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PREFACE

This progress report highlights some of the activities of WHOQ's Maternal Health
and Safe Motherhood Programme (MSM) during 1991-92. The MSM Programme is the
focus through which WHO’s contribution to reducing maternal mortality and improving
women’s health is channelled. The MSM Programme is part of a global attempt to
involve governments, agencies and non-governmental organizations at all Jevels in the
drive to reduce deaths during pregnancy and childbirth and improve the health of pregnant
women and their babies the world over.

Despite the details in this progress report - the descriptions of a range of activities
involving large numbers of people in a variety of areas - the MSM contribution to safe
motherhood needs to be expanded and reinforced if significant reductions in maternal
mortality by the year 2000 are to be achieved. The MSM Programme has seen some not-
able achievements in the health of pregnant women as a result of its support to country
activities, Yet the challenges before us are great when one considers the enormity of the
problem.

During the period under review in this report a million women died during
pregnancy or childbirth. Large numbers of children were left motherless or even or-
phaned. Many more pregnant women had their health permanently damaged simply
because they lacked trained medical care. Developing countries account for 99% of
maternal deaths and we see from our research that most deaths happen when advice, care
and medical interventions (usually very simple ones by developed country standards) are
missing. For that reason MSM places strong emphasis on information and advocacy to
alert people to what needs to be done and on human resources development to enable
them to do it.

Because countries are becoming more aware of the size of the problem they are
increasingly requesting support from WHO to develop strategies to deal with it. As a
result there have been significant shifts in focus over the past two years. Technical
support to countries is growing and the potential is there for it to grow much faster if
only funds were available. To match this trend, research is concentrating more on
evaluating the effectiveness of efforts to develop rapid, feasible and sustained
interventions for overcoming the problem. The task of reducing maternal mortality and
improving mothers” health is huge and resources are limited. Qur main priority now is to
find out just which interventions will help us to achieve that task most cost-effectively.

The refocusing of the MSM Programme’s strategy will be accompanied by
increasing decentralization in its structure. If maternal health is to improve, action is
needed primarily at country level. Decentralization to WHO regional and country offices
with support from headquarters will facilitate increased country action,

For the sake of clarity the material in this report is presented under a series of
headings, but it would be wrong to see the activities described under different headings as
independent of each other. Indeed, collaboration and cooperation are fundamental to the
MSM Programme. All aspects of the Programme are designed to complement each other
in facilitating national efforts to achieve the one task to which we are all committed.




Maternal mortality in developing countries by UN regions {around 1988}
(maternal deaths per 100 000 live births)
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Yet the MSM contribution still remains a modest one. When the Safe Mother-
hood Initiative was launched in 1987, one of the widely advertised goals was to cut
maternal mortality by 50% by the year 2000. We shall soon be halfway to the year 2000
but we have no strong evidence that we are moving far towards reaching that goal (see
Figure 1). Itis a difficult goal, admittedly, but since we know that most maternal deaths
are clearly avoidable we cannot say it is unattainable so long as there is determination fo
reach it. This progress report is an attempt to describe some of the varied efforts that
reflect that determination,

Dr Tomris Tiirmen -
Director, WHOQ Division of Family Health

1. INTRODUCTION

Every minute of every day a woman dies as a result of complications during
pregnancy or childbirth, And every minute eight babies die because of poorly managed
pregnancies and deliveries. Most of these deaths occur where there is poverty and where
women’s health needs are neglected. Of the global annual total of 500 000 maternal
deaths, all but 6000 are in the developing world.

The deaths of all these women and babies are preventable, Yet preventing them
does not require large scale infrastructure and expensive technologies. Rather, what is
needed is the use of known, tried and tested techniques, applied in a culturally
appropriate way in the communities where women live. Women die from haemorrhage,
infection, high blood pressure, obstructed labour, unsafe abortion and a range of diseases
that are aggravated by pregnancy - such as malaria, hepatitis, rheumatic heart disease and
diabetes. All can be prevented or treated cost-effectively at community or district health
centres.

Awareness of the extent of maternal mortality has grown significantly since
studies carried out in the early 1980s, supported by WHO and UNFPA, first drew the
world’s attention to this issue. Since then, safe motherhood has grown in prominence on
the international health agenda. Maternal mortality is now recognized for what it is: a
symptom of neglect and failure - society’s neglect of women's and girls’ health and the
failure of the health care system to meet their health needs and concerns.

From its launch in 1987, the Safe Motherhood Initiative acknowledged the
complex background to maternal mortality. Women suffer and die because they are
neglected as children, married as adolescents, poor and illiterate, underfed and
overworked, subjected to harmful traditional practices and because they are constrained
into roles where their worth is defined only by the number of children they bear. Too
many children, too early, too late and too close together is a pattern of childbearing that
carries immense risks for the health of mother, children and families alike. In too many
societies women are trapped in a tradition that assigns high value to their ability to have
children, taking little note of anything else they can do.

WHO and its partners advocate combatting maternal mortality on several fronts,
First, the socio-economic and political status of girls and women must be improved to
ensure their education, Women who have had some education make more use of health
services and are more open to health education. Second, family planning information and
services must be appropriate, affordable and acceptable so that women can avoid high-risk
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childbearing. The fatalistic acceptance of childbearing well beyond the limits. of safety
has been forced on many women and their families simply by the lack of an alternative.

Third, women and families must have access to high quality prenatal and
maternity care and they should be able to reach skilled help when obstetric emergencies
arise. Prenatal care can detect complications before they turn into emergencies. It can
treat existing diseases such as malaria, and sexually transmitted diseases, which are
always debilitating but are even more severe during pregnancy. No pregnant worman
should give birth without help from someone who can provide essential care if
complications develop and who knows when and where to get more skilled medical help
if necessary.

What is good for mothers is also good for their babies. Every mother has the
right to expect that her baby will be born alive and healthy, just as every baby has the
right to a living and healthy mother.

Women must have life saving operative delivery in cases of obstructed labour,
they need drugs to combat eclampsia, antibiotics for sepsis, drugs and blood replacement
in cases of hemorrhage, immediate resuscitation for babies with birth asphyxia, and a
health care system that encourages practices such as immediate breast-feeding. High
quality services for pregnant women should be available as close as possible to where
women live and work. Such services should be welcoming, flexible, and low cost.
Health care personnel should collaborate with traditional care providers to make sure that
cultural attitudes get due consideration. Health workers need the skills to make
judgements and take appropriate action when necessary.

More than anything else, women wish pregnancy and childbirth to be a time of
dignity and pride. A health care system that ignores the fundamental right of privacy,
and shows no respect for the person or cultural traditions, will not gain the confidence of
the women it aims to reach, Though not risk-free, pregnancy and delivery are natural
processes. Health workers must make greater efforts not to over-medicalize them.

The person best equipped to provide effective and cost-effective care to women of
reproductive age is normally the person with midwifery skills who lives in or close to the
community. In many societies, women and their families wish this person to be a woman
- one who lives alongside the women she treats and who understands their concerns. It is
a tragedy that the number of midwives and their role in the health services have been
allowed to decline in recent years. It is time to reassert the value of midwifery skills and
make them available to pregnant women everywhere.

The World Health Organization has responsibilities for strengthening the health
network so that it provides the services and care that women need. This is the prime aim
of the Maternal Health and Safe Motherhood Programme. This report presents a
summary of the activities of WHO’s Maternal Health and Safe Motherhood Programme
during 1991-1992. Two previous progress reports covered the periods 1987-1990 and
1990-1991, Taken together, the three reports describe the Programme’s progress since its
inception in 1987 and also summarize new directions begun in 1991.
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2, POLICY DIRECTIONS FROM 1991

The Scientific and Technical Advisory Group (STAG), which advises the Director
General of WHO on policy directions for safe motherhood, met in October 1990, and in
the form of a sub-group in February 1991, The group reviewed progress since 1987 and
presented a framework for redirection of the Programme’s strategy. It was agreed that
the time was right for the Programme to expand support for the development of safe
motherhood programmes around the world. This meant a clear need for new training
strategies and for greater help to countries in planning, implementing and evaluating
national safe motherhood programmes. National plans for safe motherhood have thus
become central to carrying out research, implementing its results, developing training
plans, gathering and using data, and for education and advocacy.

The MSM Work Plan for 1991-92 was developed in the light of recommendations
from STAG and presented to the Programme Support Committee (PSC) in November
1991. The PSC, which brings together donors and representatives from developing
countries with high levels of maternal mortality, stressed the need to develop rapld
response mechanisms to national requests for support. Considerable ﬂexlblhty is needed
50 as to take account of va:ymg conditions in dlfferent countries.

This report describes MSM activities along the lines laid out in the 1991-92 Work
Plan, starting with the programme’s central element of technical support for national
programme development. The report outlines current work to develop methodological,
managerial and clinical guidelines to improve the provision of health services to pregnant
women and mothers and to ensure effective support of those services at different referral
levels. This report reflects a Programme in transition - from an approach largely centred
on epidemiological and operations research to an approach targeted at support activities to
countries, Existing knowledge and practical interventions are being used at global and
national levels to reduce maternal mortality.

The need for flexibility and rapid response to country requests for support implies
increasing decentralization for the MSM Programme. As technical support to countries
grows, the Programme will rely more and more on WHQ's regional and country offices,
with headquarters performing global development activities, resource mobilization and
technical backstopping. The future role of the MSM Programme will increasingly be to
foster partnerships at country level to avoid wasteful duplication of effort.

3. COLLABORATION WITH COUNTRIES FOR NATIONAL PROGRAMME
DEVELOPMENT

MSM’s technical cooperation has continued to provide strong support for national
safe motherhood activities and programmes during the past two years. The Programme
has concentrated on giving support to a limited number of countries in order to focus the
use of resources more effectively. Other countries will be supported as additional funds
are made available. The global programme had close collaboration at varying levels with
14 countries during 1991-92, and other countries have requested support to start during
1993. In addition the WHQ regional offices have been working closely with countries in
their regions to encourage and further safe motherhood goals.

The extent and status of technical cooperation activities varies considerably from
country to country. Progress has also varied, with some countries clearly moving faster
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than others towards safe motherhood goals. Yet despite these variations, one consistent
need has surfaced as a result of technical cooperation with countries and that is the need
to strengthen health systems at district level.

In each country where WHO has technical cooperation relating to safe
motherhood, research has been completed or is in progress. Indeed, research is now
becoming an integral part of the national safe motherhood plan and helps countries to
build awareness of the scale and nature of the problem before them. As countries
develop national plans for safe motherhood in collaboration with MSM, research needs
will be identified. These will include an element of monitoring and evaluation to ensure
that interventions and activities achieve their aim.

A brief outline of recent developments at regional and country levels is given
below,

3.1  African Region

The WHO Regional Office for Africa (AFRO) has set four objectives for its
activities in the area of Maternal and Child Health and Family Planning. These relate to
strengthening district level MCH/FP programmes, promoting training, developing data
collection and promoting operational research.

A workshop on WHO priorities in MCH/FP was held in Brazzaville, Congo, in
February 1993, That workshop for the MCH members of WHO country teams in Africa
brought together 31 delegates from 22 WHO member states as well as representatives of
French technical cooperation agencies. It was aimed at strengthening the ability of
WHO/AFRO to give timely technical support to national programmes for safe
motherhood. The AFRO technical support team has been strengthened by two new staff,
one of them specifically for the safe motherhood programme, Six WHO advisers in
MCH/FP have also recently been appointed to UNFPA country support teams in
Ethiopia, Senegal and Zimbabwe.

In support of national efforts to draw up plans of action for safe motherhood,
AFRO is supporting countries in the preparation of safe motherhood situation analyses.
AFRO aims to complete situation analyses for all countries by 1995. Fourteen countries -
Benin, Botswana, Central African Republic, Chad, Guinea, Lesotho, Namibia, Nigeria,
Niger, Mali, Senegal, Uganda, Zambia and Zimbabwe - are reported already at various
stages of restructuring their MCH/FP programmes towards safe motherhood goals,
Extra-budgetary funds are being sought for the rapid evaluation and planning of safe
motherhood in 12 African countries.

In addition to improving management techniques at national level, AFRO has also
been helping to strengthen health management and services at district level. District team
problem solving has been completed in Uganda, Senegal and Tanzania. Local training
programmes in MCH/FP have taken place in Gabon, Chad, Congo, Central African
Republic, Togo, Uganda and Lesotho. To strengthen systems of data collection and
dissemination, AFRO has designed a common format for African MCH/FP indicators and
is setting up a computerized databank.

The Regional Centre for Training and Research in Family Health in Kigali,
Rwanda, hosted a consultation on the reduction of maternal mortality and on infertility in
Africa. That meeting in January 1992 was attended by 39 experts from 19 African
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countries as well as representatives from overseas agencies. An Africa regional task
force on safe motherhood has been formed. Courses in fertility management and essential
obstetric functions have been held in Kigali for personnel from French-speaking countries.
Similar courses in English are being planned. The Kigali centre is also planning training
courses in reproductive health research methodology which are due to start in November
1993.

Benin has formulated a National Safe Motherhood Plan and has requested WHO
support through the programme of intensified support to countries in greatest need.
Discussions are in progress on the possible designation of a WHO Collaborating Centre to
take the lead in developing research activities and to channel technical support.

AFROQ is responding to a request from Ethiopia to help develop a safe motherhood
programme there, Through collaboration between MSM and ICO, WHO has already
assisted in the creation of district health teams and is giving technical support to AFRO.
The next step will be technical support for strengthening midwifery services at district
level.

In the Republic of Guinea (Conakry) the initial advisory phase on a country
strategy was completed in 1991, with MSM working together with the Office of
International Cooperation (ICO). A national team has now mapped out a two-year project
of situation analysis and the development of a national safe motherhood plan. UNDP is
supporting the situation analysis and plan development, Other agencies are also
committed to supporting safe motherhood in Guinea. Technical support for the
performance of the situation analysis is being provided by Santé Maternelle Internationale
(SMI) - France. MSM will provide monitoring and evaluation support.

Lesotho’s request for collaboration was followed by a pre-planning mission
organized by AFRQ in November 1992. A rapid evaluation of maternal health in
Lesotho will take place in 1993 as a first step towards setting up a national safe
motherhood programme. A workshop is also planned for Jater in 1993 to develop a
national training plan to improve skills at all levels.

Lesotho is a prime example of the way inter-agency collaboration helps to
accelerate the process of decision-making for national programme development.
UNICEF, UNFPA and WHO together with the Ministry of Health and local NGOs, meet
regularly in a Technical Committee to monitor and evaluate progress. UNICEF and
UNFPA are providing funds for the upgrading of maternity hospitals and health centres as
well as for training of health care providers, especially midwives. WHO serves as the
overall focus of efforts and provides technical support to ensure consistency. Additional
support for research and advocacy efforts has been provided by Swedish cooperation
(SIDA/SARECQ).

A national workshop on maternal health was held in Mozambique in November
1991. In February 1992, MSM, in cooperation with ICO, helped carry out an assessment
of needs. In June 1992 a second assessment visit resulted in a request from the
government fo WHO/MSM to provide a consultant to work on strengthening mid-level
supervisor’s skills, The WHO Collaborating Centre in Trieste, Italy has been asked to
provide this consultancy service and 1993 will see the preparation of guidelines and a
training programme on case management as well as a review of learning materials.
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The Italian Government is working closely with the Mozambican Government to
strengthen health services (including maternal health), particularly in Zambezia Province.
SIDA/SAREC (Swedish International Development Authority/Swedish Agency for
Research Cooperation with Developing Countries) is supporting research projects in safe
motherhood; the Italian Government is supporting research and community health in safe
motherhood, and is providing medical assistance to the Central Maternity Hospital.
FINNIDA (Finnish International Development Agency) is providing support to strengthen
basic maternal health care in rural areas,

A nationwide project to reduce maternal mortality was begun in Senepal in 1986
and led to the establishment of a national programme for safe motherhood. Situation
analysis was completed by 1990 with technical support from Columbia University in a
project executed by WHO. A plan of action was then circulated to all regions of the
country in 1991. At a donors’ meeting in November 1991 it was decided to focus initial
efforts on the Tambacounda region. An implementation plan was drawn up and is now
being followed. Laval University is providing technical support and WHO is responsible
for monitoring and evaluation,

Since the region of Tambacounda has just one hospital serving 400 000 people,
most of them at least a 10-12 hour journey away, three district health centres will be
upgraded with surgical facilities and physicians will be trained to carry out the surgery.
The French Government is following through this improvement of services for pregnant
women at first referral level. UNICEF and the World Bank will support training nurses
at peripheral health posts so they can provide a wider range of treatment in some of the
essential obstetric functions, The Senegal plan includes a component aimed at improving
the status of women in society. This component, in the form of a literacy programme
which will be funded by the Canadian Government, has aroused considerable interest
among women’s groups and other organizations. The strengthening of family planning
services has also been identified as an important need.

Following a series of research projects supported by WHO in Tanzania from
1985, a national situation assessment was undertaken in 1989. A National Task Force
met in March 1992 in Arusha and developed a Plan of Action with the collaboration of
Family Care International (FCI). Some delays in implementation have arisen because of
uncertainty about where the overall focus of the programme should lie. However, it is
now planned to activate an interministerial coordinating body to monitor developments.
The Ministry of Health is the focal point for the health component of safe motherhood
activities and it is hoped that the implementation phase will now start, Other activities
include the testing of midwifery modules and a workshop on district management held in
October 1992. There are plans for MSM involvement in strengthening problem solving
capacity at district level.

UNICEF has begun community training projects for identifying and referring high
risk pregnancies in some districts in Tanzania, UNFPA has supported Family Care
International in formulating a Safe Motherhood Work Plan for Zanzibar, and will support
a District Team Problem Solving workshop in Zanzibar.

In Zambia, the government has proposed an investigation into causes of maternal
deaths in urban areas. This will take place as soon as preparations have been completed,
and in cooperation with ICO. SIDA/SAREC is working on the strengthening of
midwifery services in Lusaka.
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3.2  American Region

Of the 186 million women of reproductive age in the Americas, 15 million will
have a live birth and more than 28,000 will die of complications related to pregnancy,
delivery, the puerperium or abortion. The WHO Regional Office for the Americas
(AMRO) has set objectives that include reducing maternal mortality by 50% by the year
2000 through improved quality and increased coverage of health services, as well as
providing more facilities and training, increasing social awareness of the need for safe
motherhood, and setting up a regional system of epidemiological surveillance for maternal
deaths,

The targets set by AMRO for the reduction of maternal death rates in Canada and
the USA are 40% reduction by 1995 and 60% reduction by the year 2000. For the other
member states in the Americas, targets have been fixed at 30% reduction by 1995 and
30% reduction by the year 2000.

AMRO’s practical targets by 1995 for member states excluding Canada and the
USA relate to the first level of referral, the utilization of bed capacity, the training of
health workers and epidemiological survetllance. Outpatient facilities, hospitals, birthing
centres and homes for high-risk pregnant women will be strengthened and their number
will be increased. The rate of occupation for obstetrical beds in hospitals will be
increased (to 60% in small hospitals and to 80% in large ones). More physicians, nurses
and traditional birth attendants will be trained and more institutions where deliveries are
performed will provide monthly data on maternal deaths,

AMERO is cooperating with member states throughout the Americas in efforts to
reach clearly defined target levels both nationally and regionally. In addition to the
overal! regional targets outlined above, AMRO has classified countries in the Americas
according to their ability, or lack of it, to provide health services to women during
pregnancy and childbirth and thus define specific targets appropriate to the local level of
health care quality and coverage.

Following a request from Bolivia for increased technical cooperation, WHOQ
completed an assessment there in September 1992. As a result of this, MSM will give
technical support to Bolivia via ICO.

3.3 Eastern Mediterranean Region

Tremendous diversity exists between the countries of the WHO Eastern
Mediterranean region (EMRO). These differences are of both an economic and a socio-
cultural nature and is a significant factor in addressing the problem of maternal mortality,
Whilst some countries have the means and the will power to improve their maternal
mortality figures, others do not.

The WHO Eastern Mediterranean region (EMRO) has adopted several high
priority approaches towards combatting the unacceptable standards of maternal and child
health in a number of countries in the region. Namely:

. The provision of one trained birth attendant for every village. This continuing
drive follows a resolution adopted in the 35th session of the Regional Committee
in 1988,
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. The shift of emphasis in MCH to cover all aspects of a woman’s life,
encompassing such issues as literacy and schooling for girls and women;
contraceptive choices and birth spacing; raising the status of women and
improving their socio-economic environment.

. The integration of MCH/Family Planning in PHC.
. The improvement of the managerial skills of MCH/FP workers.
Countries are also being encouraged to create a national focal point for women.

Through a series of workshops and meetings, and with the implementation of
follow-up action, EMRO is seeking means of improving the quality of life of mothers and
children. The meetings held during the period of this report covered a wide spectrum of
subjects and are detailed below:

. Interregional Workshop on Leadership and Participation of Women in MCH/FP,
Cairo, Egypt, 25 - 29 August 1991,

. Intercountry Consultation on Research Needs for the Promotion of Maternal
Health, Cairo Egypt, 3 - 7 November 1991.

. WHO/UNFPA Intercountry Workshop on Strengthening of Family Planning
through Safe Motherhood Approach within Maternal and Child Health
Programmes, Cairo, Egypt, 14 - 17 December 1991.

. Intercountry Consultation on Approaches for Reduction of Low Birth Weight,
Rabat, Morocco, 2 - 4 June 1992,

. Intercountry Workshop on Assessment of Needs for Research in Reproductive
Health in EMR, Cairo, Egypt, 13 - 15 December 1992.

Research is being carried out in a limited number of EMRO countries, notably
Egypt and Oman, where an extensive evaluation of the an@mia programme is in progress.
EMRO is developing a blue-print for and EMRO Research Network for MCH for which
several focal points and areas of research have been identified.

Information and advocacy is an important part of EMRO’s work. A document,
published during the last two years entitled Strengthening Maternal and Child Health
Programmes through Primary Health Care produced in Arabic and in English is currently
being used as a field manual in countries in the American region and elsewhere, Three
other documents : Breast-Feeding Patterns; The State of Child Health in the EM Region;
and Breast-feeding and Fertility are in the preparation.

The WHO Regional Advisor in MCH/FP works closely with a UNFPA Medical
Officer in the region. There are many agencies and NGOs working in EMRO and to
assist in the coordination of these efforts, WHQ has reached agreement with some
countries that all health activities be coordinated through WHO.
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3.4  European Region

A decade ago the WHO Regional Office for Europe (EURO) predicted that
maternal mortality throughout the Europe region would drop to 15 per 100,000 by the
year 2000. That prediction was based on the fact that some European countries had
figures lower than that, and even lower than 10 per 100,000, and that maternal mortality
was falling throughout the region. In many European states the steady decline in
maternal mortality has continued, Some have shown a marked improvement in maternal
care, with maternal deaths in Austria, Belgium, Germany, Ireland, Italy and Spain falling
to one-sixth of their previous level during the past 15 years.

With the dissolution of the USSR and Yugoslavia the number of countries in the
Europe region has been increased by one-third, In each of these new countries for which
data is available, maternal mortality is higher than 15 per 100,000 (as it is in the
countries of Albaniz, Bulgaria, Hungary and Romania, as well as Iceland and Turkey).

EURO reports that the major cause of maternal mortality and morbidity in Europe
is abortion. In some of the countries of the former USSR, abortion remains the main
form of contraception. A 1992 case study in Armemia, for instance, indicated that most
women had multiple abortions during their reproductive life, with an annual abortion not
being considered unusual. The infertility rate of Armentan women is currently about
25%, mainly due to abortion.

In Romania, official figures of maternal deaths (most of them from abortion) fell
from 172 per 100,000 live births in 1989 to 70 per 100,000 the following year after
abortions were permitted in maternity hospitals. That reduction in deaths occurred
despite a corresponding five-fold increase in the number of abortions in Romania,

In recent years Poland has officially reported 20 abortions for every 100 live
births though the actval figure may have been higher since most were performed in
private practice. Following the passing of a new law on the protection of the fetus in
early 1993, which instituted penalties for health practitioners carrying out abortions, it is
expected that maternal mortality will increase in Poland due to unsafe backstreet
abortions,

In view of the great differences in maternal mortality within the region, and even
within the same part of the region, EURO has proposed comparing preventive
programmes in countries where maternal mortality is low with measures taken in
countries where maternal mortality is higher. The official mortality rates in Moldova and
Russia, for instance, are almost twice as high as those for Belarus and Lithuania although
these countnes all shared the same approach to health care for many years.

Legislation on fertility contol has also affected the extent of maternal death from
abortion in Albania. The law prohibiting abortion was repealed in 1991 and the new law
allows abortion on demand. No official statistics on maternal death in Albania have been
available since 1990 though an improvement in rates of maternal mortality has been
claimed by some sources,

MSM cooperation with Albania is in the early stages. In response to a request via
EURQ, a WHO mission to Albania took place in December 1992 to plan for an audit of
maternal and perinatal deaths that is to be carried out with support from the WHO
Collaborating Centre in Trieste, Italy.
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UNICEF is working on updating the midwifery services in Albania through
strengthening midwives’ training programmes. UNFPA’s programme has introduced
modern contraceptives and has begun training doctors in how to use these methods.

3.5 South East Asian Region

Safe motherhood has been strengthened in the WHO’s Rgional Office for South
East Asia (SEARO) by the appointment in March 1993 of a short-term safe motherhood
consultant who is developing an inventory of the maternal health situation and safe
motherhood activities in the region. Bangladesh and Indonesia have gone furthest in
implementation of their safe motherhood plans.

An analysis of the maternal health sitvation in Bangladesh was completed in 1988
and design of a safe motherhood programme was finished by the following year. By
1991 an implementation plan had been developed and the national strategy for maternal
health and safe motherhood became a major feature both of the country’s Fourth National
Five-Year Plan (1991-1995) and of the Fourth Population and Family Health Project
jointly developed by the Bangladesh government and international bodies. MSM support
has been supplied in close cooperation with WHO’s Office of International Cooperation
(IC0O).

Bangladesh realized the particular need for upgrading health services through
training of personnel. Women health visitors are being trained to undertake a wider
range of treatments related to prenatal and neonatal care, and physicians at uppazila (or
district) level are to be trained in essential obstetric functions. Because of the low rate of
institutional deliveries and the lack of clinical experience, it was decided to develop
external training opportunities for the first phase of the programme. A site in Nepal has
been chosen for the training of district level doctors and discussions are taking place for
additional training to be provided in the Philippines. Discussions are currently in
progress regarding the content of the training curriculum,

Bangladesh has 1dentified a medical officer who will head the National Safe
Motherhood Plan, WHO has offered to collaborate in preparing a plan of action that will
enable the Azimpur MCH Training Institute to play a more effective part in the
Programme's implementation.

UNICEF, UNFPA and ILO are supporting projects in Bangladesh directly or
indirectly related to safe motherhood. The World Bank and a consortium of donors
(Australia, Canada, Germany, Holland, Japan, Norway, Sweden, UK) are supporting the
Fourth Population and Health Project, in which WHO will be the executing agency of
approximately 22 projects. Of these, three are directly related to safe motherhood,
namely: Maternal and Neonatal Health Care project, MCH Coordination Cell project and
the Family Planning Clinical Surveillance Team. From its regular budget, WHO is
supporting the training of personnel, supply of equipment and IEC activities.

In Indonesia the implementation of the safe motherhood programme is being
supported chiefly by SEARQ through the WHO representative in Jakarta. A national
conference on safe motherhood and a workshop for programme development in 1988
were followed by the creation of a national task force. A situation analysis was
completed in 1991, Indonesia observed a major need for training of health service
personnel and the biggest element of the Indonesian programme is human resources
development. Large numbers of midwives are being trained for work in rural areas and
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existing midwives are having their skills upgraded so they can carry out a wider range of
interventions. |

MotherCare (John Snow In¢, USA) is supporting four safe motherhood projects in
Indonesia including community-based maternal health interventions, The World Bank is
supporting midwifery training in maternal health.

3.6  Western Pacific Region

A great contrast between technologically developed societies and developing
nations is reflected in the health care, maternal mortality, and cultural attitudes towards
pregnancy in the countries of the western Pacific.

While transport to hospital is no problem in Japan, some communities in Papua
New Guinea live four or five days’ walk from the nearest health centre. While the
Philippines is opposed to contraception and to family planning programmes, Vietnam and
China strongly promote the use of contraceptives and recourse to abortion where
contraceptives fail. Similarly, while China is trying to cut the rate at which its population
is growing, Malaysia is promoting a four-fold increase in population by the year 2100.

Traditional beliefs in some countries treat conception and birth as mystical or even
magical events, making medical care not only undesirable but irrelevant. In some places
girls are expected to have children at an early age to prove their ability to reproduce. In
others, dietary restrictions on pregnant women deny the mother precisely those foods she
most needs for her own wellbeing and the healthy growth of the fetus. The infant
mortality rate is more than 50 per thousand in nine countries of the region.

Such deep-rooted cultural traditions cannot simply be ignored. WHQ’s Regional
Office for the Western Pacific (WPRO) recognizes the need to integrate health care and
medical interventions as much as possible into the local religio-cultural situation so that
they become a part of the communities’ educational development process. At the same
time, however, WPRO believes much more emphasis should be put on the social and
behavioural aspects of safe motherhood, adapting these to the specific contexts of the
countries concerned.,

Because of the contrasting nature of the countries in the Western Pacific, the
amount and reliability of health data varies considerably. One problem facing WPRO is
the lack of uniformity in health indicators used. The provision of guidelines on how to
collect basic data (with tally sheets and samples of forms) and how to analyse information
meaningfully is under consideration.

In several countries, WPRQ is encouraging the use of management tools such as
the home-based maternal records, the partograph and the rapid evaluation method for
health services. Training is receiving particular emphasis with health workers of various
levels being trained in a number of countries. Health workers from South Pacific
countries are receiving training in China in the provision of family planning methods, and
WPRO is providing supplies and equipment, including contraceptives. Manuals for
training midwives are being developed in the Philippines and Samoa. A focus for future
attention will be the increased evaluation of training, particularly to assess whether it is
having the desired effect in improved performance, increased medical skills, better quality
of care, improved counselling motivation and communication skills.
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In the coming year WPRO will focus on activities that improve health standards in
the perinatal period. There will be promotion of four basic principles of newborn care,
the quality of care will be emphasized. There will be attempts to strengthen management
skills at national and regional levels, and WPRO intends to widen the choice of family
planning methods at national level. An important concern is to ensure the coordination of
health programmes and the integration of different health services.

WPRO has set regional targets that include the provision of family planning
services to at least 70% of couples in the region who desire such services, the adoption of
appropriate technologies, the strengthening of MCH/FP research capabilities in at least
half of developing countries, and the significant reduction of maternal mortality in
developed countries. Specific targets for least developed countries are that at least 75%
of births should be attended by trained health personnel, and that at least 70% of women
and children should have access to health care.

Research activities have been ongoing in China for a number of years. China’s
request for technical cooperation was followed by an MSM mission in March 1991 that
evaluated opportunities for strengthening midwifery training programmes. In August
1992 further consultation was held to assess ways of developing a future Chinese strategy
on safe motherhood. China will receive financial and technical support for its safe
motherhood programme from WHO, other agencies and bilaterals. The use of home-
based maternal records is being evaluated and a national workshop on safe motherhood is
planned for Qctober 1993.

The World Bank is supporting a project in China which includes strengthening
maternal health in five provinces. A maternal health component is also included in the
UNICEF/UNFPA "300 county project”.

In the Philippines a national workshop was held in 1987 and a national task force
has been formed. An Associate Professional Officer (APO) is in place to assist the task
force. WHO was involved in a review of maternal health care in 1991 and the use of
home-based maternal records is being evaluated, The Philippines may be able to help
train physicians from Bangladesh in essential obstetric functions.

4. APPROPRIATE TECHNOLOGIES

In order to facilitate action at national level, WHO/MCH has developed
appropriate technologies for both system management and case management. System
management technologies aim to help health planners set up and evaluate national or
district level programmes for maternal health and safe motherhood. Case managerment
technologies are designed to improve specific elements of maternity care such as clean
delivery or monitoring of labour.

4.1 Health system technologies

The rapid evaluation method for evaluating maternal and child health and family
planning services has become a standard element of MSM’s technical cooperation with
countries, The method has been designed to help ministries of health evaluate their
MCH/FP services, or other health services, and plan activities to improve quality and
coverage. The rapid evaluation method promotes a participatory approach so that
personnel from different levels of the health service work together on a rapid assessment




Maternal Health and Safe Motherhood Programme WHO/FHE/MSM/93.5
Progress Report, 1991-1992 Page 15

of the situation. A brochure on the use of the rapid evaluation method - which has four
phases : planning; preparation; data collection and analysis; and completion - was
published by WHO/MCH in 1992 (see section on Guidelines and Publications below).

This management tool ensures that information is collected rapidly from existing
records and inventories, as well as from interviews with clients, staff and community
groups, and analyzed by microcomputer using software supplied by WHO. The rapid
evaluation method was used in Botswana to design in-service training programmes on
family planning and counselling for medical practitioners and nurses, Tt has been used in
Madagascar to provide information on adolescent reproductive health. In Zambia it was
used to give a composite picture of the quality of MCH/FP services by examining them
from a variety of perspectives.

In addition to the need for rapid evaluation and sound planning, MSM has seen a
general need for strengthening health services at district level. In a first effort to meet
this need, WHO/MCH drafted guidelines for conducting district team problem-solving in
maternal and child health and family planning. These became available in August 1991.

4.2  Clinical technologies

MCH efforts to develop appropriate technologies for case management have been
concerned in particular with monitoring the progress of labour, clean delivery, and
maternal nutrition,

The partograph is a chart for use by physicians and midwives to monitor the
progress of labour and ensure that intervention takes place as soon as necessary, but only
when necessary. Guidelines for the adaptation of the partograph and its use in different
country settings have been available since 1990, A major multicentre research trial on
the effectiveness of the partograph was completed during 1992 and is reported in section
6.7 below.

Currently, the WHO partograph is designed for health care providers with
considerable skills and requires training for its successful use. Following feedback from
users, it is planned to develop other models for use at other levels of the health care
system, such as at health centres,

An MCH presentation on Clean Delivery - A Complementary Strategy in the
Elimination of Neonatal Tetanus, was accepted by the Global Advisory Group of the
Expanded Programme on Immunization (EPI) at its meeting in Jakarta, Indonesia, in
October 1992, That presentation listed three essential elements of clean delivery as a
means to reduce neonatal tetanus and maternal and perinatal sepsis. They are:

- advocacy, information and health education for "cleanliness" and hand -
washing;

- production, distribution and training in the use of Clean Cord Care Kits;

- training in clean and aseptic techniques for all health workers.

Although tetanus toxoid immunization ensures that women and babies do not
succumb to tetanus, it has no impact on umbilical sepsis from other micro-organisms in
newborn babies or on puerperal sepsis in mothers. Consequently MCH has stressed the
need to combine immunization with a programme to ensure clean delivery through clean
hands, a clean surface for delivery, and clean cutting and care of the cord.
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A clean delivery kit has been developed, as have guidelines for its use in English,
French, Arabic and Spanish. The kit has been tested in Tamil Nadu and Chandigarh,
India. It was found to improve overall hygiene during delivery, reducing both umbilical
sepsis and puerperal sepsis, and also stimulated mothers to seek other health care services
during pregnancy. These kits are now to be adapted for use on a wider scale, particularly
in high-risk areas.

Another simple technology that is being widely tested is the home-based maternal
record (HBMR), This is a record card, illustrated and colour coded for women who
cannot read, on which women record aspects of their health as their pregnancy
progresses, The card has space for details of several pregnancies and for health related
factors during the intervals between pregnancies. The HBMR has proved particularly
useful in identifying women - and newborn babies - at rigk since, over time, it builds up a
continuum of health related information about each patient, Field testing of the HBMR
has shown that it may provide more useful and more detailed information than many
corresponding hospital records. The cards have an educative value since, by taking
responsibility for recording their own health, women become more concerned to take
action that will maintain their health in good condition.

Vietnam has issued the HBMR to 700 000 women and is to expand this in the
near future. The cards are also being used by large numbers of women in China and the
Philippines. Guidelines for the adaptation of the records to different cultural and social
situations, and for their introduction and evaluation have been prepared and are ready for
publication, Training modules have been prepared for various groups of health workers.
A set of slides has been prepared on the use of the HBMR and a video is being planned.

A new element being added to HBMRs for testing is the request for information
on height and weight both during pregnancy and between pregnancies. This is seen as a
means of obtaining data relative to women’s nutritional status.

5. HUMAN RESOURCES DEVELOPMENT

An essential aspect of any assistance fo countries is human resource development,
Training and the upgrading of staff skills are integral parts of national safe motherhood
plans. The MSM Human Resources Development Task Force, at its meeting in April
1990, declared the training of midwives, the training of district health teams in essential
obstetric functions and the training of managers and trainers as priority areas for action.

MSM’s activities in technical cooperation to countries, especially through use of
the rapid evaluation method on maternal and child health (described above under
Appropriate Technologies), have involved a great deal of training of health service
personnel at all levels, Health service managers and decision makers have been trained in
the balanced assessment of data, mapping out of strategies and planning processes. Other
personnel have been trained in a variety of data collection procedures. The collaborative
process, whereby personne] from various parts of the health service work together with
WHO in evaluating and planning procedure to improve quality and coverage of care, is in
itself a form of training that must not be underestimated.
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5.1  Strengthening midwifery skills

A workshop on Women’s Health and the Midwife from a global perspective, held
in the Netherlands in August 1987, urged that each midwife should be capable of training
others in an effort to make midwifery skills available in every community. That
workshop, sponsored by WHQ, UNICEF and the International Confederation of
Midwives, called for an expansion of midwifery education so that midwives, in addition
to delivering babies and providing neonatal care, should:

- be sensitive and react to individual and community perceptions and needs;
- promote an awareness of maternal health status;

- prevent pregnancies too early, too close, too many and too late;

- save life in emergency situations.

Three years later a workshop on Midwifery Education - Action for Safe
Motherhood took place in Kobe, Japan, where participants from around the world fixed
specific targets for the expansion and improvement of midwifery education, including in-
service training. The Kobe workshop planned an educational framework focusing on the
five main causes of maternal death - postpartum ha&morrhage, obstructed labour,
eclampsia, puerperal sepsis and abortion.

To maintain the impetus of the Kobe workshop, MSM has kept track of follow-up
around the world. In October 1992 MSM issued a list of safe motherhood midwifery
initiatives in 13 countries and continues to keep track of activities and developments along
these lines. Initiatives during 1991-92 have included meetings on safe motherhood for all
midwives in the Japanese Nursing Association, workshops on maternal death in Germany
and educational efforts among midwives of the former East Germany, a focus on maternal
mortality for the International Day of the Midwife in the United Kingdom, training of
midwives in life saving skills in Ghana, more emphasis on community experience for
trainee midwives in Sierra Leone, upgrading of midwifery education curriculum and
facilities in Tanzania, workshops on midwifery education in Djibouti, identification of
traditional birth attendants and registration of pregnant women in rural Rajasthan, India,
and revision of the midwifery education curriculum in Indonesia.

An international midwifery workshop in Vancouver, Canada, in May 1993, had
the theme "Midwifery Practice: Measuring and Developing Quality Care”. The aims of
the workshop, which preceded a congress of the International Confederation of Midwives,
were to define quality midwifery care, identify how it can be assessed, explore how the
assessment can be used to improve maternal and child health, and develop materials that
can be used by midwives to reduce perinatal mortality and morbidity, The workshop was
targeted at midwives from countries with high rates of maternal mortality. Follow-up to
the Vancouver workshop is currently being planned and may include an action plan in
cooperation with other international bodies.

5.2 Training modules

In line with the framework set out by the 1990 Kobe midwifery workshop, MSM
has developed a set of training modules for training midwifery tutors. The content of the
modules is currently being revised for a wider midwifery audience. The foundation
module contains the core curriculum of midwifery training and offers three options -
clinical practice, clinical teaching and management. Five modules concentrate on the
midwife’s role in preventing and treating the five main causes of maternal death. A
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follow-up module concentrates on postnatal care, including family planning. The training
modules have been prepared in English but are also to be translated into French. This set
of modules includes a tutor’s handbook that gives instruction in a variety of teaching
methods and the use of visual aids.

Some of the midwifery training modules have been pre-tested in Tanzania and
Botswana in cooperation with the Royal College of Midwives in the United Kingdom,
The Ministry of Health of Botswana has already begun to review its national curriculum
on midwifery training in light of the effectiveness of the new training modules. Further
field testing of the revised modules is planned for Africa and Asia.

A further 14 training modules are being prepared to train health workers at district
level in essential obstetric functions. All modules have now been received and there are
plans to test them in a range of training situations, including a training programme for
medical practitioners in Bangladesh.

A training module on the use of the partograph (see section on Research below)
was completed in 1989 and is being distributed free of charge. The partograph training
module 1s available in English and French with slides and accompanying text. A review
of the use of the partograph is under way as doctors and midwives complete and return an
evaluation form that is included in the training module,

Four training modules have been prepared on the home-based maternal record -
one each for programme managers, trainers, midwives and community health workers,
and TBAs. These HBMR training modules have already been tested at one site and will
be tested in a further 8-10 countries in the near future.

5.3 Traditional birth attendants

WHO, UNFPA and UNICEF issued a joint statement on Traditional Birth
Attendants (TBAs) in 1992 that outlined both the value and the limitations of TBA
programmes (see section on Guidelines and Publications below). Since the prime role of
the TBA is to help at delivery the statement acknowledges the benefit of training TBAs in
basic hygiene and recognition of symptoms of complications. Additional TBA training
may include elements of health education in terms of family planning, first aid, nutrition,
breast-feeding, personal hygiene and the importance of child immunizations. The three
agencies agree that the objectives of TBA programmes should be:

- enhancement of links between modern health care services and the
community;

- increase in the number of births attended by trained birth attendants;

- improvement of the skills, understanding and stature of TBAs.

The joint statement gives guidelines for TBA training programmes but admits
there are limitations because many TBAs are illiterate and because they generally have a
small caseload. TBA training will "provide the potential to decrease maternal and child
mortality and morbidity by dispelling ignorance, decreasing harmful practices, and
promoting safe practices and use of the modern health care system,” the agencies stated.

WHOQ has long been concerned about raising the quality of care provided by
T_BAS. in 1981, the Organization produced a TBA training kit which was widely
distributed for evaluation in over 50 countries. The evaluation was completed and the
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findings reviewed in 1988, leading to major changes in approach and materials for
training of trainers and of TBAs. Between 1989 and 1992, further field evaluations and
revisions were made, '

As part of its efforts to raise the standards of TBA training, WHO published two
detailed guides during 1992 - one for those who train TBAs and another for those who
train the TBA trainers. The TBA training guides, funded by UNFPA, have undergone
field testing in Nepal and will also be reviewed in other countries.

6. RESEARCH

The aim of MSM research is to provide information on how maternal deaths and
morbidity can be effectively reduced. So far the MSM Steering Committee has approved
84 rescarch projects.

Research supported by MSM has generally been of two kinds: epidemiological
(assessing the extent and causes of maternal mortality and morbidity) and intervention-
related (examining the effectiveness of efforts to reduce maternal mortality and
morbidity). Epidemiological studies not only provide useful statistical data, but also
information related to the specific country where the study was carried out. Studies of
interventions, on the other hand, provide information that may apply to a range of
locations and situations. At its October 1990 meeting, STAG proposed that MSM should
focus support on research relating to:

- development and adaptation of techniques and methodologies to reduce
high levels of maternal mortality;

- testing the cost-effectiveness of these methodologles and techniques in
maternal health services;

- evaluation of country spmiﬁc innovative interventions with potential for
wider dissemination.

STAG also recommended that research should concentrate on interventions aimed
at the major causes of maternal death,

The refocusing of research support has become evident over the past two years.
As epidemiological research projects end, support is being redirected to research that is
testing the effectiveness of interventions aimed at saving women’s lives. While 49% of
completed research projects were descriptive or epidemiological and 20% were socio-
behavioural studies, these account for 38% and 6% respectively of current research
projects. The proportion of intervention studies was 31% of the completed studies but
accounts for 56% of current research, indicating a significant shift in the type of research
being supported.

The most extensive research project has been a multicentre study on the use of the
partograph in the management of labour, which has accounted for 15% of the total MSM
research expenditure so far. The number of projects supported has risen faster than the
funds available. While funding has continued to rise, the levelling off of the rate of
increase that was noticeable in 1990 became even more pronounced in 1991-92.

The past year has seen a change in the screening procedure of applications for
research support. The 84 projects approved so far were selected from more than 300
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applications. While most of the current research projects are making satisfactory
progress, there are a few where problems have arisen in the past. A recent analysis
aimed at identifying characteristics that are likely to make research projects more prone to
difficulties,

A few research projects are highlighted here. For a complete list of all research
projects supported by MSM.

6.1  Maternal mortality

As epidemiological studies have ended and results have been published, countries
have followed up on the problem of maternal mortality in a variety of ways. A few
countries now have national plans on safe motherhood, but even where national plans
have not yet been formulated the research has fuelled a variety of follow-up activities,
There has been a range of meetings and workshops aimed at educating health personnel
and others about the extent of maternal mortality in their countries, Malaysia, for
instance, held a series of meetings on maternal mortality for obstetricians as well as
clinical workshops and district level problem-solving workshops in five provinces during
1990-91. As a continuation of MSM supported research, Laos is undertaking an audit of
maternal deaths.

Epidemiological information on maternal mortality is clearty useful as a guide to
setting objectives for national plans on safe motherhood. Epidemiologic studies will
continue to be supported, but only in areas where no information on maternal mortality is
available, or where the research aims to identify specific follow-up activities, Nine
epidemiological studies of maternal mortality are in progress (in Argentina, Bhutan,
Bolivia, Cape Verde, China, Ghana, India, Laos and Tunisia).

Most studies of maternal mortality now include assessment of avoidable factors
linked with maternal death, Research projects in Bolivia, China, Cuba, the Gambia and
Indonesia are evaluating community-based interventions to reduce maternal mortality.
The Gambia study includes assessment of both the cost and the cost-effectiveness of the
intervention,

6.2  Maternal morbidity

MSM is supporting a study of reproductive morbidity among women in an urban
community in Lahore, Pakistan and the data collection was completed in 1992.

Infections of the urinary and reproductive tracts have also been the subject of
research. A study in South India found, for example, that 8% of women reported
symptoms of urinary tract infections while pregnant. This is a higher prevalenoe of
infection than was expected and is a sign that more attention should be given to
prevention and treatment of urinary tract infections in pregnant women.

Infections also figured significantly in an Egyptian study of women of reproduc-
tive age - both pregnant and non-pregnant. More than four in every five women reported
vaginal discharge and almost 14% had urinary tract infections. The study confirmed that
infection and weakness is a way of life for many women and that latent problems are
exacerbated by frequent pregnancies.
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6.3 Hypertensive disorders of pregnancy

Research in Jamaica found a high rate of hypertensive disorders of pregnancy
(HDP). That study is now being followed by a randomized controlled trial, due to be
compieted in 1994, of low dose aspirin in the treatment and prevention of severe pre- -
eclampsia and eclampsia among 3000 pregnant women.

In Ecuador a randomized controlled trial, which should be completed in 1993, is
testing whether giving calcium supplements to adolescents in their first pregnancies is
effective in reducing cases of pre-eclampsia. Another multicentre randomized controlled
trial (in Argentina, Colombia and Venezuela) is comparing the efﬁcac:y of magnesium
sulphate and diazepam in the management of eclampsia, :

6.4 Angmia

An Egyptian survey of maternal morbidity, already referred to, found that 63% of
women were angmic. This study confirmed the importance of an2mia in pregnant
adolescents and in women who have recently had a pregnancy and emphasized the need to
develop intervention strategies. A study in Oman produced a common protocol for
assessment of anzmia.

A trial in Tanzania is assessing compliance by pregnant women to iron
supplementation using a new system of gastric delivery of ferrous sulphate which is
reported to have better absorption and fewer side effects. The Tanzania research resulted
from recommendations made by the MSM Technical Working Group on the Prevention
and Treatment of Severe Anzmia in Pregnancy (see Section 6).

6.5 Haemorrhage

Research in Australia showed that 17% of women lost more than 500 ml of blood
during delivery and that 4% lost more than 1000 ml, thus highlighting postpartum
hamorrhage as a complication of pregnancy. A range of studies is currently under way,
particularly with regard to the use of oxytocic drugs for preventing postpartum
hzmorrhage,

Oxytocic drugs are important in preventing and treating postpartum hamorrhage
although the Technical Working Group on the Prevention and Management of Postpartum
Hemorrhage that met in 1989 raised questions about the stability of oxytocics,
particularly ergometrine, which is most widely used in developing countries, A
laboratory study of the stability of injectable oxytocics was arranged in the Netherlands
and jointly funded by MSM and WHOQ’s Essential Drugs Programme (DAP). The study
indicated that oxytocin, which is normally administered by intramuscular injection, is
relatively stable at temperatures up to 25°C and maintains its potency even when stored
for up to one year,

Since earlier studies have shown that the use of oxytocic drugs in the third stage
of labour can reduce the incidence of postpartum hzmorrhage by half, MSM has
supported a trial in Australia that has evaluated the relative effectiveness - and side effects
- of different oxytocics. That study was concluded in December 1992, The feasibility of
administering oxytocin by suppository is also being researched, and a multicentre
randomized controlled trial is evaluating alternative treatments to manual removal of a
retained placenta. This latter study, which will be completed in 1994, is investigating the
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effectiveness of injecting oxytocin into the umbilical vein as a way of treating retained
placenta.

Research in Nigeria, due to finish in 1993, is assessing the appropriate use of
blood transfusion in pregnancy and delivery. This research is being co-funded by MSM
and the Global Blood Safety Initiative.

6.6 Obstetric infection

Research in Ghana has documented the effect of the quality of hospital care on the
extent of puerperal sepsis with the aim of reducing infection rates in hospitals in
developing countries. Obstetric infection has been blamed for as many as a third of
maternal deaths in some places and the Ghana research showed that six out of 10 women
delivered by casarean section developed infections. Further study is continuing in Ghana
until 1994 to evaluate the training of hospital personnel in measures to control puerperal
and neonatal infections.

Research in Bangladesh and India, due to be completed by 1994, is evaluating the

supervision of TBAs for clean delivery in rural areas. The aim is to test whether simple
interventions can work in rural areas.

6.7 Obstructed labour

An epidemiological study completed in Ethiopia in January 1991 showed that
vesico-vaginal fistulz are common among women with prolonged labour and who do not

have access to effective care during labour and delivery. Further research is continuing
to assess the extent and causes of ruptured uterus among Ethiopian women,

Focus group discussions with Nigerian women, completed in June 1991, revealed
that women know the dangers of obstructed labour but nevertheless often deliver at home,
Lack of transport, poor hospital services and cultural factors were identified as major
barriers to care leading to fistule. MSM published a review of available information on
obstetric fistulz in 1991. |

Because distance from the hospital and lack of transport are key elements in
determining the outcome of a difficult delivery, district hospitals are increasingly provid-
ing maternity waiting homes nearby so that women can travel there during the later stages
of pregnancy and wait for the onset of labour in the vicinity of the hospital. A Cuban
study is evaluating the benefits of maternity waiting homes in relation to problems arising
during Jabour.

A series of studies has concentrated on evaluating the effectiveness of the WHO
partograph which is a screening instrument that tracks the progress of labour in terms of
cervical dilatation. Use of the partograph can indicate which women are likely to
encounter problems during labour so that special treatment, such as intravenous infusion
of oxytocin, and special facilities can be prepared for them if necessary.

Research in Egypt and a large multicentre study in eight hospitals in Indonesia,
Malaysia and Thailand have shown that women monitored with the partograph spent less
time in Jabour and had fewer c®sarean deliveries than other women. Research, which is
still under way in Guinea and Tanzania, aims to test the value of the partograph in rural
delivery units as a means to reduce emergency transfer of women with prolonged labour.
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6.8 Abortion

A research project on community-based prenatal and family planning services in
Peru aimed to identify those women at high risk of seeking an abortion. Originally the
plan was to follow this up with a second study that would test the effectiveness of family
planning education for this high-risk group, but the first phase of research showed that no
clear risk factors could be identified. Because all women who do not use contraception
are at risk of seeking an abortion, the second study was not carried out and it was
recommended that family planning services be made easily accessible to all women.

As abortion is one of the major causes of death and morbidity related to
pregnancy, it is clear that contraception is one obvious way to avoid this danger. A study
in Cotonou, Benin, is assessing the effectiveness of a family planning programme targeted
at women who have just aborted or delivered.

6.9 Socio-behavioural research

Social and cultural factors influence behaviour that in turn influences the health of
mothers and their infants. Socio-behavioural research has focused on local attitudes and

practices in an attempt to reveal how these can affect maternal health, either positively or
negatively, in particular regions.

This research has yielded much interesting information about local cultural
traditions and practices and has proved especially valuable in providing pointers to
improving the quality of health care, Two recent studies supported earlier findings in
Ecuador that many women know the possible complications that may arise during
pregnancy, they know of the potential benefits of modern health care and yet they still

prefer to give birth to their babies at home, principally due to the perceived low quality
of care of institutional delivery.

A general finding in different cultural settings is that women are reluctant to use
modern health services which do not permit traditional cultural practices, such as allowing
family members to accompany the women. They are often unwilling to be treated by
male health care providers. Factors such as these result in women preferring to deliver at
home, attended by family and friends, rather than in a health care facility, even when
they are aware of the risks of obstetric complications.

A study in Guinea-Bissau, completed in November 1991, showed that women
understand the risk of complications and the effect of nutritional deficiency. Research in
Pakistan, reported in April 1991, revealed that most women deliver at home because they
are satisfied with local arrangements and see hospital care as problematic. These studies
have been followed up either by workshops to alert health workers to women’s attitudes
or by recommendations for improving the quality of hospital obstetric care.

The completion of an ethnographic study in Mexico in December 1992 has drawn
renewed attention to the fact that maternal death is not only made more likely by certain
socto-econontic conditions but also has long-term socio-economic consequences for
surviving family members. This study aimed to put maternal death in a social, economic
and cultural perspective.

The focus group discussions in Nigeria, referred to above in the section on
obstructed labeur, have led to the conclusion that women know the risk factors but that
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they associate hospitals with complications rather than healthy births, Also in Nigeria a
research project that began in 1991 has been identifying and examining factors that
influence a woman’s choice between traditional and hospital-based maternity care and
delivery.

A study in Nepal assessed the effectiveness of a safe motherhood educational
programme directed towards mothers-in-law who, in the Nepalese culture, have great
influence on the behaviour of their sons’ pregnant wives. The findings, reported in April
1991, showed that increasing the knowledge and changing the attitudes of mothers-in-law
has a positive effect in aiding early recognition of complications. The study has been
followed by a workshop to make the findings known and by a plan to produce educational
materials for wider use.

A study in Bangladesh, due for completion in 1994, is looking at the value of
involving rural young people in raising standards of maternal health through improved
nutrition and iron supplementation.

6.10 Health systems research

Several studies have shown that women prefer to give birth at home rather than in
hospital, even though they know the dangers associated with complications during labour
or delivery. It is clear that not all health services are perceived to provide the kind of
care that women wish. There is obviously an attraction to giving birth in familiar
surroundings attended by relatives and by women who enjoy considerable respect in the
local community. At the same time, health workers should be concerned when women do
not see a hospital delivery as a reasonable alternative to a home delivery even though they
know serious consequences may occur.

Continuing research in China, where the maternal mortality monitoring system has
been extended to 30 provinces, clearly shows it is safer to give birth in hospital than at
home, While there are regional differences within the country, the study shows that
maternal death is 2.4 times more likely to occur if delivery takes place in a county
hospital rather than at a provincial hospital. If delivery takes place at home the risk of
maternal death is five times greater. A study undertaken in two rural areas found that
poverty was the single most important risk factor for maternal death. It also found that
when complications arose, especially hamorrhage, communication problems led to long
delays in reaching skilled help.,

Several studies have examined the effects of changes in the health care system or
procedures. Research in Cuba, referred to above, is evaluating the impact of maternity
waiting homes at hospitals,

In the Gambia research is focusing on the contribution to maternal health of a
mobile maternal health service. Community-based maternal care is being evaluated in
Bolivia, China and Indonesia. A study in Papua New Guinea is identifying maternal risk
factors and looking at ways in which maternal health care is used.

A study that was completed in rural Bangladesh in January 1992 found that the
posting of two midwives in each large village led to a drop in maternal deaths even
though they carried out fewer than one in 10 of the deliveries. The fact that the
midwives visited almost 40% of the women shortly after delivery is thought to be the
main reason for the fall in the number of deaths from postpartum hzmorrhage and sepsis.
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A detailed review of the effect of antenatal care on maternal health, published by
WHO in 1992, emphasized what many studies have found - that poor antenatal care is a
major risk factor for maternal death. It also defined which aspects of antenatal care are
known to be effective in improving maternal health and which are of doubtful validity.

7. TECHNICAL WORKING GROUPS

Technical Working Groups (TWGs) and other scientific meetings bring together
experts in a particular field of maternal mortality. TWGs define research priorities and
draft guidelines for dealing with the issue.

Eight WHO Technical Working Groups have so far met to discuss issues related
to safe motherhood. Five of these groups met in the late 1980s and four (on anzmia,
prenatal care, unsafe abortion and puerperal sepsis) met during 1991-92.

The Technical Working Group on the Prevention and Treatment of Severe
Anzmia in Pregnancy held its meeting in May 1991. Since many women spend much of
thetr lives weak from an@mia and since pregnancy makes their health worse, the TWG
categorized an@mia according to varying degrees of severity and prevalence and
emphasized the need for iron and folate supplements in many areas, At the same time the
group acknowledged that women often do not take the iron tablets they are given. It also
stressed the importance of logistic factors in ensuring an adequate and regular supply of
ferrous sulphate. More efforts are needed to educate health care providers about an®mia
and its prevention. MSM is working with WHOQ's Nutrition Programme to develop
research protocols for examining ways of taking ferrous sulphate that may have fewer
unpleasant side effects.

The WHO Technical Working Group on Unwanted Pregnancy and Unsafe
Abortion, organized jointly by MSM and the Special Programme of Research,
Development and Research Training in Human Reproduction (HRF), met in April 1992,
HRP is supporting a range of research projects in this area and, in order to avoid
duplication, data will be shared by the two programmes.. The TWG concluded that MSM
should concentrate on supporting implementation of known family planning methods and
safe abortion procedures. Guidelines on technical, managerial and ¢linical aspects of
abortion care are being prepared and will be available later in 1993. MSM, HRP and
Family, Planning and Population (FPP) are also collaborating in preparing post-abortion
contraception guidelines.

WHO’s Technical Working Group on the Prevention and Management of
Puerperal Sepsis met in May 1992 to draft guidelines for prevention and treatment. The
group expressed concern not only that infection occurs so frequently but also that it is
apparently allowed to progress to the extent that it becomes fatal in such a large
proportion of women, The TWG pointed to poor or nonexistent postnatal care,
inadequate coverage with antibiotics, the poor general health of many women and the low
status of women as contributory elements to a situation that allows infection to develop
apparently unhindered in so many women. Among its recommendations the group called
for more thorough and consistent monitoring of women's health, the training of health
workers in preventing infection and the provision of standard antibiotics at village level.
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A meeting of experts was convened to examine the implications of a recent
bibliographic review of the effectiveness of prenatal care in reducing maternal mortality
and morbidity (see below). This was not a formal Technical Working Group as its
mandate was limited to defining the components of a randomized controlled trial for
evaluating a new prenatal care package and drafting a research protocol for the
implementation of such a trial. Following the meeting, MSM and HRP developed a
protocol for research on the effectiveness of the prenatal care package. Funding is now
being sought to implement the study as a multicentre trial.

8. GUIDELINES, PUBLICATIONS AND OTHER INFORMATION

MSM has prepared and published materials on a range of safe motherhood topics
during the last two years,

A wide-ranging review of all research projects has been undertaken in order to
draw conclusions about the Programme’s five years of experience in research,

In the area of research dissemination, Antenatal care and maternal health: how
effective is it? draws together information on the effectiveness of prenatal interventions in
reducing maternal mortality and morbidity and improving maternal health. Despite the
widespread belief that prenatal care reduces maternal morbidity and mortality, this has not
been assessed systematically. The review is a first step in a proposed programme of
research to explore this potential. It served as the background document for the technical
meeting on prenatal care described earlier.

At the level of health care assessment and planning, a brochure on Use of the
Rapid Evaluation Method for Evaluating Maternal and Child Health and Family Planning
Services was published. Preparation of a publication for health care planners and manag-
ers on estimating needs for maternal health care is in progress, as are needs assessment
guidelines intended for planners and managers at national, regional and district levels. A
document for health care planners on Technical and Managerial Guidelines for Abortion
Care has been prepared and is in press.

A Safe Motherhood Action Kit is being planned with national and district level
health planners and managers in mind. The framework is already drawn up for this kit
which will describe the steps involved in planning, developing, implementing and
evaluating national safe motherhood programmes. The action kit will be an important
element in MSM's technical support.

Acknowledging the important role of TBAs in many developing countries, the
joint statement on TBAs and TBA training programmes by WHOQO, UNFPA and UNICEF,
was issued and widely disseminated (see section 5.3).

A Guide for TBA Trainers is intended to help those whose responsibility it is to
train TBAs, It explains simply but extensively how to plan and conduct training, as well
as how to carry out follow-up and evaluation, and includes 22 step-by-step methods for
training sessions on a range of maternal and child health topics - from hand washing to
breech delivery and from nutrition to childhood illnesses, The guide is aimed at helping
TBAs fulfil their roles as care giver, referral agent, health educator, promoter of family
planning and link between community and health service, as well as stressing how TBAs
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can help reduce maternal and child mortality. A Guide for Master Trainers is aimed at
those who train the trainers and gives advice on how to plan, manage and evaluate
training programmes,

Recent case management materials from MSM included Derecting pre-eclampsia:
A practical guide that gives guidance on how to measure blood pressure accurately, detect
proteinuria and oedema, and diagnose pre-eclampsia. This guide explains in simple
language and with easy-to-understand diagrams the basic elements of prenatal care that
can identify signs of pre-eclampsia, Materials in preparation include a document on
clinical guidelines for abortion care, a midwifery training guide on the prevention and
treatment of prolonged labour and, following the report of a Technical Working Group, a
document on the prevention and treatment of severe an®mia in pregnancy.

The report of a WHO study group on hypertensive disorders of pregnancy (HDP)
was published in 1987 and in February 1991 MCH published its report of an interregionat
collaborative study on HDP, giving data from seven countries (Botswana, Burma, China,
Egypt, Lesotho, Thailand and Vietnam).

MSM also published Obstetric Fistule - a review of available information. This
document was originally prepared as a background paper for the 1990 Technical Working
Group on the subject. It has aroused considerable interest and generated much additional
material so that an update will appear shortly,

Following the policy of enabling others to carry through their own safe mother-
hood programmes, MSM has completed a Directory of Funding Agencies for Safe
Motherhood Projects. This directory is intended to help local women’s groups, non-
governmental organizations and others working for safe motherhood by providing contacts
for funding small scale projects and by giving advice on how to make a request for
support. Another planned publication, currently at first draft stage, is a survey of what
non-governmental organizations are doing for safe motherhood at local and community
levels. This will illustrate what non-governmental organizations and women’s groups are
doing to promote these activities and stimulate others to do more.

Now that a clean delivery kit has been developed, so have guidelines for its use in
English, French, Arabic and Spanish. Guidelines for the adaptation of home-based
maternal records to different cultural and social situations, and for their introduction and
evaluation, have been prepared and are ready for publication.

A listing of WHO resources on safe motherhood that were issued during 1991-92,
including database publications, appears in Annex 2.
9. MONITORING OF SAFE MOTHERHOOD AT NATIONAL AND GLOBAL
LEVELS

9.1 Women’s health databases

Continuous updating of the indicator databases maintained by the Programme have
permitted the calculation of new regional and global estimates of maternal mortality.
These were issued as Marernal Mortality Ratios and Rates: A Tabulation of Available
Information, Third edirion. The first estimates covered a period around 1983, before the
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start of the MSM Programme. The new estimates cover a period around 1988, just after
the launch of the Safe Motherhood Initiative. Comparing new information on maternal
mortality with that available earlier is not simple because it is not clear to what extent
changes reflect better data collection and how much is due to real changes at country
level, It seems that globally there has been a very slight improvement in maternal
mortality ratios (i.e. the number of matemal deaths per 100 000 live births). Over the
period the number of births has increased, however, so that the overall number of
maternal deaths has gone up. The situation seems worst in sub-Saharan Africa where
increases in the risks of pregnancy are aggravated by large increases in numbers of births
(see Figure 2). This deteriorating situation reflects worsening economic and health
conditions.

Other recently updated indicators of women’s health also reflect a stagnant
situation. Data on anzmia in women of reproductive age, and especially pregnant
women, was brought together in the second edition of The Prevalence of Anemia in
Women: A Tabulation of Available Informarion in 1992. MSM data indicated that some
2170 million people are anzmic and that pregnant women are the most anzmic, whether
in developing or industrialized countries. While 20% of men in developing countries are
anemic, the proportion of women suffering from anzmia ranges from 20-40% and the
proportion of pregnant women with anzmia is 40-60% (Figure 3). Further analysis of
data on severe and moderate an@mia in women is in progress.

Poor nutrition in women is also reflected in the continuing high number of infants
born weighing less than 2500 g. Although this indicator concerns the baby, it reflects the
mother’s health before and during pregnancy. It is a sensitive indicator which changes
significantly during periods of nutritional stress and is, therefore, a good monitoring tool.
The database on low birth weight brings together all available information on numbers of
low birth weight babies. This information is so complete that the data can be used
confidently to estimate national, regional and global rates of low-weight births. Low
Birth Weight: A Tabulation of Available Information, published for the first time in 1992,
describes low birth weight as the most important determinant of newborn survival and
states that low birth weight contributes to the estimated 9.1 million infant deaths per year
(see Figure 4).

The database on coverage of maternity care consists of information on prenatal
care, trained assistance at delivery, institutional deliveries and postnatal care. This data
was last published in 1989. The information was updated during 1992 and a new edition
will appear in 1993. An important aspect of the update is that information has been
separated into sections pertaining to doctors, midwives and trained TBAs.

The large quantity of information on safe motherhood, gathered from a wide
variety of sources, has increased considerably in the past two years and has been sorted
into eight distinct though interrelated databases. What began some years ago as a
collection of data on the extent of maternal mortality expanded quickly as more informa-
tion was collected on a variety of issues related to neonatal and perinatal mortality and
morbidity.

On the basis of MSM’s comprehensive collection of data on maternal mortality,
Maternal Mortality: A Global Factbook was published in September 1991. Three
thousand copies were published of this compilation of 118 country profiles related to
maternal mortality - including information on basic indicators, health services, community
and hospital studies, official data and other statistics, together with selected bibliography,
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suggestions for further reading and a guide to the sources of data used. The factbook has
been widely distributed following requests from a variety of agencies, non-governmental
organizations, libraries and resource centres - especially in developing countries. The
factbook is used as a teaching tool in medical schools and schools of public health. The
database from which this factbook originated is being constantly updated. Since most
copies of the initial printing of the factbook have now been distributed, there is a need to
consider a second edition containing updated information from the MSM database on
maternal mortality. A new edition would include additional data from other women'’s
health databases. '

In response to demand for further information, three databases have been
developed extensively during the past two years - on abortion, low birth weight and
perinatal mortality. The database on abortion contains a range of data on the incidence of
unsafe abortion and resulting deaths. Regional and global estimates of abortion have so
far not been possible but expansion of the database is expected make these estimates
available for the first time in 1993. WHO last published a tabulation of information on
the frequency and mortality of unsafe abortion in 1990,

The database on perinatal mortality is a collection of all data on early neonatal,
late neonatal, post-neonatal and infant mortality. Like low birth weight, perinatal
mortality is an indicator relating to the result of pregnancy in the fetus rather than the
mother, Nonetheless, because most perinatal deaths result from poorly managed
pregnancies and deliveries, the indicator is a good proxy for quality of maternal health
care. It is being updated and will be available in printed form by the end of 1993,

Work is continuing on assembling information on the prevalence of primary and
secondary infertility. WHO published data on this topic in 1991 but no regional or global
estimates are yet possible because much of the information is partial or incomplete.

Information from the MSM databases is requested primarily by United Nations
agencies, the World Bank, various non-governmental organizations and other researchers.
The supply of information has become, however, a two-way process. As more people
hear of the existence of the MSM databases, more ask to have the information. At the
same time, as the databases become better known, people increasingly supply information
to be incorporated into them. One spin-off from wider use of the database information is
that MSM is being requested to supply articles for medical and health journals.

All the MSM databases are available on computer diskette and can be supplied in
this format to other agencies. There are plans to put the databases onto CD-ROM for
wider sharing. Making the data available in a computer format enables other bodies to
carry out analysis and research far more conveniently than when they receive the data in
print. Efforts will be made to ensure the widest sharing of this information.

9.2  Development of indicators for monitoring progress towards the
safe motherhood goals

The databases incorporate a wide range of data on the situation in countries, but
few indicators permit interpretation of developments and monitoring of progress in the
short term, Maternal mortality is particularly difficult to measure and evaluate.
Although maternal mortality is the most important factor to measure, and although its
reduction is the essential aim of the whole Safe Motherhood Initiative, maternal mortality
is not necessarily the most appropriate indicator of progress either nationally or
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internationally, except in the long term. In statistical terms, because maternal deaths are
relatively rare events, maternal mortality ratios are subject to wide margins of error.
Changes may not indicate real changes in access to quality obstetric care. Other
-indicators in the women’s health databases, such as those on the coverage of matemity
care, are more sensitive to change but are measures of process rather than output,
Moreover, there are certain indicators that need additional definition, such as the content
of prenatal care and the competence of the trained birth attendant.

MSM is aware of such problems. In view of the pressing need to develop a range
of indicators for measuring progress towards the achievement of safer motherhood, the
Programme is collaborating with other agencies, notably UNICEF and Columbia
University, to develop other indicators to be used as proxies for assessing the extent to
which maternal mortality is being reduced. A draft background paper is now available
and is being field tested. A meeting is planned for later in 1993 to examine initial
experiences and evaluate the validity and feasibility of proposed indicators.

10. ADVOCACY

While a great deal of advocacy can be done directly from WHQ/HQ, an essential
element in any global campaign such as that for safe motherhood is support for advocacy
efforts at regional, national and community levels. Enablement of others, primarily those
at different levels within the health services, who are in positions to advocate safe
motherhood to those for whom it is important (i.e. all women of reproductive age and
their families) is a continuing priority for the MSM Programme.

A Safe Motherhood poster in A2 format was produced in 1992, The poster,
which is available in different colours, bears the familiar Safe Motherhood motif of four
pregnant women and is ready for overprinting with safe motherhood information or
announcements in local languages. Posters, or printer’s films of the illustration for local
printing, can be supplied to all who wish to use this medium for getting across the
message of safe motherhood. This provides a means of communicating the Safe Mother-
hood motif globally yet presenting it always with a localized message, emphasizing that
safe motherhood is not an international campaign being directed from an overseas
headquarters but is essentially a large number of national and local movements and
activities being assisted by a secretariat,

An information kit on safe motherhood was produced following the 1987 meeting
on safe motherhood in Nairobi, Kenya. Work is under way to update this information so
that it may continue to be a useful tool for advocacy by providing basic information on
issues related to safe motherhood.

The popularity of the Safe Motherhood Newsletter continues to grow, with
circulation now at 17 000 for the English edition and 5000 for the French. Ten issues of
the Newsletter had been published by the end of 1992, each offering a balanced mix of
news about safe motherhood activities, explanatory guidance on a focused safe mother-
hood topic, letters and details of resources. The Newsletter’s focused topics during 199]-
92 were emergency transport (issue 6), sex discrimination during childhood (issue 7),
family planning (issue 7), community care (issue 8), essential obstetric functions (issue 9)
and training (issue 10). Issue 11 focuses on prenatal care, and the two issues remaining
in 1993 will examine the link between maternal and newborn care and the issue of
HIV/AIDS.
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The Newsletter is a useful vehicle for communicating essential information about
issues that are basic to an understanding of safe motherhood. This element is clearly
appreciated by readers who are loolang for explanations and guidance in easily readable
form and who are often reassured to find that others face the same problems. The editor
receives large numbers letters from readers at all levels of the health care system which is
an indication that the Newsletter is indeed reaching beyond ministry and management
levels to the health and social workers who stand at the forefront of the Safe Motherhood
Initiative. Readers are encouraged to write in and share their experiences, and many do
so though there is not enough space in the Newsletter to print more than a fraction of
them.

In order to find out more about readers of the Newsletter, a readership
questionnaire was included with issue 6. The questionnaire was completed and returned
by 400 persons, 60% of them doctors, nurses or midwives and the remaining 40% from a
mix of backgrounds including policy-making, research, training and community work,
Most respondents claimed they were able to play a direct role in stimulating activities
aimed at improving women’s health. More than half the respondents worked at a hospital
or health centre and 36% worked for non-governmental organizations. The highest
response rate was among readers in Africa and South Asia where the problem of maternal
mortality 18 worst.

Over 60% of respondents said they had used material from the Safe Motherhood
Newsletter in teaching and training while 40% had used it for writing speeches and
reports. One respondent in six had translated at least a part of the Newsletter into their
local language - including Spanish, Arabic and Chinese - for further distribution. The
retumed questionnaires showed that very many readers share the Newsletter with others,
A third of respondents would like to see more than three Newsletters per year and almost
two thirds would like a local version of the Newsletter.

Since the survey showed that readers are using the Newsletter in their own
advocacy work, teaching, training and health education, there has been an effort to put
more emphasis on this kind of material in recent issues. Charts and explanatory graphics
now present medical and social information in an easily comprehensible form. Readers
specifically requested that single medical issues be dealt with in detail (yet simply) and
efforts have been made to do this. In addition to focusing on a specific safe motherhood
topic, issue 9 of the Safe Motherhood Newsletter included a special four-page supplement
on the essential elements of national safe motherhood programmes. Included with issue
10 was a poster on developing human resources at different levels of care, and issue 11
includes a poster on glements of prenatal care.

More than 70% of respondents to the Newsletter readership survey mentioned the
need for health education and teaching materials and almost as many asked for briefing
sheets on single medical issues. Information packs were requested by 61% of
respondents. There is obviously a considerable need for materials of this kind relating to
safe motherhood topics though at present levels of staffing and resources it is clearly not
possible to do more than begin to attempt to meet it.

Many Newsletter readers wish to publicize the message of safe motherhood within
their own countries through use of local media. Survey respondents emphasized how
useful 1t would be if more features and news items about safe motherhood could appear in
local language media, including television, radio, newspapers and magazines., While
there is hardly cause to be complacent, the readership survey does indicate that in a
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limited way the Newsletter is getting the safe motherhood message across to medical
personnel and others involved in health care. To get that message across to the
community at large in a diversity of cultural situations is a far bigger challenge yet is an
essential task that has to be achieved if we are ever to effectively prevent the avoidable
deaths of hundreds of thousands of women during pregnancy and childbirth each year.

11, COLLABORATION OF MSM WITH OTHER WHO UNITS, DIVISIONS,
AGENCIES

11.1  Collaboration with other programme areas

MSM has regular contact with other WHO programmes in a range of activities.
Collaboration and coordination across different programme areas is essential. Maternal
mortality is a complex phenomenon and interventions to address it must reflect this
complexity. Coordination with other areas within WHO means strategies can be
developed on different fronts such as strengthening health services and human resources,
evaluating and monitoring health services and overcoming logistic problems. Moreover,
maternal health is dependent on other aspects of women’s health. The complex inter-
relationships between pregnancy, tropical diseases and health promotion need to be borne
in mind. During 1991-92, as the number and extent of activities increased, the list of
collaborating programmes grew longer. A list of WHO programmes collaborating with
MSM, together with an indication of the areas of collaboration, is contained in Table 1.

11.2  Collaboration with other agencies

Cooperation and coordination with other United Nations agencies continues on a
regular basis at both international and national levels in areas such as policy making,
advocacy and operational activities, Agencies are increasing their efforts to work out
common aims and directions in support of national MCH/FP programmes. MSM is
particularly active in five established bodies for inter-agency cooperation.

The WHO/UNICEF Joint Committee on Health Policy is monitoring global
progress in relation to safe motherhood, newborn care and child health following the
recommendations of the September 1990 children’s summit,

The Coordinating Committee for MCH/FP (consisting of representatives of WHO,
UNICEF and UNFPA) has agreed on joint policy statements on a number of issues - such
as that on TBAs referred to under Human Resources Development and Publications - and
helps coordinate joint advocacy initiatives and country activities.

The Inter-agency Group for Maternal Health and Safe Motherhood (consisting of
WHO, UNICEF, UNFPA, UNDP, the World Bank, the International Planned Parenthood
Federation and the Population Council) serves as a coordinating group, organizes the
Meeting of Interested Parties and also promotes and facilitates country collaboration.

The Meeting of Interested Parties (which brings together multilateral and bilateral
agencies, country representatives, non-governmental organizations and other institutions
and groups) is a forum for exchanging information and reviewing priorities, maintaining
advocacy and promoting support.
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The Task Force for Child Survival (which comprises agency heads and policy
leaders from WHO, UNICEF, World Bank, UNDP and the Rockefeller Foundation) has
Included maternal health and safe motherhood in its goals. The Programme has close
links with professional societies which are working in the area of maternal health, notably
with the International Federation of Gynecology and Obstetrics (FIGQ), the International
Pediatric Association (IPA), the International Confederation of Midwives (ICM) and the
International Council of Nurses (ICN). Such links are essential in a strategy designed to
promote awareness among health care professionals and to stimulate ideas and proposals
for action, particularly with regard to quality of care, curriculum development and
delegation of responsibility.

The Safe Motherhood Initiative depends for its success on effective collaboration
among governments, agencies and non-governmental organizations, MSM is committed
to intensifying and extending this collaboration in its efforts to maximize potential,
globally and nationally, for improving the health of mothers and their newborn children.
To this end worldng relations have been established with USAID, and other bilateral
agencies in France, Italy and Sweden. Discussions are under way with others.

MSM gave support to the 13th World Congress of Gynzcology and Obstetrics in
September 1991 and was involved in two pre-congress workshops on that occasion in
cooperation with both the International Federation of Gynecology and Obstetrics and
MotherCare International. Issue 10 of the Safe Motherhood Newsletter contained a
complimentary leaflet on Training the Community Health Team for Safe Motherhood
Services which resulted from that congress. The Programme will participate in the 14th

World Congress in 1994, A list of meetings supported by MSM during 1991-92 is
contained in Annex 3.

11.3 Collaborating Centres in maternal health

WHO Collaborating Centres form part of an inter-institutional network developed
by the Organization to support its programmes at country, regional and global levels. A
primary objective is that the centres participate in strengthening country resources and
skills through information sharing, research and training for national health service
development. Of the 25 WHO Collaborating Centres in Maternal and Child Health, 12
are closely involved with safe motherhood activities and collaborate intensively with
MSM. The names and addresses of WHO Collaborating Centres in MCH (Pregnancy and
Perinatal Care) can be found in Annex 4,

The Programme has worked particularly closely with five centres, as
recommended by a meeting of principal investigators in Geneva in June 1991, The
Oxford Centre is giving technical and methodological support to field trials on different
management regimes for eclampsia and postpartum hazmorrhage. The actual randomized
controlled trials on the management of eclampsia are being undertaken at the Rosario
Centre. The Trieste Centre is developing maternal health training modules in
Mozambique and is working on a framework for carrying out a maternal and perinatal
audit for Alpania. The Atlanta Centre is helping with development of core research
protocols for obstetric sepsis and it also provided background documentation for the
Technical Working Group on that topic. The Harare Centre has collaborated to develop a
research protocol on severe anzmia in pregnancy and is also implementing research on
eclampsia.
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12, PROGRAMME SUFPORT AND RESOURCES

The MSM Programme has received consistent financial support from international
and governmental agencies and independent foundations, with more than US$ 2.4 million
allotted in 1992 (see Table 2). In the early years of the Programme most money was
given for research but funds are now being more evenly spread across various aspects of
the Programme's work as refocusing of strategies gives priority to technical cooperation
at country level. While some funding agencies specify the kind of activity for which their
assistance is intended, others permit use of funds for any or all of MSM’s efforts aimed
at reducing maternal mortality and morbidity.

Earlier experience showed that not all funding agencies were immediately able to
allocate resources to the priority areas identified by STAG, and the earmarking of funds
led to some constraints in developing the programme. MSM’s Programme Support
Committee (PSC) - consisting of representatives of governments, financial contributors,
other UN agencies and STAG - held its first meeting in November 1991 to discuss future
funding for MSM following STAG’s recommendation earlier that year to shift to
increased operational focus. Supporters reaffirmed their commitment to MSM’s goals and
encouraged more intensified action at country level.

Financial supporters of the MSM Programme have shown much good will and the
Programme is extremely grateful to the agencies, governments and foundations that have
supported its activities over the past several years. They have shown both sympathy and
concern for the work and have been active partners in the Programme’s attempts to
improve the health of pregnant women worldwide. MSM has been able to expand its
varied activities as additional funds have become available. Nevertheless, it is clear that,
in spite of all the goodwill and practical support, resources remain woefully inadequate
for all that needs to be done if maternal deaths are to be substantially reduced and
maternal health significantly improved. That task is a challenge that MSM and its
financial partners will continue to hold before them.

13. CONCLUSION

This progress report reflects the MSM Programme’s efforts both to strengthen
activities and refocus priorities during the past two years. These dual features of
consolidation and change will remain elements of the Programme as it looks to the future.
Areas of success will indeed be consolidated but at the same time there must be the
readiness to change direction or emphasis as the Programme develops and new situations
evolve.

In a world of limited resources MSM is obliged to concentrate its technical
cooperation where it is likely to have most effect - i.e. those countries where there is the
interest, support and political will to improve women’s health. More emphasis is likely
to be placed on assessing the cost-effectiveness of various safe motherhood interventions,
and on guidelines for planning and management as well as for clinical issues. Emphasis
on training and human resources development will grow as more personnel become
involved in safe motherhood programmes at country and district levels, While advocacy
work at international level is indispensable there is a clear need for more advocacy at
national level and within local communities. And though the health of the mother has
been the leading concern of safe motherhood so far, it is clearly impossible for any health
care package to separate a mother’s health from that of her newbormn child.
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MSM has clear goals, a strategy to achieve those goals and a work plan to enable
that strategy to be carried out. Considerable achievements have resulted from having a
clear planning structure, but equally important has been the flexibility with which MSM
has been able to approach its task, Those twin elements of structure and flexibility, of
consolidation and change, remain the basis of the Programme’s approach to enabling
countries to give pregnant women and newborn infants a better chance of survival and a
better standard of health,
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ANNEX 1

MATERNAL HEALTH AND SAFE MOTHERHOOD RESEARCH STUDIES
ACTIVE IN 1991-1992

TITLE COUNTRY YEAR

COMPLETED

Risk factors for maternal mortality in Colombia 1988 1991
Medellin, Colombia

Evaluation of the effectiveness of Colombia 1988

maternity waiting homes

Application of risk approach strategies Malaysia 1988

to improve maternal health

Reduction of maternal mortality in a China 1988

Chinese county

Evaluation of standard clinical Nepal 1988 1992
guidelines in selected hospitals in Nepal

KAP of mothers in law regarding Nepal 1988 1991
interconceptual care of daughters in law

Risk factors for puerperal sepsis in Uganda 1989 1991
heaith institution in and around Kampala

Post-abortion FP services in Cotonou Benin 1989

Use of partograph in Tanzania Tanzania 1989

Maternal mortality, patterns of fertility Mexico 1989 1992
and social cost

Epidemiology of vescio-vaginal fistulz Ethiopia 1989 1991
Consumer satisfaction with MCH Pakistan 1989 1991
services

Maternal mortality in 21-30 provinces, China 1989

municipalities, and autonomous regions

Application of the WHO partograph in Multicentre 1989 1991
the management of labour

Maternal mortality and morbidity in Guinea Bissau 1989 1991
Guinea Bissau

Interdisciplinary approach to community | Peru 1989

based prenatal and family planning care

The third stage oxytocic trial Australia 1989 1992
Surveillance of maternal mortality and Bhutan 1989

morbidity

The use of the partograph to monitor Egypt 1990 1992

the progress of labour
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TITLE COUNTRY YEAR YEAR
STARTED | COMPLETED

Stability of oxytocics Multicentre 1990 1992
Maternal mortality and morbidity in India 1990 1992
South Indian women
Talking to women about vescio-vaginal Nigeria 1990 1991
fistula
Anthropological study of perception of | Guinea Bissau 1990 1991
maternal mortality
Measurements and determinants of Egypt 1990 1992
reproductive morbidity
Maternal mortality in Guatemala Guatemala 1990 1992
The impact of poor nutritional status on | Guatemala 1990 1992
maternal mortality, fetal size
Analysis of the impact of community Bangladesh 1990 1992
based maternal health programme
Introduction of partograph for rural Guinea 1990
areas
Analysis of maternal mortality in rural Mexico 1990 1992
areas of Morelos state, Mexico
Study of risk factors in maternal death Tunisia 1990
Bioavailability of rectal oxytocics Australia 1990
Effect of calcium in preventing HDP in | Ecvador 1990
adolescents
Evaluation of mobile maternal care Gambia 1990
services
Investigation of maternal mortality in Brazil 1990 1992
Marila region, Sao Paulo state
Community based maternal health care Indonesia 1990
Mobilizing rural youth for safe Bangladesh 1990
motherhood in Bangladesh
Continuing education of traditional birth | India 1990
attendants
strengthening of maternal and newborn | Philippines 1990 1992
care through home-based maternal
racord
Review of effectiveness of antenatal United Kingdom 1990 1992
care in developing countries
Low dose aspirin in prevention and Jamaica 1991

treatment of pre-eclampsia
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TITLE COUNTRY YEAR YEAR
STARTED | COMPLETED
Continuing education of TBAs at | Bangladesh 1991
Chandina Uppazila, Comilla District '
Maternal mortality in Lao PDR Laos 1991 1992
Risk factors for blood transfusion and Nigeria 1991
appropriate use of blood in a tertiary
institution
Intra-umbilical vein injection and Argentina 1991
retained placenta
Improving rural Ministry of Health "Bolivia 1991
service utilization |
TBAs and hospital maternity systems Nigeria 1991
Risk factors in maternal mortality in Ghana 1991
Northern Ghana
MgS0, compared with diazepam for Multicentre 1991
treatment of eclampsia
Prevalence of gynzcological diseases Pakistan 1991
Maternal mortality in provincial capitals | Bolivia 1992
in Bolivia
Project to reduce maternal and neonatal | Ghana 1992
morbidity due to infection in Ghana
Adherence to iron supplementation Tanzania 1992
during pregnancy and impact on
hzmatotogy
Study of maternity waiting homes Cuba 1992
Maternal mortality in La Paz, Bolivia Bolivia 1992
Incidence and causes of death of child- Cape Verde 1992
bearing age women
Maternal mortality study Laos 1992
Adult female mortality in Matanza, Argentina 1992
Buenos Aires, Argentina
Stability and bioavailability of oxytocic } Multicentre 1992
tablets
A study of maternal risk factors and Papua New 1992
intrapartum health services utilization Guinea
Epidemiologic study of ruptured uterus | Ethiopia 1992
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ANNEX 2

MATERNAL HEALTH AND SAFE MOTHERHOOD RESOURCE MATERIALS
ISSUED DURING 1991-1992
Antenatal care and maternal health: How effective is it? WHO/MSM/92 .4, 1992
Detecting pre-eclampsia: A practical guide, WHO/MCH/MSM/92.3, 1992
-Guidelines for trainers using the novel "The Children who Sleep by the River”

Hypertensive disorders of pregnancy - Report of the WHO/MCH Interregional Collaborative
Study, WHO/MCH/91 4, 1991

Low Birth Weight: A tabulation of available information, WHO/MCH/92.2, 1992
Maternal and perinatal infections - Report of a WHO consultation, WHO/MCH/91.10, 1991

Maternal health and safe motherhood programme - Progress Report Update 1990-1991,
MCH/MSM/PSC/91.1, 1991

Maternal health and safe motherhood programme Scientific and Technical Working Group -
Report of the second meeting and Strategy and Plan of Action, MCH/MSM/91.2, 1991

Maternal Mortality: A Global Factbook, WHO/MCH/MSM/91.3, 1991

Maternal mortality: Ratios and rates - a rabulation of available information, WHO/MCH/-
MSM/91.6, 3rd edition, 1991

New estimates of maternal mortality, (reprint from WHO Weekly Epidemiological Record, No. 47,
pp 345-348), 1991

Obstetric Fistule - a review of available information, WHO/MCH/MSM/91.5, 1991

Social and cultural issues in human resources development for maternal health and safe
motherhood - Report of a working group meeting, WHO/MCH/MSM/91.4, 1991

The prevalence of anemia in women: A tabulation of available information, WHO/-
MCH/MSM/92.2, 2nd edition, 1992

Use of the Rapid Evaluation Method for Evaluating Marernal and Child Health and Family
Planning Services, WHO/MCH/FPP/92.7, 1992 :

Women, Health and Development - Progress report by the Director-General, WHO/FHE/-
WHD/92.5, 1992
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ANNEX 3

MEETINGS SUPPORTED BY MATERNAL HEALTH AND SAFE MOTHERHOOD

IN 1991-1992

Meeting of the Working Group of the Scientific Geneva
and Technical Advisory Group (STAG)

February 1991

Technical Working Group on the Prevention and | Geneva
Treatment of Severe Anzmia in Pregnancy

20-22 May 1991

Working Group of the Human Resources Stockholm
Development Task Force

30-31 May 1991

WHO Collaborating Centres Meeting in MCH/FP | Geneva

3-5 June 1991

- Pre-congress Workshop on Delegation of
Authority (with International Federation of
Gynzcology and Obstetrics and Mother
Care International)

- Pre-congress Workshop or Participation and
Perspectives of Women in Reproductive
Health (with WHO/International Federation
of Gynacology and Obstetrics Task Force)

Leadership and Participation of Women in Cairo 24-29 August 1991
MCH/FP

13th World Congress of Gynacology and - | Singapore 15-20 September 1991
Obstetrics

Technical Working Group on Newborn Care: | Geneva
Thermal Control

8-10 April 1992

Technical Working Group on the Prevention and | Geneva
Management of Unsafe Abortion

12-15 April 1992

Technical Working Group on the Prevention and | Geneva
Management of Puerperal Sepsis

C

20-22 May 1992

I
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WHO COLLABORATING CENTRES IN MCH

ANNEX 4

(PREGNANCY AND PERINATAL CARE)

|-| INSTITUTE

ACTIVITIES LIST

Padjadjaran University
Bandung, Indonesia

Community research (perinatal care, low
birth weight, maternal mortality); Training
(midwives, TBAs, epidemiclopy and
evaluation).

COMMENTS

Designation 1992 for
four years

National Perinatal Epidemiology | Design and analysis of RCTs, research on Redesignation in
Unit HDP, PPH, anzmia, breast-feeding, progress
Oxford, UK prematurity, Traiming in research methods.

Beijing OB/GYN Hospital Home based maternal records, nutrition, Redesignation in
Beijing, China neonatal jaundice, epidemiology of progress

malformations

Shanghai First Maternity
Shanghai, China

Research on anmia, rooming-in,
educational materials for adolescents

Redesignated in 1991
for four years

University of Zimbabwe
Harare, Zimbabwe

Research and training in maternal health
and newbom care; core research protocols
for ansemia in pregnancy

Designated in 1990
for four years

Istituto per L'Infanzia Trieste,
Tealy

Epidemiology & behavioural studies of
abortion in adolescents, training in newbomn
care and developing training materials for
Safe Motherhood.

Designated 1n 1992
for four years

Centers for Disease Control

Epidemiology studies in maternal and

Redesignation in

Perinatology
Montevideo, Uruguay

Atlanta, Georgia, USA perinatal health, guideline development & progress
core research protocols for puerperal
sepsis.

Latin American Centra of Research on perinatal and maternal health. | WHO centre

Training in perinatal technologies, public
health, and research methodologies.

National Centre of Maternal and
Child Health Addis Ababa,
Ethiopia

Research on low birth weight,
hypothermia, and nutritional requirerncnts
in pregnancy.

Designated in 1990
for four years

National University of
Singapore, Singapore

Development of the essential obstetric
functions, research on partograph, anzma,
HDP. Training in research methodologies.

Degigmated in 1991
for four years

Centre Rosarino
Rosario, Argentina

Research in clinical trials on maternal
health, develop core protocel on antenatal
care, Training on research methodologies

Proposad for
designation in 1993

University of Keele
Stoke-on-Trent, UK

Research on thermal control, anzmia and
neonatal jaundice. Training in evaluation
methods for technologies.

Proposed for
designation in 1993,




Safe Motherhood Resource list

Abortion - a tabulation of available
data on the frequency and mortal-
ity of unsafe abortion. WHO/MCH/
90.14.

Antenatal care and maternal health:
How effective is jt? A review of the
evidence, WHO/MSM/92.4. Available
int English and Freach. Sw fr 13; in
developing countries Sw fr 10,50,

Coverage of maternity care - a
tabulation of available information.
Second edition WHO FME/89.2,

Directory of fuanders in maternal
health and safe motherhood. WHO/
MCH/MSM/92.7,

Essential elements of obstetric care at
first referral level - WHO 1991,
[SBN 92 4 1544244, Swir 14 or
LSS 12.60; in developing countries
1S5 9.80. Order aumber 1350364,
Available in English, French and
Spanish in preparation.

Guidelines for introducing simple
delivery kits at the community
level. MCH/87 4. Available in English.
French and Arabic in preparation.

Human resource development for
maternal health and safe mother-
hood - Report of a Task Force
Meeting, April 1990. WHO/HRD/90.1,

Hypertensive disorders of pregnancy
- Report of the WHO, MCH
interregional Collaborative Study,
February 1991 WHO/MCH/91.4.

Maternal and perinatal infections -
Report of 2 WHO Constdtation.
Provides 1 cost-effectiveness approach
to the prevention and treatment of
infections common to developing
countiies, WHO/MCH/91.10,

Maternal mortality: A global facthook
by Carla AbouZahr and Erica Rovston,
ISBN 92 4 159001 7 Sw fr 50; in
developing countries Sw fr 35,

Maternal mortality: Ratios and rates -
a tabulation of avajlable informa-
tion, Third edition. WHO/MCH/MSM/
91.6. This edition includes WHO's
regional estimates.

Measuring reproductive morbidity -
Report of a technical working
group, August 1989. WHO/MCH/
90.4.

Midwifery education - Action for Safe
Motherhood. Report of a collabora-
tive pre-congress workshop, Kobe,
Japan, October 1990. WHO/UNICEF/
International Confederation of
Midwives (ICM). WHO/MCH/91.3.

New estimates of maternal mortality.
Reprint from WHO Weekly Epidemio-
logical Record. No.47, 1991, pp 343-
348.

Obstetric Fistulae - a review of
available information, WHO/MCH/
MSM/91.5. Available in English and
French.

Preventing maternal deaths - edited
by Erica Royston and Sue Armstrong,
WHO 1989. 1SBN 92 4 1342497, Price
Sw fr 11; in developing countries Sw fr
7.70. Available in English and French.
Spanish in preparation.

Prevention of maternal mortality -
Report of the WHO interregional
meeling, November 1985,
WHO/FHE/80.1.

Unless otherwise stated, all the above
materials are available free of charge
trom:

World Health Organization,

1211 Geneva 27, Switzerland,

Tel 41 22791 21 11,

Fax 41 22 791 0746;

Telex 27821

Social and cultural issues in human
resources development for
maternal health and safe mother-
hood - Report of a working group
meeting, Stockholm, 30-31 May 1991
WHO/MCH/MSM/91.4.

Studying maternal mortality in
developing countries: Rates and
causes - A guidebook, WHO/FHE/
§7.7. Available in English, French and
Spanish.

The Home-Based Mother's Record: A
guideline for its adaptation, use
and evaluation. MCH/90.12.

The prevention and management of
postpartum haemorrhage - Report
of a technical working group, July
1989. WHO/MCH/50.7.

The prevention and treatment of
obstetric fistulae - Report of 2
technical working group, April 1989,
WHO/FHE/89.5.

The risks to women of pregnancy
and childbearing in adolescence -
Bibliography, 1989. WHO/MCH/89.5.

The role of women’s organizations in
primary health care with special
reference to maternal and child
health including family planning,
WHO/FHE/WHD/88.1

Women's health and safe mother-
hood: The role of the obstetrician
and gynaecologist. Report of a
WHO/FIGO workshop prior to the
FIGO congress in Rio de Janeiro,
Brazil in 1989. Report: WHO/MCH/
89.3 and Statement of key speakers:
WHO/MCH/89 4.

Women's health and the midwife; A
global perspective. Report of 2
WHO,UNICEF/ Intemational Con-
federation of Midwives (ICM) work-
shop prior to ICM congress in The
Hague, The Netherdands in August
1987. WHO/MCH/87.5.







