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INTRODUCTION

The Safe Motherhood Initiative (SMI), waz launched at the Safe Motherhood
Conference in Nairobi in February 1987, but it has its roots in the growing global
recognition of the unacceptability of the poor health of the majority of the world's

women, in large part due to complications of pregnancy and delivery and te illicic
abortion.

The WHO and UNICEF International Conference onm Primary Health Care, held in Alma
Ata in 1978, pointed to the gross inequalities in the health status of peoples and
formulated the Primary Health Care (FHC) approach as the a means of bringing health
to all. One of the eight essential elements of PHC identified in the Alma Ata
bDeclaration is maternal and child health care ineluding family planning.

The UN Decade for Women helped to focus international attention on women's
rights as equal partners in development and on the eritical rele thelr health plays
in enabling them to fulfil their multiple roles. Improving their present poor health
and reducing the high rates of maternal mortality and morbidity in most develeoping
countries requires a committed effort by national governments and as well as by the
international community. The Forward Looking Strategies, formulated at the end of
Decade Conference in 1985, call for a reduction in maternal mortality to a minimum
level by the year 2000,

A similar concern had already been voiced in earlier internaticnal fora. The
International Conference on Populatien, held in Mexico City in 1985, made very
specific recommendations on the needed reductions in the unacceptably high levels of
maternal mortality in most developing countries.

This world wide interest in raising the status of women and in lmproving their
health culminated with the Conference on 5afe Motherhood, cosaponszored by the World

Banle, WHO and UNFPA, in cooperation with UNDPF. The major queztion addressed by the
conference wag what could be done to bring down the wvery high incidence of maternal
death and 11l healrh in developing countries. The conference concluded that most of
the necessary knowledge and technology to achieve thils reduction was already
available and that what was needed was wider operationalisation of this knowledge
through applied reseatrch. The Safe Motherhood Operatienal Research Programme, to be
known as the Safe Motherhood Initiative, was established, and funds were committed
by the World Bank, UNDP and, later on, by the Rockefeller Foundation. The planning
and organization of the first phase of three years was delegated to WHO, Geneva, as
an integral part of its programme of Maternal and Child Health including Family
Planning.

As an essential first step the Director General of WHO convened a Steering
Committee teo guide them in their work. This committee is to advise the Organization
on the overall strategy and approaches, on the issues and questions to be addressed
and on the appropriate mechanisms to be employed.

The present meeting was the first meeting of the SMI Steering Committee. It
brought together participants from the fields of midwifery, research administratien,
obstetrics and gynaecology, epidemioclegy, seclology, Women's lssues, psychelogy and
public health administration from 14 different countries, as well as representatives
of eight international agencies and organizations,

1.1 Opening address

The meeting was opened by Dr. H. Mahler, Director-Ceneral of WHO. He began his
address by pointing to what he considered to be a major flaw in development
ideology; namely the refusal to aceept social productivity as being of equal
importance to economic preductivity. This last decade has seen the marginalisation
of woman, man, end child by aggressive economic acquisitiveness. WHO, in its Health
for All Strategy, ls struggling against this marginalisacion, and at the same time
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trying to reorient the activities of the "health” field - 90% of which is really
conventional medical wisdom - te get nearer to health in the sense of WHO's
Constitution. This is not merely a matter of reducing mortality. In the present
initiative we are concerned not only to reduce appalingly high levels of maternal
mortality, but alsoe to strive positively for women's health.

‘8afe Motherhood' is one entry point inte this subject, and operational research
is one means to our objective. Dr. Mahler then discussed what was meant by
operational research. Epidemiology lays the foundations of the knowledge we need,
but has to be followed by quick application of results and am up-grading of the
existing health gystems. The objective of operational research is to generate
lifesaving and health-promoting action, and pgw, not in some distant future. How we
can make this happen is one of the subjects em which the guidance of this carefully
selected Steering Commitree 1s being sought. Can WHO carry out such a programme? Is
WHO not too complex, with too little freedom to manceuvre? We need ro have some
confidence in each other. The programme will definitely be managed as a global
programme, but the experience of the maternal health studies of the last few years
has laid a precedent of excellent cooperation throughout the whole structure of WHO,
at headquaters, regional office and country levels.

We are looking to attsin, as soon as possible, the target of five million
dollars for the first few years. Viewed in relation to the problem being tackled,
thiz is a small sum for such a purpese. He hoped that the Committee members
themselves would become advocates of the programme. He thanked those who had
already eooperated, in different ways, in Safe Motherhood with WHO, who have Eiven
us strength and inspiration; UNFPA, the World Bank, UNDP, SIDA/SAREC, the
Rockeffeler Foundation, the Carnegie Corporation. We need that kind of {nitiative
if in this miserable world of today we are to create a better value system. We are
threatened less by the nuclear bombs of the East-West disputes than by rhe human
time-bomb of the gross disparities between rich and peer, of which the disparities
in maternal mortality ate an example which cannot be tolerated for ever.

2. BACEGROUND TO SMI

Each year at least half a million women die from casuses related to pregnancy and
childbirth; 99% of them, all but about 6,000, take place in developing countries
which account for 86% of the world's births. When a woman living in the poorest
countries of the world becomes pregnant her chances of dying as a result are batween
100 and 200 times higher than those of a pregnant woman in affluent countries.
Abhorrent as they are, such differentials are also, to a large part, evidence of the
progress made in health care in most develeped countries in the past half century.
They demonstrate that a large proportion of the maternal deaths taking place in
developing countries are preventable with attainable resources and skills.

Maternal mortality is the end result of a whole series of antecedent causes,
For every maternal death there are a considerable number of women suffering from
short and long-term moxbidity. Although maternal mertality is only the tip of the
iceberg, it is also true that strategies to reduce mortality are basically the same
as those that would alse reduce morbidity. Hence efforts directed toward preventing
maternal mortality sheuld have a general effect in improving the health status of
all women of reproductive age and the health care available to all pregnant women.

A proup of five immediate causes have been shown to account for ahout three
quarters of maternal deaths in developing countries. These are; complications of
illieit abortions, haemorrhage, =epsis, eclampsia snd obstructed labour, Although
the proportion of women dying from each may vary in different countries, they are
all important causes and demonstrate c¢learly that, particularly in the short term,
strategies to prevent maternal mortality are critically dependant en the
availability of good quality medical care.

"
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2.1 WHO activities

Az more reliable information on the magnitude of maternal mortality in
developing countries became available in the latea 1970's it became evident that
official maternal mortality rates were grossly underestimating the true rates and
that the lack of information « ore of the reasons for the lack of actle. to combat
rhe problem, In the sarly 1980 s the Divisien of Family Health of WHO began, asz
part of its MCH/FP Programme, the systematic documentation of all available data on
maternal mortality and on the coverage of maternity care. This data bank was
subgequently expanded te cover other aspects of maternal health and has provided a
valuable reszource upon which to base global and national estimates of the magnitudes
and causes of maternal deaths and ill health. The data base has also served as
resource material for a momograph on the prevention of maternal mortality which will
be ready for publication by the end of 1987.

In 1984 WHO, with support from UNFPA, began its collaboration in a series of
country investigations into maternal mortality and its causes and into the unmet
needs for maternal health and family planning care, carried out in areas where data
were not previously available. Studies have been completed in seven countries and
national workshops to disseminate the study findings held in all but one.
Additional studies are in progress in four eountries and in various stages of
preparation in five others, The study methodologies very greatly, depending on the
skills and interest of the investigators and the rescurces svailable to them,
Nevertheless, they had a number of common features, among them the medest level of
Funding which had toe be complemented by local rescurces and the ¢lose collaboration
of WHO'e regional offices. The results of the studies confirm the epidemioclogical
patterns of causes described above and, in addition, identified soma of the major
factors commonly associated with adverse outcomes: lack of access to transport in
emergency, absence of timely referral, of treatment ¢f sepsis, low levels of family
planning use, particularly among high risk groups, and the barriers surrounding
abertion,

In November 1985 the Organization convened in Geneva, an Interregional Meeting
on the Prevention of Marernal Mortality, which reviewed the results of some 23
country maternal mortality investigations and made specific recommendations for
action on four priority issues, namely, the measurement of maternal mortality and
its causes, training and research, the organization of essential obstetric services,
and the role of family planning in the reduction of maternal mortality. Subsequent
WHO work has followed up these issues. A manual on how te measure matetrnal
mortality is in lts final stages of compilation and will be ready for cireulation
later this year. A regional research training workshep on this subject was held in
New Delhi in October 1986 and similar workshops are planned this year and mext, The
databases mentliened abeve have now heen computerized and are being continuously
updated, Tabulations of the data are published periodically (DRee, FHE/85.1 and
FHE/86.3). A working group on Essential Obstetric Punctionms at the First Referral
Level met in June 1986 and drafted a document of the =zame name (Doc. FHE/86.4),

Concurrently, and in related areas, the WHO MCH/FP Programme has carrled out
research and development of appropriate technologies in MCH/FP which has
concentrated on screening and interventions at the PHC levels. Particular attention
hac been given to providing safe and effective care for those at low risk of
complicaticns during pregnancy and delivery, and to identifying those at risk of
developing complications. Technologies developed include a village assembled
delivery kit for family or traditienal birth attendant’'s (TBA) use, &
haemoglobinometer for use by PHC werkers, and a home based maternal record for MCH
and FP care, The latter has been tested in 13 centres. Preliminary results are
very encouraging and show an inecreased use of MCH and FP services and a greater
awareness of the rationale and nature of the care provided. The WHO Interregionmal
Study on the Hypertensive Disorders of Pregnaney which included studies in seven
countries and coverad over 20,000 pregnancles has yielded useful results, inter alias
on the use of risk indicators for predieting eclampsia, A network of WHO
Collaborating Centres for pregnancy and perinatal care have been set up to carry out
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health service research as well as training teachers in MCH and institution
strengthening at national levels. There are currently eight such centres.

The Special Programme of Research, Development and Research Training in Human
Reproduction (HRP) of WHO, whilst it does not specifically concern itself with
maternal mortality, carvies out research on fertility regulation which has a direct
lmpact on maternal health. 1In addition, it constitutes a considerable reservoir of
research skills and experience. At present HRP has two major components. The first
iz concerned with ingtitution strengthening, with helping countries to solve their
own problems in weproductive health., The second is concerned with research and
development into fertility regulation methods and services. As regards rhe present
day situation, research 1s mainly concerned with how to make the best use of what
exists. The three main areasz of research are: (a) the safety and efficacy of
contraceptive methods; (b) the behavioural and sccial determinants of fertilitvy
regulation; (¢) health services research. As regards the future, HRP is
concentrating on the development of fertility regulation technelogies apprepriate
for use in developing countries.

Within its programme of Maternal and Child Health, including Family Planning,
WHO Geneva 1s now coordinating three major compomnents concerned with maternal
mortality research. The first aims at improving methods of measurement of
magnitudes and causes, the second with the assessment of unmet needs - hoth
supported by UNFPA and, more recently, also by SIDA/SAREC - and the third is
operatienal tesearch through SMI. Other activities cover advocacy, information and
training needs, as well as continuing technical and managerial support to country
MCH/FP programmes. It is important that the three main research Inltiatives be
clogely coordinated. Whilst administratively separate, programmatically the three
aetivities are mutually supportive and care must be taken not to create artificial
boundaries which will be meaningless to the countries with whom SMI is already
collaborating or is intending to cellaborate.

3. THE SAFE MOTHERHOOD INITIATIVE PROGRAMME

The chief task facing the Steering Committee was to consider the main issues and
research priorities needing to be addressed and to make recommendatious for the
implementation of this new research programme ajmed at the reduction of maternal
mortality and mexbidity iIn develcoping countries™. Although thisz 1s a new
initiative it should be borne in mind that it is not an entirely new activity and
should be seen as a new stage in an ongolng programme and anm integral part of the
overall collaborative activities undertaken by the WHO Programme of MCH/FP.

3.1 Itrs purpose

The Safe Motherhood Initiative has as its long-term objective the reduction of
maternel mortality and morbidity and the prometion of women's health. It aims to:

3.1.1.  create, in countries not yet committed te preventing maternal mortality, an
awareness of the importance of the problem;

3.1.2. make widely available information on the options available to combat it;

3.1.3. provide technical and managerial support to national health programmes;
and

3.1.4, promote intersectoral policles and actions which will improve the general

health and well-being of women by meeting their reproductive health needs.

3.2 Its ebiectives

The specific ebjectives of the programme for operational research in maternal
health are to:
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Promote, stimulate and support the selection, adaptation and application of
known and innovative technologies and approaches in matermal health care.

Monitor and evaluate national and local experiences In operational research
in maternal health care in order to develop general principles and
guldelines for the planning, management and evaluation of maternal health
care setrvices.

Disseminate the results of operational research inm maternal health care and
to share Iinformation and experlences in the application of research results
as a basis for extended and wide-ranging action.

QFPERATIONAL RESEARCH

et ons

Although there are differing views over what is meant by operational research,
the term is being used here in a broad sense to mean health systems research.
Operational research implies that the means and the technelogies to reduce maternal
mortality are presently known and available and that what {5 needed iz a greater ‘,
commitment to put these into practice. Operational research also implies a sense of
urgency and the desire to see measurable improvements within the next few years. It
does not imply a programme of longer term and baslc research, or the research & D,
davelopment (R&D) necessary to find new technologies. For the purpose of this
initiarive, therefore, operational research is taken to be a programme of applied
improvements te existing health services and related programmes and the wider
adaptation and use of already known technologies and appreaches. Operational
research also requires the use of a wide variety of research methods and
interdisciplinary skills ranging, for example, from participatory research and focus

group discussions to large scale surveys and modelling for cost effectiveness
studies.

The key features of operational research, so defined, inelude the following:
1 It uses hoth gquantitative and qualitative methods.
.1.2 It concerns applied, not basie, research.

.1.3 It seeks better action appreoaches, not necessarily optimal ones.

1.4 It pertains to opportunity ildentification, not just problem solving.

1.5 It addresses one-time guestiens, as well as iterative cycles of
test-revise-test,

1t includes analytic studies, not just field interventions and experimental
trials.

4.2 Scope of the operationsal researceh propramme

1t is now generally accepted that maternal mortality and merbidity have their
roots in a whole hierarchy of causes - beginning with the low soecial gtarus of women
and, in many cultures to the low value accorded te¢ female children. Thug, for
example, the poor nutritional and health status of women even before reproduction
makes them more likely to develop pregnancy complications and more likely te dle
from such compllcations and emergencies as do arise. Very early marriage and
childbeaylng before they themselves are fully mature compound the risks.
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If maternal mortality is to be prevented, all these issues must be addressed.
Not all, however, are amenabhle to interventiom in the shorter term. Becauge of the
urgency of the problem and the relatively limited resources available to SMI - some
$250 000 is pledged to date - it was generally felt that research priorities should
be defined In a more closely focused way and should concentrate on areas which can
demonstrate an impact within an 18 to 24 month time span.

It was recognised that priorities will vary from country to country and further,
that these may change over time. SMI should be prepared to gupport a broad range of
activities, some of which might be relevant only to a partiecular country.However, if
the initiative being proposed is very country or culture specific it might be more
appropriately addressed by supporting the training of researchers (possibly with
funds from another source) rather than supporting the research itszelf.

Moraover, priorities for research sheuld not be confused with service priorities
- a substantive area only becomes a priority area for research if progress is being
impeded by & lack of knowledge.

It was felt that as the main aim of 8MI was to bring about improvements in rhe
health of women through a reduction in maternal mortality and morbidity SMI should,
as a first priority, support ¢perational research which evaluates initiatives which
focus on:

(a}) improving access te¢ and coverage of prenatal, intranatal and postnatal
care, and
{b) ilmproving the quality of this care.

As access to care is not only physieal, but may alse be economic, social or
cultural, it was felt important that there should be a balance between medical and
nen medical initlarives. The commupities's perceptions of their needs and of the
health services' ability to meet these needs are one of the key elements in
improving access, ac is community participation in the provision of care.

The committee considered a number of possible subject areas and reached the
following conclusions: ‘

4.2.1 There was general agreement that family planning wag an important component
of safe motherhood. However, since research in family plamning receives
considerable support from a number of agencies and programmes {including
WHO/HRP), SMI should provide support for family planning service research
enly as a component of a broader programme.

4.2.2 Since adolescent pregnancy poses special risks, it was concidered a high
vricrity area.

4.2.% Because illieit abortion is an important cause of maternal deaths attention
should be paid, both to the facters that lead to high levels of sbortion
and to the early management of abortion-related complications.

4.2.4 The risk approach is an essential compenent of health service planning. It
implies the provisiem of basic care for sll, and the identification of
women at risk of develeping complications in order that they may receive
appropriate care. It should not erroneously be interpreted to mean that
enly such women receive care. All means of bringing essential services,
ineluding essential prenatal and intranatal care, closer to first contact
level for sll women should be explored,

4.2.5 Frequent late arrival, or nen-arrival, of obstetric emergencies at first
contact level, and the inability of thar level to deal with such
emergencies, contributes significantly to mortality. Attention should be
given to ways of stremgthening obstetric first aid at the primary care
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level and the essential obstetric functions at first referral level,
Slnce transport Is & majer constraint for referral, innovative projects on
this tople should be encouraged.

4.2.6 The SMI programme should actively encourage proposals for operational

research at the PHC level which originate with, or involve, the close
coopaeration of community groups especially womens organizations.

4.2.7 The need to keep e¢ultural issues in mind should not be overlooked and high

priority should be given to addressing the women's perspective of what is,
after all, a women's issgue.

4.2.8 Research studles should include an evaluation of the cest and effectiveness
of different appreoaches. This would greatly increase the general value of
the findings to programme administrators at country level,

0.2.9 Operational research is often characterized as being a rapid and not too
rigorous way of finding quick solutions te pressing problems, .and the
majority of research projeets to be supported by SMI will be of this
nature, Nevertheless, the desivabillity of a few carefully designed
longtitudinal studies aimed at long-term trend analysis and a better
understanding of the natural history of a cohort of pregnancies should not
be overlooked, even 1f the present programme cannot wholly fund them,

4.2.10 Operational research is particularly appropriate when it provides support
to the research and evaluation component of on-going or planned Health

Development projects of government or other agencies.

5. STRATEGIES

3.1 Generating proposals

There are basically three ways in which the programme can obtain propesals for
operational research. By:

1. avaiting propeosals from individuals or oranizations;

z. inviting proposals from designated individuals or organizaticns within a
breadly defined problem area; or

3. developing collaborative proposals dealing with common themes and promoting
their implementation by researchers from different countries.

As a stratepy, rhe first appreach was considered rather too passive, although it
was acknowledged that very worthwhile proposals might be submitted as the initiatlve
of motivated individuals or groups. Given the time and financial constraints, the
second two approaches were to be preferred. This emphasis on a8 'coordinated
thematic' approach to proposal generation would ensure that proposals submitted wers
in consonance with
the priorities of the programme and would, hepefully, diminish beth the worklead and
the frequency with which proposals would need to be refused or returned for
reformulation, The foeused approach should not, however, work to the detriment of
individually prepared proposals which fall within the programme pricorities.

It is important thar there should be room in the programme both for individual
projects and for coordinated multi-country studies on important themes. For the
larter, SMI will need to develop a coordinating mechanism, which will ensure
appropriate Information exchange.
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3.2 Information and premetion

For the programme to move forward, to gain recognition and to be effective in
supporting research, various promotional activities were needed. The use of an
announcement leaflet, containing Iinformatien on the nature of the programme and
WHO's interest and of the availability of technical and financial SUpPpPOTt was
recommended, This approach has been used suegessfully by HRP, for example., In the
first instance, the leaflets should be broadly informative and net contain
guldelines for research. Initially the leaflet should be sent only to organizations
vhich support research related te maternal health and to other collaborators of WHO,
There was a danger that too wide an initial distribution might bring in many
inappropriate proposals and thereby generate disappointment,

Newsletters will be a useful teool for the wide and rapid dissemination of
research findings to individuals and groups around the world. Their use should be
postponed until research results begin to flow in, hopefully in a vear or =o,

To ensure that the findings of research projects supported by SMI will he
communicated to and used by health programme administraters, policy makers and
others, each project, or group of preojects, should have communication and
diczemination components built inte it. These would imelude diggemination
worksheps, which could either be a single country exercise bringing together
concerned researchers, administraters and community representatives from different
parts of the country, or a meeting serving several countries with common interests
and goals.

Discussions which teook place during the meeting concernlng specific proposals
which had already been received, demonstrated clearly that there was a need for
preparing and distribucing guidelines on how to draft research proposals. The
Secretariat was requested to draft such guidelines, keeping them as flexible as
pessible, and to submit them to the Technical Advisory Group (=ee below) for
approval,

5.3 Mebi ing human d Finane resource

Given the limited resources available and the enoxmity of the task facing the
programme, every effort must be made to make use of all available sources of
financial and mampower suppert, within and outside the WHO system. Efficient use
should be made of existing resesrch and or training centres and of the expertise to
be found in other divisions and programmes of WHO. To ensure increased and
continuing financial support it was necessary to be able to demonstrated rapid
results, To this end it was recommended that the programme should initially
concentrate on a group of countries with hipgh rates of maternal mortality and whieh
are susceptible to ehange. The programme will need to demonstrate irs ability toe
generate and carry out effective research and te absorb and efficiently to use
projected vesources, if it is teo ensure continuing support, This implies a need for
concrete and demonstyable impact within 18 to 24 months, at least in come areas, to
ensure additional donoer support before the end of the present three Year term,

There has to be a certain selectivity among ressarch topics. Research inrte cost
effectiveness, for example, would not only be useful to demonstrate results, but
should alse prove popular with actual or petential funders.

Some of the resesarch training and technical back-stopping sctivities of the
operational researeh programme will be combined with the activities carried out
undey other parts of the WHO programme of maternal and child health in¢luding family
planning. Notable among these are the maternal mortality/unmet needs studies
supported by UNFPA, Other activities Include appropriate technology research and
development in MCH/FP, the adolescent programme, and some agpects of the HRP
programme {R&D in MCH/FP, FP Guidelines etc.),
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Wherever feasible, the experience of other WHO programmes in the area of
programme review and quick diagnestic studies should be taken into consideration in
developing or soliciting reseavch propesals.

5.4 Ingstitution strengthening

Every effort should be made te build the research capability of existing
agencies and Iinstitutions in developing countries where matermal mortality is high
and its causesa arxe unknewn. This was seen as a vital part of the SMI programme.
Given the limited resources available to the programme, howevey, sueh institution
strengthening chould be focused on the immediate needs of the resesarch project being
supported, strengthening threugh 'learning by doing' rather than by trying to build
up new Institutiens im a more formal way. These goals may be achieved through the
provision of short-term consultants and the organization of workshopgs aimed at
training national researchers, in addition to finaneial support te the research
projects themselves. .

The fellowing gulding principles were agreed:

5.4.1 All efforts should be made to rvecruit national or regional
advisers/consultants and to use as advisers those specialists already
familiar with supporting the work of the WHO Programme of MCH/FP.

The present officially recognised WHO Collaborating Centres im MCH/FP
should be used wherever possible and, if necessary, strengthened
appropriately to fulfil a regional responsibilicy.

Project proposals may include reasonable requests for equipment, training,
travel ard workshops,

Academie institutrions, e.g. universities, and professional bodies guch as
those grouping gyvnaecologists and ohstetyicians, or midwives and nurses
assoclations, as well as women's orpanizations, have a potential role to
play in the prometion of new ideas and as a source of new research
proposals. These bodies should therefore be involved in the local
research, training and dizsemimation activities of the programme

Programme funds should net be used to support the development of new
collaberating institutions (other than the szuppert necessary for a
particular study)

PROCEDURES AND MECHANISMS FOR REVIEW OF PROFOSALS| AND
MONITORING PROJECTS

While it waz the task of the Technical Advisory Group {see below) to decide
wvhether a proposal should be accepted and supported by SMI, it is clearly not
possible for a small group, meeting once or twice a year, to carry out such a large
task alone, Apart from the sizeable work load this would impese on the Group, such
a system would cause unacceptable delays in respending to research proposals. To
alleviate the situation a number of review mechanisms were identified by the
committee, but it was stressed that the process of review sheuld at all times ramain
flexible, Throughout, it should he borne in mind that the purpose of review is to
improve the project quality rather than merely to decide whether to accept or reject
it.

All research proposals are to be channelled through the WHO Secretariat, whe
will, in effect, preprocess the proposals before they are considered by the TAG.
Vis-a-vis the researchers who are submitting the propesal, the function of the
secretariat is to act as support group which will guide them and help them to
develop viable propesale,
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This pre-TAG review might be carried out in a number of stages, and will involve
correspondence and possibly also country and site visits. Some expense might he
invelved, and a balance will have to be found between expenses Incurred at this
stage and the cost of the study itself. A number of ways were sugpested in which
the cost might be kept down, notably by the use of outside personnel to work on site
with the potential researchers., The following persons might be suitable: UN and
Agency country staff, experienced researchers from nearby locations, WHO penel
wewbers, collaborating centres.

The Technical Advisory Group will review project proposals that have already
passed through these preliminary stageg. In order to expedite matters in the
initial stages of the programme, it was suggested that TAG members might be
consulted by mail rfe give their opinion en the suitability of proposals for
support. Later on the Secretariat will keep TAG members informed of projects thar
are in the pipeline from the Iinception of the review process,

Both the Secretariat in the preliminary stages, and TAG In its deliberations,
will be guided by the priorities identified by the Steering Committee and set eut in
this report. Gemeral priorities have been described above and more gpecific
criteria which might prove ugeful in the review process are set out in the sections
that follow,

A need for mechanisms for monitoring the progress of research projects was also
Identified. 1In addition te written progress reports, which should not be required
more than annually, visits to projects are deemed essential, Use should be made of
country representatives, experts and field staff of WHO and of other agenciss for
the monitoring of projects. Drop-in wisits by WHO staff and orthers should ha
encouraged. Such visits would have & supportive role in addition to their
monitoring function. In order to ensure that maximum use will be made of the study
findings and recommendations, potential users in the country should be kept informed
of the project, rather than only being presented with the results once the project
is over.

WHO will use its usual mechanisms for financial control, keeping in mind the
requirements of the funding agencies.

7. PRIORITIES AND CRITERIA FOR PROJECT SELECTION AND SUPPORT
It was agreed that preference will be given to proposals:

(2) that originate from a developing country whexe maternal mortality is high
and where there iz a elear government commitment to tackle the preblem;

(b} where the principal investigator(s) is from, or collaborating very closely
with, the ministry of health, particularly the MCH/FP and health planning
sections, thus maximising the chanees of implementation of the study
recommendations . The desirability of ¢lose collaboration with government
agencies sheuld not, however, lead to the exclusion of non-gevernmental
agencies such as country based women's organizations, academie
institutions, individual researchers and community groups, who are also
important partners for this type of research;

() that are based on primary health care approaches including the essential
back-up to the primary level;

(d) where the intervention is judged to be capsble of producing improvements
to access, coverage and/or quality of the health services within twe te
three years,
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{e) which clearly include mechanisms for utilising the findings and
recommendations, such as the inclusion in the next national health plan,
workshops, publications and reports to those in a position to take the
necessary asction,

(f) Which also address the women's perspective, e.p., perception of services
and ef their needs.

The following more specific criteria will be taken into consideration during the

review process,

A.

Content of the proposal

Are the problems or lssues requiring cperational research clearly stated?

Po they fall within the priority focus theme?

Are they important?

How peneral are they?

Has the available local, national, and regional information been thoroughly
reviewed and have the correct conclusion been reached?

Is the propesal clearly focussed on the evaluation e¢f an intervention?

Is 1t feasible to apply cperational research to the problem and obtain useful
results?

What are the chances that the results will be applied on a larger scalae?

Have PHC workers, community representatives, (particularly women's groups) been
invelved in the design of the proposal?

Have any pllet studles or enquiries been carried out?

Suppoert for the proposal

What experience and operational research skills do the applicants already havae?
Have the applicants consulted and/cr invelved others planners of research
centres?

Will the main applicants continue to be in charge or involved threughout the
period of the proposzal?

Is the project or propesal supported by the Ministry of Health and/or Planning
or by other major national agencies?

Are there any special treasons why WHO and SMI should be invelved?

. Qther considerations

Is the application primarily concerned with the evaluation of an intervention or
ls it basically a request for infrastructure and/or programme development?

Is the problem or issue belng addressed by other centres?

Iz gimilar operatienal research being supported by other agencies?

Are there other agencies which might or could suppert the application?

Iz the propozal a part of a larper national develepment or non-governmental
Inlciative? Which agencies are invelved?

In considering operational research propozalsz submitted to SMI, there will

commonly be four phases in the decision making-process as to whether the propesal
should receive funding or not. In addition to the general criteria enumerated
above, the following criteria should be kept in mind.

1.

On recelpt and consideration of initial proposal:

a, Is there a realistic and clear formulation of an impeortant and eritical
problem, whiech iz suitable for operational research?

b. Do the applicants demonstrate strong enthusiasm, willingness and commitment
to tackle the preoblem?
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c¢. Is there a good chance that the results will be utilised and the subteguent
changes evaluated?

2, Esrly development of the propesal:

a. Are the objectives and metheds suitable and clear?

b. Is the request for support and funds a reasonable one?

¢. Is consultant or other support needed to further develop the proposal?
3. More advanced proposals:

g. Is the proposal sound with regard to the statement of the problem,
objectives, methods and use of results?

k. Is the proposal feasible?
¢. Is it clear how the findings will be used and disseminated?
4, Proposals ready for coﬁsideration by TAG:
a. Has the preposal been adequately reviewed?
L. Are there supporting statements from narienal and international agencles?

¢. Are there any speclal circumstances rhat need documenting and putting before
the TAG?

8. REVIEW OF PROPOSALS ALREADY RECEIVED

In the course of the meeting the participants reviewed, individually and
collectively, proposals which had been solicited and/or received by the Secretariat
prior to the present meeting of the Steering Committee. The proposals being
considered were from Benin, Ethicpia, Ecuadeor, Brazil, Nepal and one from the
Secretariat itself. They ¢overed a variety of topics, ranging from the "classical"
hospital study te an innovative approach to ensure the availability of blood in
emergencies. The review and evaluation process served not only to make
recommendations on the preopesals themselves, but also proved to be a very fruicful
means of identifying the problems inherent in the screening process, and the
criteria to be used In project selection.

The experience gained in the review process were taken into account in the
formulation of pricrities and strategies contained in the pPresent report.

9. TERMS OF REFERENCE OF THE TECHNICAL ADVISORY GROUP,

The Steering Committee recommended that a Technical Advisory Group (TAG) be set
up to assist and advise the secretarlat in carrying out its duties as executors of
the SMI Operational Research Programme. The TAG, which is to be a very much smaller
group than the Steering Committee, is to act as its representatives, applying the
principles and priorities laid down by the Committee and acting on behalf of the
Committee In advising and guiding the Secretariat. Its members will be chosen from
among those experienced in research who have a sound knowledge and practical
understanding of the problem of maternal mortality and moxbidity in developing
countries and of its causges.
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the

It is envisaged that the TAG will meet twice a yesr and that 1t will carry out
following functions:

1. It will review the research proposals passed to it by the WHO Secretariat
¢i.e. those that have alresdy passed through the Secretariat review procedure
described sbove) and make recommendations as to their suitability for SMI
suppert. 1If a proposal is not deemed suftable, other sources of assistance
might be identiffed by TAG and suggested to the applicant.

2. Advise the Secretariat on appropriate strategies for soliciting research
proposals and assist in drawing up guidelines and informatlien materfals,

3. Review and monitor the progress of studies and advise on follow-up action.

4. Review programme pricrities and, taking inte account techmical, political and
other developments, zdvisze on newly emerging priority areas.

5. Members of TAG will aet as resource persons for the Seeretariac, providing
technical advice as neseded,
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X Ala

Statements by representativee of other agencies

1. Dr. A. Measham, representing the World Bank, reported that, apart from $MI, the
Bank generally does not support research in the area of maternal health except
occasionally through its projeet lending. Such an example is the study of
adolescent fertility in Kenya. He recommended that SMI take into account the work
¢f Family Health Intermational.

2. Ms K. Springer, of UNDP, stated that as a comsequence of the Nairebi Conference
ony Safe Motherhood, UNDP has systematically screened the cottmanity-bazed PHC
programmes it supports fimancially (at the national level there are 57 PHC projects
and 28 MCH projects), There was found to be staxtling lack of Inputs and activities
specifically addressing maternal mortality and morbidity, even though objectives
generally stated that this area was an important one. Building in this component
and using existing infrastructure was one possible way of implementing SMI's
priorities with little of no additionesl resources.

The first pilot preject targeting Safe Motherhood specifically was beginning now
in Senegal. In addition sensitization worksheps in the least developed countries of
Africa, where mortality is highest, on the already known aspects, were under
dizeussion on a subregional basis.

Finally, the Administrater of UNDF was one of the two contributors who made
pledges to the SMI at the Safe Motherhood Conference in Nairobi. One million
dollars was pledged for activities which weuld assist UNDP in building maternal
mortelity and morbidity concerns into its operational programmes at the country and
regional level,

3. Dr. Ofusu-Amaah, representing UNICEF, stated that UNICEF, being an agency for
children, is naturally interasted in the role and health of mothers. The Executive
Board has increasingly insisted on programmes for women as women.

Over the past years UNICEF has been invelved in a broad range of research and
training programmes aimed at prometing the health and well being of women and
children. It has been one of the main supporters of TBA training projects in many
countries. It has also supplied midwifery kits and equipment for rural MCH work.
UNICEF and WHO have issued a joint statement opn Maternal and Perinatal Care, and are
in the process of ¢perationalizing this.

4. UNFPA is currently supporting a number of WHO-executed projects dirvectly
concerned with the reduction of maternal mortality and morbidity. Thege have been
described in section 2.1 above,

3. Speaking for USAID, Ms A. Tinker veported that since the Alma Ats Conference

her ageney has become very interested in the PHC appreach and in the expansion of
basic health and family planning services. Two years age the US Congress
appropriated supplemental funds for the launching of a child survival initiative.
Over the last year USAID has become concerned about the close linkage between
maternal health and infant survival and the negative impact of high maternal
morbidity and mortality on the health and well being of children and their families.
This awareness has led to new steps being taken to address matermal health and the
nutrition needs of mothers and c¢hildren. The agency's current assistance programme
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aimg at reducing maternal mortallty and morbidity through improved nutrition and
health services, particularly at the primary level. Over the years USAID has
supported operational reszearch projects, principally developed and conducted by
local investigators in over 530 developing countries. The objectives of these
studies have ranged from improving the delivery of health and family planning
services to a delineation of linkages between family planning sand maternal and
infant mortality. The agenecy has supported country studies on maternal health,
covering such tepics as nutrition, genital infections and maternal health attitudes
and practices and service demand., A new project entitled The Maternal and Ferinatal
Health Project was launched last month which will support analysis of secondary data
and field studies over a two year period. AID looked forward to collaberating with
WHO and its Member States to ensure access to and better utilisation of essentlal
maternal health and nutrition services.

6. Dr. Lucas, representing the Carnegie Corporation of New York, reported that the
Corporation has developed a speclal programme to collaborate with global effortz aim
at reducing maternal mortality. Through this programme, which aims at strengthening
human resources In developing countries, the Corporatien will support community-
baged studies to understand specific social and medical determinants of maternal
mortality and morbidity and to test innovative solutions, The Corporation is alse

gupporting the development and evaluation of appropriate, efficient and effective ‘ I
tools for reducing maternal mortality and morbidity in developing countries. The

programme also includes studies dealing with the status of woman, including
education, the relationship of economically productive activities of women to c¢hild
hearing and childrearing, sccial norms and mores affecting reproduction and ather
aspects of women's lives,

As part of this programme, the Carnegie Corporation has made grants to support
the Safe Motherhood Conference in Nairobi, the Programme for Appropriate Technology
in Health (PATH), the Centre for Population and Family Health at Colowbia
University, New York, as well as the WHO Safe Motherhood Programme and the Mexican
Health Foundatiemn,

7. Reporting for the Center for Population and Family Health of Golumbia

University, Dr A, Rosenfield described some of the recent activities of the Center,

These include the production of the Chartbooks on the health impact of family

planning. Specifically on maternal mortality and with Carnegie support, the Center

was setting up a collaberartive network in Commonwealth countries and was soliciting
proposals for small projects In sub-Saharan Africa. The emphasis would be on

Innovative approaches, similar te the Zaire experience of nurses performing C.5.

The Center is planning to collaborate with WHO in setting up information basez of ‘/
resource and source materials. Close cooperation with WHO iz a key element of the d
programme.

8. Speaking for the Reckefeller Foundation, Dr. S. J. Segal sald that the
Foundation paid pricrity attention to reproductive health. It has given a first
grant te SMI, and is supperting MASEAN., The (5 to 8 , what ls this?) cooperation In
Population Sciences hag a component that deals with meternal mortality, Two
projects are now at the protocel ztage, One, In Kenya, Zimbabwe, Zambia and Nigeria
iz to deal with preventing repeat abortions, The second is a multleentre study on
the causes of maternal meortality in sub-Saharan Afrieca. The Foundations hopes to
integrate thegse with WHO efforts,

9. Dr §. §. Ratnam reported on the activities of MASEAN (Medical Association of
South East Asian Nations). An Obstetrics and Gynaecolopgy chapter of MASEAN having
been formed in 1985 more attention was now being paid to maternal mostality. At a
recent. meeting in Indonesia, it was declded to discontlnue heospital studies and to
carry out a coellaborative study identifying deaths taking place in the community.

It was hoped that this would be completed by July 1988, Based on the findings, the
group will make recommendations to governments of ASEAN countries and will undertake
intervention studies in areas where quick results are anticipated.




FHE/87.6
Page 17

ANNEX A(b)

Countiy reports

Reporting on the work done in Pakistan, Dx, I, Kamal noted the dearth of
reliable informatien regarding the extent and causes of maternal mortality. She
then went on to summarize her pioneer work in the area of TBA training and
utilization, both in Pakistan and in other parte of South East Asia.

A study of training and utilization of TBAs in the Eastern Mediterranean Region
of WHO revealed that three out of the 19 countries who responded to an enquiry
stated that they had no TBAs bacause health care facilities were adequata. Two
countries had ne data available and 14 were training TBAs. Up to 95 per cent of the
rural births and up to 65 per cent of the urban births took place in the hme because
of cultural reasems and the personal preference of the mother. Most of these were
attended by a bixth attendant or a family member.

TBAs perform their traditional role of midwifery during the intra and postnatal
period, but very little antenatal care is given by them, After training they are
expected to functien as referral agenmts, thus acting as lialson between the
community and the he#alth services. They are also supposed to do some health
teaching. '

Supervision and feollow-up were the weakest areas and the negative attitude of
the medical profession was considered one of the major problems.

In one country different coloured picterial referral cards had proved very
guccessful and the community had demonstrated increaszed confidence in the trained
TBAs

A network of MCH centres exists in all c¢ountries, but with one or twe
exceptions, MCH centres do not provide intra-natal care, So even though the woman
gets some ante- and postnatal care she is left with no choice but to be delivered by
a TBA or a family member. Institutional obstetrical care is very expensive and
beyond the means of the large majority of population in developing countries.

Reporting on the situation in Iran, Dr A. Mehryar also noted that there was no
reliable information on the extent and causes of maternal mortality. Given the high
fertility rate and a cultural emphasis on early and universal marriage, pregnancy
related complications may be expected to be rather commen. He then referred to the
de-emphasis on family planning and birth control by the revolutiomary Government
since 1979. He noted that despite this de-emphasis at the policy level, family
planning has remained as part of the services provided by the Ministry of Health.
According te existing statistics, over 12 million packages of pills and condoms were
distributed in 1984, He e¢mphasized the favourable attitude taken by the Ministry of
Health viz-a-vis family planning and suggested that researeh abour the extent and
correlates of high maternal mortality rates can go a long way in raising the
conselousness of national decision makers regarding the need for family planning
seyxvices as an essential part of MCH programmes.

Dr 8, Mehts repotrted on the situation in India. She noted that there could not
be a more opportune time for a feoeus on this issue., National level statistics on
maternal mortality and its causes are not avallable. It is accepted that the rates
ara high as evidenced fiom reports from individual hespitalz or small scale
population suxveys. It is estimated that 110,000-140,000 women may be dying every
year due te pregunsncy and asseciated causes (equivalent te 300-400 deaths per day).

Sha prasented a brief overview of the ICMR (Indian Gouncil of Medical Research)
activities. Of special interest to the Committee were:
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(8) The completed studies om abortion, indicating that a favourable shift towards
safe methods, along with merheds becoming more safe had taken place between 1975-77
to 1981-82. Similarly, & population based survey indicated that the prevalence of
1llegal abortion was twice as high as legal abortion, relfecting the limited
avallability of services in rural India.

(b) The WHO-supported study aimed at improving accessibility to services and
increasing community awareness about such services had reached the inrervention
phase. The final evaluation survey is now in progress.

(¢} The final analysis and repert writing of the risk approach study (a prospective
fellow-up of 7,000 pregnant wemen through pregnancy) is envisaged to be completed
later this year. Howaevar, an intervention phase has recently been eperationalized.
Thia consists of strengthaning PHC with minimum necessary equipment and skills,
development of an appropriate referral from grass root level to tertiary
institutionz and community education for demand generation, aimed at improving
utilization of services.

(d) Evaluation of quality of family planning and MCH care at PHC level,

{e) The home-based mothers record has been field-tested In gix centres in the .’ l
country and is now being proposed for more extensive evaluation as a child-linked
mother's card,

Plans are undexrway for setting up programmes to monitor maternal mortality and
related indicez and for the documentation of cause specific maternal mortalicy,
Both programmes will be pepulation-based, since the majority of these events oeccur
outside the health institutions, or, alternatively, a mixed approach linking both
Institutions and community econtacts will be used.

Dy 5. Ratpam reported on the situation in Singapore. Maternal merxtality studies
have been undertaken since 1965 at intervals of about five years. The MMR has
declined significantly from mere than 110/100,000 (including abertien-related
deaths) in 1985. In the 1960-1965 period there were 9-25 maternal deaths from
septic abortion each year, whilst there has been no abortion-related maternal death
between 1983 and 1985. Although all births and deaths are registered in the
country, there wust be an under-reporting of maternal mortality because deaths
occuring in the puerperium from associated conditicons may not be reported under
maternal mortallity. The same may apply to ectopilc pregnancies from which women die
in surgical and medical departments.

Onie interesting feature of maternity care in Singapore is the integration of the
MCH services with institutional care, In rhe mid-fifties, the Midwives Board was
established and by statute the Professor of Obstetrics and Gynaecology was Chairman
of the Board., All service and training aspects of maternity care in the country are
determined by the Board.

Until 1968, there was only one public maternity hospital, the Kandang Karbau
Hospital, Forty-six more clinics in the country were linked to the hospital, The
MCH provided domicilary delivery and after care servieces from the hospital, Medicszl
students and student midwives had to perform a set number of deliveries and home
visigs,

Traditional birth attendants were recognized and reglstered with the Midwives
Board. They were provided training and retraining and were supervised by nurse
midwives who carried out rvegular house visits. No new traditional birth attendants
were admitted to the services., TBA and domicilary midwives were suspended {f they
failed in their duties. Since 1978 all deliveriez are performed by trained midwives
or physicians and currently 98 per cent of all births take place in institutions.
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Talking of her experiences in Zimbabwe, Dr Jane Mutambirwa called attention to

the need for taking into account the users and their community's perceptions of the
problem as well as the solutioms offered. GShe referred to the existence of tweo
healch systems in most developing countries and emphasized that the traditional,
informael system of health delivery deserves more attention than it seems to have
received. JShe indicated that informal health networks are not only essential for
the delivery of MCH and FP services, but they can alse play an important role in the
development of research proposals and the collection of meaningful data. She
offered several examples from her own experiences to highlight hew disregarding
theze "econsumer perspective” may result in defeat.

Dr J. Pinotti, acknowledged the existing gaps in maternal mortality data in most
Latin American countries and described some projects being conducted in Portugal and
Brazil. The projeect carried out in Portugal is aimed at revealing unmet needs in
the area of maternal health and family planning and is supported by WHO. It has
revealed 97 per cent prenatal care coverage and high family planning acceprance,

Yet the maternal merrality rate varies from 60 to 10. This is rather high for a
eountry with high literacy rate where 77 per ecent of deliveries are by midwives.

The project cenducted in Brazil (Sao Paulo) has just been started. Here the
maternal rate is estimated to vary from 100 to 150 depending on the area of the
country studied. Another study inm Brazil (Campinas study) revealed declining
tertility with 72 per cent of women covered by family planning services. The number
of maternal deaths recorded by the Govermment is about 40 per cent of that
established through a survey. Most of the deaths are due to Caesarean Section

(C8). Forty-four per cent of all deliveries are by €5, almost half of those without
medical indicatien. The aim is to reduce maternal mortality by 20 per cent.

Dr E, Quamina reported that im the Caribbean most deliveries (75 per cent) take
place in hespital and 95 per cent of women receive prenatal care. Degpite a high
proportion of teenage preghancies the registered rates of maternal mortality are
relatively low. She further observed rhat despite a high literacy rate, adequate
health care, free family planning services, and low infant mertality, the fertility
rate of the Caribbean has remained at a high level. She mentioned a hospital study
which revealed eleven deaths in 34,727 deliverles, the MMR being 32. Main causes of
death were toxaewia, hypertension and diaberes,

Referring te his experiences in soclalists countries, Dr Z. Stembera indicated
how a combination of readily available MCH services and family planning, including
medically supervised abortion, has resulted in the lowering of maternal mortality in
most socialist countries. He mentioned that in Cuba transpertation is a major
problem. To overcome this problem, waiting homes have been developed as part of
maternity care services. Cuba has the highest rate of €8 among sccialist countries
and a relatively high MMR (12-15% as compared with less than 10% in other soclalist
countries). Mongolia, another develeoping soclalist country, has a pronatalisr
pelicy and high birth rate. In socialists countries MMR are probably somewhat
inflated by the fact that maternal deaths due to other causes are included in the
MME statistics.

The Chinese experience in the area of promoting maternal tiealth was summarized
by Professor Yan Ren-Ying, as follows., China 1s a developing country with over one
billion peopulation. Before 194%, that is before the founding of the People's
Republic of China, the Chinese people suffered from years of war, poverty and poor
health. The birth rate and death rate were both very high and expectancy of life
was estimated to be around 30-40 years. Childbirth was considered to be dangerous
to a woman's life. In a paper from the Beijing Municipal Maternity Health
Institute, the maternal mortality of the city of Beijing had been reviewed in the
course of 35 years, showing that the maternal mertality in Beijing dropped
perceptively from 685/100,000 in 1949 to 15/100,000 in 1958, simply by training the
TBA in aseptic delivery and setting up an MCH network to improve antenatal care, In
the second ten-year peried, i.e. 1958-68, there has been a slow but continued
lowering of maternal mortality. During the next ten-yeat peried, however, "cultural
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revelution” broke wsut, the MCH network was broken and immediately death from rupture
of uterus, sepsis and eclampsia increased. In the last five years of this study
social order began to retutrn and the maternal wortality rate returned to
approximately the 1959-1968 level. This shows that maternal mortality can be made
to drop down rapidly, but if the climate changes, it can still go up, 1.e. it needs
continued effort.

A large-scale maternal mortality study was carried out in 1984, 21 out of 29
provinces and clties were involved, covering a population of 177,550,000, Thare
were 2,483,269 deliveries with 1,211 materna)l deaths, making the mortality rate
488,100,000, In the city of Shanghai, maternal mertallity was the lowest, 17.7;
eleven reglons have a maternal mortality of 20-30/100,000, five between 50 100, 4
100. Geographically, those near the coast have the lowest maternal mertality and
regions toward the interior have the highest. Matermal mortality in rural regions
iz double that of urbam regions. In the former regions the first cause of maternal
death 1s haemorrhage, accounting for almost 60 per cent of the deaths. In tha urban
area haemorrhage and HDP each accounted for one quarter of the maternal deaths, A
further study iz needed,
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