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Chapter 1  

1  Introduction and Overview of the Thesis  

Interprofessional collaboration is an important aspect to consider in delivering 

quality emergency obstetric and neonatal care. Failure of effective interprofessional 

collaboration leads to poor obstetric and neonatal outcomes and increased maternal and 

neonatal mortality rates (Guise & Segel, 2015). This research aimed to explore IPC 

experience among healthcare professionals working in acute care settings in maternity 

services in the Northern province of Rwanda to advance evidence for improvement in 

interprofessional collaborative practice. 

 The project explored the working relationship from the perspective of health care 

professionals who benefited from a mentoring program offered by the Training Support 

Access Model for maternal newborn and child health (TSAM-MNCH) project in Rwanda, 

to understand the benefits of the mentoring program in improving IPC. This introductory 

chapter discusses the background information, problem statement, maternal healthcare 

system in Rwanda, TSAM project background and its mentorship program, study 

purpose, research questions, self-declaration and the organization of the thesis.  

1.1  Defining interprofessional collaboration 

Interprofessional collaboration (IPC) in healthcare settings can be defined as a 

working relationship  in which  healthcare providers from diverse backgrounds work 

together to provide cohesive, interdependent and complementary solutions to clients’ 

needs to achieve optimum outcomes (D’Amour, Ferrada-Videla, San Martin Rodriguez, 

& Beaulieu, 2005). Etymologically, the word collaboration originates from the Latin verb 



2 

 

 

“collaborare” made by two Latin words: col which means together and laborare 

translated as work (Cambridge dictionary, 2017)   The Cambridge dictionary defines 

collaboration as the situation of two or more people working together to create or achieve 

the same thing (Cambridge dictionary, 2017) .  

Although various definitions of IPC exist, Orchard et al., (2005)  defined the 

interprofessional collaborative practice as “ a partnership between a team of health 

professionals and a client in a participatory, collaborative and coordinated approach to 

shared decision-making around health and social issues”( P.1) According to the World 

Health Organization [WHO](2010), “collaborative healthcare practice happens when 

various professionals from diverse healthcare backgrounds provide comprehensive 

services by working with patients, their families, caregivers, and communities to deliver 

the highest quality of care across settings” (P.13). 

Concepts that are frequently used to describe collaborative practice include 

sharing, partnership, interdependency and power (D’Amour et al., 2005). Furthermore, 

concepts such as coordination, teamwork and cooperation are also used to define the 

dynamic process of working together to achieve a common purpose (Smith, 2015). The 

term interprofessional collaboration has been used interchangeably with teamwork 

interdisciplinary collaboration, multidisciplinary collaboration, multiprofessional 

collaboration, transprofessional collaboration and transdisciplinary collaboration. 

However, all the terminologies have slight differences. For example, interprofessional 

and interdisciplinary are almost the same as they both mean the process of working 

together but they differ in that interprofessional refers to only professionals who come 



3 

 

 

from same or similar professions while interdisciplinary can also include nonprofessional 

staff as part of the team (Nancarrow et al., 2013).  

According to McCallin (2014), the term ‘inter’ refers to some sort of interaction in 

a group, while ‘multi’ suggests a group working alongside each other without interacting. 

Thus, interprofessional seems to be a relatively general term.  The term suggests a close 

interpersonal process in which members from diverse professions contribute to a common 

goal, which cannot be realized when individuals act alone (Mccallin, 2014).  

The definition which will be used  in this study is the one by  D’Amour et al.  

(2005) who define IPC as a process of working together to achieve a  common goal which 

involves sharing, partnership, interdependency and power , coordination, teamwork and 

cooperation.  This study explored IPC practice among healthcare professionals who 

worked together to manage emergency obstetric and neonatal care. The study affords in 

depth understanding of the benefits, and the challenges faced by healthcare professionals 

in applying IPC practice in their everyday professional practice 

1.2 IPC in obstetric and neonatal care. 

1.2.1 Key terms in obstetric and neonatal care 

Obstetric care deals with care provided to women during pregnancy, childbirth 

and the post-partum period. While gynecology and obstetrics are both medical specialties, 

they differ in that gynecology deals with reproductive health from the time of women’s’ 

first menstruation to menopause. Also, gynecology could involve treatments of diseases 

like cervical cancer, and diseases of the uterus, ovaries, fallopian tubes and vagina 

(McCarthy, 2010). Emergency obstetric care (EmOC) refers to all care provided to 
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women experiencing pregnancy and childbirth complications in order to save the lives of 

women and their babies. All of the five common causes of maternal deaths including 

hemorrhage, sepsis, unsafe abortion, hypertensive disorders, obstructed labor and 

newborn asphyxia are managed when providing EmOC (McCarthy, 2010). 

Maternity care deals with care provided to women from pregnancy to childbirth. 

Therefore, maternity covers healthcare dimensions including preconception, prenatal and 

postnatal care. Regarding  neonatal care,  there are all types of care provided to newborns 

in neonatal care units (Carter et al., 2019). Emergency obstetric and neonatal care is 

critical to reducing maternal and neonatal death.  

It is estimated that 15% of pregnant women develop complications during 

pregnancy, childbirth, or postpartum, which will require emergency obstetric care 

management. The quality of care delivered determines the outcome (Ameh & Van Den 

Broek, 2015; Otolorin, Gomez, Currie, Thapa, & Dao, 2015). Therefore, it is important 

that EmONC be provided by skilled healthcare workers working together toward a 

common goal. EmONC is provided by various professionals such as obstetricians, 

gynecologists, nurses, midwives, and others such as neonatologists and anesthetists 

(World Health Organization, 2018).  

Although these professionals can have different philosophies of care, different 

belief systems, and ways to achieve the goals, the working relationship should be 

adequate to achieve optimum outcomes for mothers and babies. Thus, effective IPC is 

critical in addressing the necessary conditions to ensure that EmONC is managed 

efficiently (World Health Organization, 2018). 
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In obstetrics, there are usually two people who require care: The mother and the 

baby. Obstetric care aims to assist in the reduction of maternal and newborn mortality and 

morbidity rates (King & Scrutton, 2011). Additionally, in obstetrics, emergencies are 

inevitable, and a team of skilled birth attendants must work in collaboration to be 

effective. Although like in other specialties, in obstetrics, patients’ outcomes rely on 

collaborative efforts from various professionals, no single profession can work alone and 

be successful (Guise & Segel, 2015).  

1.2.2 Benefits of IPC in obstetric care 

In general, IPC is believed to benefit patients, professionals, healthcare 

organizations and systems. For patients, studies have reported better acceptance of care, 

fewer clinical visits, higher degrees of satisfaction, and improved health outcomes 

(Dimitrios Siassakos et al., 2013). Other benefits include reduced medication errors 

thanks to improved communication, reduced mortality rate, and reduced length of stay 

and related costs. For health workers, working with a supportive team, sharing problems, 

enhancing communication leads to greater role clarity, improved satisfaction and 

motivation, as well as reduced staff turnover. In addition, collaborative practice can 

reduce the risk of duplication in care provision, greater continuity and coordination of 

care and therefore better quality of healthcare services (Mickan, Hoffman, & On, 2010). 

Specifically, in obstetric care, in addition to general benefits, effective IPC 

between midwives, physicians and other obstetric care team members is necessary for 

provision of quality obstetric and neonatal care and therefore reduction of unnecessary 

death of mothers and their babies. Obstetric emergencies are unpredictable, and 
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successful management requires IPC between dedicated teams primarily composed of 

physicians, nurses, midwives, anesthetists and neonatologists. IPC helps to ensure the 

safety of mothers and their babies (Guise & Segel, 2015). In a study to examine the effect 

of IPC in obstetric care, Geary et al., (2018) identified a significant reduction in the 

frequency of reportable events and the associated costs in obstetric care as a result of an 

intervention to improve IPC. Similarly, in an ethnographic study to assess 

interprofessional boundaries in maternity care, Hunter & Segrott (2014) reported a 

reduction in unnecessary childbirth interventions as an advantage of IPC in obstetric care.  

1.3 Background  

Research has demonstrated that failure in effective IPC in healthcare settings can 

be responsible for up to 70% of medical errors (Fewster & Barbara, 2006). According to 

the Canadian Interprofessional Health Collaborative(CIHC) (Bainbridge, Louise, Carole, 

& Victoria, 2010),  IPC is a process which requires development and integration of a set 

of attitudes, behaviours, values and judgement necessary for collaborative practice. The 

CIHC developed six interprofessional competency domains: role clarification, 

patient/client/family/community-centered care, team functioning, collaborative 

leadership, interprofessional communication, and dealing with interprofessional conflict 

(Bainbridge et al., 2010) . A wide range of literature has demonstrated the importance of 

IPC in different disciplines, such as improved patient outcome, increased staff 

satisfaction, reduced communication errors, and reduced staff workload (Bosch & 

Mansell, 2015; Sawyer, Laubach, Hudak, Yamamura, & Pocrnich, 2013). For instance, a 

study conducted in the neonatal intensive care unit (NICU) demonstrated a positive 
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association with IPC and decreased neonatal deaths as well as readmission (Dunn et al., 

2018).  

IPC in maternity services can be tricky since different healthcare providers are 

exposed to distinct educational and professional backgrounds resulting in differing 

beliefs, values and world views. These differences in experiences can result in 

misunderstandings and varying interpretations between teams whose ultimate goal is to 

save the mother and baby. Therefore, this can negatively impact patient outcomes 

(Watson et al., 2016). Despite its importance, IPC is still a problem worldwide (Leathard, 

2011).  For instance, in a sentinel event alert of infant death and injury during deliveries 

conducted in the United States (U.S.), issues in communication were identified as a root 

cause in 72% of the 47 cases (Zwarenstein, Goldman, & Reeves, 2014).  

Also, according to the World Health Organization (2008), 60% of medical errors 

are due to failure in effective communication among healthcare teams. Yet, 

communication and a client/ patient centered care approach are the two most important 

competencies among six IPC competency domains (Canadian Interprofessional Health 

Collaborative, 2010).    A wide range of literature highlights difficulties in collaboration 

between nurses, midwives and physicians working in maternity services which results in 

compromised quality of care (Bridges, Davidson, Odegard, Maki, & Tomkowiak, 2011; 

Caricati et al., 2015; Hastie, Fahy, C., & K., 2011; Kirby, 2016; Madden Elaine, Marlene 

Sinclair, 2011; C. A. Orchard, 2010; Wieczorek, Marent, Dorner, & Dür, 2016). 

Collaboration difficulties have been revealed among physicians and nurses and other 

members of obstetric care teams. For instance, a study conducted at St. Michael's 
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Hospital in Canada revealed a lack of understanding of the role of anesthetists in the 

management of obstetric emergencies. In the study, this failure to understand the role of 

anesthetists had an impact on patient care. In contrast, it was argued that anesthetists 

could have had valuable and meaningful input into a patient's care, particularly during 

obstetric emergencies. The study found that this misunderstanding and the often-

peripheral position of the anesthesiologist on the team, led to isolation of the 

anesthesiologists in their work, which had implications for effective communication, 

collaboration and the safe delivery of care (St. Michael’s Hospital, 2011).  

Similarly,  another study conducted on the role of anesthetists in obstetric care 

revealed that a multidisciplinary approach is essential, with input from obstetricians, 

anesthetists, physicians, neonatologists and midwives to manage obstetric emergencies 

(Plaat &Wray, 2008). Given the complexity of obstetric and neonatal emergencies, which 

often rely on more than one medical team, teamwork skills are essential. Guise & Segel 

(2008) argue that medical doctors, nursing and other health care providers’ training 

focuses on clinical knowledge and technical skills despite the importance of an IPC 

approach to care.  

According to the WHO (2004), EmONC can be provided by a range of health 

professionals whose titles vary by country contexts. There is a consensus that these health 

care providers including nurses, medical doctors and other healthcare providers involved 

in obstetric care  should be referred to as “skilled attendant” or, “skilled birth attendants”, 

in order to avoid confusion (World Health Organization, 2004).  
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According to the World Health Organization (2004), A skilled birth attendant 

(SBA) is a midwife, physician, obstetrician, nurse or other health care professional who  

provides essential and emergency health care service to women and their newbons during 

pregnancy, childbirth, and the postpartum period. Even though these skilled birth 

attendants are from diverse backgrounds, with different levels and areas of experience, 

they must collaborate with mutual trust, role clarification, and effective communication to 

enable them to successfully fufill their role in the management of obstetric and neonatal 

care (Nancarrow et al., 2013). 

Globally, the maternal mortality rate (MMR) is still high, it is estimated that every 

day 830 women die because of preventable pregnancy and childbirth-related 

complications and 99% of these deaths occur in developing countries (World Health 

Organization, 2018). In 2015, there were 303,000 maternal deaths worldwide, with a 

significant variation between different regions. Sub-Saharan Africa represented 546 

maternal deaths per 100,000 births compared to 12 maternal deaths per 100,000 births in 

developed countries  (World Health Organization, 2018). Therefore, rapid progress in 

MMR reduction is needed especially in developing countries.  One of the sustainable 

development goals ( SDGs) is to reduce worldwide MMR to less than 70 deaths per 

100,000 births by 2030, with no single country having an MMR higher than 140 deaths 

per 100,000 birth (World Health Organization, 2018). According to the World Health 

Organization  (2018), each country should identify an effective strategy to implement to 

achieve SDG related to maternal and child health. On average, each country should 
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reduce the annual rate of MMR by at least 75% to achieve the SDG target  of less than 70 

maternal deaths per 100,000 births  (World Health Organization, 2018). 

In Rwanda, a maternal death audit conducted from 2009 to 2013 identified 1,060 

maternal deaths, recorded through the national health information management system 

(HIMS) out of a total of 1,533,177 births in health facilities. The overall facility maternal 

mortality rate(MMR) was 69.1 per 100,000 live births (Sayinzoga et al., 2016). 

Furthermore, the audit identified a failure in team collaboration as one of the causes of the 

increased facility-based mortality rate (Sayinzoga et al., 2016). Consequently, the 

findings highlighted the need for IPC and quality health care services to reduce maternal 

mortality. Some of the primary leading causes of maternal death in Rwanda included 

hemorrhage, eclampsia, obstructed labor, sepsis, and complications of abortion 

(Sayinzoga et al., 2016).  

The management of obstetric emergencies in district hospitals  involves an IPC 

between teams, composed mainly of doctors, particularly general practitioners, nurses, 

midwives and anesthesia providers, which are commonly known as non-physicians 

anesthetists or anesthesia technicians in Rwanda (Livingston et al., 2014; Rwanda Allied 

Health Professionals Council Scope of practice for Non Physician Anaesthetists, 2017). 

However, no research has been conducted to assess how these teams collaborate to 

deliver better quality of care, though IPC is an essential aspect of achieving high-quality 

healthcare services. Ineffective IPC can increase maternal and newborn maternal 

mortality ratios (World Health Organization WHO, 2017; 2019). Even if the number of 

maternal deaths caused by a failure in collaboration was not revealed, the maternal death 
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audit conducted between 2009 and 2013 recommends improvement in IPC to achieve a 

better quality of maternal and newborn care.  

Rwanda has made positive progress towards achieving many national health 

indicators:  life expectancy increased from 55 years to 65 years; birth control and family 

planning increased from 31 percent to 42 percent; birth in health facilities increased from 

69 percent to 91 percent, and the infant mortality rate went down from 50/ 1000 lives to 

32/1000 lives birth (Rwanda Ministry of Health, 2018). Likewise, progress was made 

toward achieving the sustainable development goals (SDG) related to maternal and child 

health. According to the National Institute of the statistic of Rwanda ( 2015), the MMR 

has been reduced from 476/100,000 live births in 2010 to  320/100,000 live births in 2013 

and 290/100,000 live births in 2015.  However, despite this improvement, Rwanda still 

needs to do more to continue to reduce MMR to meet the acceptable standard. 

 According to the WHO in 2015, MMR should be reduced to 70 per 100,000 live 

births between 2016 and 2030 as part of the sustainable development goals (World Health 

Organization et al., 2015). One way of reducing maternal and neonatal mortality in 

Rwanda is by improving the availability, accessibility, quality, and use of services to treat 

complications that arise during pregnancy and childbirth (Sayinzoga et al., 2016). 

Regarding neonatal mortality, it is estimated that worldwide around 7000 neonates 

die every day and 98% of these deaths happen in developing countries, with sub-Saharan 

Africa 10 times higher than the rest of the world (UNICEF, WHO, World Bank, 2019).  

Globally, approximately 2.5 million neonates died in 2018. Most of the causes of this 
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burden can be prevented by effective antenatal care, skilled birth attendants, and quality 

of emergency obstetric and neonatal care (UNICEF, WHO, World Bank, 2019).  

The SDG target number 3 is to reduce the neonatal mortality rate to at least 12 per 

1000 live births by 2030 (UNICEF, WHO, World Bank, 2019). Consequently, there is an 

urgent need to improve the quality of neonatal care to achieve this target. Further, there is 

no single profession that can work alone and achieve better quality of care. Consequently, 

there is a strong need for effective IPC to contribute to the achievement of SDGs related 

to neonatal and child mortality.  

Again, in the context of Rwanda,  the Rwanda demographic health survey 

(RDHS) 2014-2015 indicated an improvement in the neonatal mortality rate from 

27/1,000 in 2010 to 20/1,000 in 2015 compared to the worldwide neonatal mortality of 31 

death per 1,000 live births (National Institute of Statistics of Rwanda, Ministry of Health, 

Kigali, Rwanda, The DHS Program ICF International, Rockville, Maryland, 2015). Still, 

despite the progress made, there is a need to improve maternal and newborn care quality 

to accelerate the pace in reducing maternal and newborn mortality. Therefore, the target 

in Rwanda is to have the neonatal mortality rate at least at 18/1,000 in 2020 and 15/1,000 

by the year 2024 (Rwanda Ministry of Health, 2018).  

Knowledge, skills, and equipment are no longer enough to provide good obstetric 

and neonatal care. Thus, a need for effective IPC between different health care 

practitioners to enhance the quality of EmONC. Again, in the context of Rwanda, district 

hospitals are the first referral units for healthcare services and emergency obstetric and 

neonatal care is provided by an interprofessional team made up of medical doctors, 
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anesthetists, nurses and midwives. Every team member has a specific role depending on 

his/her scope of practice and professional background.  

Medical doctors who are most of the time general practitioners at district hospital 

levels provide a range of care in various services and in terms of pregnancy and child-

related care; these professionals are trained to deal with complicated cases, but more 

severe cases are referred to national referrals (Rwanda Ministry of Health, 2015). Nurses 

and midwives deal with uncomplicated pregnancies and child-birth-related care (Rwanda 

National Council of Nurses and Midwives, 2017).  Anesthesia providers offer analgesia, 

adult and neonatal resuscitation, and anesthesia for surgical interventions such as 

caesarian sections and other operations performed at district hospital levels (Rwanda 

Allied Health Professionals Council Scope of practice for Non-Physician Anaesthetists, 

2017). Although hospitals are only one piece in the overall pregnancy management, this 

study focused on collaboration among health care providers working in hospital based 

obstetric care, as the acute setting where clients with complicated health issues go. 

According to the maternal death audit conducted in 2009-2013, the MMR rate is high in 

hospital settings compared to other units including community and health centers 

(Sayinzoga et al., 2016). 

1.4  Problem Statement 

In Rwanda,  EmONC in district hospitals involves interprofessional collaboration 

between team members, composed mainly of doctors, particularly general practitioners, 

nurses and midwives and anesthetist providers (which are commonly known as anesthesia 

technicians or Non Physicians anesthetists in Rwanda) (Livingston et al., 2014; Rwanda 
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Allied Health Professionals Council Scope of practice for Non Physician Anaesthetists, 

2017). However, no research has been conducted to assess how these teams collaborate to 

deliver better quality of care.  

Although IPC is a crucial aspect to consider in delivering quality healthcare 

services, ineffective IPC can increase the maternal and newborn maternal mortality ratio. 

The maternal death audit conducted in health facilities between 2009and 2013 identified 

poor team collaboration between health care providers and patients as one of the root 

causes of maternal deaths. The audit recommended, among other recommendations to 

enhance IPC among healthcare teams as a way to improve the quality of care and 

contribute to maternal mortality reduction (Sayinzoga et al., 2016).  

In 2017 the Training Support Access Model, Maternal, Neonatal, and Child 

Health (TSAM-MNCH) project in Rwanda started mentorship programs in health 

facilities intending to improve the quality of MNCH within selected provinces of 

Rwanda. In that mentorship, IPC was one of the essential components introduced within 

the mentorship program; chosen TSAM mentors received training on various cross-

cutting themes, including IPC, gender and ethics. The overall purpose of this descriptive 

case study is to explore the IPC experience among healthcare providers mentees and how 

the TSAM mentorship program has shaped IPC practice.  

TSAM- MNCH project provided mentorship programs to healthcare providers to 

improve MNCH in the Northern district hospitals. While mentorship has covered many 

aspects of MNCH, IPC was one of the important components that was focused on. 

However, despite almost three years of the TSAM mentorship program, little is known 
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about its impact on IPC practice. Therefore, this study is informative in contributing to an 

evidence for improvements in interprofessional practice. Moreover, the study identified 

the benefits, and barriers to the successful implementation of IPC in this setting, which 

could guide new interventions and evidence-informed policy development and strategies, 

by using data from the present study. 

 Furthermore, the study provides insight about effectiveness of the TSAM MNCH 

mentorship. This has the potential to contribute to healthcare system strengthening, as 

well as to assisting policy makers, administrators, and implementers, including TSAM- 

MNCH project, Rwanda Ministry of Health and hospitals, to address the challenges with 

IPC as a key component for quality healthcare service delivery in general and in EmONC 

in particular.  

1.5 Overview of Healthcare System in Rwanda 

Rwanda is a small and mountainous landlocked country of 26,338 square 

kilometers located in sub-Saharan Africa region. The total Rwandan population was 

estimated at around 10,515,973 in 2015 (National Institute of the statistic of Rwanda, 

2015). Based on the United Nations data, the Rwandan population will continue growing 

with an estimated  population of 12,933,822 in 2020 (United Nations, 2015).  About a 

third of the country is used for farming/ crop growth, translating to roughly 35 percent of 

the land cultivated.  

The population density in Rwanda is the highest in Sub-Saharan Africa, 

representing around 416 inhabitants per square kilometer (National Institute of statistics, 

2015).  Rwanda's healthcare system is a pyramidal structure composed of three levels: the 
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main level, the intermediate level, and the peripheral level (Rwanda Ministry of Health, 

2018).  The main level comprises the Ministry of Health (MoH), Rwanda Biomedical 

Center (RBC), referral and teaching hospitals  (Rwanda Ministry of Health, 2018).  

The primary mandate of the MoH at the central level is to formulate policies and 

strategies, ensure monitoring and evaluation, capacity building and mobilization of 

resources, and coordinate activities at intermediate and peripheral levels as well as 

providing administrative and technical support  (Rwanda Ministry of Health, 2018). The 

core functions of RBC include but are not limited to coordination of biomedical research 

activities, collaboration with both regional and international institutions to achieve 

strategic health goals and ensure availability of medicines and other medical supplies in 

all health facilities.   The mission of the national referral and teaching hospitals is to 

provide tertiary care to the population  (Rwanda Ministry of Health, 2018). The 

intermediate level is represented by provincial hospitals with a mandate of decreasing   

the demand at national referral hospitals.   

The peripheral level is represented by the health district. It consists of an 

administrative office known as a district health unit (DHU), a district hospital (DH), a 

network of health centers (HC) and health posts (HP). The DHU organizes and 

coordinates health services in health facilities (DH, HC, HP) and the community  

(Rwanda Ministry of Health, 2018).  

The Rwanda health care system is composed of 8 national referral and teaching 

hospitals, four provincial hospitals, 36 district hospitals, 499 health centers, and 476 

health posts (Rwanda Ministry of Health, 2018). 
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A different package of activities have been defined at each level of the Rwandan 

healthcare system to provide equitable and quality health care services across the country 

(Rwanda Ministry of Health, 2015).   For instance, at the community level, minimum 

package of activities (MPA) related to maternal and child health such as family planning, 

home visits, information, education and communication (IEC) are provided by 

community health workers (CHWs) supervised by health centers(Rwanda Ministry of 

Health, 2015). Other primary activities such as antenatal consultation, uncomplicated 

deliveries, postpartum care, and vaccination are provided by nurses and midwives at 

health posts and health centers.  

 At the district hospitals level, there is a complementary package of activities which 

include antenatal consultation of high risk pregnancies referred from health centers, 

family planning for referred cases, management of complex labor and deliveries, 

postpartum complications and management of  newborns with complications after birth 

(Rwanda Ministry of Health,  2018).  The complementary activities at district hospitals 

involve an IPC of healthcare professionals composed mainly  of registered nurses and  

midwives with three to four year training from  college,   medical doctors who are usually 

general practitioners and other allied healthcare professionals including registered 

anesthesia providers with advanced diploma or bachelor’s degree in anesthesia  who are 

involved  in resuscitations procedures and   difficult deliveries requiring surgical 

intervention and anesthesia services (Rwanda Ministry of Health, 2018).  Complicated 

cases that cannot be managed at district levels are referred to provincial hospitals for 
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advanced care by a specialized team composed of physicians, nurses, midwives, and other 

subspecialties (Rwanda Ministry of Health, 2015, 2018).   

1.6 TSAM Project Background and Overview of its Mentorship in Rwanda 

The Training Support Access Model, Maternal, Neonatal, and Child Health 

(TSAM-MNCH) project in Rwanda was a four-year international development 

partnership project with funding provided to the University of Western Ontario (Western) 

by Global Affairs Canada (GAC) through the Government of Canada (Training Support 

Access Model for Maternal Newborn and Child Health, 2019). 

 The project builds upon 16 years of partnership between the Western and the 

Rwandan health sector. The primary Canadian partner was Western University, with 

other collaborating institutions, including Dalhousie University, York University, 

University of British Columbia, British Columbia Institute of Technology and Simon 

Fraser University. The primary mission of the TSAM project was to improve maternal, 

newborn and child health (MNCH) in Rwanda by working with local partners including 

the Rwanda Ministry of Health (MoH), the National Council of Nurses and Midwives 

(NCNM), the Rwanda Medical and Dental Council (RMDC), the College of Medicine 

and Health Sciences (CMHS) at the University of Rwanda, and the Centre for Public 

Health and Development   to improve health service access and delivery.  

Additional TSAM collaborators include district hospitals, health centers, 

community health organizations, and regional nursing schools. The primary goal of the 

TSAM project was to work with health practitioners and health workers in Rwanda to 

practice safe, evidence-based, gender-sensitive, culturally appropriate and inter-



194 

 

 

Appendix E: Letters from the administrative districts to authorize data collection  
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Appendix F: Interview guide for mentees 

During the audio-recorded interview you are asked to refrain from disclosing information  

that will identify you or others. Should any identifying information be disclosed during  

the interview, it will not be included in the transcript 

Study title: Exploring Interprofessional collaboration for the management of 

obstetric and neonatal emergencies in selected district hospitals in Rwanda. 

Experience of healthcare providers working in maternity services  

Questions: 

Q1: Tell me about your experience with interprofessional collaboration in management of 

obstetric and neonatal emergencies? 

Probe: have these been Positive or negative experience and why? 

Q2: In which ways IPC contributed in the management of obstetric and neonatal 

emergencies in your current work place? 

a) Probe: What factors impact this collaboration? 

 b) Probe: valuing professions of others, communication, collaboration, team work, 

decision making 

Q3: What are the benefits of IPC from your perception? 

Q4: What do you perceive as barriers of IPC at your working place? 
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Q5: In which ways do think IPC could be improved at your working place? 

Q6: How are you satisfied with IPC in your working place? 

Q7: In Which way mentorship programs improved the IPC among team involved in 

management of obstetric and neonatal emergencies 

Q8: Tell me an example of a time you had an ethical dilemma in management of obstetric 

emergencies 

Q9: Tell me an example of a time you faced a gender issue in IPC in management of 

Obstetric and neonatal emergencies? 
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Appendix G: Demographic questions 

Gender    

Female   

Male  

 Age in years: …….. Years:   

Working place:   

District hospital: ……………. 

 Service………………    Unit…………………………………… 

Please provide some information about yourself   

Profession: 

Anesthetist 

Medical doctor 

Nurse 

Midwife 

Level of education   

Diploma   

Bachelor’s Degree  

Master’s Degree  

Others (Specify): ……………. 
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Years of experience as a health care professional range: 

Less than 1: 

From 1 to 5 years:  

From 5 to10 years:  

Above 10 years  

In maternity units  

Less than 1 year  

From 1 to 5 years  

From 5 to 10 years  

Above 10 years  

In your current unit  

Less than 1 year  

From 1 to 5 years  

From 5 to 10 years  

Above 10 years  
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Appendix H: Interview guide with DGs 

 

Project title: Exploring Interprofessional collaboration for the management of 

obstetric and neonatal emergencies in selected district hospitals in Rwanda. 

Experience of healthcare providers working in maternity services 

Questions 

Q1: What is your perception about interprofessional collaboration (IPC) in Emergency 

Obstetric and neonatal care (EmONC).  

c) Probe:  what are Positive elements with IPC  

d) Probe:  What are Challenges with IPC at your hospital? 

 Q2: Tell us about strategies you use to promote interprofessional collaboration among 

healthcare professionals dealing with emergency obstetric and neonatal care?  

a) Probe:  what is hospital administration commitment regarding IPC among 

healthcare professionals involved in EmONC?  

Q3: How do you see the sustainability of IPC in EmONC practice at your hospital? 

Q4: Do you have any other comment about IPC to share with us? 
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Appendix I: Research documents in Kinyarwanda 

Ibaruwa imenyesha 

Muraho! Nitwa Yamuragiye, Assumpta ndi umunyeshuri muri univeriste ya Western 

Ontario muri Canada ndabahamagarira kugira uruhare muri ubu bushakashatsi  

Inyito y’ubushakashatsi 

imikoranire y’abavuzi mu kwita kubayebyi n’impinja mu gihe cyo kubyara: uko abavuzi 

bakora muri maternite babona imikoranire hagati yabo 

Uhagarariye inyigo: Assumpta Yamuragiye, Umunyeshuri muri univerisite ya Western 

Ontarion muri Canada  

Ubutumire bwo Kwitabira Ubushakashatsi 

Kubera ko witabiriye amahugurwa, turagutumira mu kugira uruhare mu bushakashatsi 

bugamije kureba imikoranire y’abaganga mu kwita ku babyeyi n’impinja bafite ibibazo 

byihutirwa mu gihe cyo kubyara  

Impamvu y’Urwandiko 

 Uru rwandiko rurakumenyesha ibyo ukeneye kumenya kugirango ubashe gufata 

icyemezo cyo kwitabira ubu bushakashatsi ku bushake 

Icyo ubushakashatsi bugamije 

Ubu bushakashatsi bugamije  kumva imikoranire y’abavuzi bita ku babyeyi n’impinja mu 

gihe cyo kuvuka kuko imikoranire ari ingenzi mu gutanga ubuvuzi bwiza 
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Ibigomba Kuzuzwa n’Uwitabiriye ubu Bushakashatsi 

Agomba kuba yarakorewe amahugurwa n’ umushinga TSAM MNCH akaba anakorera 

muri materenite mu bitaro by’uturere mu ntara y’amajyaruguru 

Ibishobara Gutuma Umuntu Atitabira ubu Bushakashatsi 

kuba uri mu kiruhuko mu gihe cy’ubushakashatsi cyangwa kuba utarahuguwe 

n’umushinga TSAM 

Imigendekere y’ubushakashatsi 

Niba wemera kwitabira ubu bushakasatsi, urasabwa kuzuza urupapuro rw’umwirondoro 

no kugirana ikiganiro cy’iminota hagati ya 60 na 90 n’umushakashatsi. Ikiganiro kizabera 

ahantu uzihitiramo nko ku kazi kawe cyangwa ahandi hakubereye heza. 

Ibyago cyangwa Ingaruka   

Nta byago cyangwa ingaruka biteganijwe bishobora guterwa no kwitabira ubu 

bushakashatsi 

Inyungu Zishoboka 

Inyungu zishoboka harimo ko gutanga amakuru ku mikoranire y’abavuzi bita ku babyeyi 

mu gihe cyo kubyara bizagaragaza akamaro amahugurwa (mentorship) yamaze kandi 

bikazanatuma abafata ibyemezo bakemura ibibazo byabangamira imikoranire kugirango 

turusheho gutanga ubuvuzi bunoze tugabanya imfu z’ababyeyi n’abana bakivuka 

Ibihembo 
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Nta bihembo biteganyijwe muri ubu bushakashatsi 

Kwitabira ubushakashatsi ku bushake 

Kwitabira ubu bushakashatsi bituruka ku guhitamo. Ushobora kwanga kubwitabira, 

kureka gusubiza bimwe mu bibazo cyangwa guhagarika gukomeza muri ubu 

bushakashatsi igihe icyo aricyo cyose kandi ibyo nta ngaruka byakugiraho. 

Ibanga 

Amakuru yose azatangwa n’abazitabira ubu bushakashatsi azaguma ari ibanga kandi 

azaba  

ashobora kubonwa n’abakora ubu bushakashatsi gusa. Nuramuka uhisemo kuva muri ubu  

bushakashatsi mbere y’uko inyigo y’amakuru watanze itangira, amakuru watanze 

azavanwa mu  

yandi kandi akurwe mu bubiko bw’ubushakashatsi. Amakuru yose azava muri ubu 

bushakashatsi azabikwa imyaka itanu nyuma yaho ajugunywe mu buryo bwabugenewe. 

Mu gihe uzaba uganira n’umushakashatsi anagufata amajwi, uzirinde kuvuga amakuru 

yagaragaza uwo uriwe cyangwa undi muntu uwo ari we wese. Uramutse ugize amakuru 

utanze agaragaza uwo uri we ntabwo azashyirwa mu bizifashishwa muri ubu 

bushakashatsi. Abahagarariye ikigo gishinzwe ubushakashatsi muri kaminuza ya Western 

Ontario bashobora kugira icyo bakubaza cyangwa bareba ku makuru watanze ajyanye 

n’ubu bushakashatsi mu rwego rwo kugenzura imigendekere yabwo. 
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Gutangaza ibizava mu bushakashatsi 

Mu gutangaza ibizava muri ubu bushakashatsi nta zina ryawe cyangwa iry’aho ukorera  

rizatangazwa. Niba ushaka kubona kopi y’iby’ingenzi bizava muri ubu bushakashatsi, 

utange  

izina ryawe na nimero yawe ya telephone ku rupuro rutandukanye n’urwo wemereraho  

kuzitabira ubushakashatsi. 

Ku bindi bisobanuro 

Niba hari ibindi bibazo bijyanye n’ubu bushakashatsi, mwabaza uhagarariye 

ubushakashatsi, Mrs. Assumpta YAMURAGIYE on Tel:250 788 854440. Ku bijyanye 

n’uburenganzira ku muntu ugira uruhare mu gutanga amakuru ku bushakashatsi; 

mushobora kubaza Profeseri Jean Bosco GAHUTU kuri telefone igendanwa: + 250 783 

340 040 niwe uyobora ibijyanye no gutanga uburenganzira ku bushakashatsi muri 

Kaminuza y’u Rwanda, College y’ubuvuzi. 

Muraka kanya mushobora kubaza ibibazo mwifuza bijyanye n’ubu bushakashatsi! 

Mbere y’ibibazo bifatwa mu majwi, uzasabwa gusinya urwandiko rwo kwemera ku bushake 

kwitabira ubu bushakashatsi.  

 Uru rwandiko ni urwawe ushobora kuzakoresha mu gihe kiri imbere bibaye ngombwa.  

 Kwemera gutanga amakuru 
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Nasomye amakuru ajyanye n’ubushakashatsi bugiye gukorwa bwitwa imikoranire 

y’abaganga batandukanye mu gufasha ababyeyi n’abana  bakivuka mu gihe cyo kubyara. 

Nagize igihe guhagije cyo gusobanuza kandi ibibazo nabajije byose byasubijywe. 

Nemeye nta gahato kugira uruhare muri ubu bushakashatsi ntanga amakuru  

Izina ry’ubazwa __________________     

Umukono w’ubazwa ___________________ 

Umunsi, itariki, ukwezi umwaka ___________________________ 

Uhagarariye ubushakashatsi 

 

Ndemeza ko ubazwa muri ubu bushakashatsi yahawe igihe gihagije cyo kubaza amakuru 

kubijyanye n’ubu bushakashatsi kandi ibibazo yabajije byose byasubijwe. Ndemeza ko nta 

gahato kabayeho mu kwemera kugira uruhare muri ubu bushakashatsi.  

Izina ry’uhagarariye ubushakashatsi ________________________    

Umukono __________________________ 

Umunsi itariki n’umwaka ___________________________    

               Ibibazo bijyanye Umwirondoro  

Imyaka ufite:   

Twagusabaga kuzuza kuri uru rupapuro umwirondoro wawe  

Igitsina:  

Gabo: ………………………………  
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Gore: ………………………………  

Imyaka: ……………………………………  

Ibitaro ukoramo:………………………. 

 Serivice………………    Unite…………………………………… 

Umwuga wawe: 

Utanga ikinya 

Umuganga(Dogiteri) 

Umuforomokazi 

Umubyaza 

Amashuri wize:  

Icyiciro cya mbere cya kaminuza (Diploma)  

Icyicaro cya kabiri cya kaminuza (Bachelor’s Degree)  

Icyiciro cya gatatu cya kaminuza (Master’s Degree)  

Uburambe mu kazi nk’umuvuzi 

Less than 1 year munsi y’umwaka 

From 1 to 5 years: Kuva ku mwaka umwe kugera kuri itanu 

From 5 to10 years : hagati y’itanu n’icumi:  

Above 10 years hejuru y’icumi 

Muri materenite 
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munsi y’umwaka 

hagati y’umwaka umwe n’itanu 

 hagati y’itanu n’icumi  

 hejuru y’icumi 

Aho ukorera ubu 

munsi y’umwaka 

hagati y’umwaka umwe n’itanu 

hagati y’imyaka itanu n’icumi  

hejuru y’imyaka icumi 

 

 

 

  

 

 

 

 



210 

 

 

Umuyoboro w’ibazwa ku bayobozi b’ ibitaro 

Inyito y’ubushakashatsi: Imikoranire hagati y’abavuzi bita ku babyeyi n’impinja 

zifite ibibazo cy’ingutu.  

Q1: Ni gute mubona imikoranire hagati y’abavuzi bose barebwa no kwita ku babyeyi 

n’impinja bafite ibibazo by’ingutu? 

a) Ikibazo cy’inyongera: ni ibiki mubona mwashima cyangwa mubona ari byiza mu 

mikoranire y’abavuzi bashinzwe kubungabunga ababyeyi n’impinja  

b) Ni izihe mbogamizi zirebana n’imikoranire mubona hano mu bitaro byanyu? 

 

 Q2: Ni izihe ngamba mukoresha kugirango imikoranire hagati y’abavuzi bita ku babyeyi 

n’impinja zabo ibe myiza? 

a) Ikibazo cy’inyongera: Ubuyobozi bufasha gute abakozi kugira imikoranire 

myiza? 

Q3: Ni gute se mubona imikoranire myiza yashoboka ku buryo burambye(ikaba 

nk’umuco mwiza uranga abakozi) hano ku bitaro byanyu? 

Q4: Hari ikindi mwumva mwatubwira ku bijyanye n’ imikoranire hagati y’abakozi 

barebwa no kwita ku babyeyi n’impinja mwumva tutavuzeho? 
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Appendix J: Challenges, facilitators and strategies to achieve effective IPC. 

 

Categories Themes Authors 

Challenges: 

        Interactional 

factors 

 

 

 

 

 

 

Systemic factors 

 

 

 

Communication issues, Issues of 

respect and trust, Individual 

behaviors 

 

 

 

 

 

Power Imbalances, professional 

identity/ professional 

socialization, historical 

development of professions, 

differences in philosophy of care 

 

Behruzi, Klam, Dehertog, Jimenez, & Hatem, 2017; 

Downe, Finlayson, & Fleming, 2010; Dimitrios Siassakos 

et al., 2013; Fung et al., 2017; Hastie & Fahy , 2011; 

Helmond et al., 2015; Hutchinson, 2017; Lee et al., 2016; 

Madden et al., 2011; O’Leary et al., 2012; Pecci et al., 

2012; Raab, 2013; Rijnders et al., 2019; Siassakos et al., 

2010;; Smith, 2015; Watkins, Nagle, Kent, &; Watson, 

Heatley, Gallois, Kruske, et al., 2016 ; Weller, 2014;  

Wieczorek et al., 2016; Wrammert et al., 2017 

 

 

Ayala, Binfa, Vanderstraeten, & Bracke, 2015; Behruzi et 

al., 2017; Fung et al., 2017; Chau et al., 2017; Downe, 

Finlayson, & Fleming, 2010; Helmond et al., 2015; Hunter 
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Organizational factors 

and expectations, difference in 

understanding what collaboration 

means 

 

 

 

 

Lack of leadership support,  

Unfair distribution of benefits 

such as trainings, Heavy 

workload,  

Stressful environment due to lack 

of resources, Scope of practice, 

Poor team coordination, Lack of 

formal structure of shared plans,  

Limited understanding of others’ 

role 

 

& Segrott, 2014; Lane, 2012; O’Leary, Sehgal, Terrell, & 

Williams, 2012; Pecci et al., 2012; Romijn, Rijnders et al., 

2019; Teunissen, Bruijne, Wagner, & Groot, 2018; 

Rönnerhag, Severinsson, Haruna, & Berggren, 2019; 

Dimitrios Siassakos et al., 2013; Watson et al., 2016; 

Weller, 2014;   Wibbelink & James, 2015;  Wieczorek et 

al., 2016 

 

 

Behruzi et al., 2017; Burke, Grobman, & Miller, 2013; 

Chau et al., 2017; Fung, Downey, Watts, & Carvalho, 

2017; Chipeta, Bradley, Chimwaza-Amanda, & Mcauliffe, 

2016; Dimitrios Siassakos et al., 2013; Ee et al., 2014; 

Falana et al., 2016;  Falana, Afolabi, Adebayo, & 

Ilesanmi, 2016;  Fawcus et al., 2015; Hastie & Fahy, 

2011; Hunter & Segrott, 2014; Kermode et al., 2017; Lam 

et al., 2018;  Munro, Kornelsen, & Grzybowski , 2013; 

Ogbonnaya, 2016; Olajide, Asuzu, & Obembe, 2015; 

O’Leary et al., 2012;; Pecci et al., 2012; Raab, Will, 

Richards, & O’Mara, 2013;  Rijnders et al., 2019; Romijn, 

Teunissen, Bruijne, Wagner, & Groot, 2018; Rönnerhag et 

al., 2019; Schölmerich et al., 2014; Wieczorek et al., 

2016;  
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Facilitators: 

      Organizational 

culture 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Availability of guidelines, 

Use of structured communication 

tools, Availability of resources 

including time and strong 

administrative support, Training, 

Operate within the scope of 

practice,  

Better staffing level, Orientation 

of new staff, Acknowledgement 

of interdependence and equality 

in power between obstetric care 

team members,  

Clear understanding of team 

members role and responsibility, 

Strong mutual respect between 

obstetric care team and creation 

of IPE committee 

 

Lane, 2012; Romijn et al., 2018; Watkins et al., 2017; 

Weller et al., 2014; Wieczorek et al., 2016  
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 Individual behavior 

 

 

Willingness to collaborate, focus 

on a client-centered approach 

 

 

 

Lane, 2012; Hunter & Segrott, 2014;Mohammed et al., 

2012; Watson et al., 2016; Wrammert, Sapkota, Baral, Kc, 

& Målqvist, 2017 

 

Strategies: Educational 

strategies 

 

 

 

 

 

 

Leadership support 

 

 

 

Curricula, IPE, Continuous 

professional development 

trainings 

 

 

 

 

 

Developing Guidelines and 

protocols,  

Conflict management,  

Orientation of new staff,  

Chipeta, Bradley, Chimwaza-Amanda, & Mcauliffe, 2016; 

Downe et al., 2010; Hastie & Fahy, 2011 Lam et al., 2018; 

Mohammed et al., 2012; Raab, Will, Richards, & O’Mara, 

2013; Rönnerhag et al., 2019; Watkins et al., 2017; 

Watson, Heatley, Gallois, Kruske, et al., 2016; Wieczorek 

et al., 2016; Wrammert et al., 2017 

 

 

 

Ansari & Phillips, 2009; Behruzi, Klam, Dehertog, 

Jimenez, & Hatem, 2017; Downe, Finlayson, & Fleming, 

2010; Dimitrios Siassakos et al., 2013; Helmond et al., 

2015;  Mohammed et al., 2012; Raab, 2013; Sabone et al., 

2019 
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