.8% 
and 27% respectively. In the same year, pregnant women 
who completed four or more ANC visits constituted 
27.1% in Kilolo District and 23% in Mufindi District. 
Table 1 shows the key characteristics of the study settings 
which may account for the situation.

Participatory action research under IMCHA
The IMCHA project was implemented through Par-
ticipatory Action Research (PAR) in which the Imple-
mentation Research Team (IRT) worked together with 
community members to address MCH challenges with 
emphasis on ANC. The PAR was implemented through 
a series of meetings with implementers of the interven-
tions, namely Women Groups (WGs), Male Champions 
(MCs), Women Groups Supervisors (WGS) and other 
stakeholders. The PAR was facilitated by the IRT from 
the University of Dar es Salaam and health managers 
from Iringa Region. The phases and series of meetings 
are indicated in Fig. 1.

As shown in Fig.  1, Phase I covered identification of 
ANC problems facing respective villages and prioritised 
the most 3–5 ANC problems affecting the community. 
Phase II involved developing strategies to address the 
prioritized ANC problems. The proposed strategies were 
presented to the community meetings by WGs involv-
ing different stakeholders, namely government and 
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community leaders, religious leaders, health care provid-
ers and health facility governing committees. In phase III, 
WGs implemented the proposed strategies to improve 
ANC services. The dominant strategies that were devel-
oped included conducting community sensitisation 
meetings, visiting households with pregnant women, 
male champion engagement, engaging community gate-
keepers such as religious leaders and village elders as well 
as health care providers (HCPs). In Phase IV, the imple-
menters of interventions evaluated the effectiveness and 
sustainability of the implemented strategies. Details of 
the PAR process have been reported elsewhere [37].

Study site selection and recruitment of participants
The study was conducted in selected wards in Kilolo 
and Mufindi districts. In each district, five wards were 
selected; In Kilolo District, the selected wards were 
Lugalo, Ibumu, Ng’uruhe, Mlafu and Ukumbi. In Mufindi 
District, the selected wards were Kibengu, NyololoShule, 
Itandula, Igowole and Kasanga. In each ward, two villages 
were selected to implement the interventions. Partici-
pants in this study were purposively sampled from those 
who directly participated during the implementation of 
the interventions. Interviews and FGDs were conducted 
until saturation point was reached meaning that no new 

Table 1 Key characteristics of the study settings

Source: CCHP Mufindi, 2018 and CCHP Kilolo, 2018

Kilolo district Mufindi district

Population 218,130 265,896

Division 03 05

Wards 22 28

Villages 106 121

Public hospitals 0 0

Health Centre 2 8

Dispensaries 56 45

Health workers available 61% 62%

Shortage of health workers 39% 38%

ANC Attendance within 1st trimester as of 2016 16.8% 27%

Completion of four or more ANC visits as of 2016 27.1% 23%

Phase II: Developing 
Strategies 

Women’s Groups Ac�on 
Cycle

1. Iden�fy barriers to access ANC 2. Priori�se 3-5 most important barriers to 
access ANC service

3. Sharing the iden�fied barriers with 
men in the village

4. Discussing 
possible 
strategies for 
addressing the 
barriers to 
access ANC 
services.

5. Preparing for community members’ 
mee�ngs

6. .Presen�ng strategies to community 
mee�ngs

7. Refining, developing implementa�on plan 
and implemen�ng the strategies

Phase IV: 
Evalua�on 
Strategies

8.
 E

va
lu

a�
ng

 to
ge

th
er

Phase I: Iden�fying & 
Priori�zing Problems

Phase III: Implementa�on 

Fig. 1 Women groups participatory action cycle
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information was emerging in the successive interviews 
and FGDs. As indicated in Table 2, a total of 86 partici-
pants were involved in the study.

Data collection techniques
The first author (CJ) collected data using in-depth inter-
views (IDIs), Focus Group Discussions (FGDs) and 
document reviews. The interviews enabled collection 
of detailed information regarding CCFs and provided 
insights on how various factors influenced the imple-
mentation of WGs interventions. Interview guides were 
developed after reviewing the IMCHA technical reports 
and grant proposal. Interview guides were developed to 
suit each category of participants. The required informa-
tion pertained to the community readiness to adopt the 
designed strategies, the role of local leadership, stake-
holders’ engagement and the role of the local health sys-
tem. Interviews were conducted from June to September 
2019 and each session lasted between 30 and 45 min. The 
interviews were tape-recorded with permission from the 
participants.

Focus group discussions were conducted with WGs 
members and Women Group Supervisors who were 
actively involved in the implementation of the commu-
nity-based interventions. In total, 60 people participated 
in six (6) FGDs. Three (3) FGDs were conducted in each 
district with 10 participants each. On average, discus-
sions lasted between 45  min and 1  h. The discussions 
enabled the participants to share their experiences dur-
ing the implementation of the WGs interventions. The 
data collected from FGDs revolved around the commu-
nity factors that facilitated or slowed down the imple-
mentation of WGs interventions.

In addition, evidence from documents was collected 
in order to gain an understanding of health status as 
well as community context factors influencing the 

implementation of the interventions. A document review 
guide was used and documents were selected based on 
the pre-identified themes, which included global and 
national information on ANC and CBIs, and country-
specific reports from relevant departments and sec-
tors. The reviewed documents included Comprehensive 
Council Health Plans (CCHPs), which provided informa-
tion on the status of maternal and child health, antenatal 
care and overall health services provided in the two study 
districts. Other documents included IMCHA project 
strategic and action plans, programme meeting reports, 
formative research reports, workshop reports and project 
progress reports. These reports provided a good oppor-
tunity for detailed analysis on how WGs interventions 
were implemented, recorded successes, the challenges 
experienced as well as the perceptions of the community 
members on the interventions. On the whole, the docu-
ments enabled comparison, triangulation and confirma-
tion of the findings generated during in-depth interviews 
and FGDs.

Data analysis
Thematic approach was used to analyse the data [38]. 
Data from in-depth interviews and FGDs were tran-
scribed verbatim and translated from Swahili into Eng-
lish. Transcripts and field notes were read several times 
in order to identify common patterns which were then 
crosschecked with tape-recorded information. All tran-
scripts were discussed among the research team mem-
bers to ensure appropriate interpretation of the received 
information. Common ideas that emerged included 
community readiness, the role of local administrative 
systems, health system factors, community physical envi-
ronment, bullying of WGs by the community members 
and WGs family-related challenges, among others. These 
common ideas were coded and categorised into common 
themes, namely community facilitators and barriers of 
the WGs interventions.

Ethical considerations
The study was approved by the ethics committees of the 
University of Dar es Salaam in Tanzania with certificate 
No AB3/14 (B). Permission was sought from the Iringa 
Regional Administrative Secretary and the respective 
offices in Kilolo and Mufindi districts. Verbal informed 
consent was obtained from participants because in these 
rural settings asking respondents to sign consent forms 
would be quite intimidating. In addition, some respond-
ents were illiterate and could not sign written consent 
forms. Participants were informed of their right to with-
draw from the interviews for any reasons at any time. 
Interviews were audio-recorded after obtaining consent 
from the participants. Individual identification was not 

Table 2 Study participants

Source: Field Data (2019)

S/N Category of participants Number per district

Kilolo Mufindi

1 Women groups members 15 15

2 Male champions 05 05

3 Women group supervisors 05 05

4 Community Gatekeepers 03 03

5 Health care providers 04 04

6 Village management team 05 05

7 Council health management teams 04 04

8 Implementation research team 04

Total 86
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attached to the findings and all quotes used to illustrate 
participants’ views did not have any personal identifiers.

Findings
The findings reported in this paper are broadly catego-
rised into two major themes, namely facilitators and bar-
riers to the implementation of the WGs interventions. 
On one hand, facilitating factors include community 
readiness to adopt the interventions, the role of commu-
nity leaders, stakeholders’ engagement and support from 
local health systems. On the other hand, constraining 
factors include the unfavourable physical environment, 
victimisation of the WGs and family-related challenges.

Community‑related factors that facilitated 
the implementation of WGs interventions
Community readiness to adopt the interventions 
and facilitating aspects
During the implementation of the community-based 
interventions, community members showed satisfactory 
readiness to adopt the strategies implemented by the 
WGs. Analysis of data showed a high level of community 
ownership through active participation in the interven-
tions, knowledge and adoption of the implemented inter-
ventions. For instance, the community readiness to adopt 
the interventions was seen in the manner in which  the 
community elected women groups and women group 
supervisors who they considered fit to implement the 
interventions. One of the women group supervisors had 
this to say:

Members in this community were anxious for this 
intervention, when they were called upon to select 
women group supervisors, they participated actively 
and sometimes identified even absent members who 
they thought would be good performers. They were 
really eager to have the interventions rolling (IDI 
with WGS in KDC).’

The above statement reveals that the community was 
ready to adopt the intervention and actively participated 
in activities that would ensure this process. Additionally, 
community leaders revealed that community members 
were always willing to participate in community activi-
ties when mobilised. They came for the educative and 
entertaining messages that women groups were pass-
ing on. The community readiness to adopt interventions 
enabled the women groups to implement the expected 
activities in a timely manner; and this was facilitated by a 
number of aspects. For instance, when asked to mention 
the factors for community readiness, participants men-
tioned active participation during sensitisation meetings 
as one of   the key factors that triggered their readiness. 
It was revealed that during these meetings, community 

members were sensitised on various issues including, 
among others, the importance of attending ANC within 
the first trimester, completing four or more ANC visits, 
using family planning methods and avoiding home deliv-
ery. During sensitisation meetings, community members 
had the opportunity to ask questions, seek clarification 
on specific concerns and probe more about ANC from 
WG members. This is illustrated by one respondent:

Whenever we conducted sensitisation meetings, 
community members were always willing to attend. 
In fact, there were few instances when attendance 
was poor; but this was due to other factors, espe-
cially unfavourable weather. In these meetings, par-
ticipants were active and raised so many maternal-
related issues. They wished that these interventions 
could have taken place many years back (IDI with 
WGs members in KDC).

Another factor for community readiness was the direct 
support provided by the implementers of the inter-
ventions to pregnant women who needed help. This 
increased community confidence and trust in the imple-
menters of the interventions; and this simplified com-
munity adoption of the implemented interventions. It 
was revealed that the implementers of the interventions 
mostly WGs provided material support such as sugar, 
cooking oil, soap and flour, in addition to accompanying 
pregnant women who needed facility assistance. During 
FGDs, participants explained how this touched commu-
nity members as narrated by one participant.

At first, community members were skeptical 
about  our work; they thought we were not serious 
enough. But having witnessed our support for  preg-
nant women and our search for malnourished chil-
dren in the villages, their confidence in us increased. 
Afterwards, it was the community members them-
selves who used to direct us to pregnant women 
whom they thought needed our assistance (FGD 
with WG, in KDC).

Participants also revealed that following the imple-
mentation of the interventions, pregnant women were 
keen to complete four or more ANC visits, and even 
their spouses were supportive. It was evident that some 
community members who were skeptical about using 
antenatal care services started using them. For exam-
ple, men could also accompany their partners to health 
facilities for ANC services. Similarly, facility deliveries 
also increased because of increased sensitisation and 
home visits. This is affirmed by one health care worker 
as follows:

Community members have embraced this pro-
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gramme and adopted the interventions. Since these 
intervention started, we have seen women increas-
ingly coming to the health facility and inquiring 
about different family planning options. They even 
come along with their partners. Our records also 
show that deliveries at this facility have increased 
(IDI with health worker in MDC).

Additionally, the fact that community members par-
ticipated during the first stage of implementing the inter-
ventions by selecting WGs and supervisors increased the 
sense of ownership of the programme. This is because 
they had confidence in the implementers of the interven-
tions because they participated in selecting them. As a 
result, health education messages on the importance of 
utilisation of ANC services disseminated by the WGs 
were easily accepted by the community.

The role of community leaders
Members of WGs frequently cited the enabling sup-
port of community leaders in the implementation of the 
interventions. Community leaders in this sense included 
elected and appointed leaders who formed village man-
agement teams, namely village executive officers, village 
chairpersons and hamlet chairpersons. These leaders 
were actively involved throughout the implementation 
phases of the interventions, and played different roles 
that enhanced adoption of the intervention by commu-
nity members. Findings revealed that the roles played 
by community leaders included introducing WGs to 
community members during sensitisation meetings and 
organising meetings in their areas of jurisdiction. In 
these meetings, WG members delivered ANC messages. 
The community leaders also provided moral and mate-
rial support to facilitate the work of WG members. The 
support was in terms of space for holding meetings and 
items like paper and pens. Other roles that were played 
by community leaders were prioritising ANC issues and 
integrating them in village development plans and rec-
ognising and appreciating the activities implemented by 
WGs. The leaders also provided security to WGs espe-
cially when visiting pregnant women at night. The same 
leaders were similarly instrumental to introducing the 
implementers of the interventions to the neighbouring 
village leaders when they wished to extend the imple-
mentation of the interventions. Some respondents nar-
rated thus:

Our village leaders accorded us all the assistance we 
needed. Whenever we went to their offices or called 
them on phone, they were always ready to help us. 
Our local leaders especially VEOs would even pro-
vide us with security in case we wanted to check on 
pregnant women at night (IDI with MCs, in MDC).

A member of the IRT added:

Community leaders were important during the 
implementation of the interventions. Given the fact 
that we involved them from the beginning of the 
interventions; it was very easy for them to support 
the implementation of the interventions (IDI with 
IRT).

Stakeholders’ engagement
Effective participation of stakeholders was mentioned as 
an important aspect that facilitated the adoption of the 
interventions. It was revealed that stakeholders were fully 
engaged through a series of workshops and review meet-
ings held during the implementation of the interventions. 
In most of the meetings and workshops, the participants 
included district health personnel, ward and village lead-
ers, elders, religious and traditional leaders and health 
care workers. During the workshops, stakeholders and 
WG members shared various problems, proposed inter-
ventions and reported success stories as well as revealed 
the challenges they encountered in their respective com-
munities. Stakeholders also got the opportunity to give 
their opinions on the strategies and implementation 
processes. In addition, workshops served as the forum 
for health care workers to engage the community mem-
bers and jointly refine the proposed strategies to improve 
ANC services in health facilities. One respondent further 
illustrated thus;

Our participation during the implementation of 
the interventions was commendable. It enabled the 
understanding of what WGs were doing in the com-
munity. After being convinced by their activities 
as in charge of the facility, I used to ask my fellow 
staff to join them during sensitisation meetings so 
as to elaborate some issues that needed professional 
know-how (IDI with health worker, in MDC).

Having witnessed the roles played by WGs through 
sensitization meetings and workshops, community and 
religious leaders joined the implementers to educate the 
community members in prayer houses as reported by one 
respondent:

The IMCHA project was a blessing to our village. I 
used to participate in several review meetings where 
we were informed about the good work that WGs 
were doing in our communities. Thus, during church 
congregations, I would frequently preach on the sig-
nificance of ANC services for our mothers and chil-
dren (IDI with CG, in MDC).

The views from the participants show that the 
engagement of stakeholders was crucial during the 



Page 8 of 14Joseph and Maluka  Reprod Health          (2021) 18:188 

implementation of WGs interventions. In particular, it 
enabled the community members to know the imple-
mented interventions in their areas of jurisdiction. Apart 
from providing technical knowledge during sensitization 
meetings, stakeholders also served as the mouthpiece for 
sensitising community members on the need to utilise 
ANC services. The engagement of community stakehold-
ers was acknowledged by the IRT, who mentioned that 
this was very pivotal for establishing supporting mecha-
nisms that encouraged, advised and helped WGs during 
the interventions.

Support of local health systems
It was revealed from the findings that the success of 
the WGs interventions relied upon the support of local 
health systems. Participants reported that health work-
ers were actively involved in different stages during the 
implementation of the interventions. Effective partici-
pation of health workers in workshops enabled them to 
not only understand the strategies implemented by the 
WGs to improve ANC services but also to become part 
of the implementation process. This was noted by one 
respondent;

We worked closely with health workers in facilities 
and this made our work persuasive. For instance, 
whenever we referred pregnant women to the facility 
for more information, health workers would attend 
to them very well. Similarly, whenever we invited 
them to attend our community sensitisation meet-
ings, they would come and help us in clarifying some 
health issues (IDI with WGS in KDC).

This revelation was affirmed by health workers who 
concluded that it would be difficult for WGs to accom-
plish their mission without their participation:

We are the one who received clients who were sen-
sitised by the WGs. And in most cases, we used to 
attend the sensitisation meetings held at the village 
level; and clarified several technical ANC issues such 
as family planning myths (IDI with WGS in KDC).

Community health workers, who were also Women 
Group Supervisors (WGSs) in this programme, were 
actively involved in the implementation of the inter-
ventions. Their roles were, among others, to supervise 
all the activities implemented by WGs, and to liaise 
with health workers and village leaders to ensure that 
all envisioned activities were implemented. They also 
organised sensitisation meetings, strategised the pro-
cess of visiting pregnant women in households and 
arranged with religious leaders to visit prayer houses. 
WG members also received support from Health Facil-
ity Governing Committee (HFGC) members who also 

participated in training workshops and meetings. Apart 
from participating in sensitising community members 
on the importance of ANC, community health workers 
served as a bridge between the community, implement-
ers of the interventions and health facilities.

Factors that constrained the implementation 
of WGs interventions
Physical environment
Participants complained that the implementation of the 
interventions was hindered by unfavourable weather 
conditions, coupled with topographical features of vil-
lages, as well as long distance from communities to 
health facilities. For instance, it was explained, that 
heavy rains that extended from December to May 
halted the implementation of most of the strategised 
activities. The rains caused several sensitisation meet-
ings to be postponed and when held, attracted few 
community members and implementers of the inter-
ventions. One of the participants illustrated thus;

Rains were a hindrance to our efforts in sensitis-
ing the community on the use of ANC services. We 
used to hold public meetings in open spaces and so, 
when it rained, we had to postpone the meetings. 
Attendance by community members in these meet-
ings was also poor during the peak of the rainy sea-
son. On several occasions, we postponed the meet-
ings due to rains when we had already begun. In 
some months, it rained consecutively for the whole 
week and thus disrupted our work plan (FGD with 
WGS, in MDC).

This view was supported by some village leaders as 
exemplified by one respondent:

….In our villages, especially from January to April, 
it rains consecutively. During this period, adequate 
attendance in public meetings is always challenging 
(IDI with Village leader in MDC).

In addition, long distances and steep topography dis-
couraged community members from attending sensi-
tisation meetings. It was learnt that hamlets in which 
meetings were conducted were sparsely distributed such 
that it required reliable means of transport. The chal-
lenge of transport was said to affect the implementation 
of interventions since not all implementers had transport 
fare to reach particular hamlets. In the same vein, the 
steep topography in   some intervention villages affected 
the implementers of interventions who visited pregnant 
women in their households. Participants lamented that it 
was difficult to navigate through  these communities; and 
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this became worse when it rained as the narrow and wet 
pathways would be slippery.

Mistreatment by community members
Findings in this sub-theme revealed that in some house-
holds, WGs were not jovially received; instead, they were 
rebuked such that some of them were about to despair  
carrying on the interventions. Indeed, some pregnant 
women and their partners thought that the WGs wanted 
to scout their private life. The situation worsened when 
WGs visited some households at night to see pregnant 
women who had not attended ANC. In order to reduce 
risks, WGs asked village leaders to offer them security 
while executing such tasks during the sundown. Some 
WG members reported that, in some households, they 
were even intimidated, especially during the early stage 
of implementing the interventions since village members 
had not yet  clearly understood the roles of WGs in their 
villages. The embarrassing statements raised in the FGDs 
with WG members are summarized in Table 3.

Family‑related challenges among the implementers
Families of the implementers of the interventions were 
mentioned as constraining the performance of the inter-
ventions as well. Firstly, not all families approved of their 
family members’ active participation in the implemen-
tation of the interventions. For instance, married WG 
members faced challenges in convincing their partners 
to continue implementing the interventions. Findings 
revealed diverse intriguing issues that surfaced among 
family members who disapproved of their partners’ par-
ticipation in the interventions. Respondents reported 
that women in Kilolo and Mufindi districts are the ones 
who fully engage in productive activities like cultivation, 
thus spending more time implementing interventions 
could affect family food security. A participant in FGDs 
had this to say:

…At times, I could not tell my husband where I was 
going. This is because he was not supportive of the 

interventions we were implementing. I knew the risk 
of telling him where I was going daily since I knew 
his reaction” (IDI with WG, in MDC).

Secondly, some members complained about lack of 
compensation for the efforts made by WGs. Findings 
revealed that when women were selected to join WGs, 
their family members relaxed hoping that it was a kind 
of income-generating activity, only to find out that their 
partners were merely volunteering. According to the par-
ticipants, their partners were not happy when they learnt 
that there would not be any payments for the tasks they 
were performing. One respondent elaborated thus:

My partner always wanted to know the amount of 
money I was paid. No matter how often I told him 
that we were not paid, he never understood. You 
know, when you spend such a long time walking all 
over the village and come back home very tired with 
nothing in the pocket, very few partners will under-
stand why you are still committed to the interven-
tion (IDI with WG, in MDC).

Thirdly, some male partners complained that WGs 
were not taking care of their families as they spent more 
time implementing the interventions. Some WG mem-
bers used to meet twice a week to visit households. In 
most cases, sensitisation meetings were conducted in the 
evenings and thus WG members who lived far from the 
hamlets where meetings were conducted arrived home 
very late. This was narrated by one respondent:

I often arrived home late because I had to walk a 
long distance from my home to the meeting venue. 
I would get back home late after the meetings and I 
often found my little children asleep. This most often 
annoyed my husband (IDI with WG, in MDC).

Lastly, some participants revealed that family members 
were worried that WGs were draining family resources 
for the interventions. For example, in some cases, WGs 
had to incur transport costs when attending sensitisation 

Table 3 Embarassing statements during home visits

Source: Field Data (2019)

Kilolo district Mufindi district

How did you come to know that I am pregnant? You better leave my home, I have nothing to tell you

I will deal with whoever told you that I am pregnant I don’t know why you ask me such private questions

If anything bad happens to me, you will be liable for it Make your story very short; I have other businesses to attend to. After all, what 
you are saying is not new to me

My daughter is not pregnant unless you have come for other issues My husband is not here, I cannot listen to what you are talking about. You should 
come next time when he is present

Give us the money that you are given instead of tormenting us with 
your questions

I am old enough to know my responsibility when pregnant; you are still too 
young to advise me
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meetings, and also bought stationery and drinking water 
during the meetings. Moreover, some more funds were 
needed to buy uniforms like Vitenge (local print fabric) 
and help pregnant women who needed assistance. One of 
the respondents explained that:

It is true that at first when we were selected to join 
WGs, our partners were contented that we would 
bring food home; in the contrary, we took food 
away. This is what contributed to discontentment 
in our families and they did not want to hear any-
thing regarding the interventions. At times, we did 
not even tell our household members where we were 
going to avoid escalating the conflicts (FGD with 
WG, in KDC).

Discussion of the findings
This study examined the influence of community-related 
factors on the performance of community-based inter-
ventions in a bid to improve ANC services. The study 
specifically examined how community-related factors 
facilitated or constrained the implementation of the 
interventions. It has been argued that strengthening ANC 
services has the potential of attaining the sustainable 
development goal (SDG) No. 3. The goal emphasizes that  
countries should have maternal mortality ratio (MMR) 
less than 70 per 100,000 live births by 2030 [2]. In this 
regard, the implementation of CBIs through WGs envis-
ages reducing the appalling maternal deaths, especially in 
resource-constrained settings. The intervention strate-
gies commonly implemented in all intervention villages 
included community sensitisation meetings, household 
visitations and sensitisation of community members in 
informal gatherings such as local bars and playgrounds. 
The strategies also subsumed formal gatherings including 
religious gatherings. The findings revealed that the facili-
tating factors included community readiness to adopt 
the interventions, the role of community leaders, stake-
holders’ engagement and support of local health systems. 
On the other hand, the key factors that constrained the 
implementation of the community-based interventions 
included unfavourable physical environment, victimisa-
tion of WGs by community members and family-related 
challenges.

It is evident from the findings that without community 
readiness to adopt interventions, the implementation of 
the designed strategies would fail. Evidence elsewhere 
indicates that unless a community is ready, initiation of 
the interventions programme is unlikely, and if a pro-
gramme starts without the support of the community, it 
is likely to fail [39]. Thus, tailoring community needs to 
intervention strategies is essential for programme suc-
cess [40]. A review of 61 studies revealed that community 

readiness to adopt interventions becomes effective when 
the designed strategies do not only engage women of 
reproductive age and their families, but also the whole 
spectrum of the community for sustainable outcomes 
[33]. A qualitative study that employed 29 studies across 
17 countries revealed that community readiness played 
an important role in the utilisation of maternal waiting 
homes to reduce maternal deaths [41]. Specifically, com-
munity readiness helped in identifying and addressing 
the factors limiting the use of maternal waiting homes 
such as getting approval and support from partners, and 
risks of staying away from their families for a long time 
[42].

The findings confirmed that effective implementation 
of WGs interventions to improve community health 
relies more on the extent to which community leaders are 
engaged throughout the intervention phases. The inter-
ventions implemented in Kilolo and Mufindi districts 
also benefited from exerted endeavours by the com-
munity leaders. A handful of studies have shown that 
engagement of local leaders serves as a bridge between 
the community, implementers of the intervention, health 
facilities and higher administrative structures [23, 42, 
43]. In the ACCLAIM project implemented in Uganda, 
Malawi and Swaziland to improve maternal health, local 
leaders mobilised community members to seek MCH 
services, interacted with facility workers to ensure proper 
service delivery, engaged in resource mobilisation and 
communicated facility needs to responsible authorities 
[41]. It is argued that community leaders have identi-
ties of ‘trust’. For instance, informal leaders like pastors, 
church leaders and elders are normally trusted, while for-
mal leaders have authority over the community; and this 
enables them to enforce some directives on the commu-
nity [41]. In India, it was attested that when local health 
personnel and chairmen participated in community 
meetings to plan strategies with community members, 
discussions were livelier and planning more productive 
[16]. In addition, a study in Nepal reported that com-
munity leaders had direct interactions with government 
officials on the problems that faced health care provid-
ers and women alike; and thus, there was more openness 
among officials in resolving issues, and a greater willing-
ness to accept feedback from the community [44, 45]. It 
has been reported that if the roles of leaders are not taken 
seriously, the outcomes can be compromised. This was 
evidenced in the intervention implemented in Uganda 
where local leaders failed to exert the anticipated cooper-
ation; and thus, the performance of the intervention was 
slowed down [46].

The present study further showed that health facil-
ity workers, community health workers and local 
health facility committee members played a great 
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role in ensuring that sensitised community members 
utilised the existing ANC services. Although WGs 
interventions are highly needed in settings without 
well-functioning health systems, when it happens that 
interventions are implemented in settings where health 
systems are well established, the chances that interven-
tions will perform better are higher. In other contexts, 
evidence has shown that in settings where WGs inter-
ventions were implemented in communities with weak 
health systems, the expected outcomes were compro-
mised. For instance, in the interventions implemented 
in Zambia, women volunteers expressed their dissatis-
faction as many sensitized community members did not 
go to health facilities due to long distances [47]. Again, 
in Ghana, it was found out that despite the increased 
demand for ANC at the community level, health system 
challenges like delays in service provision, staff absen-
teeism and poor interpersonal skills deterred clients 
from seeking further ANC services [48]. Thus, CBIs 
may not yield good results if health system structures 
are not well mainstreamed. The findings of this study 
and evidence from the literature suggest that interven-
tions aiming at improving maternal health outcomes 
need to be multi-pronged and comprehensive so that 
they explicitly address both health service constraints 
on the supply side, as well as contextual factors like 
socioeconomic factors, demographic factors and 
knowledge barriers, on the demand side [49, 50].

While some community factors play a pivotal role in 
facilitating the implementation of WGs interventions, 
other factors may impede the interventions. For instance, 
unfavourable geographical settings in which interven-
tions are implemented have received considerable atten-
tion from scholars [30, 32, 47, 51]. In the present study, 
access to community sensitisation meetings and mobil-
ity within the community were a big challenge during 
adverse weather seasons. A study conducted in North-
ern Ghana reported similar findings as women volun-
teers and their supervisors who were supposed to visit 
200 compounds  faced great challenges especially during 
rainy seasons. They found it difficult securing transport 
to regularly access homes as walking was very tiring due 
to the long distances [48]. A study in Kenya revealed the 
same findings in which volunteers cited that though they 
were living within the community, they covered long 
distances on foot to reach some clients. The situation 
became worse when they encountered impassable roads 
even with the use of motorbikes [47]. In Zambia, it was 
reported that women group volunteers feared walking to 
reach distant households for referral assistance.

In order to address geographical factors like trans-
port challenges, some interventions designed emer-
gency means of transport ranging from motorised to 

non-motorised transport such as bicycles, animal-drawn 
carts and canoes [52–54]. Such types of  transport  played 
an important role in mobilising pregnant women to 
attend ANC thereby increasing facility delivery in Nigeria 
[55].

The influence of some family members like hus-
bands or mothers-in-law in the intervention villages 
is also important in the utilisation of interventions. In 
particular, families which were not pro-interventions 
discouraged WGs from active involvement in the inter-
ventions thereby impeding its implementation. Fami-
lies especially husbands and in-laws impede not only 
strategies to improve ANC services, but also the whole 
continuum of care to pregnant women [56, 57]. The 
tendency of husbands to discourage WGs members’ 
participation in improving ANC has been attributed 
to a number of issues. They include the existing gender 
inequality, lack of awareness due to inadequate sensiti-
sation and limited child health education programmes 
in communities [57]. The findings in the present study 
resonate with other studies conducted elsewhere which 
revealed that despite women volunteers’ preference to 
implement the interventions; they were denied permis-
sion by their husbands and/or family members [15, 58]. 
The same experience of women volunteers lacking the 
support of their family members to implement inter-
ventions was also highlighted by Morrison et al. [15] in 
rural Nepal.

A number of strengths and weaknesses can be drawn 
from this study. The findings inform researchers, poli-
cymakers and other stakeholders about the importance 
of considering contextual aspects and, more impor-
tantly, community-related factors during planning, 
development and implementation of community-based 
interventions   through WGs interventions. The study 
also informs the importance of prioritizing community 
prospects, worries and opportunities when designing 
interventions. This study involved multiple partici-
pants; and this enabled effective validation of data from 
diverse sources. Besides, the qualitative design that was 
employed successfully captured participants’ experi-
ences during the implementation of the WGs interven-
tions. However, the study was not without limitations; 
the sampled participants were only those who actively 
participated during the interventions, while WGs who 
dropped from implementing the interventions were 
not included in the study. However, given the diversity 
among the participants and data collection techniques, 
exclusion of some WGs did not affect the findings 
because triangulation of data was enhanced. Further-
more, the limitation of this study to the two districts 
in Iringa Region may not reflect the prevailing com-
munity-related factors in other districts in Tanzania. 
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Notwithstanding the limitations, this study has man-
aged to shed light on the importance of prioritising 
community-related factors in designing and imple-
menting community-based interventions   to increase 
adoption and sustainability of interventions.

Conclusion
This study aimed to examine the influence of commu-
nity-related factors on the performance of commu-
nity-based interventions to improve ANC services. 
The study re-affirms that contexts in which interven-
tions are implemented can facilitate or constrain the 
implementation of community-based interventions. It 
is evidenced that the implementation of CBIs through 
participatory women groups was greatly facilitated 
by the readiness of community members to adopt the 
interventions, the role of community readers, stake-
holders’ engagement and support from local health 
systems. It was further evidenced that physical environ-
ment, mistreatment of community members and family 
related issues hindered smooth implementation of the 
interventions. As such, it is realised that the context 
serves as an important attribute when implementing 
interventions to improve ANC services. This is to say, 
when designing, developing and implementing com-
munity-based interventions, it is important to consider 
community preferences because community mem-
bers are the final consumers of interventions. In other 
words, in-depth understanding of the community-
related factors before implementation of interventions 
increases facilitating factors while lessening inhibiting 
factors during planning, development and implementa-
tion of interventions. Therefore, when designing inter-
ventions, the focus should be not only on outcomes but 
also on the entire implementation phases and stake-
holders especially the community spectrum in which 
the interventions will be implemented. This may war-
rant adoption and sustainability of interventions.
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