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1.

Introduction

The problem

At the present time, half a million women die
each year as a result of pregnancy and childbirth;
many times that number suffer ilbhealth or disabil-
ity. The majority of deaths could be prevented with
attainable resources and skills.

Of the 500,000 women who die each year all
but 6,000 are in the developing world where nearly
one in every 200 pregnancies results in the death of
the mother, a maternal mortality rate of 450 per
100,000 live: births. Where skills in managing preg-
nancy and conducting a delivery are unavailable the
figure rises to as high as one death in 75 pregnan-
cies. In some subgroups, particularly young adoles-
centsin Africaor Asiawhoreceivenocare, pregnancy
may carry withit a5 percentrisk of dying. An African
woman may have a life time risk as high as one
chance in 15 of dying as a result of pregnancy or
childbirth; a South Asian wotnan may have as high
as one chance in eighteen of dying. In many indus-
trialized and even a few developing countries mater-
nal mortality is 1/200th to 1/500th that in the least
advantaged countries.

The knowledge and means to remove much
of the risk and uncertainty associated with
childbearinghave existed for decades. Whatis miss-
ing in many areas of the developing world is the
ability to put that knowledge into practice. Yet his-
torical and current evidence show that mortality
rates can be dramatically reduced within a relatively
brief period. Only 40 to 50 years ago maternal
mortality rates in the United Kingdom and the
United States of America were between 200 and 300
per 100,000 1ive births, corparable with those found
in many parts of the developing world today. Amore
recent example of what can be achieved is Sri L anka
where the maternal mortality rate was 550 between

1950 and 1955, was halved to around 260 between
1960 and 1965, and by 1975-1980 had been brought
down to §0 per 100,000 live births.

Given current fertility rates and if the rates of
maternal mortality in the developing world remain
unchanged, by the year 2000 there will be 650,000
maternal deaths per year. Yet based on the example
of Sri Lanka that figure could be brought down to
300,000 or less,

‘The problem is, moreover, not confinedtothe
health of women and mothers but has a major
impact on the survival of and quality of life of babies
and children. Actions in the Safe Motherhood
programme will, therefore, also contribute to a de-
creasein perinatal and neonatal mortality thch are
linked to women's health, nutrition and ferhhty
patterns and to the quality of maternal care, Mater-
nal health, newborn and child health and the heaith
of adolescents and women of childbearing age need
to be seen as a continuum rather than as separate
aspects ofthe problem. Improvementsin any partof
the continuurn will bring benefits all along the line.

Underlying Causes

The immediate medical causes of maternal
deaths are well known and similar for womet all
over the world - haemorrhage, infection, toxaemia,
obstructed labour and abortion. These, together
with anaemia, are responsible for more than 80% of
all maternal deaths reported from developing areas.
Simple and effective medical techniques exist for
their prevention and treatment and should be part of
the health care available to every pregnant woran.
However, the reasons that women diein pregnancy
and childbirth are multifactorial and many-layered.
Behind themedical causesthere arelogistic canses—




failures in the health care system, lack of transport
etc. And behind these are all the social, economic,
cultural and political factors which together deter-
mine the status of women and girls, their health,
{heir fertility and their reproductive behaviour. Con-
centrating on individual causes is misleading since
it ipnores the many interrelated factors that play a
part in every maternal death. The road to maternal
death is a long one, but it is possible to escape the
tragedy al its end at various points along the route.
The challenge is to ensure that every woman has
that chance.

The rigk of a maternal death begins with the
health and nutrition of the future mother during
childhood. Women are all too often a particularly
underprivileged group. From an early age they may
be underfed and overworked, and the poorer the
community the more likelyisthis to be thecase. The
resulting childhood legacy of short stature, low
body weight and anaemia coupled with early mar-
riage and precocious childbearing are major con-
tributors to maternal death.

Where socioeconomic conditions are poor
and the status of women low there islittle possibility
of them regulating their reproductive behaviour.
Too many children, too early, too close, and too late
are major risk factors which increase their chances
of dying as a result of pregnancy or childbirth.
Access to culturally acceptable family planning
information and services would enable women to
avoid such high risk pregnancies and save many
lives.

Prenatal carecan helptoidentify those women
most likely to need skilled care during pregnancy
and delivery and can helpto persuade families of the
importance of obstetriccare. Atpresentonly slightly
more than half of all deliveries in the developing

world (excluding China) are super vised by a trained
birth attendant and fewer than 30% of deliveries take
place in an institutional seiting. Even when women
have physical access to essential and emergency
obstetric care, they may not use those services fora
variety of social, cultural or ECOnomic reasons, ofr,
too often, they call upon such services too late.

Childbirth may involve an element of risk
even among wornen with no apparent health prob-
leme. In the best of circumstances, between 5-10% of
women develop complications requiring skilled
obstetric emergency care. If they do not receive
such assistance they will die or suffer serious conse-
quences. Everywoman should haveaccessto health
facilities capable of providing operative interven-
tion, antibiotic therapy and blood transfusion. There
is a need to assure transport for wormen in need to
health centres or, failing that, a flying squad to take
medical help to the woman.

ﬂ
What needs to be done
and how

Maternal mortality is an indicator of social
inequity and discrimination against women. Al-
though many of the actions for lowering maternal
mortality must come from health technologies and
health systems, including the provision of family
planning, all sectors of society bear a responsibility
for creating a social climate in which women’s needs
are accorded a high priority in health and social
policies and programmes.

In order to ensure a lasting and significant
impact on maternal mortality and morbidity it is
essential to have an integrated strategy that is dir-
ected at the four elements of maternal health and
safe motherhood, namely redressing the social in-
equities confronting women, ensuring access 10

.




family planning, developing community based
maternity care and providing backup and supportat
the first level of referral for those women who
require skilled obstetric care. This is the fourfold
strategy now being pursued by the World Health
Organization and its partnersin the Safe Motherhood
Initiative. Some of these activities must clearly he

seen as long term investments for the benefit of
women and society. Some will yield results in the
medium term, paying dividends in the next gen-
cration on the investments made in the next few
years. Others may produce results almost from the
very beginning.




2.

The WHO Maternal Health and Safe Motherhood
Programme

The background

The strong WHO commitment to maternal
health dates from the very inception of the Organi-
zation. The promotion of maternal and child health
is listed among the main functions in the WHO
Constitution. Maternaland Child Health and Family
Planning is also one of the key essential elements of
Primary Health Care (PHC) identified in the Alma
Ata Declaration of 1978, Within WHO the
programme of Maternal and Child Health currently
falls under the responsibility of the Division of
Family Health (FHE) at Headquarters and corres-
ponding Divisions at Regional Offices.

Over the past few years interest in women's
health in general and maternal health in particular
has grown among governments, agencies, non-
governmental organizations and individuals as a
result of a number of developments. One milestone
was the UN Decade for Women 197685, which
helped focus attention on women’s rights as equal
partmers in development and on the critical part
their health plays in enabling them to fulfil their
multiple roles. The Decade culminated in the formu-
lation of the “Forward Looking Strategies™ which
call for a reduction in maternal mortality to a mini-
mun by the year 2000,

Another important landmark was the find-
ings of research studies carried out in the early
1930s which drew attention, for the first time, to the
unacceptably high rates of maternal mortality and
serious morbidity. These studies, many of which
were supporied by WHO and funded by UNFPA,
were undertaken in a range of countries and be-
came instrumental in drawing attention to the un-
derlying epidemiclogy of maternal mortality,
When these studies were formally reviewed at an

Inter-Regional Meeting on the Prevention of Mater-
nal Mortality, held in WHO Geneva in November
1985, the documents produced represented the
scientific basis and the broad directions for a call to
action. In effect, they laid the ground work for the
next major developrment in the prevention of mater-
nal mortality and morbidity.

In February 1987, the Safe Motherhood
Conference held in Nairobi, Kenva, served as a
watershed for the recognition that there are half a
million matcrnal deaths each year, 99% of which
occur in the developing world. This international
conference, cosponsored by WHO, the World Bank
the United Nations Population Fund (UNFPA) and
joined by UNDP resulted in a new global under-
standing of the dimensions and the nature of the
problem of maternal mortality and the magnitude of
the inequities in the health of women.

It was also the launch of the Safe Motherhood
Initiative (SMI) which is a global effort to reduce
maternal mortality and morbidity. The target is to
reduce maternal deaths by at least half by the year
2000. Partners in the Initiative are governments,
agencies, non-governmentalorganizationsand other
groups and individuals who stimulate and partici-
patein efforts likely to reduce the pumber of women
suffering and dying as a result of pregnancy and
childbearing. The Initiative aims to enhance the
quality and safety of girls’ and women'slives through
a combination of health and non-health strategies.
Special emphasisis placed on the need for betterand
more widely available maternal health services, the
extension of family planning facilities and effective
measures aimed at improving the social, health and
nutritional status of women and girls. The Safe
Motherhood Initiative has emerged rapidly over
the past three years. This is partly as a response to




the increasing awareness of the enormity of the
problem of maternal mortality, and partly due to a
growing recognition that women’s health issues
have, in the past, received too little attention, both at
the international level and within countnies.

Member States have committed themselves
and charged WHO to support a wide range of
women's health and safe motherhood activities, as
reflected in a number of World Health Assembly
Resolutions. Among the most relevant are the
following:

s Resolution WHA31.550n Maternal and Child
Health (1978);

» Resolution WHA 36.21 on the United Nations
Decade for Women (1983);

¢ Resolution WHA 38.22 on Maturity belore
Childbearing and Promotion of Responsible
Parenthood (1985);

» Resolution WHA38.27 on Women Health and
Development (1985);

e Resolution WHA 40.27 on Maternal Health
and Safe Motherhood (19587);

» Resolution WHA 41.9 on Family Planning,
Maternal and Child Health (1988);

« Resolution WHA 42.42 on Women's Health
{1989);

= Resolution WHA 43.10 on Women, Children
and AIDS (1990).

There has also been a scries of WHO
Regional Committee resolutions on these subjects,
for example Resolution EM RC35/R9/1988 which
urges Member States to “improve the condition of
women, to promote...obstetric services ensuring
that all deliveries are conducted under the supervi-
sion ol well trained health workersand tosecure.. .at

least one health trained birth attendant in every
village”, and Resolution AFR/RC39/R8 on Mater-
nal Health and Safe Motherhood. Also notewor thy
is the fact that the Regional Committees led the way
in adopting maternal morality as an indicator of
progress toward Health for All four years ago. The
Executive Board of January 1990 endorsed its inclu-
sion, together with attendance by trained personnel
for pregnancy and childbirth, and the percentage of
women of childbearing age using family planning,
among the globalindicators for monitoring progress
in Health for All.

it is within this framework that the Organiza-
tion has carried out the work in maternal health and
safe motherhood reported on in this document.

‘i e —

Objectives and strategies

The overall objective of WH()'s programme:
in Safe Motherhood is common to all the partnersin
the Safe Motherhood Initiative, namely 1o make a
significant contribution to the target of reducing
maternal mortality by at Jeast half by the year 2000.

Many of the same measures which will
reduce maternal mortality will also cxert at least
equal effect on maternal morbidity and improve the
reproductivehealth of women, They willalso prevent
that large portion of perinatalneonatal mortality
and morbidity which derives from unregulated fer-
tility, poor nutritional status and the poor health
status of women together with inadequate care
during pregnancy and labour.

‘The target is technically feasible with re-
sources currently or potentially available. The main
approach to achieve this objective are actions in the
following four areas:




* redressing the social inequities confronting
wormen,;

e ensuring that couples have access to family
planning;

* developing community based maternity care;
and,

* providing backupand supportatthe firstleve]
of referral for those women who require
skilled obstetric care,

Within the broad strategy for Maternal
Health and Safe Motherhood all parts deserve re-
newed efforturgentlyifthe global targetof reducing
maternal deaths by 50% by the vear 2000 is to he
achieved. The Affirmation of Bangkok, in March
1990, confirmed the feasibility of attaining the
WHO/UNICEF Common Goals for the Health of
Women and Children by the year 2000 which, in
addition tothereduction in maternal mortality rates,
also include:

¢+ “Special attention to the health and nutrition
ofthe female child and pregnant and lactating
group.

* Access for all couples to information and
services to prevent pregnancies that are too
early, too closely spaced, too late or too many.

* Access for all pregnant women to prenatal
care, trained attendants during child birth,
and referral facilities for highrisk pregnan-
cies and obstetric emergencies”.

WHO as the lead agency for international
health has a specific role to play which stems from
its duty to respond to the wishes of its Member
States and from its Constitution which charges
WHO to “act as the directing and coordinating
authority in international health work”, Primary
health care and the organization of district level
health services are within the direct mandate of the

WHO. Manyinterventionsin this field representthe
most immediate answer to the most pressing prob-
lems causing the high levels of maternal mortality
and morbidity. Moreover, this choice of strategy is
directly related to the mandate and expertise of the
WHO without necessarily implying that it is the
most important intervention in the longer term.

WHO is also active in the area relating to
social equity for women as part of its actions to
promote women's health and development. This is
dealt with in detail in other documents and will be
referred to only briefly in this report.

The areas of activity which have been devel-
oped or are being developed by WHO to assist
countries are to:

1. determine the magnitude of the problem of
maternal mortality;

2. understand the immediate and underlving
causes of maternal deaths and morbidity, and
assess present maternal health and family
planning services;

3. facilitate discussion and create consensus at
alllevels within the country about prioritizing
and developing strategic action to reduce
maternal mortality;

4. evaluate innovations and improvements in
maternal health care, and determine how
known solutions to these problems can be
adopted or adapted to national circumstances;

2. analyse the policies, structure, functions and
performance of the health care system rel-
evant to maternal health, including family
planning, and facilitate the necessary plan-
ning and implementation of activities for
strengthening the coverage and quality of
care provided by those services;




6. carry out training activities at every level

required in the country, from traditional birth
attendant to obstetrician/gynaecologist.

In order to technically support and facilitate

the above activities, it has heen necessary for
WHO to develop the following regional and global
level activities:

1. development, orientation and support of a

network of institutions and individuals with
skills, expertise and experience in the differ-
ent disciplines and backgrounds necessary
to strengthen maternal health programmes;

development, evaluation and adaptation of
guidelines on the technologies and
programme management issues relevant to
maternal health and family planning
progranmimes;

3. development of research methodologies and

their promofion as well as development and
coordination of multi-centre studies in opera-
tional research;

::.a"'l

research and development of appropriate
technology for maternal health care;

support to operational research to evaluate
interventions to reduce maternal mortality
and morbidity;

development of regional centres for the
training of national trainers for district based
maternal health care sysiems, and devclop-
ment of prototype training materials forusein
national programmes;

contribution to the creation and strengthen-
ing of a broad based constituency, including
womeI's groups, to provide popular support
for the Safe Motherhood Initiative;

collaboration with other agencies and organi-
zations in mobilizing resources and coor-
dinating activities in support of national
initiatives.




3.

Progress in the WHO Programme

WHOQ is supporting activities relating to each
of the four elements of the strategy for safe rother-
hood. The main focus of this progress report, how-
ever, is those activities that relate directly to the
strengthening of maternal health care through
primary health care and the development and
implementation of district based systems for the
first level of referral.

In addition, WHQ is also active in a consider-
able number of areas which do not managerially and
financially fall inte the Maternal Health and Safe
Motherhood programme but nevertheless have a
direct bearing on women’s health, and in particular
ontheir reproductive health, and are thusvital to the
attainments of SMI objectives. These are described
under Other closely linked programme activities
(9.33) below.

For convenience of reporting, activities car-
ried out within WH(O’s Maternal Health and Safe
Motherhood programme are described under four
main subject areas:

* epidemiological, operational and behavioural
research,

+ information analysis, dissemination and ad-
VOCACY,

* tochnical cooperation with countries in the
planning, management and evaluation of
their maternal health and family planning
programmes,

* and human resources development.

Loolking back over the three initial years it is
already possible to discern a greater understanding
of the many facets of the problem of maternal
mortality and morbidity, of how the varfous causes
interact and of the potential of different types of
intervention. At the programmatic level a number
of lessons have been learnt. With greater under-

standing, needs and priotities have become more
focussed and new ones have emerged. Accommo-
dating these has led to a process of continual adap-
tation of the programme,

The process is a dynamic one, As in all of
WHO’s programmes the directions of the
programme of Maternal Health and Safe Mother
hood are continually evolving in line with: 1) the
Organization's policies and priorities as established
by its governing bodies; 2) the needs and demands
as they arise and become apparent in Member
States; 3) technical developmentsin the field, in(jlud-
ing the results of operational rescarch; and, 4) the
extent to which resources are made available to the
Organization to meet the increasing demands for
technical cooperation, research and training. -

In October of 1990, the WHO Scientifi¢ and
Technicat Advisory Group of the Safe Motherhood
programme (STAG) will meet toadvise the Organi-
zation on overall strategy for Maternal Health and
Safe Motherhood, and to provide guidance on the
strategies, approachesand priorities towhich WHO's
efforts in the four programme areas should be
directed. While itis not possible to anticipate the full
scope and direction of the STAG’s recommenda-
tions, the experience of the last several years has
highlighted a number of areas in which WHO has a
unique contribution to make.

Research

Although the work of WHO is concerned
with women’s reproductive health in its broadest
sense, within countries research has concentrated
on the specific issues of maternal mortality and
morbidity. WHO has been supporting maternal
mortality studies since 1984. The increased atten-
tion given to the unacceptably high rates of maternal
mortality and serious morbidity after the 1985
Interregional Meeting on Preventing Maternal




Mortality held in WHO Headquarters, Geneva, was
in no small part due to these first studies, the results
of which shed new light on the underlying nature of
the problem of maternal mortality (the high rates,
medical causes and other associated factors such as
poor accessibility to services and non-referral for
appropriate care). Inter alia, these and the other
studies presented at the meeting showed clearly
that most deaths were potentially preventable with
existing knowledge. What was largely missing was
the knowledge of how this technology can be suc-
cessfully adapted to the circumstances of countries
with high rates of maternal mortality.

It is this reasoning that led to the setting up,
at the Nairobi Conference, of the Safe Motherhood
(perational Research programme for which WHO
is the executing agency. The rationale of the Safe
Motherhood Operational Research programme is
that acrucial precondition for effective programmes
for improving maternal health is documentation
and dissemination of this necessary knowledge. In
addition, at the country level, active participation in
operational research is seen as a very effective way
of stimulating the development of a feasible national
programme for the reduction of maternal mortality
and consequently achieving real change inwomen’s
health.

The logical progression from problem
definition and the need for information on which to
base effective action, to the evaluation of alternative
approachestoproviding the needed care isreflected
in the main components of WH('s Safe Mother-
hood Research programme, namely:

* epidemiological and behavioural studies of
the magnitude and underlying causes of ma-
ternal mortality and assessments of the way
the needs in maternal health and family plan-
ning care are or are not being met;

e operational research on the application or
adaptation of different technologies or the
evaluation of interventions aimed at improv-
ing maternal health, through country specific
or collaborative studies;

» research and development of specific tech-
nologies for the prevention, monitoring, diag-
nosis or treatment of conditions related o
maternal mortality or morbidity.

Epidemiological studies

While the main thrust of WHO's programme
has been on finding effective interventions to im-
prove maternal health, support has continued for
epidemiological studies concerned with the magni-
tude, causes and nature of maternal mor tality and
seriots morbidity as well as for studies concerned
with unmet needs in maternity care and family
planning. Thirty three such studies are under way
or completed (see Table 1). Afurther five are in the
planning stage.

Mortality

Of particular interest are studies on the mag-
nitude and causes of maternal mortality being car-
ried out at the community level in countries where
veryfew studieshave ever beenundertaken. A good
example is the pilot study which was carried out in
one of Guinea-Bissau’s eight regions, Bafata, Over
onevyear, all maternal deathsoccurring inthe region
were identified and followed up. Avery high mater-
nal mortality rate of 1,490 deaths per 100,000 live
births was found, with over a third being due to
puerperal infection and an almost equal proportion
due to anaemia and haemorrhage. Women who
wereilliterate, lived further than 10 kilometers from
ahealth centre or hospilal, had no prenatal care and
gave birth at home, were particularly at risk. This




TABLE 1

Epidemiological Studies

African Region
Algeria (1985-88)
Ethiopia {1989-)

Americas Region
Columbia (1887-80)
Ecuador {1987-80)

European Region

Portugal {1984-87)

South East Asia Region

Guinea (1988-) Mexico (1988-) Bhutan (1990-)
Guinea-Bissau (1986-89) Mexico (1980-) Bhutan (1984-88)
Guinea-Bissau (1988-) Pery {1984-87) India (1984-86)
Guinea-Bissau (1988-) Eastern Mediterranean India {1989- )
Malawi {1986-20) Region Indonesia {1986-90)
Mali (1988-) Egypt (1986-88) Nepal {1984-86)
Mozambigue (1988-) Egypt (1990-)
Nigeria (199C-) Sudan (1990-) Western Pacific Region
Rwanda (1984-85) Tunisia (1990-) China {1987-)

China (1989- )

Senegal (1985-87)
Senegal {1988-)
Tanzania (1984-87)

Vietnam (1984-85)

L

study is now being extended to cover the whole
country. In Asia WHO has been collaborating,
coordinating and providing advice and technical
support to a nationwide survey of maternal deaths
in Pakistan, being carried out by the Aga Khan
University of Karachi. A studyin [aos, again covering
the whole country, has been planned for some time
and has recently received final Government ap-
proval to begin. It is anticipated that here, as else-
where, the study will help to identify appropriate
interventions. New baseline studies are being sup-
portedin Mexicoand Tunisiaand these are expected
to lead to interventions.

Several studies have produced their final re-
ports during 1989 and 1990.

In Indonesia, a very detailed pilot commu-
nity-based study undertaken in Central Java pro-
vided information on the cutcome of almost three
thousand pregnancies. A relatively low level of ma-
ternal mortality, at 230 per 100,000 live births, was
found with significantly higherrisks of dying among
women aged 19 years or less and those of high
parity. In the rural areas, most deliveries were at
home and there were problems in referring wornen
who developed complications to hospital. The full
scale study has aince been completed and a national
workshop to disseminate the results has been held.

The study supportedin Emmdordomunéhted
that maternal mortality, at almost 200 per 100,000




live births, was higher than in adjacent countries.
Themostcommon causesof death were postpartum
haemorrhage and eclampsia. [nadequaciesin mater-
nal health services were identified, including, in
s0me circumstances, the cultural inappropriateness
of the available services.

A study of maternal deaths in 12 hospitals in
Malawi found a (hospital) maternal mortality rate of
609 per 100,000 live births. The most common direct
causes of death were abortion (27%) and
haemorrhage and anaemia (27%) followed by sepsis
(25%) and obstructed labour (20%). Many factors
were identified which contributed to these deaths:
there were delays in women secking hospital care
which were compounded by logistical problems, in
partcular the availability and accessibility of trans-
port; in many casesthe adequacy and quality of care
provided at health centres and hospitals was poor.

Reports have been received from two studies
in China. One was concerned with the work under-
taken by the National Maternal Death Investigation
Cooperative Group which is reviewing all maternal
deaths occurring in about a fifth of China’s popula-
tion. Overthe five years (1984 10 1988), thisinvolved
7,485 maternal deaths with an average mortality
ratc of 48.4 per 100,000 live births, varying from 23.1
inthe city of Beijing to 111.2inrural areas of Ningxia.
The most common direct cause of mortality was
obstetric haemorrhage which accounted for almost
two thirds of the deaths. It was considered *... that
over half of the maternal deaths were avoidable” and
that *... medical and health care aspects were the
most important avoidable factors”. A second study
has concentrated on reviewing in detail the circum-
stances surrounding maternal deathsin ruralareas
of two provinces, Jiangsu and Henan (with a mater-
nal mortality rate of 135.6 per 100,000 live births
from 198410 1988). Interviews were carried out with

the families of all women who died from pregnancy-
related causes from April 1988 to March 1989. The
most common cause of direct maternal death was
again postpartum haemorrhage (over 60% in both
areas). Women who had had one or more previous
abortions were between two and nine titmes more
likely to die than those who had not.

Many of the women who died had difficulties in
being transferred to hospital and around one third
died during transfer. The distance that women lived
from a health facility was not different from those
who did not die, but the researchers noted that once
a woman delivering at home developed a complica-
tion, the time involved in arranging transfer to hos-
pital was critical. There was usually a telephone in
the village but there were difficulties in gelling
access to it, and similarly with transport. There arc
noarrangementsin township clinicsorvillage health
stations for blood transfusion or for blood typing of
potential donors, and there were problems with the
correct use of oxytocic drugs.

The study in Bhutan is one of the few studies
into “unmet needs in maternal health” so far sup-
ported by the programme. The low level of coverage
of maternal health services was clearly established
with less than 20% of pregnant women having any
prenatal care and only 5% of deliveries taking place
in hospitals. Problems were also identified with
regard to the adequacy of available care, with only a
few hospitals being sufficiently equipped to carry
out essential obstetric functions.

Movbidi

Increasing priority is being given by the
programme to studies concerned with improving
knowledge of women's reproductive morbidity. A
Technical Working Groupon Measuring Reproduc-




tive Morbidity, meeting in Auguist 1989, emphasized
the urgent need to address the question of maternal
morbidity and to stimulate research into morbidity
related to pregnancy and childbirth by clarifying
some conceptual issucs, identifying crucial ques-
tions, and beginning to developappropriate research
methodologies to address those questions. Over
the past vear two studies have been supported
which deal with the most severe form of disability
resulting from complications of delivery, namely
obstetric fistulae,

Onesuch study being carried out at the fistula
hospital in Addis Ababa in Ethiopia is reviewing:
biosocial factors and the extent of injury of fistula
patients admitted to the hospital from 1983 to 1988;
the geographic origin of the women, distance from
and use of maternity services; the subsequent social
rehabilitation and obstetric performance of patients
operated on; and the factors associated with unsuc-
cessful fistularepair, The secondisastudyin Sokoto,
Northwestern Nigeria, which will identify the risk
factors which are associated with obstetric fistulae.
This study will also develop and test an innovative
research methodology to determine the prevalence
of fistulac in a community.

A study being supported in Sudan is part of
a threeyear project, the Bara Maternal Health
programme, which aims to improve the health of
wormnen in a rural setting. This situation analysis will
provide baseline information on existing maternal
health services and on women's knowledge about
and attitudes to pregnancy, and pregnancy compli-
cations, and to maternal health services. This infor-
mation will be used to define specific interventions
to improve maternal health,

A study being supported in Cairo, Egypt is
concernedwith the measurement and determinants
of reproductive morbidity. This study, which is be-

ing carried out among women attending a family
planning clinic, has a dual purpose. :

It will determine the prevalence of various repro-
ductive morbidities in the study population through
clinical and laboratory examinations. In parallel, the
same women will be questioned about their symp-
toms of gynaecological morbidity using a specially-
developed field questionnaire. Itishoped that linking
the two will serve to validate questionnaire-based
methods of enquiry which can be used where clini-
cal examination of large population groups is not
feasible. This was one of the recommended topics
for research which arose from the recent Technical
Working Group.

Support is also being given to two groups for
the secondary analysis of exjsting data sets which
contain information on obstetric morbidity (in
Vellore, India, and in Guatemala City, Guatemala).

Similar desk research and secondary analy-
sis of large data sets is being carried out op the
relationship between maternal size, infant size and
the risks of obstructed labour. The information thus
obtained should throw valuable light on the conse-
quences of women's traditional beliefs that by re-
stricting their dietary intake in pregnancy they may
avoid having too large an infant as well on the
(ethical) implications of supplementing women's
diets and/or urging them to eat more in pregnancy
in situations where emergency obstetric care is not
readily available.

More and more proposals are being received
which explore the social aspects of maternal mor-
tality and health care. Examples of recently sup-
ported studies are those concerned with women’s
views and perceptions of pregnancy and the need
for maternal health services. In Guinea-Bissau an
anthropological study, using social science research




technicues, is being carried out with a view to
improving the interface between women's needs
and the health care system. A study of the social
costsof maternal deathsin Mexico, {i.e.theireffects
on surviving children and other members of the
family) will open up a new dimension to the under-
standing of maternal deaths,

Operational research studies
The operational research component of
WH('s Safe Motherhood Research programme
has been in existence for just over two years and is
currently supporting 26 studies.

The lopics covered fall into several catego-
ries. There are those which have predominantly
concentrated on evaluations of broadly based
changes in the organization of health services.
A study in Colombia is looking into the effective-
ness of maternity waiting homes. Several studies
are concerned with referral of high risk women,
e.z2. those in Malaysia, or with the overall effect of
implanting new referral facilittes in underserved
areas (Cote d'Ivoire). A study in Nepal is evalualing
the effectiveness of referral based on prenatal risk
assessmenl and studies in Egypt, Guinea, Sierra
[.eone and Tanzaniaare evaluating the impact of the
routine use of partographs at basic and first referral
health service levels. In the Gambia, a study team is
evaluating the impact of a mobile maternal health
service in arural area, Supporthas been provided to
a national workshop in the Republic of Korea
which, with the endorsement of the Government,
reviewed the linkages between private sectors in
MCH, and in particular, the role played by health
insurance,

Another group of studies is concerned with
knowledge, attitudes and practice in maternal health

careand howthese canbe changed with appropriate
health education.

Particularly innovative is a study in Nepal which
iz looking at the effect of health education on
decision-making by mothersinlaw, who are re-
sponsible for the health care of their daughters-in-
law. Marketresearch techniquesarebeing employed
in a study in Karachi, Pakistan which is looking at
women’s attitludes to health services provided by
the public sector. Some of the studies falling into
this group tie in with the epidemiological studies
currently being supported (see p.10), in particular
those concerned with women'’s perceptions of their
needsand the ability ofhealth servicesto respond to
those needs.

Athird proupof studiesis concerned with the
development of “diagnostic lools” to enable inter-
ventions to be better targeted. A study in Peru aims
to draw up a “risk profile” of women having unsafe
abortions, in order to provide more effective family
planning programmes for such women. A similar
study in Benin is seeking to evaluate the effective-
ness of targeting FP activilies on postpartum and
post-abortion patients.

A fourth group of studies is concerned with
interventions aimed at preventing and/or treating
specific complications. As is to be expected the
choiceof complication to be prevented /treated close-
ly foliows the results of previous research, and
reflects the relative importance of that complication
as a cause of maternal mortality in that country: in
China, Ecuador and Jamaica it is hypertlensive dis-
eases of pregnancy, in Uganda and Ghana, sepsis.
These studies illustrate the “natural progression” of
research/intervention which is one of the aims of
the programme, with intervention studies following
on the epidemiological studies.




An interesting instance of where research
has led to an increased understanding of the extent
and causes of maternal mortality and a change in
services to improve the care provided 1o preg-
nant women is the case of Jamaica, A confidential
enquiry into all maternal deaths oceurring in the
country identified inadequacies in the referral of
high risk patients prenatally and the transfer, of
those who actually developed complications, to the
mosl appropriate level of care. This led to the
development of management protocols for the
most important causes of maternal mortality and
the regionalization of obstetric care. (Similar
examples are 10 be found in Bhutan, China, Egypt
and Tanzania.)

More recently, and in recognition of the fact
that almost a third of direct maternal deaths in
Jamaica were caused by hypertensive diseases of
pregnancy, a study has been carried out concerned
with the incidence of preeclamptic toxaemia. This
study was supported with fundsfrom WHQ's Mater-
nal Health and Safe Motherhood Research
programme and is the firat for which a report is
available. Oneinten pregnantwomen were found to
develop diastolic hypertension and almost one per
cent eclampsia. The results of this study have led to
more specific proposals to improve the identifica-
Hon of high risk women and the effective clinical
management of women who develop preeclampsia
and eclampsia. A research project has been submit-
ted to WH()'s Safe Motherhood Operational Re-
search programme from the group in Jamaica for
the evaluation of low dose aspirin as a primary
preventiveintervention. These developments serve
to illustrate the inherent incremental and iterative
nature of operational research in improving the
effectiveness of maternal health care.

The experience of the programme is that a
number of themes oceur more frequently than oth-

ers. A commonly recurring cause of maternal death
or permanent injury is delay in dealing with serious
complications. A number of reasons- for
such delays are repeatedly cited, among them the
unavailability of blood and the lack of guidelines on
the active management of labour, including transfer
if operative delivery becomes necessary. In order to
avoid wasteful duplication of effort and to allow
researchers to benefit from the experience of those
who have already carried out the same type of
research, a number of common core protocols have
been prepared for the evaluation of specific inter-
ventions which have wide applicability. These canbe
adapted to suit local conditions and research objec-
tives as needed. The protocol on the use of the
partographinimproving the clinical management of
labour and reducing the frequency of prolonged
labour with its concomitant sequelae, is now avail-
able; a protocol for the ‘living blood bank’ (aregister
of easily accessible blood donors) for recourse toin
the emergency management of catastrophic
haemorrhage is being completed.

Following the recommendations of the Tech-
nical Working Groups convened to consider priority
topics, other core protocols are being considered/
developed. One such protocol is being prepared in
collaboration with EMRO and is concerned with the
evaluation of iron supplementation programmies. It
is frequently the case that even in situations where
iron preparations are available the prevalence of
anaemia in pregnant women does not change, The
protocol being developed will enable programme
managers,/researcherstofollow supply linesthrough
the health system to identify blocks, be they logistic
or to do with dispensing of drugs, to evaluate the
advice being given to women as well as a number of
other factors. At the same time social science re-
search methods are being used to find the reasons
for noncompliance among women receiving iron




pills. The information obtained will form the basis
for the reformulation of supplementation strategies
in several countries of the region. The social re-
search will draw on a recently completed biblio-
graphic review entitled “Iron supplementation in
preghancy: why aren't women complying?” (see
Appendix A).

An activity which falls halfway between the
types of operational research studies described
above, where the impetus essentially comes from
the researcher who solicits WHO support, and the
rescarch involved in developing appropriate tech-
nologies for maternal care, are the multicentre trials
which are currently being carried out or developed.
These are concerned with validating innovative
technologics and approaches.

The multicentre study of the evaluation of the
partograph began on 1 January 1990. All the neces-
sary research instruments have been developed
and a meeting of potential principal investigators
from [ndonesia, Malaysia and Thailand to agree the
final details took place in Kuala Lurnpur in Decem-
ber 1989. A meeting to decide on a cornmon man-
agement prolocol for the application of the WHO
partograph took place in Jakarta in May 1990 and a
similar meeting is planned for October 1990 in
Thailand. The trial is taking place in four pairs of
hospitals in Indonesia, Malaysia and Thailand and
will cover 30,000 deliveries,

Themes for research identified by Technical
Waorking Groups

The partograph studies (the multicentre
stucy and the four studies in Egypt, Guinea, Sierra
Ieone and Tanzania evaluating the effectiveness of
the partograph asamanagement tool toimprove the
timely transfer of patients with prolonged labour)

arose out of the deliberations of two related Techni-
cal Working Groups:those concerned with the
specification of Essential Obstetric Functions at the
First Referral Level and the Manual for the Use of
the Parlograph. Following this successful experi-
ence the programme is looking more and more to
the Technical Working Groups for the identification
of priority research topics.

The three Technical Working Groups which
met during 1989 (on the Prevention and Treatment
of Obstetric Fistulae; on the Measurement of Repro-
ductive Morbidity; and on the Prevention and Man-
agement of Postpartum Haemorrhage) each
identified priority areas for research. The recom-
mendations of the first Group are reflected in the
support accorded to two of the studies mentioned
earlier, namely those concerned with cbstetric fistu-
lae in Ethiopia and in Northwestern Nigeria.

In a similar way the Group on the Measure-
ment of Reproductive Morbidity felt that higher
research priority should be given to studies de-
signed to determine the prevalence of chronic
obstetric morbidity, defined as“permanent/chronic
conditions resulting from pregnancy, abortion or
childbirth”. These recommendations led to the sup-
portaccorded Lo the study being carried outin Cairo
described above and to analyses of existing data sets
which contain information on obstetric morbidity in
Argentina, Guatemala and India.

The deliberations of the Working Group on
the Prevention and Management of Postpartum
Haemorrhage, together with the earlier work on
the evaluation of efforts to provide compatible blood
for transfusion for women living in poorly-served
inaccessible areas suffering life-threatening post-
partum haemorrhage (the walking blood bank},
have begun to set aresearch agenda for this priority
issue.




A number of priority topics have been identi-
fied for forthcoming Technical Working Groups.
Thus a Group on the Prevention and Treatment of
Severe Anaemia in Pregnancy is planned for the
spring of 1991. Other topics include the Prevention
and Treatment of Eclampsia, the Prevention and
Treatment of Sepsis, and the Content and Essential
Elements of Prenatal Care.

Technical management of research projects

The Safe Motherhood Operational Research
programime has provided support to a range of
projects which are evaluating practical ways of im-
proving maternal health. The number of projects
supported has increased from four in the first year
o 16 in the second and 26 in the third. Since the
inception of the programme, some 150 research
proposals have been reviewed and 26 studies sup-
ported (forafull listing see Appendix B) with 10 new
studies being supported in the last vear. Discus-
sions are taking place on a number of other propos-
als. In addition multicentre research is taking place
in three countries.

Before projects can be supported a substan-
tial process of screening and collaboration with
potential investigators takes place. It has become
evident, over the past three years, that it is precisely
in those countries with particularly intractable prob-
lems of maternal mortality and morbidity, that it is
most difficull to formulate and execute adequate
research proposals. Whenever possible advice is
given on the modification of projects and consultant
input is provided when required.

In 1987-1989 some 18 missions by 13 experts
were made to 13 study sites. Some 30 visits to WHO
were made by 25 experts to take partin briefings, or
to attend working groups.

In addition to these scheduled visits, the re-
search team at HQ regularly brief and advise re-
searchers, would-be researchers and others from
developing and developed countries, particutarly
during the time of the World Health Assembly or of
meetings held in the Division of Family Hezlth or in
other divisions of WHO.

It is anticipated that the number of applica-
tions suitable for unding wilt continue to rise in the
next year or so, particularly with the likelihood that
research topics suitable for multicentre study wilt be
identified from the series of Technical Working
Groups on priority issues. '

Theneed forcontinued supporttoresearchis
evident from the increasing number of research
protocols being received by WHO, the anticipated
follow-up of the number of research training work-
shops being held and the growing awareness of the
close link of operational research with the imple-
mentation of national plans for safe motherhood
programme development. Even greater demands
for research support can be expected as a conse-
quence of the three research/evaluation guidelines
currentlyin preparation: the measurement of mater-
nal morbidity, unmet needs in maternity care and
the health and health services impact of illicit
abortion. Furthermore, as has heen well demon-
strated in both Jamaica and Tanzania, this type of
research provides a better social and epiderniologi-
cal definition of the problem and there is a progres-
sion to operational research and/or specificchanges
in the health system. -

Evolving trends
While: there is no lack of proposals coming
forward, it is possible, after nearly three years, to
discern a number of shortcomings in the present
manner of soliciting proposals, Would be research-




ers tend to concentrate on themes that are easy to
study and that address problems which, while of
priority to them, may not be so when viewed from a
wider perspective. Often the answers to the re
gearch questions being posed are known or are not
amenable to change and the findings of the pro-
posed study would have very limited application.
The really crucial issues of wide applicability are
usually the most difficult to research. The Research
training workshops described under Human re-
sources development (p. 30) below, while serving to
stimulate interest in safe motherhood, have not
proved to beas fruitful a way of generating proposals
as had been hoped. It seems time, therefore, for the
programme to formulate a more coherent, more
focussed research strategy and Lo become more
active in soliciling proposals. Such an approach
would have two aspects.

The firstisamethodological one, in that there
has been a tendency over the years for common
themes or problems to occur in avariety of different
settings. Although the problems may be common,
the solutions, dependent on a complex of factors,
will not be identical in all settings. There is, there-
fore, a need for common core protocols which are
locally adaptable. The process of development of
auch protocols is more time and labour intensive
than a single country specific operational research
nroject, but once developed there iz a rapid demand
for participation in such studies, as was seen in the
case of the home-based maternal record and as is
being experienced now with studies on the
partograph.

The second, and more crucial aspect con-
cerns the identification of priority issues, in areas
where the polential for saving lives in the near future
is greatest and where insufficient knowledge exists
on the prevalence of the problem, on howitmightbe

prevented or managed, or on what is the best ap-
proach ortechnology to be used inany given setting.

'The Second Meeting of the Scientific and
Technical Advisory Group will be asked to consider
how, by building on the experiencesof the Technical
Working Groups, it might be possible to call upon
groups of experts, each of whom is experienced in
a certain field in a developing country setting, to
identify topics of high priority around which a series
of interconnected issues is to be found which must
be tackled if maternal mortalily and morbidity are to
be substantially reduced. In its discussions of how
the Safe Motherhood Research programme might
sharpen the focus of its research strategy and im-
prove the quality of proposals being submitted, the
Fifth Meeting of the Steering Committee suggested
that a small number of Working Groups on such
priority topics might meet on a regular basis, that
the members of the groups could act as resource
persons to the programme and thal one or more
members of the secretariat have prime responsibil-
ity for activitiesin each area. These Working Groups
could also prepare or commission core protocolsfor
the research of high-priority issues.

Appropriate technology

By the end of 1988 evaluations of the home-
based maternal record (HEMR) were completed
in 18 centres in 12 countries, and the results of the
different studies were reviewed at the Inter-
Regional Investigators’ Workshop on Guidelines for
the Development, Adaptation and Evaluation of the
Home-Based Maternal Record in MCH/FP Care
held in Pune, India, in February 1989. India, Viet
narn and the Philippines have initiated steps to adapt
the findings from their local studies in a phased
strategy for national application. Papua New Guinea
has developed a prototype HBMR.




Draft guidelines for the development, adapta-
tion and introduction of the HBMR are in the final
stages of preparation and a promotional strategy
for the HBMR has been developed. Evaluations
have shown that the HEMR leads to a substantial
increase in knowledge of the mothers about risk
factors;improved appropriate use of maternal health
services by women; they were found useful by those
taking care of the women, including TBA's (onewith
pictorial chartsfor non-literates); the quality of refer-
ral was improved; and having the cards gave the

women a sense of participation in their own mater-
nal health care.

Additional technical support has also been
provided under this collaborative agreement to the
Pacific {sland countries. Representatives from these
countries, meeting in November 1988 during a
workshop in Suva, Fiji, reviewed the international
experience. Similar HBMR activities have been
launched in Papua New Guinea, Laos and Vietnam.
A training workshop in Shanghai is to take place in
October 1990,

The simple cord care kit has been used in
avariety of settings in Africa and the Indian subcon-
tinent. It was considered effective by programme
managers, but rarely evaluated as to its impact on
maternal or newborn morbidity or mortality. WHO
has produced, in a simple form, instructions on how
to assemble kits atthe community level using locally
available materials. Over 1000 copies of these guide-
lineshave been distributed. The guidelines are tobe
evaluated in four centres which are adapting a core
protocol to local circumstances. These inchude a
centre in Northern India, a women's organization
in Bangalore, the African Medical Research
Foundation (AMREF) in Kenya and the University
of Bandung in Indonesia

The partograph is another relatively simple
technology for use by trained physicians and mid-
wives to monitor the progress of labour, and to
ensure that intervention takes place as soon as
necessary but only when necessary. It requires
some training to use, buthas proved to be successful
in many settings. Guidelines for its adaptation and
introduction have been published and studies evalu-
ating the feasibility and impactare underway. Guide-
lines, including a slide set, for the training of staffin
the use of the partograph have also been developed.

UNICEF and WHO have been collaborating
with several other groups in the development of
relatively inexpensive, reliable scales suitable for
monitoring the weight of pregnant women.
Fifteen prototype electronic scales operated off a
solar cell will be laboratory and field tested in India,
Kenya and UKL '

WHO is also supporting work being carried
out by the bio-engineering department of the Uni-
versity of Keele on a modification of the Talgvist
method for screening for anaemia. This modified
method will, it is hoped, improve the accuracy in
haemoglobin determination.

The Organization, as partofits ongoing activi-
ties in pregnancy and perinatal health, has sup-
ported a nmumber of studies evaluating different
aspects of delivery care. For example:

+ compatison of active versus passive manage-
ment of third stage of labour showed that
passive managementresulted in higher blood
loss and haemorrhage rate;

* astudy comparing immediate breast-feeding
versus up to a two hour delay for controlling
blood loss found no difference in blood loss
but a significant reduction in hypothermia of
the new born,




Maternal weight gain during pregnancy has
long hcen shown to be associated with the outcome
of pregnancy. A secondary analysis of existing data
is being undertaken to determine whether the pat-
tern of weight gain is sufficiently specific and sensi-
tive to distinguish the abnormal from the normat
pregnancy. Secondary analysis of existing data scts
was also among the recommendations of two meet-
ings on Maternal Anthropometry for Predicting
Pregnancy Qutcomes. The first, cosponsored by
Motherecare, PAHO, USAID and WHO took place
in April 1990. This was followed by a WHO/PAHO
Working Group. The Group recommended using
heightand arm circumference foridentifying women
at high risk of adverse outcome. For the monitoring
of nutritional status the groups recommended that
curves and cut off points, using reference values
based on pre-pregnancy weight or arm circum-
ference and weight gain, be developed and incorpo-
rated in maternal records. It is estimated that this
will take two years,

Information analysis and
dissemination and advocacy

Information

Because it had become evident that the pau-
city of information on maternal mortality and mor-
bidity was proving a major obstacle to effective
intervention and to the problem being recognised
as such, WHO began, some ten vears ago, to collect
together all available information on the subject of
maternal mortality, morbidity and on maternity care
in order to piece together a broad picture of the
situation. Thisearly information gathering exercise,
which began in 1983, grew into the WHO maternal
health database and has been continuously updated

ever since, There are now some 3000 items, pub-
lished articles, consultant reports, theses etc., as
well as povernment reports.

It has proved to be an invaluable resource
for reviewing previously poorly documented areas
of maternal health as well as such topics as the
health effects on young girls of sex discrimination
in childhood.

In addition to the biblographic data base
WHO also maintains an indicator database contain-
ing all available quantilative information on mater-
na} mortality and on the coverage of maternity care
- again from official sources, communily surveys
and so on. These are updated on a continuing basis
and, periodically, complete tabulations arc published.

The databases and the experience gained in
their compilation and analysis has effectively made
WHOQ the reference centre on maternal mortality
and morbidity. The global estimate of 500,000,
maternal deaths per vear which served to catalyze
the Safe Motherhood Initiative was based on an
analysis of information from the WHO maternal
mortalily database.

This particular estimate was made about five
years ago and it interesting to see what changes
have taken place since then. In those countries
where the maternal mortality rate was already low
further progress has been made. But there is no
indication, i.e. information based on communily
studies, of any reduction in the countries or regions
where the rates are high.

The pictureis slightly different asregardsthe
coverage of care. When the original estimates were
made information was sparse and it was frequently
necessary o use proXy variables in making the




regional and global estimates. When the second
edition of the tabulations on this subject was being
prepared it became evident that much more infor-
mation was now available and that these new fipures
gave rise to estimates that showed higher coverage.
The increases in Africa were small and may only be
the result of changes in methods of caleulation. In
Latin America, however, there does seem to be
evidence of real increases in coverage.

In addition to the two databases already men-
tioned, WHO is currently building a number of
other databases relevant to maternal health. The
first is concerned with the complications of unsafe
abortion, including abortion deaths. A second is
concerned with infertility. Others are on low birth
weight and on perinatal mortality, which, although
concerned with the fate of the infant, are good
indicators of the qualily of maternity care. A recent-
Iv developed database concerns the reproductive
health of adolescents.

The recent WHO book entitled: “Preventing
maternal deaths” was written utilizing several hun-
dred of the relevant references contained in the
bibliographic database on women's health. With the
help of contributions from a number of world ex-
perts the book analyses the dimensions and the
muli-layered causes of maternal mortality and dis-
cusses the courses of action required to prevent
maternal death. It is in great demand and has re-
ceived very favourable notices. Since its publication
in 1989, 5 000 copies in English have been sold or
distributed. The French version appeared in May
1990, and the Spanish verston is in press.

The wealth of information amassed by WHO
and the urgent need to share this knowledge with
decisionmakersand othershasled WHO to prepare
a comprehensive, country by country factbook on

maternal health and maternity services. This book
will detail for each country, and in a systematic
manner, what is known about women's reproduc-
tive health and the factors that impinge on it, as well
as giving an annotated bibliography for each coun-
try. Emphasis is being put on the developing coun-
tries, in particular those for which very few “official
data” exist,

Also as part of its information dissemination
activities WHOQ is developing a series of guidelines
based upon the experiences and recommendations
of groups of experts in the relevant fields. Those
developed by the programme are described inmore
detail under Technical cooperation (p. 24) below.

A number of annotated bibliographies and
reviews of available information are being or have
been prepared, Abibliography on the Risks to Women
of Pregnancy and Childbearing in Adolescence has
been cormpleted, as has the bibliography and over-
view on Iron Supplementation in Pregnancy: Why
aren’t women complying? The report of the Tech-
nical Working Group on Obstetric Fistulae also
contained an annotated bibliography, but because of
the paucity of available published material on the
subject WHO subsequently enlisted the help of
some 250 of its colleagues and collaborators in
developing countries to solicit their views and expe-
riences of this condition. The synthesis of their
experiencesisin preparation, asisa bibliography on
postpartum haemorrhage.

There are many other WHO publications
which, although not produced by the Maternal
Health and Safe Motherhood programme are of
directrelevance to the objectives ofthe programme.
Chief among these is a series of guidelines on
contraceptive technologies, intended for health




workers and managers of FP programmes (see
Appendix A for those available). Further guide-
lines in this series deal with AIDS prevention in
MCH/FP services.

UNESCO, UNICEF and WHOQ have recently
collaborated to produce a publication entitled “Facts
for Life”, a substantial portion of which is devoted to
maternal health and family planning messagesto be
used and adapted as source material for health and
family planning programmes in local settings.

In addition this publication serves to ensure a
consistency and complementarity of messages on
maternal and child health and family planning among
international agenciesand others. Crilical messages
at the international level include the inseparability
of child health from the health and social situation
of women, and the need to provide services that
satisfy families’ perspectives of health.

A complete list of recent WHO publications
emerging from, and relevant to, the Maternal Health
and Safe Motherhood programme, is included in
Appendix A.

Advocacy

WHOQ’s participation in conferences and
workshops around the world is a major component
in the advocacy programme.

Following the International Safe Motherhood
Conference in Nairobi in February 1987, WHO has
cosponsored pre-congress workshops on Maternal
Health and Safe Motherhood with FIGO (Interna-
tfional Federation of Obstetricians and
Gynaecologists), and with the International Confed-
eration of Midwives, as well as meetings with other
groups of health and non-health professionals.

These meetings have produced reports on
the role of obstetricians and gynaecologists, mid-
wives and women’s groups in women'’s health care
and safe motherhood.

"Fechnical support has also been provided to a
large number of international, regional and national
conferences and workshops. These include WH() co-
sponsored international conferences, such as those for
francophone countries in Niamey, Niger and in Paris,
France; a meeting for Arab countries in Amman,
Jordan; for Latin American countries in Brazl and in
Ecuador; and for Asian countries in Lahore, Pakistan.
National orsubregional Safe Motherhood conferences
(excluding those focused on research) have been tech-
nically supported by WHO in Brazil, Nicaragua (for
Central American countriesand Panama), Egypt, Saudi
Arabia, Somalia, Sudan and Zimbhabwe.

At the 1980 meeting of the Task Force for
Child Survival, known as the Bellagio group, in
Bangkok, women's health was, for the first time, the
subject of a workshop. The WHO/UNICEF Com-
mon Goals for Women and Children to the Year
2000, which include the reduction of maternal mor-
tality, were endorsed by the Task Force.

Following on the recommendations of the
Technical Working Group on the the topic, WHO is
planning lo hold an Interregional Meeting on Repro-
ductive Morbidity in the second half of 1991. Be-
cause no estimate has been made of the number of
women who suffer from illness and disabilily asso-
ciated with pregnancy and childbirth, such morbid-
ity has, like maternal mortality a decade ago, not
received the attention it deserves. WHO is looking
to this meeting as the first step towards sensitizing
the world to the need to take action which goes
bevond preventing maternal deaths and 1o take
positive steps towards improving the quality of
women's lives,

B




It has been generally accepted that thereis a
need for advocacy materials to raise the issues
involved in the Safe Motherhood Initiative among
the general public as well as policy makers, commu-
nity leaders and health workers.

Such material is considered to be useful at
three levels. One is at the tevel of public education,
the second is for education at national or subre-
gional workshops and during the development of
national action programmes, and thirdly, advocacy
materials are importantfor the orientation and train-
ing of health workers.

The WHO press and information kit contin-
ues to be in great demand. Originally put together
for the Nairohi Safe Motherhood Conference, this
kit in a colourful folder depicting the four pregnant
wotnen that have since become the WHOQ Safe
Motherhood logo, contains most of the materials
prepared for the Conference as well as more up to
date additions. It has been produced in Arabic,
English, French and Spanish. The kit has been
reprinted twice in English and once in French, with
a total of 10,000 having been distributed at national
and regional workshops, conferences and semi-
nars. A special low cost offset printing of several
thousand of the presskits was disteibuted at the 12th
International Congress of Obstetrics and
Gynaecology. The WHO/FIGO Task Foree has
recommended that the kit, or an updated version of
it, be included in the packets distributed to the
participants of the 13th Congress.

Picasso's painting “Man, Woman and Child”
(1906) figuresinaposter to convey the four essential
safe motherhood messages. Nearly 5,000 copies of
the poster in English, French and Spanish were
distributed atthe 1989 F1GO Congresswith another
2,000 having been distributed through other chan-
nels,

Following the success of Dr Fathafla's pre-
sentation “Why did Mrs X die?” at the Nairobi
Conference, WHO, with professional help, remade
the video, using improved graphics, sound and
photomontage. English, Arabic as well as dubbed
French and Spanish versions have been made. The
video has been widely distributed to teaching inati-
tutions, national and regional workshops and to
NGOs. Itis now being distributed by all retail outlets
that handle WHO publications.

A film covering several of the themes of safe
motherhood in Zimbabwe has been completed.
With a running time of 35 minutes, it has been
developed to be one of three parts of 2 minitele-
vision series on safe motherhood. Funding is still
being sought for the remaining two segments, one
tobefilmedin Bangladesh, the otherin Latin America.

As part of an innovative approach to the pro-
duction of learning materials, WHO commissioned
aprofessional writer to produce aseries of stories on
MCH/FF The first is the maternal health focused
novel, “Children Who Sleep by the River”, sconto be
published. K

The microcomputer-based presentation on
safe motherhood which had been prepared and
placed on display at the 40th World Health Assembly
and at several other national and international meet-
ings, is being updated and is to be reproduced for
sale and distribution by the Organization. A Spanish
language version is being prepared. Slides and over-
head projection transparencies as well as annotated
notes are being prepared for use in training semi-
nars, conferences and workshops.

The programme has been collaborating
with OMNI Education, a division of Ortho Pharma-
ceutical Corporation, to develop simulated cases of
the major and common problems of pregnancy and




delivery in the developing world based upon tech-
niques they had developed for computer assisted
learning for obstetric and gynaecology case man-
agement in North America

An important event of 1989 in the advocacy
ficld was the launching of the Safe Motherhood
Newsletter. To date three issues have been pro-
duced. Each issue includes news stories, a list of
forthcoming events which have special relevance
for safe motherhood, and also an extensive listing
of resource materials which is updated in each
issue. The Fact File of each issue focuses on a topic
of importance to safe motherhood. Examples of
programmes drawn from different countries are
included. Each issue also carries an article describ-
ing the activitics of one of the “partners” in the Safe
Matherhood Initiative,

Since the launch of the Safe Motherhood
Newsletter, the Organization has received numer-
ous requests for inclusion on the matling list. The
circulation of the English language Safe Mother-
hood Newsletter has more than doubled since the
launch of the newsletter in November 1989. The
print run for the third issue is 13,000 copies. Addi-
tional print runs will soon be necessary to meet the
continuing requests, including from many libraries,
documentation centres and training programmes.
The newsletter is also produced in French with a
circulation ofjustunder 3,000. Arrangementsfor the
production of Spanish and Arabic versions of the
newsletter are in development with the respective
WHO regional offices.

In order to increase the news-worthiness of
the newsletter, WHO plans to increase the number
of issues of the Safe Motherhood Newsletter 1o four
per year — making it a quarterly publication.

As intended, the Safe Motherhood News
letter has prompted several countries to request
support for national newsletters. In consultation
with Regional Offices and colleagues, several
countries have been identified for an intense cam-
paign of information dissemination and advocacy
for safe motherhood. When national meetings or
seminars are being organized on safe motherhood,
there are supplementary efforts to encourage
professional and media advocacy.

Technical cooperation
with countries

Global activities

In order to be able to provide more effective
support to countries in technical fields WHO has
been holding a series of meetings and consultations
of experts in a variety of fields. Their task has been
1o review current knowledge and experience of 2
given high priority topic, and if necessary to recom-
mend needed epidemiological and operational re-
search. Certain of the groups have felt that sufficient
is known in the specified field for them to be able to
draw up guidelines for use in countries. The first
such technical group, meeting in Qctober 1986 and
February 1987, produced the puidebook entitled
“Studying maternal mortality in developing coun-
tries”. Another group meeting in June 1986 and June
1988, was concerned with essential obstetric func-
tions at first referral level and produced guidelines
of the same name.

Listed in Table 2 are the completed and
planned working group meetings on specific
technical issues.
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TARBLE 2
Technical Working Groups

Subject Date

Participants from

October 1986
June 1486
June 1988
October 1988

Studying maternal maortality
Esgentizl obstetric functions
Essential obstetric functions

Essential obstetric functions

Guidelines and protocol April 1988
for partograph studies

Prevention and treatment of April 18989
obstatric figtulae

Prevention and management of July 1988

postparturn haemorrhage
Measuring reproductive morbidity August 1989

Emergency obstetric care 19390
at the community level

Prevention and treatrment of 1891
severs anasmia in pragnancy

Bangladesh, India, UK, USA
Egypt, India, Papua New Guinea, Nigeria, USA
Egypt, India, Papua New Guinea, Nigeria, USA

Argentina, Brazil, Colombia, Costa Rica, Pery, -
Uruguay, USA

Malawi, Sierra Leone, Singapore, UK, USA
India, Ireland, Nigeria, Pakistan, Sudan, UK
Australia, Ghana, India, Netherlands, Nigeria,

Papua New Guinea, Singapore, UK
Brazil, Egypt, India, Nigeria, UK, USA

m

Guidelines developmment

Guidelines are essentially of four types. The
first deals with research and evaluation meth-
odologies, guidebooks on how o carry out specific
typesofmaternal health research. Such guidebooks
are necessary because the topics being researched
do notlend themselves to classical approaches. The
purpose of the guidebooks is to bring together the
experience of those who have successfully carried
out research in a particular feld, including the
pitfalls to be avoided and the lessons that have been
learned, and to present them in an easily understood
form. The first of these is on measuring maternal

mortality: rates and causes. It has had a wide distr-
bution and is proving very popular and useful.

Recently issued is the report of the first
meeting of a Technical Working Group concerned
with the measurement of reproductive morbidity.
The report outlines the experience of a number of
researchers and gives tentative guidelines on How
research in this very neglected field might be car-
ried out. It also identifies a number of method-
ological issues that need to be further tested.
Currently planned, and being prepared, are two
similar guidebooks: on the study of unmet needs in
maternity care and on the study of the frequency




and complications ofunsafe abortion as well as their
health service impact.

The REM (Rapid Evaluation Methodology) is
a tool for the rapid assessment of health services;
prenatal services, delivery care and postpartum
services inter alia. The REM has been developed
and implemented in Botswana, Madagascar and
Zamhia. The survey, which can be completed in a
relatively short lime, is composed of several
interlinking components, namely compilation of
existing data, slaff interviews, facility record
checks, client exit interviews, houschold surveys,
ete. Guidelines describing the methodology are
being prepared.

The second type of guidelines is concerned
with specific aspects of maternity care, relating
¢ither to a given level of the health care system orto
the prevention and management of conditions that
contribute to maternal i}l health or death. The first
such guidelines, which were issued as a document
two years ago and are about to come out asa WHO
publication, deal with the Essential Elements of
Obstetric Care at the First Referral Level, A similar
document covering emergency obstetric care at the
community or health centre Jevel, is under prepara-
tion. A Technical Working Group meeting in April
1989 discussed the Prevention and Treatment of
Obstetric Fistulae. The report covers recommenda-
tions on prevention, but also on the repair of fistulae,
and on the social rehabilitation of women with this
distressing condition. The mostrecentreportisthat
of the Technical Working Group which met to dis-
cuss the Prevention and Management of Postpar-
tum Haemorrhage, Similar reports, or guidelines
where sufficient knowledge already exists, will be
prepared by the other technical working groups
which are planned. It is envisaged that the Working
(iroupon Nutritional Anaemiain Pregnancy, planned
for spring 1991, will review and finalize the guide-

lines on appropriate methods of screening for
anaemia and measuring haemoglobin which are
currently being drafted, as wellasmore comprehen-
sive guidelines on the prevention and management
of severe anaemia in pregnancy.

“The third type of guidelines deals with the
training of different types of health personncl,
either in general or in the application of specific
technologies. The furthest advanced among these
isthe TBAtraining package. Between 1982 and 1985
the first edition of the TBA trainers kit, developed on
an experimental basis, was sent to individuals in at
least 50 countries. When the kit was evaluated,
comments and ideas came from people working in
over half of those countries, An international group
ofexpertsand TBAtrainers mectingin Indiain 1988,
agreed that there was a great need for TBA training
but recommended simplification of the kit.

This second edition, renamed “Guide to TBA
Training”, hopes to achieve the need for greater
simplicity. It takes into account the fact that each
country, and even different regions within coun-
tries, will need to develop their own training
programmes and materials, incorporating local cus-
toms and languages. Thus the guide is not designed
primarily and only for the TBA trainers themselves,
but also for those working at regional or national
level who have the expertise and resources to adapt
and develop parts of the guide which can then be
used by trainers, The final package will be available
in the autumn of 1990.

Anothersetofguidelinescoverstheuse ofthe
partograph and is in four volumes. A set of training
slides and teaching notes has also been produced
for the training of staff in the principles and the
application of the partograph. In addition to those
centres involved in the partograph studies, addi-
tional centres that request this teaching material are




being asked to participate in its evaluation before
the materials are put into final production. Five
hundred prototype sets of 26 slides and accompany-
ing notes are being produced and distributed.
Guidelines for measuring blood pressure and for
the early detection and management of the
hypertensive disorders of pregnancy are nearly
finalised. These guidelines contain illustrated in-
structions on how to measure blood pressure in
pregnant women and how to maintain and repair
blood pressure equipment. A separate section will
be devoted tomanaging the patientwith hypertensive
disorders of pregnancy, including the detection of
proteinuria and its differential diagnosis.

‘The report of a consultative meeting on
perinatal infections is being prepared. The meeting
focussed on cost-effective strategies for preventing
adverse outcomes due to complications of preg-
nancy, delivery or the puerperium that are caused
by infection. Only infections of prime public health
importance in developing countries are included.

The fourth type of guidelines deals with
specitic contraceptive methods or with the organ-
ization and management of the family planning
componentof MCH/FPprogrammes. For alisting
of the technical and managerial guidelines available
see Appendix A. The most recent 1990 additions are
guidelines for MCH/FP programme managers on
AIDS prevention, injectable contraceptives, and
Norplant contraceptive subdermal implants.

In addition to the guidelines developed by the
Organization's Maternal Health and Safe Mother-
hood programme, guidelines of relevance to safe
motherhood have also been developed by other
programmesinthe Organization. Theseinclude the
following clinical manuals: Anaesthesia at the Dis-
trict Hospital (Dobson, M.B., World Health Organi-
zation in collaboration with the World Federation of

Societies of Anaesthesiologists, 1988); and, General
Surgery at the District Hospital (ed. ] .Cook,
B.Sankaran and A.E.O.Wasunna, World Health Or-
ganization, 1988). An additional manual on obstet-
rics and gynaecology is in press. -

Country activities

Technical support to countries may be pro-
vided directly from the regional and subregional
family health teams, and as noted earlier, be directly
related to the family planning and the maternal
health component of the MCH/FP programime. As
noted in the discussion on family planning related
activities below, WHO is providing support on an
ongoing basis to member states in over 100 country
MCH/FP projects, and, during 1989 over 200 coun-
try missions have been supported by these teams
and bythe Interregional team at WHQ headquarters.
More recently, and often in response to national,
regional or international workshops, seminars or
conferences, national authorities have heen re-
questing technical support in the development and
formulation of national strategies for improvement
in maternal health and safe motherhood.

The past few years experience has provided a
clear insight into the requirements for countries to
realize the goal of reducing maternal mortality by
20% by the year 2000. To initiate the development of
anational programme requires strong political com-
mitment and leadership. To implement a national
programme requires strong technical leadership
within the health sector working in collaboration
with a network of individuals and organizations
representing the different disciplines and expertise
essential for the programme. To sustain the
programme requires a strong and broad const-
tuency, including nonpartisan political support and
among women and women's organizations. Tech-
nical cooperation agencies, whether bilateral or




multilateral, can support the aforementioned pro-
cess, they cannot substitute for it.

"Technical cooperation in support of national
programme development requires organized and
structured collaboration among the different agen-
cies. Such support must work through a nationally
directed committee or working group that brings
together those concerned with health and family
planning, social and economic development and
women's health and development.

Bangladesh, Benin, Ethiopia, Mozambique,
Philippines, Senegal, Tanzania and Uganda are ex-
amples of countries that have initiated action 1o
move towards a national programme development
strategry with the support of WHO and other agen-
cies. The initiative for action has come from the
national authorities and been supported by the
collaborative and complementary efforts of several
agencies working together. In Bangladesh, Senegal
and Tanzania a mechanism has been established by
the national authorities, either by allocating respon-
sibility Lo an existing committee or subcommitiee or
by the creation of a task force or working group,
whereby the technical expertise, experience and
relevant sectors are brought together for the situa-
tion analysis and the planning of the national safe
motherhood programme, Itisthrough these nation-
ally directed mechanisms that WHO and the other
agencies such as the UNDE UNFPA, UNICEF
World Bank, bhilateral agencies and non-govern-
mental organizationshave successfully collaborated
and complemented one another in support of the
national efforts.

In Sencgal programme development was
initiated as part of an operational research effort,
funded by UNDP and executed by WHO in collabo-
ration with Columbia University. Based on the re-
sults of this research, a proposal for a package of

interventions is being prepared by the government
and will be presented to a group of donor agencies
early in 1991.

The support providedto Bangladesh through
the complementary activities of WHO and other
agencies illustrates the linkage of the action compo-
nents of the Safe Motherhood Initiative, that is
research, advocacy, technical support and human
resources development. Participation by represen-
tatives of Bangladesh at the Nairobi Conference
served as a critical stimulus to inifiating action; the
WHO guidelines on Essential Obstetric Functions
atthe First Referral Level provided atechnical guide
as to what could be done to improve the maternal
hezlth services; and the wealth of research and
evaluation data already available in the country
provided the scientific foundation for national
programme development. A maternal health sub-
committee of the National MCH Advisory Commit-
tee was organized. The subcommittee identified
gaps in needed information, linked consultants 1o
national counterpart institutions and individuals,
and prepared in-depth documentation for a national
workshop on maternal heaith.

"The coordination and cooperation among the
agencies in Bangladesh permitted the timely mobi-
lization of the financial and technical resources
required and requested by the national authorities.
Over a dozen missions by consultants, regional or
headquarters staff were supported by WHO as
part of the process of programme development.
With the continued technical support by all levels of
the Organization, the strategy for maternal health
and safe motherhood in Bangladesh has become a
major component of the Fourth National Five Year
Plan (1991-1995) and the Fourth Population and
Family Health Project being developed by the gov-
ernment, the World Bank and the consortium of
international agencies.

= |




In Tanzania the national authorities have
brought together the resources and experiences of
the University and non-governmental organizations,
undertaken a situation analysis supported by
UNFPA, UNICEF and WHO and have organized,
with the support of Family Care International, a
national programme strategy meeting. The epide-
miological and operational research supported by
WHO has been an important part of the develop-
ment process.

Asillustrated in Bangladesh and Tanzania, in
many countriesthere already exist large amounts of
research, health service statistics and other data,
evaluations of different components of the MCH/
FP programme, and even a body of literature on the
social anthropological aspects of pregnancy and
delivery. The compilation and analysis of these data
have been supported by WHO as a critical step in
filling the gaps in information necessary for a realis-
tic programme strategy.

In Benin, Mozambique and the Philippines,
building on a foundation of research activities,
national authorities have begun to explore, in col-
laboration with WHO, modalities for initiating the
programme planning process, In Ethiopia the parti-
cipation of WHO in the National Safe Motherhood
Workshop, funded by UNFPA, has led to the devel-
opment of a plan of work for addressing one of the
major factors contributing to maternal mortality in
that country, adolescent pregnancy.

In the African Region of WHO, funds have
been mobilized from the Regional Director’s Devel-
opment Programme to support a national advisor in
MCH/FP in each WR Office. A regional consulta-
tion for the development of a regional strategy for
safe motherhood is planned to be held in late 1990 or
early 1991. Consultations in several countries in the

Americas Region have begun 10 examine the COSt
ing of the elements of maternal health care. -

Technical cooperation in support of national
level advocacy is also seen as a critical and comple-
mentary component of the national programme
strategy. Commitmentsunder thisprojecthave been
made to groups in Bangladesh, the Philippines and
Tanzania to develop national newsletters, either as
partof an existing distribution network, such as the
EPI newsletter in the Philippines, or as a free stand-
ing newsletter such as is being planned in
Bangladesh. In each instance the newsletter is to
becomne part of an integrated national programme
strategy for safe motherhood. Itis anticipated that at
least five countries per year will be identified for an
intense campaign of information dissemination and
advocacy using a variety of media and channels for
dissemination. Such efforts can be used to support
and sustain the early emergence of political commit-
ment in countries that have taken concrete steps to
set up a national strategy. A video film on safe
motherhood has been planned for Senegal, but is
delayed pending the finalization of the national
programme plan, Technical supportin Bangladesh
is underway which will build on an earlier project
on folk media use in family planning and other
MCH messages which hadbeen supported by IPPF
and WHO,

The Organization proposes to further de-
velop and strengthen a network of institutions and
individualsto provide supportto national programme
development, research and training. This network
will be drawn from, and be available to, national
authorities and technical development agencies.
In order to create a common perspective among
the individuals and institutions involved, work-
shops will be held in the different regions on the
approaches, strategies and materials available for




the support of country efforts in maternal health
and safe motherhood activities.

Additional technical supporiwill be neededin
the analysis and revision of legislation, regulations
or licensure procedures insofar as they may have to
be modified to improve the provision of maternal
health care, In many countries the persons permit-
ted to perform specific functions and tasks in the
health system are codified in legislation or regula-
tiot. Similarly, the sites at which certain procedures
inay be performed are codified in regulations,
guidelincs orother protocolsestablished by govern-
ments. Too often these regulations are “borrowed”
from one country by another, and donotrelate tothe
health needs in the country or to an assessment of
the skills, knowledge or facilities required to per-
form the particular function or task.

Following the completion of support to
national programme development in several addi-
tional countries, guidelinesonissuesand approaches
0 be considered in the planning, implemnentation
and evaluation of national programmes for maternal
health and safe motherhood will be developed, as
will the series of technical and managerial guide-
lines and norms/standards. Regional resources to
provide direct technical support to countries will
also be strengthened.

i

Human resources development

Research training
RBoth epidemiological and operational
research in maternal health require specialized
approachesand skills. Most of the classical research

techniques described in textbooks are not feasible
inthis field. Over the yearsa considerable reserve of
skills and know-how in carrying out such research
has been built up and documented by WHO. In
order to share this knowledge and to encourage
relevant maternal health research, a series of
intercountiry training workshops have been, or will
be held, as shown in Table 3.

A workshop on the risk approach in MCH
care was held in Manila in March 1990.

N —

TABLE 3

Intercountry Training Workshops

Place Date Region

india October, 1986 for SEAR and WPR
Egypt Novermber 1887 for EMR and AFR
Brazil April 1988 for AMPR

Tunisia Jung 1939 for EMR

NewDelhi November 1989  for SEAR

Benin Decermnber 1989  for AFR (francophaone)
Mexico April 1990 for AMR

Burkina Novermber 1990 for AFR (francophone)

Faso
W

Training of health personnel
in MCH/FP services
and programme management

The MCH/FP programme has initiated sev-
cral meetings on training aspects of the problem of
safe motherhood and has also begun to develop
training materials for use by various levels of health

providers in combatting the problem.




An initial meeting on Training for Maternal
Health with an Emphasis ofi Essential Obstetric
Functions was held in Singapore in June 1988, This
consultation cafled attention to the need to develop
a new, rational training strategy for safe mother-
hood. It specified that training for safe motherhood
must be based on actual national needs and adapted
lo local circumstances. These needs, the consulta
tion stated, should be identified by a critical assess-
ment of programme requirements, and staff and
system performance within the entire structure of
maternal health related services. The group also
insisted that training programmes must be socially
oriented in addition to being technically sound. In
order to achieve efficiency, members suggested
that: 1) certain aspects of training prograrmmes be
developed globally and adapted to national and local
needs; 2) training involve minimal displacerment of
health workers; and 3) distance learning techniques
beused forthe frequent updating oftechnical know)-
cdge and managerial skills, The meeting went on to
propose minimum criteria for the selection of candi-
dates for training and for training facilities. Finaly, it
setout the content and extent of training required to
prepare health workers to perform satisfactorily the
essential obstetric functions.

The training strategy emerged more clearly
as aresult of the first meeting of the Task Force on
Human Resources Development for Maternal Health
and Safe Motherhood which was held in Geneva
from 2t 4 April 1990, The terms of reference of this
task force are to:

1. review the human resource needs for the
effective and efficient provision of maternal
health care in district-based health systems;

2. propose the major priotity areas for global,
regional and national action for human re-

sources development in order to ensure the
appropriate placementofknowledge and skills
required for maternal health care; and

. propose approaches to be developed for glo-
bal and national: '

~ situation analyses on the numbers, place-
ment, functions and performance of health
workers {for maternal health;

human resources development planning;

support to education and training, mclud-
ing continuing education; and

support to curriculum and learning mate-
rial development.

Farticipants in this meeting included MCH/
FP programme managers, clinicians with training
experience, midwives, specialists in learning,
educational methodology and human resources
development planning and social scientists: with
experience either in maternal health or in educa-
tion/learning. Three working groups were recom-
mended by the Task Force for more detailed
programme strategy development in the fields of:
1) essential obstetric functions and maternal health
system management, 2) midwifery; and 3) educa-
tional methodology and maternal health learning
materials development. After the meeting it was
decided to create a fourth Working Group on family
planning. :

The participants at the meeting found that in-
service fraining activities would have to be devel
oped for district health teams to prepare them to
provide quality maternal health and family planning
care and to perform essential obstetric functions in
awaywhich respondsto the community’'sneedsand
I8 sensitive to its values, attitudes and beliefs. Physi-




cians atregional level (both generalists and obstetri-
cians/gynaecologists) would also require retrain-
ing. They noted that pre-qualification training
programmes will have to be revised in addition to
the training of already qualified personnel. Finally,
the group poinled out that training of trainers and
the development of maternal health learning mate-
rials wilt also be necessary. The approach that will
lead most efficiently to these results, they felt, will
he the strengthening of regional training resources
which will, in turn, reinforce countries’ training
capabiliies. These regional resources (fraining cen-
tres of various types, for the most part) will train
trainers, develop or adapt health learning materials
for safe motherhood and provide support to coun-
tries in their efforts to develop effective national
training programmes. The Task Force recom-
mended that a few countries be selected at the start
to pioneer the development of national training
activities, and that the results of these countries’
experiences be disseminated to others in order to
facilitate their efforts.

Although the strategy is being refined con-
tinuously, training and training-related activities have
already begun. Bangladesh, one of the first coun-
tries to do an in depth assessment of its maternal
health needs and launch a safe motherhood effort
to respond to them, is presently developing a
retraining programme for its maternal health care
providers with WHO technical support. Curriculum
development is currently underway and training
itself is expected to begin this year.

Additionally, a meeting of a subset of the
Human Resources Development Task Force's
Working Group on educational methodology and
learning materials development will meet in
Bangladesh tate 1990. This group, which will be
composed of social scientists/anthropologists, mid-
wives, obstetricians and educational methodology

specialists, will focus on social sensitivily training of
national health workers. It will review available
materials relative to social sensitivity and develop a
strategy and work plan for the development and
evaluation of approaches and materials for such
training.

A Centre for Training and Research in Family
Health has been established in Kigali, Rwanda f{o}-
lowing the resolution AFR/RC38/R8 of the WHO
Regional Committee in 1988. The resolution was
aimed at accelerating the development of needed
human resources for the management of national
MCH/FP programmes. The director of the Centre
serves as a memmber of the Task Force on Humnan
Resources Development for Maternal Health and
Safe Motherhood.

Concerning the development of maternal
health learning materials, collaboration began with
the Wellcome Trust in 1989 for the production and
testing of materials on specific problemsin maternal
health and safe motherhood to be used on adistance
learning basis. A module on obstructed labour has
already been developed by the Trust, while another
one on anaemia during pregnancy is almost ready
for field testing. This collaboration will continue in
the future, A module on unwanied pregnancy, abor-
tion and family planning will soon be written and
tested .

Also in the domain of health learning materi-
als production is the development and dissemina-
tion of guidelines on contraceptive technologies
which is being undertaken by WHO as part of a
UNFPAfunded project. Future plans with UNFPA
for health learning materials production include
guidelines on female sterilization services, contra-
ceptive implants, AIDS prevention for maternal and
newhorn care, prevention and management of infer-
tility at PHC level, oral contraceptives and intrauter-




ine contraceptives, arong others. All of these will
have use in district maternal health team training.

Alsoto be published as partof UNFPA/WHO
collaboration is a revised package for traditional
birth attendant training complete with flip chart
illustrations. Other guidelines on the impact of ille-
gally induced abortions and the improvement of
abortion services will be developed. These, too, will
have their use as health team training materials.

Risk approach learning materials will be
developed by the Network of Community-
oriented Educational Institutions for Health
Sciences in conjunction with WHQ. Work has al-
ready begun by this group to prepare risk approach
training modulesbased on developing and developed
country situations. The University of llorin, Nigeria
has developed some draft materials which are to be
refined into one of the developing country modules.
McMaster Universityin Hamilton, Ontario, Canada,
will prepare the developed country module, Nego-
tiations are underway with the Aga Khan University
in Pakistan to produce a second developing country
module,

A joint WHO/FIGO Task Force has devel-
oped a series of one-page “focus” articles which
have appeared in professional journals to sensitize
health professionals to certain maternal health
problems, These have included: “Maternal Mortal-
ity, a Silent Tragedy,” “The Poorest of the Poor; How
low status affects maternal mor tality,” “Family Plan-
ning Saves Lives,” “Teenage Sexuality,” and “Abor-
tion, An Ongoing Crisis,” all of which may have a
directimpacton theimprovementof maternal health
by making providers more aware of the issues.

Meetings with a u'ajhing component have
also taken place to sensitize certain segments of the
population to the problem of maternal mortality and

ways of solving it. One such meeting was the WHO
Interregional Workshop on Leadership and Partici-
pation of Women in Maternal and Child Health and
Family Planning, held in Mauritius in Decermber
1989, Topics discussed included the involvement of
women and women’s organizations in programmes
to enable them both to improve the health of moth-
ersand children and to fully participate in social and
overall development. Each ofthe 10 countries repre-
sented prepared a summary action plan for the
development of women's leadership and participa-
tioninmaternal and child health and family planning
programmes. '

The Task Force on Human Resources Devel
opment for Safe Motherhood will itself continize to
meet regularly, at least yearly, to provide guidance
and direction to the training strategy. The working
groups of the task force will also meet regularly to
addressissuesoftraining in essential obstetricfunc-
tions, midwifery training, family planning and edu-
cational methods for maternal health personnel.

Other meetings are also planned which will
have adirect or indirect impact on safe motherhood
training. For example, the second WHO Inter-
regional Workshopon Leadershipand Participation
of Women in Maternal and Child Health and Family
Planning will be held in Brazzaville in October, 1990.
Discussion topics will include the tragedy of mater-
nal deaths and waysin which women can change the
situation. The importance of training of health work-
ers will be emphasized.

Other closely linked
programme activitics

In addition to the activities described above,
which form part, managerially and financially, of
WHO's programme of Maternal Health and Safe




Motherhood, there are many others which have a
direct bearing on women's health,

Thisis particularly true of WHO's activitiesin
Family Planning (F1); asignificant partofthe reduc-
tionof maternal mortality and morbidity dependson
the avoidance of unwanted or high risk pregnhancy.
WHOQ) is providing technical support on an ongoing
basis 1o member states in over 100 country MCH/
FP projects, the majority funded by UNFPA. Famnily
health teams and staffin each of the regional offices
and in sub-regional offices, specialized in different
technical aspects of MCH and FF, are working with
governments and other agencies in countries in
planning, facilitating implementation and training,
and in the evaluation of different aspects of their
programmes. In some instances WHO projects may
address the selection of supplies; in others training,
management of research and evaluation may be
developed. Other country missions are undertaken
1o assist with the overall formulation or evaluation of
UNFPAfunded MCH/FP projects. During 1989
over 200 country missions were supported by these
teams and by the Interregional team at WHO head-
quarters, (The detailed reports of the Regional and
Global teams are available on request) WHO,
through its European Regional Office (EURO), is
organizing a meeting in October 1990 called “ From
abortion to contraception”, which will discuss how
abortion rates can be reduced through improved
family planning services. Family planning forms an
integral part of all WH('s work in maternal and
child health.

The $pecial programme of Research and
Research Training in Human Reproduction (HRP)
makes an important contribution to and has a par-
ticularly close relationship with the Maternal Health
and Safe Motherhood programme. HRP has always

had within its terms of reference, the strengthening
of national research capacity in human reproduc-
tion, family planning and contraceptive research. In
a recent review of future needs and directions for
hurnan reproductioninitsbroadest terms, the Policy
and Coordination Committee of the Programime
endorsed the unique position and capacity for HRP
tocollaboratewith therange of relevant programmes
in the Organization (Maternal and Child Health,
including Family Planning; Sexually Transmitted
Disease Control: and, Adolescent Health) in the
strengthening of national institutions for research.
Country reviewsand workshops for developmentof
national programmes such as one recently held in
Sri Lanka, have been organized by HRP with the
participation of staff of the MCH/FP programme.
HRP research training grant recipients are eligible
for re-entry grants on completion of their training
and projects dealing with maternal heatth and safe
motherhood are reviewed by staff in the Division of
Family Health, The programmes have also collabo-
rated on methodological aspects of abortion re-
search, and the relevant HRP Task Forces serve as
a review body for the managerial and technical
guidelines for family planning and contraceptive
methods.

Research and development of methods for
improving the management and performance of
MCH/FP programmes also have direct bearing on
maternal health and safe motherhood. These activi-
ties include: the support to countries from the re-
gional leams for the application of the risk approach
in MCH/FP care: the development and testing of
rapid evaluation methods; and the development of
approaches for district team problem solving in
MCH/FP. Other activities include the develop-
ment of training modules on child spacing and the
development and dissemination of technical and




managerial guidelines for all contraceptive methods
being used in countries (see Appendix A for a full list
of these guidelines).

The Maternal and Child Health programme
is collaborating with WHO’s Global Programme on
AIDS (GPA) and HRP in a cohort study of HIV [
infection in pregnancy with special reference to
determinants of mother-to-fetus/infant HIV [ trans-
misgion,

‘These studies which will begin in Uganda and
Zimbabwe, are designed to provide scientific, epide-
miological and clinical knowledge on AIDS in preg-
nant wormnen and their fetus/infant. These data are
required for implementing intervention schemes,
therapeutic trials, as well as developing educationat
and counselling materials to prevent HIV in preg-
nancy and infancy. The studies, supported by the
World Bank, will begin in 1990.

Aspartofilsprogrammeon Adolescent Health
WHO has been promoting and technically support
ing governments and non-governmental organiza-
tionsin creating greater awarenessofthe dangersof
adolescent pregnancy and childbearing, and of the
approachesthat can be developed within each social
and cultural setting to delay marriage and/or the
onset of sexual activily, and to provide young people
with the knowledge and means of avoiding un-
wanted pregnancies and dangerous abortions. This
approach is reflected in the Joint WHO, UNICEF
and UNFPA policy statement on the Reproductive
Health of Adolescents (see Appendix A). The Tech-
nical Discussions at the 1989 World Health Assem-
bly were on the Health of Youth, and high priority
was given {o young people’s reproductive health.
Thetechniques thathave been developedin WHO' s
prograrnmes to deal with the needs of youth are
egsenfially participatory, involving young people

themselves, youth Jeaders, representatives ofhealth,
education and other sectors. Research and
programme development using participatory tech-
niques has been supported in all regions of the
Organization.

WHO sactivitiesin the field of Women, Health
and Development (WHD) take place at all levels of
the Organization and within all technical divisions.
WHD isnotavertical programme, but rather forms
partofall programmes. The Steering Commiittes on
WHD has developed a checklist of questions and
indicators to enable programme managers and oth-
ers to monitor the impact of programme activities
notonly on the women's own health bul also on their
participation and roles in health development. An
importantfacet of the programme is close collabora-
tion with women’s organizations. An Interregional
Workshop on Leadership and Participation of
Women in Maternal and Child Health and Family
Planning took place in Mauritius in 1989. The cen-
tral theme of the workshop was the involvement of
women and women's organizations in programmes
and policies to enable them to regulate their fertility
as a means of improving their own health and that
of their children as well as of enabling women to
participate fully in social and overall development.
The 40 participants from 10 countries included
national MCH/FP programme managers, heads
of women's organizations and senior government
officials.

WHO has also supported studies on the role of
women's organizations in family planning in Ghana,
Mali and Mexico. These have provided a basis for
closer involvemnent of such organizations in future
and on-going family planning programmes. A col-
laborative study on the identification of traditional
systems that support women in their several roles,




especially during pregnancy, childbirth and child
rearing, examined the extent to which supportmea-
sures planned by governments and other agencies
on behalf of women reach them in rural areas. It
showed that rural women's situation has changed
very little over the years. Lack of resources, of
technical know-how and of the opportunity and
ability to compete with modern technology are
among the chief constraints.

Women, especially when pregnant, are at
special risk from many tropical diseases. Several
programmes of WHO are undertaking special
investigations, in Africa and elsewhere, of the bio-
logical and social risk factors for women in malaria,
filariasis, schistosomiasis, leprosy ete. In Tanzania,
WHO is working with with women’s groups in a
campaign for the diagnosis and treatment of in-
fected persons.




4,

Coordination and Cooperation

Much of the progress made in the Safe

Motherhood Initiative globally and in countries is
due to the development of effective and
complemnentary collaboration among agencies,
governmentsand non-governmental organizations.

Following the International Conference on
Safe Motherhood in February 1987 and the Interna-
tional Conference on Better Health for Women and
Children through Family Planningin Qctober 1987,
the sponsors of both Conferences have continued to
collaborate and coordinate follow-up action. Meet-
ingonaregularbasis, representativesof the Interna-
tional Planned Parenthood Federation, the
Population Council, UNDE, UNFPA, UNICEF,
WHOQ, and the World Bank, have organized an
informal Inter-agency coordinating group for Safe
Motherhood. The concepts that emerged from the
two Conferences have provided afirm scientific and
programmatic rationale for the linkage of Safe
Motherhood, Child Survival, Women and Develop-
ment and Family Planning. These linkages are re-
flected in the sponsorship and support for a series of
regionaland national meetingsfor safe motherhood,
many of which have been organized by Family Care
International on behalf of the Inter-agency group.
The Group periodically reviews activities, discusses
further plans for action of each organization and
tries to identify opportunities for collaboration.

The Meetings of Interested Parties (MIP) on
the Safe Motherhood Initiative, the first three of
which were organized by and held at WHO
Headquarters, Geneva, have served as a forum of
exchange of national and international experiences
and confirm that the Initiative represents a broad
coalition, engaged in complementary and
coordinated activities, with an agreed strategy
directed at acommon goal, The governing bodies of
WHO, UNFPA, and UNICEF have articulated these

views through their discussions and resolutions.
‘The MIP have reviewed the progress made since
the Safe Motherhood Conference not only in tarms
of WHO's activities but of all the partners in the
Initiative, international and bilateral development
agencies, governments and non-governmental
organizations. This series of meetings is becorhing
an important instrument of international
coordination in the Safe Motherhood Initiative,

As the partnership among governments,
technical cooperation agencies and non-govern-
mental organizations has developed, so too has the
Organization’s involvement with many of these
groups. Within countries there is a greater appre-
ciation of the effectiveness of cooperation among
national authorities and the representatives of the
different agencies. In the past year WHO has heen
particularly active with other agencies and non-
governmental organizations in Bangladesh (with
NORAD, QDA, UNFPA, UNICEF, and the World
Bank); Senegal (with Columbia University and
UNDP); Tanzania (with Family Care International,
UNFPA and UNICEF); and, most recently,
Mezambique (with the Population Council and
UNICEF). ‘

The Organization has collaborated with a
number of non-governmental organizations in
organizing technical meetings and follow-up action
as noted in Table 4.

Other non-governmental professional
groups with whom the Organization has collabo-
rated include the International Association for
Maternal and Neonatal Health JAMANEH), .the
International Council of Nurses, and the League of
Red Cross and Red Crescent Societies. There are
also close working relations with Columbia
University Centre for Population and Family Health,
Family Health International, and the International




TABLE 4.

Collaboration of WHO with other agencies and organizations
Agency/Organization Activities

International Federation of - WHO/FIGO Task Force

Obstetrics and Gynecology

- Special issues of the International Journal of Obstetrics and Gynaecology

- Qrganization of pre-Congress Workshops, internationally and naticnally

- Teaching Manual an Reproductive Health

- Represented on Human Resource Development Task Force

international Confederation — Organization of the Workshops forAnglophone and Francophone

of Midwives

Midwives in Africa with Rockefeller Foundation

- Pre-Congress Workshops with UNICEF

- Represented on Human Resource Development Task Force

Mothercare (John Snow - Participation in technical meetings on neonatal resuscitation, thermal

[mternational - USAID)

contral, clean delivery and tetanus control

- Joint sponsorship and organization of meeting on maternal

nitrition indicators

Rockefsller Foundation —  Orgenization of the Workshops fo Anglophone and Francophone
Midwives in Africa with the ICM

Population Council - Collaboration in the organization of the meeting on abortion
research meathodoiogy

M

Children’s Centre, Paris. Links have been estab-
lished with the Indian Council of Medical Research
and the Indian Institute of Management, the [CRW
(International Centre for Research on Women) and
with the Women’s Global Network on Reproductive
Rights.

Within WHO, in addition to the close links
with interrelated components within FHE, there
are joint activities with the Special Programme of
Research and Research Training in Human
Reproduction (HRP), the Global Programme on
AIDS (GPA), the Division of Human Resource

Development for Health (HRH) and others at the
Headquarters level as well as with the WHO
Regional Offices. A Working Group on Research in
Reproductive Health has been established as an
informal mechanism by FHE and HRPto strengthen
the existing collaboration between the two
Programmes in the area of promoting research in
reproductive health. The Division of Family Health
collaborated with the GPA in the organization of the
International Conference on The Implications of
AIDS for Mothers and Children in Paris, November
1989, in association with the French government.
The programme of Maternal and Child Health and

El
I




Family Planning is collaborating with the Expanded
Programme of Immunization (EPI) to implement
strategiesfor the control of neonatal tetanus (NNT).
The EPI is responsible for incorporating tetanus
toxoid immunization into national programmes and
for monitoring the incidence of NNT, whilst the

MCH/FP programme is responsible for the
preventive, “clean delivery” component of NNT
control. The latter aspects clearly have a consider-
able potential for reducing maternal mortality and
morbidity from infection.




S.

Programme Management and Resources

As can be seen from the foregoing descrip-
tions, during the past three years the Organization’s
activities have greatly increased in each of the four
areas of the Safe Motherhood programme, In paral-
lelthere has been an increase in the level of collabo-
ration with other technical programmes of WHOQ,
and with WHO's regional and sub-regional offices.
Coordination with other agencies, including the
non-governmental organizations has become more
regular and structured.

The policies and strategies for the
Organization's overall programme of Materna)
Health and Safe Motherhood are established by the
World Health Assembly and the Regional Commit-
tees. Inttially, when the operational research compo-
nent of the programme was established a Scientific
and Technical Advisory Group (STAG) was created
to give overall technical guidance as to how such a
programme of research should be developed. The
STAG held its first meeting in July 1987. The terms
of reference of the STAG include guidance to the
Director General for all four areas of the
Organization's contribution to safe motherhood,
that is, research; information analysis and dissemi-
nation and advocacy; technical cooperation; and
human resources development, and for monitoring
progress within each area. The next meeting of
STAG is scheduled for 1517 Qctober 1990.

While the Maternal Health and Safe Mother-
hood programme is an integral part of the WHO
Programme of MCH/FP within the Division of
Family Health, it has its own managerial structure
and accounting system as well as advisory mecha-
nisms. Each of the four programme areas is man-
aged by a senior staff member and supported by
other staff. Posts are already filled orare being freed
by a reallocation of tasks within the Division of
Family Health. Technical cooperation in safe moth-
erhood at the global level is managed by Chief,

MCH/FF, in collaboration with the WHO Regionat
Offices. ;

The overall management of the proMme
for Maternal Health and Safe Motherhood is the
responsibility of the Chief of MCH/FP and under
the supervision of the Director of the Division of
Family Health. An “in-house” programme manage-
ment committee monitors and coordinates the on-
going administrative and technical knes of work.

In addition to maternal health and safe moth-
erhood, there are, within the MCH Prografmme,
several other programme areas that are closely
related to maternal health. These include: newborn
care; child health, growth and development; and,
family planning, including infertility care. Within
the Division of Family Health activities relevant to
maternal health and safe motherhood are devel-
oped in collaboration with the Programme of Nutri-
tion and the Programme of Adolescent Health! The
Programme also works closely with HRE

A Steering Committee for Safe Motherhood
Research has been in existence for the past three
years, meeting twice a year to review projects and
overall progress and programme needs. It makes
recommendations on research needs and provides
areview mechanism for research proposals. Itspine
membersrepresent avarety of relevant disciplines,
programmatic experiences and geographic areas.

The first meeting of the Task Force on
Human Resources Development was held in April
1990. The Task Force hasinitiated the planning and
implementation of a programme of work that will
focus on strengthening training in essential obstet-
ric functions and midwifery and the adaptation of
learning methodologies and training materials
development o the needs of maternal health and
safe motherhood.




At present activities in support of technical
cooperation with countries are undertaken by sev-
eral other components ofthe MCH/FP programme,
particularly by the global, regional and sub-regional
family health teams, in large partfunded by UNFPA,
Both family planning and maternal health are the
priority areas of these teams. The global team gives
priority to backstopping regional and country activi-
ties, and to the development and application of
MCH/FP programme management methods and
approaches, norm setting and technical and mana-
gerial guidelines for specific aspects of the family
planning component of MCH/FP. The regional and
sub-regional teams also give priority to country level
backstopping and the implementation of Research
and Development work fostered by the global
programme. Their main responsibilities are {o sup-
port the planning, management and evaluation of
country MCH/FP programmes, including research.
Direct support also includes assistance in develop-
ingthe training capacities of differentlevelsofhealth
workers in MCH/FP

An aceeleration of the WHO programme for
Maternal Health and Safe Motherhood will require
stronger partnerships with governments and agen-
cies at the country, regional and global levels. It
would particularly require the strengthening of
the Regional Offices, sub-regional teams and the
Offices of the WHQO Representatives within coun-
tries. Already, the Regional Director for AFRO has
mobilized the resources from his Development Fund
tosupportanational MCH/FP advisorin each of the
WR's offices in the region. This step will clearly
facilitate the two way flow of technical expertise
and experience in the region. Mechanisms will be
required to make maximal use of this innovative
step, and if possible, adapt it to other regions.

If direct country supportis to be increased it
will be necessary also to strengthen the global

activities of research and development of appropri-
ate technologies for maternal health and safe moth-
erhood. This would be required in such areas as
planning, management and evaluation, the further
development and adaptation of specific technolo-
gies, training approaches and materials develop-
ment, and, in research methodologies themselves,
At the global level it would be necessary to draw
upon disciplines that have as vet only been periph-
erally involved. These might include: health eco-
nomics, medical anthropology, human resource
planning and training/educational methodology.

With the collaboration and support of many
international agencies and foundations, a wide
variety of resources has been mobilized by the
Organization. While the support to WHO from the
Rockefeller Foundation, UNDP, UNFPA and
World Bank was initially directed towards epide-
miological and operational research, the support
received from the Carnegie Corporation has en-
abled the Organization to expand and develop new
activities in the field of advocacy, information dis-
semination and human resources development.
The Director-General of WHO has twice provided
funds from his Development Fund for Safe Moth-
erhood Operational Research. Several bilateral
agencies including NORAD, SIDA/SAREC and
USAID as well as the government of Australia have
joinedin providing financial supportto the operational
research programme. Australia and the Rockefeller
Foundation have asked that the funds they provide
be used for the whole range of safe motherhood
activities; studies on maternal mortality and morbid-
ity, operational research, advocacy and information
dissemination, and appropriate technology
research and development and training. The finan-
cial support provided to the different components of
the programme, is shown by source in Table 5 and
broken down by activity in Table 6.




The levels of support for the operational re-
search component of the programme need to be
sustained beyond 1990, particularly as the momen-
tum created in the last three years will continue to
grow and the initial phase has stimulated an in-
crease in requests for support from developing
countries.

L

TABLE 5.

Sources of cumulative pledges/
contributions in US $ for global
Maternal Health and Safe Motherhood
programmes —.June 1987 - 1991

Total Pledges

Source of funds and Contributions *

WHO 500 000 *
UNFPA 1651 950
UNDP 1143100
IBRD 1050 000
Carnegie 690 000
Rockefelier Foundation 1125000
Meton Foundation 120000
USAID 250 000
Australia 393 052
Sweden 394 767
Norway 145127
TOTAL 7 462 956

T —

*

This is in terms of financial contribution. It does not
include the contribution of staff time which, at Head-
guarters alone, amounts 1o some $2 million since 1987,

TABLE 6.
Cumulative funding level in US $ by
programme area - 1987 - 1991

Total Pledges

Programme area and Contributions *

Operational Research 4 532 826
Epidemiological Research 1651950
Advocacy and Inforrnation

Dissemination 570 000
Technicel Cooperation 348 620
Human Resources Development 308 800
TOTAL 7 462 996

e -

Supportfrom UNFPA hasbeen confirmed for
the maternal mortality studies through 1991, Sig-
nificant support for information dissemination and
advocacy efforts hasbeen provided by the Carnegie
Corporation although additional support will be
required, particularly if national level activities are to
be implemented. Training efforts will require the
development of different types of training materials
and teaching modules at the global level. Funding
for direct technical supportwill be required, particu-
larly for the regional and sub-regional teams, global
programme backup and consultants.

We would like to thank all those agencies,
organizations and foundations who have financially
and technically supported the Maternal Health and
Safe Motherhood programme and also to acknow-
ledge the contributions of other WHO Programmes.




Appendix A,
List of WHO Publications and Resource Materials Relevant to -
Maternal Health and Safe Motherhood

Guidelines

. Technical and managerial guidelines
for maternal and child health
Essential obstetric functions at first referral level.
Report of a technical working group. FHE/86.4.
Available in English and French.

Guidelines for introducing simple delivery kits at
the community level. MCH/87.4. Available in
English and French.

The Partograph: Amanagerial tool for the prevention
of prolonged labour.

Available in four parts;

Section I - The principle and the strategy
(WHO/MCH/88.3)

Section IT— A user's manual
(WHO/MCH/83.4)

Section lII- Facilitator's manual
(WHO/MCH/89.2)

Section IV — Guidelines for operations
research (WHO/MCH/89.1)

Available in English and French.
Slide set in preparation.

The hypertensive disorders of pregnancy: Reportof
a WHO Study Group, Geneva 1985. Technical
Report Series 1987. ISBN 92 4 1207582. Price:
Sw fr 16. Available in Arabic/English/French/
Spanish.

The prevention and treatment of obstetric fistulae.
Report of a Technical Working Group.
WHO/FHE/89.5

The prevention and better management of post-
partum haemorrhage. Report of a Technical
Working Group. WHO/MCH/90.7

Guidelines for the detection and management of
hypertensive disorders of pregnancy. (in
preparation).

Guidelines for the detection and management of
severe anaemia in preguancy (in preparation).

Emergency obstetric care (in preparation).

2. Technical and managerial guidelines
in family planning |
Barrier contraceptives and spermicides: Their role
in family planning care. 1987. ISBN 924 1561017.
Swir 15, USS12.00 Order number 1150270,

Mechanism of action, safety and efficacy of
intrauterine devices: Report of a WHO scientific
group. Technical Report Series, No 753. 1987.
ISBN 92 4 120753 1. Sw fr 12. US89.60. Order
aumber 1100753,

Technical and managerial guidelines for vasectormy
services, 1988. ISBN 92 4 1542187, Sw fr 22.
US517.60. Order number 1150298, Avallable in
English, French and Spanish. ‘

Breastfeeding and child spacing: What health
workers need to know. 1988. WHO/MCH/FpP/
38.1 Price: Swir 4. US83.20. Available in English,
French and Spanish.

Natural family planning: A guide to provnmon of
services. 1988. ISBN 92 4 1542411, Sw fr 16.
US$12.00. Order number 1150307. Avallable in
English, French and Spanish.

Injectable contraceptives: Their role in family
planning care. 1990. ISBN 924 154402 3. Swr 21.
Available in English, French and Spanish in
preparation.

Norplant contraceptive subdermal implants,
Managerial and technical guidelines. Provisional
version. WHO/MCH/89.17




AIDS prevention: guidelines for MCH/FP
programme managers.

1. AIDS and family planning — WHOQ Geneva,
May 1990, WHO/MCH/GPA 90.1

2. AIDS and maternal and child health —
WHO Geneva, October 1990,
WHO/MCH/GPA 9.2

3. Methodological guidelines
Studying maternalmortality in developing countries:

Rates and causes. A guidebook, WHO/FHE/
87.7. Available in English, French and Spanish.

Measuring reproductive morbidity. Report of a
Technical Working Group. WHO/MCH/90.4

4, Training guidelines

Acompanion publication to the novel “Children who
sleep by the river” by Debbie Taylor. Guidelines
for the training and orientation of health workers
to the social and cultural dimensions of maternal
and child health, including family planning (in
preparation).

Documents

Coverage of maternity care. Atabulation of available
information. (2nd edition) WHO/FHE/89.2.

Health implications of sex discrimination in
childhood. WHO/UNICEF/FHE/86.2.

Maternal mortality: helping women off the road to
death (Reprinted from WHO Chronicle 40(3):
175183 (1986). Available in English, French and
Spanish.

Maternal mortality rates. A tabulation of available
information. Second edition. FHE/86.3.

Prevention of maternal mortality: report of the
WHO interregional meeting, Novernber 1985.
WHQ/FHE/86.1.

The role of women sorganizationsin primary health
care with special reference to maternal and child
health including family planning. WHO/FHE/
WHD/83.1.

Women's health and the midwife: A global
perspective. Report of a WHO/UNICEF/
International Confederation of Midwives(ICM)
workshop prior to ICM Congress in The Hague,
The Netherlands in August 1987. WHO/MCH/
87.5.

Planning for action by midwives. Mobilizing mid-
wifery personnel for Safe Motherhood. Reportof
an ICM/WHO/Rockefeller Foundation/Ghana
Registered Midwives Association Workshopheld
in Accra Ghana 16-21 January 1989.

Women's health and Safe Motherhood. The role of
the obstetrician and gynaecologist. Report of a
WH/FIGO workshop prior to FIGO congress in
Rio de Janeiro, Brazil. Report: WHO/MCH/893.
and Statements of key speakers; WHO/MCH/
894 Available in Fnglish. French and Spanish
translations in preparation.

]
Books
Preventing maternal deaths, edited by EricaRoyston
and Sue Armstrong. The book explains why
maternal deaths continue to occur - and what
must be done to prevent them. WHQ, Geneva,
232pp. Sw i 40. Available in English and French.
Spanish translation in preparation.

The reproductive health of adolescents: A strategy
for action. A Joint WHQ/UNFPA/UNICEF
statement. ISBN 92 4 156125 4. WHO 1989,
Price: Swir 3.




The risk approach in health care, with special
referenceto maternal and child health, including
family planning, by E. M. Backett, A. M. Davies
and A. Petros-Barvazian. WHO Public Health
Papers, number 76, 1984, ISBN 92 4 130076 0.
Price: Sw fr 11, Available in Arabic, English,
French and Spanish.

Slide set: Theabove publication hasan accompanying
slide set and presentation notes. These are
available from WHO, reference INT/83/P48.
Price: Sw fr 32.

Maternal care for the reduction of perinatal and
neonatal mortality. A joint WHO/UNICEF
staterment. ISBN 92 4 156099 1, WHO 1986.
Price: Sw fr 3. 1US%1.80,

Women and health. World Health Statistics Quarterly,
Vol 40, No 3, 1987. Sw fr 21, US516.80. Available
in English and French.

Women, Health and Development. A report by the
Director-General. WHO Offset Publication
number 90, 1985,

Women and breastfeeding,. WHO Geneva, 1982
Available in English and French.

Wormen, water and sanitation. WHO Geneva, 1985.
Available in English and French.

Women and family planning (in preparation).

Bibliographies

The risks to women of adolescent pregnancy and
childbirth, An annotated bibliography WHQ/
MCH/89.5.

Iron supplementation in pregnancy: Why aren't
women complying? A review of available
information. WHO/MCH/90.5

Obstetric fistulae (in preparation).

Information and advocacy

Safe Motherhood — An information kit. This folder
contains WHQO background information
presented at the International Safe Motherhood
Conference held in Nairobi, Kenya in February
1987, the conference speech of former WHO
Director-General Dr Halfdan Mahler; the
message of the World Bank, WHO and United
Nations Population Fund(UNFPA) to the
conferenceand the “Callto Action” developed by
the conference participants. Avaitable in Arabic,
English, French and Spanish. A leaflet and
brochure on the WHO’s programme of opera-
tional research to reduce maternal mortality and
morbidity arealsoincludedin the folder, Available
in English, French and Spanish. :

]
Video
“Whydid MrsXdie?”. Leading Egyptian obstetrician,
Dr Mahmoud Fathaila explaing the concept of
the road to maternal death through the story of
an anonymous pregnant woman. Produced
primarily for teaching and training purposes, it
raises awareness of the key causes of maternal
mortality. The VHS cassette isavailablein Arabic,
English, French and Spanish at a cost of
aw fr 40/US$32.00 per copy including postage
by surface mail. Please remember to state
which video format you require (PAL, SECAM
or NTSC) and to send your order to Distribution
and Sales, WHO.

Posters

Safe Motherhood - outlining WHO's four-pronged
attack to improve maternal health, (Available in
English, French and Spanish).




The Road to Maternal Death - drawn by Farida

Zaman for WHO. This drawing depicts the story Computer SCI'EEH
in the video (see above) by outlining the preseniatmn

opporh:ng\/&lles .;léong life’s lllighw:ly which could Visual display on Safe Motherhood. The discis IBM

preven . rs 4, a typical, rura worman 11 a compatible and requires asystem with agraphics

developing country, from dying in pregnancy. card. Details: Maternal and Child Health, WHO.
Price to be determined.

Unless otherwise stated, WHO resource
materials listed are available free of charge from
Division of Family Health, World Health
Organization, 1211 Geneva 27, Switzerland.




Appendix B.
Projects Supported by WHO Safe Motherhood Research Programme

OPERATIONAL RESEARCH PROJECTS

. |

African Region
1. MHR 0054 Puerperal sepsis in some health
instittfions in and around Kampala (Phase 2 -

Main study) (Dr Alex Kampikaho/Save the
Children Fund, Kampala, Uganda)

'This randomized controlled study aims to: a)
assesstheriskfactorsforpuerperal sepsis before
and during pregnancy, delivery, and the
puerperium; b} evaluate the influence of the use
of peniciltin and streptomycin given during labour
on the incidence of puerperal sepsis; and ©
identify the bacterial causes of infection and their
antibioticsensitivity patterns. Resultsofthisstudy
will help identify ways which can be used to
reduce theincidence of puerperal sepsisin health
institutions in Uganda. The proposal was first
reviewed by the programme in September 1988
and a grant was given for a six-month pilot study.
Arevised research proposal was approved by the
programme in September 1989. The duration of
the study is 12 months. Funds have been made
available and the study started in Qctober 1989.

2, MHR 0059 Lamélioration des services de
planification familiale dans une maternité en
milien urbain a Cotonou: Consultation des suites
de couches et pour complications d’avortements
provoques (Université Nationale du Bénin,
Cotonou, Benin)

The study is sponsored jointly by WHQ, the
Rockefeller Foundation and the Government of
Benin. Itisintended that the results of this study
be used to reduce the incidence of abortion, the
number of unwanted births, and the rates of
maternal mortality and morhidity; improve the

accessibility and availability of family planning, in
particular to those women attending postnatal
visits or thosewith complicationsafter aninduced
ahortion; and integrate an education, information
and communication programme into existing
family planning services. The specific objectives
of the study are to: a) evaluate if an education
programme for women attending postnatal visits
orforwomenwith complicationsafter aninduced
abortion will increase the acceptance of
contraception; b) identify factors that influence
the choice, utilization or refusal of contracgﬁtive
methods; ¢) trainand reorganize family planning
services. The proposal was first reviewed by the
programme in July 1987. A WHO consultant
assisted in the finalization of the protocol which
was approved in September 1938. The duration
of the study is 26 months. The beginning of the
study has been delayed by the Principal
Investigator.

. MHR 0061 Use of the partograph at peripheral

and first referral levels in Dar es-Salaam region,
Tanzania (Mutimbili Medical Centre, Dar es
Salaam, Tanzania) :

The study will examine whether the usé of
partographsat peripheral and first referral levels
will reduce: a) numbers and proportions of
wormen with prolonged labour; b) the caesarean
section rate; ¢) the rate of operative vagmal
deliveries; and d) improve perinatal outcome.
The proposal was first reviewed by the
programmein July 1988 and the final version was
approved in March 1989. The duration of the
study is 36 months. The implementation of the
study began in February 1990. -

. MHR 0062 Prospective study of the outcomes

of symphysiotomy and caesarean section
(Bwamanda Hospital, Gemena, Zaire)







