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World Health Day 1998
Safe Motherhood

Message from the Director-General

This is a very special year for the World Health Organization. Exactly 50 years ago, the nations of the
world came together to sign the charter that brought the Organization into being. In pledging to im-
prove the health of the peoples of the world, the founding Member States also affirmed the need to pay
special attention to the health of women and children and, in particular, that of mothers. It is therefore,
particularly appropriate that this year the theme for World Health Day is Safe Motherhood.

Fifty years on, the peoples of the world are benefitting from considerable achievements in health.
These are demonstrated by substantial gains in child survival, falling infant mortality, rising life expect-
ancy, and the elimination of many scourges of the past such as smallpox and — very soon — polic. WHO
is proud to have contributed to these successes. We must acknowledge, however, that there are also
areas in which success has proved elusive. Sadly, one of these is maternal health. Because of our collec-
tive failure to solve this problem, the tragedy of maternal mortality represents a major source of suffering
and injustice in our societies.

Pregnancy and childbirth are special events in women’ lives, and, indeed, in the lives of their families.
This can be a time of great hope and joyful anticipation. It can also be a time of fear, suffering and even
death. Although pregnancy is not a disease but a normal physiological process, it is associated with
certain risks to health and survival both for the woman and for the infant she bears. These risks are
present in every society and in every setting. In developed countries they have been largely overcome
because every pregnant woman has access to special care during pregnancy and childbirth. Such is not
the case in many developing countries where each pregnancy represents a journey into the unknown
from which all too many women never return.

This situation cannot be allowed to continue. The interventions that make motherhood safe are known
and the resources needed are. obtainable. The necessary services are neither sophisticated nor very
expensive, and reducing maternal mortality is one of the most cost-effective strategies available in the
area of public health. Access to family planning information and services can help reduce unwanted
pregnancies and their adverse consequences. Access to health care, particularly at the critical time of
birth, can help ensure that childbirth is a joyful event. It must be recognised that the reduction of
maternal mortality is not only a matter of effective health care but also one of social justice. The risks that
women face in bringing life into the world are not mere misfortunes or unavoidable natural disadvan-
tages but injustices that societies have a duty to remedy through their political, health and legal systems.

As WHO embarks upon its second half century, the whole Organization at global, regional and coun-
try levels is working to renew its Health-for-All policy and fashion it to respond to the challenges of the
next fifty years, One of these challenges is to deal effectively with threats to social equity, of which unsafe
motherhood is a particularly tragic example. In renewing itself, WHO will intensify its commitment to
the health of women when they are most vulnerable — as they bring new life into the world.

It is my hope that this World Health Day will stimulate countries to take a close look at the position of
wormen in society, including their access to resources, education and health care when they most need it.
This must, of necessity, involve families, communities and societies as a whole and bring together the
public and the private sectors. A strong national commitment is, therefore, a prerequisite for success. It
gives me special pleasure to note that in our efforts to make motherhood safer, WHO is joined by other
development partners, including The World Bank, UNICEE UNFPA and many local and international
NGOs around the world. This partnership will bring added strength to our efforts to ensure that preg-
nancy is a safe and joyful event for all women and for their families.
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Maternal Mortality

Every day, at least 1,600 women die from the complications of pregnancy and childbirth. That is
585,000 women — at a minimum — dying every year! The majority of these deaths — almost
90% — occur in Asia and sub-Saharan Africa; approximately 10% in other developing regions;
and less than 1% in the developed world.™? Between 25% and 33% of dll deaths of women of
reproductive age in many developing countries are the result of complications of pregnancy or
childbirth.?

Of all the health statistics monitored by the World Health Organization, maternal mortality is
the one with the largest discrepancy between developed and developing countries. While infant
mortality, for example, is almost seven times higher in the developing world, * maternal mortal-
ity is on average 18 times higher! In addition to the number of deaths each year; over 50 million
more women suffer from maternal morbidity — acute complications from pregnancy. For at least
18 million women, these morbidities are long-term and often debilitating.*

The goal of the Safe Motherhood Initiative is to cut maternal mortality by half by the year 2000.
We know what to do to reduce the tragedy of maternal mortality; what we need is the political
will and strong, concerted action.

cause the death and disability of their mothers —
poor maternal health, inadequate care, poor hy-
giene and inappropriate management of delivery,
as well as lack of newborn care.’

In Addition to Death,

A Global Scourge

Worldwide, there are 430 maternal deaths for
every 100,000 live births. In developing countries,
the figure is 480 maternal deaths for every 100,000
live births; in developed countries there are 27 ma-
ternal deaths for every 100,000 live births.!

The highest maternal mortality figures are found
in Eastern and Western Africa, where in some coun-
tries more than 1,000 women die for every 100,000
live births. The lowest recorded figures are in North-
ern Europe, where they range from 0-11 maternal
deaths for every 100,000 live births.!

These maternal mortality ratios reflect a wom-
an’ risk of dying each time she becomes pregnant;
because women in developing countries bear many
children and obstetric care is poor, their

the Burden of Disease Is Huge

Forty percent or more of pregnant women may
experience acute obstetric problems during preg-
nancy, childbirth and the postpartum period; an
estimated 15% of pregnant women develop life-
threatening complications.

As many as 300 million women —more than one-

quarter of all adult women now living in the devel-
oping world — suffer from short- or long-term ill-

lifetime risk of rnate_mal c;lleagl is hr:u(;h Womens lifetime risk of dying from pregnancy-
higher — almost 40 times higher than in related complications!
the developed world.!
In addition to maternal mortality, half | Region Risk of Dying
of all perinatal deaths* are due primarily Africa lin 16
to inadequate mteml care during preg- Asia 1in 65
nancy and delivery’ Each year, 8 million . _ . ‘
neonatal deaths and stillbirths occur, Latin America & Caribbean  1in 130
largely the result of the same factors that Europe 1in 1,400
North America 1in 3,700
All developing countries 1in 48
* Stillbirths, fetal deaths after 28 weeks’ gesta- i .
tion, and infant deaths up to seven days All developed countries 1in 1,800
after birth.




Causes of maternal death globally *

Severe bleeding
25%

Indirect
causes
20%

Other
direct causes
8%

Eclampsia
2%

Unsafe abortion
13%

ness related to pregnancy and childbirth.? Death and disability
related to maternal causes account for 18.5% of the burden of
disease among women of reproductive age in developing coun-
tries.® Long-term complications of pregnancy and childbirth in-
clude uterine prolapse, fistulae (see below), incontinence, pain
during intercourse and infertility’

Up to 80,000 women each year develop fistulae — holes in the
birth canal that allow leakage of urine or faeces from the bladder
or rectum, making a woman permanently incontinent. Between
500,000 and one million women now live with fistulae; many
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become social outcasts, turmed out of homes and rejected by their
husbands and families.

Obstructed labour can result in permanent nerve damage and
loss of sensation and muscle deterioration in the feet and legs;
women worst affected often become crippled.” Infections, includ-
ing sepsis, can lead to pelvic inflammatory disease (PID), the symp-
toms of which include chronic pain, damage to the reproductive
system, infertility and a range of gynaecological disorders.’

Why Are Women Dying?

Most maternal deaths could be prevented if women had access
to basic medical care during pregnancy, childbirth and the post-
partum period.” This implies strengthening health systems and
linking communities, health centres and hospitals to provide care
when and where women need it.?

Most maternal deaths occur either during or shortly after deliv-
ery, yet this is the time when women are least likely to receive the
health care they need.® Quality health care during and immedi-
ately after the critical period of labour and delivery is the single
most important intervention for preventing maternal and new-
born mortality and morbidity.

Delivery care: Each year, 60 million deliveries take place in
which the woman is cared for only by a family member, an un-
trained traditional birth attendant — or no one at all. Only 53% of
deliveries in developing countries take place with the assistance
of a skilled birth attendant (a doctor or midwife).® Yet having a
skilled health professional at delivery is essential for making moth-
erhood safer. A skilled birth attendant can ensure hygiene during
labour and delivery, provide safe and non-traumatic care, recog-
nise complications and manage them effectively or refer the woman
to a higher level of care.

Percent of women with skilled attendance at delivery

®
s @
>90%
70-69%
Y s50-69%
30-49%
B a0
I:j Nol available
map do not impty the expression of any opinion whatsoever on the part of the World Health
its authorities, or concerning the delimétation of fis frontiers or boundaries. WHO 86008

L ons employed and of this
Grganization concerning the legalstatus of any couniry lertory ciy o ares or
Ines represent approximate border lines for which there may not yel be full agreement.




Postpartum care: Only a small proportion of women in de-
veloping countries —less than 30% - receive postpartum care. In
very poor countries and regions, as few as 5% of women receive
such care. In developed countries, 90% of new mothers receive
postpartum care.? Yet the early postpartum period is the time most
maternal deaths occur. Care during the postpartum period pro-
vides opportunities to check that mother and baby are doing well,
provides support to breastfeeding, and enables health workers to
detect and manage any problems early.

Antenatal care: Millions of women in developing countries
lack access to adequate care during pregnancy. Only 65% of women
in developing countries receive antenatal care: 63% in Africa; 65%
in Asia; and 73% in Latin America and the Caribbean. In devel-
oped countries, 97% of women receive antenatal care.® Such care
can detect and manage existing diseases, recognise and treat com-
plications early, provide information and counselling on signs and
symptoms of problems, recommend where to seek treatment if
complications arise, and help women and their families prepare
for childbirth.

Low utilisation rates for maternal health services are caused by
a range of factors: distance from health services; costs, including
the direct fees as well as the cost of transportation, drugs and
supplies; multiple demands on women time; and women’s lack
of decision-making power within the family. The poor quality of
services, including poor treatment by health providers, also makes
some women reluctant to use services.?

What Can Be Done

Ensure access to maternal health services. Most maternal
deaths, millions of cases of disease and disability, and the deaths
of at least 1.5 million infants each year could be prevented through:
basic maternal care for all pregnancies, including a skilled
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attendant (doctor or midwife) at birth; prevention and treatment
of complications during pregnancy, delivery and after birth; and
postpartum family planning and basic neonatal care. Such care
would cost about $3 per person in low-income countries'?.

Address gender inequalities and the poverty and discrimi-
nation women face throughout the world. Women status must
be improved everywhere and full value accorded to womenss re-
productive and productive roles, specifically in contributing to
household and national economies.? Family and community atti-
tudes that prevent wormen from receiving proper care during preg-
nancy and delivery must be changed.

Footnotes:
1. Revised 1990 Estimates of Maternal Mortality: A New Approach by WHO
and UNICEE World Health Organization, Geneva, 1996.
2. The Progress of Nations. UNICEE, New York, 1996.

3. Preventing the Tragedy of Maternal Deaths: A Report on the International
Safe Motherhood Conference. The World Bank, Washington, DC, 1987.

4. Progress on Maternal Mortality. UNICEF, New York, 1996.

5. Mother-Baby Package: Implementing Safe Motherhood in Countries. World
Health Organization, Geneva, 1994.

6. Safe Motherhood Progress Report 1993-1995. World Health Organization,
Geneva, 1996.

7. E. Royston and S. Armstrong, eds., Preventing Maternal Deaths. World
Health Organization, Geneva, 1989.

8. Coverage of Maternal Care: A Listing of Available Information (in press).
Wotld Health Organization, Geneva 1997.

9. C. AbouZahr, Improve Access to Quality Maternal Health Services. Presen-

tation at the Safe Motherhood Technical Consultation in Sri Lanka, 18-
23 October 1997.

10. Mother-Baby Pachage Costing Spreadsheet (unpublished). World Health
Organization, Geneva, 1997.
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Safe Motherhood As a Vital
Social and Economic Investment

Making motherhood safe for the world’s women calls for national governments, multi-lateral
and bilateral agencies and non-governmental organisations INGOs) to make maternal health a
top priority and to ensure that the necessary political and financial resources are dedicated to
this effort. Safe motherhood is a vital, compelling and cost-effective economic and social invest-
ment. Promoting women’s health improves not only individual health, but also the
health and survival of women’s families, the labour force and the well-being of communities and
countries.

A series of recent international conferences defined reductions in maternal mortality and provi-
sion of pregnancy care as central objectives for all reproductive health services. Making mater-
nal care a priority for a nation’s economic and social health agenda will help ensure that
millions of women and their children avoid the pregnancy-related death and disability that are
still all too common. Over the next ten years, progress toward acknowledgement of safe mother-
hood as a key social and economic investment will be critical to achieving the goals of the Safe

Motherhood Initiative.

The Consequences of Poor
Maternal Health

The burden: For women of reproductive age,
pregnancy and childbirth are the leading causes of
death, disease and disability, accounting for at least
18% of the global burden of disease in this age
group. Recent studies in four developing countries
suggest that:

* 58 to 80% of pregnant women developed acute
health problems; of whom

* 81029% went on to develop chronic health prob-
lems as a result of pregnancy!

The costs: While the needless suffering and
death of a woman when gjving life to the next gen-
eration is sufficient cause for action in itself, there
are also other significant social and economic con-
siderations, When a woman dies, her family and
community are considerably less well off in eco-
nomic and social terms. Specifically:

« families lose her contribution to household man-
agement and provision of care for children and
other family members;

« the economy loses her productive contribution
to the work force;

+ communities lose a vital member whose unpaid
labour is often central to community life;

o children suffer most: when a mother dies, sur-
viving children are 3 to 10 times more likely to
die within two years than children who live with
both parents; motherless children are likely
to get less health care and education as they
grow up.

Women’s wages and work within the home — -
both of which are dependent on women staying
healthy — are increasingly important. In addition,
the number of female-headed households is rising
throughout the world. Already, 20% of households
in Africa and Latin America are headed by women,
and most include young children. Studies have
shown that women are more likely than men to
spend their own income on improving family wel-
fare, through additional food, health care, and
school supplies and clothing for young children.

What Is Saved by Investing in
Maternal Health?

Reproductive health programmes, including
maternal health, are among the most cost-effective
investments in health. Providing women in low-
income countries with antenatal, postpartum and
delivery care, along with family planning, would
cost about $3 each year per person. In Africa and
some parts of Asia, the cost may be closer to $1, or
even less. Investing in women’ health yields sig-
nificant savings:



Infant and Child Health:

* Poor care of the mother often means death of the child; even if the
mother survives, poor maternal health jeopardizes a newborns
chances of survival. At least 30 to 40% of infant deaths — 1.5 to
2.5 million each year — could be avoided with antenatal and
delivery care. An estimated 75% of perinatal deaths, currently
7.5 million each year in developing countries, could be avoided
with improved maternal health, adequate nutrition during preg-
nancy and appropriate management of deliveries.

Poor maternal health and nutrition contributes to low birth weight
infants. Each year, 20 million low birth-weight babies are born
— 20% of all births. Babies born under-weight die at signifi-
cantly higher rates than those of normal weight, and are at greater
risk for infection, malnutrition and long term disabilities, in-
cluding visual and hearing impairments, learning disabilities
and mental retardation.

* A mother’s death makes survival and education uncertain for her
children. A study in Bangladesh found that a mothers death
sharply increased the chances that surviving children up to age
10 will die within two years; this is especially true for daugh-
ters. When mothers die in childbirth, surviving children are
less likely to complete their education, or attend school regu-
larly. In Tanzania, a study found that in households where an
adult woman had died during the previous 12 months, chil-
dren spent half as much time in school as children from house-
holds where an adult woman had not died. The impact on chil-
drens survival and education was not significant when an adult
male had died.

Productivity and Poverty:

* Healthy women mean fewer poor women. Women are at the fore-
front of household and community efforts to escape poverty
and cope with its impact. When women become sick, they can-
not work in the home or in the paid labour force. In India, a
study found that the female labour force would be about 20%
higher if womens health problems were addressed. In addi-
tion, costs accociated with pregnancy-related health problems
can lead women and families into debt.

Illness reduces productivity. At least 60% of pregnant women in
the developing world are anaernic which reduces their energy
and capacity for work — and can thus depress their incomes.
Studies in Sri Lanka and China among women tea plantation
and mill workers have documented reduced productivity due
to anaemia — and the positive impact of iron supplementation.

* Female poverty means household poverty. When disease and dis-
ability reduce women’ capacity for work and earning an in-
come, families inevitably suffer. Without women’ income, there

_ is less money available for children’ health care, education and
additional food.

Long-term impacts:

* Prevention can be cost-effective. Reducing unwanted pregnancies
and improving maternal health saves millions of women from
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premature death and long-term disability — and can save fami-
lies and governments the costs of health care.

Strengthening maternal health services benefits the health system.
Ensuring that a health facility is equipped to provide essential
obstetric care, such as blood transfusions, anaesthesia and
surgery, means that it can also provide care for accidents, trauma
and other medical emergencies. This treatment capacity
benefits the whole community, not just women.

Building women’s trust promotes preventive care. Women who re-
ceive good care during pregnancy and childbirth are more likely
to put their trust in other health services for themselves and for
their family. As a result, they will use them to ensure children’s
health, and for family planning and other reproductive health
services, including treatment of sexually transmitted diseases.
Improved women’ health means better family and community
health.

What Can Be Done

Even in low resource settings, improving maternal health is
possible. What is needed is a strong political commitment. Gov-
ernments, international agencies, NGOs and other funders need
to make concerted efforts to safeguard maternal health, and the
social and economic benefits it provides, by:

reallocating investment in health care to support the most cost-
effective interventions;

investing in maternal health care services and making them
available, especially in poor and rural areas;

+ strengthening the capacity of community health centres and
district hospitals to provide needed care, especially for obstetric
complications, through staff training and provision of equip-
ment;

* working with private providers to expand and improve safe
motherhood services, for example, by mandating that insur-
ance policies include such care;

encouraging for-profit providers to provide free or low cost
care to those who cant afford to pay;

* supporting NGOs and voluntary organisations that may be
able to mobilise private and community support for delivering
services to underserved or disadvantaged women.

Strong and sustained government commitment, partnerships
among nations, NGOs and multilateral institutions, and well-tar-
geted investments can save millions of lives annually:

e the 585,000 women who die from pregnancy-related causes;

e the 1.5 to 2.5 million infants who die in the first week of life:
and

« the 1.4 million infants who are stillborn.

Source:

1. A. Tinker, “Safe Motherhood as an Economic and Social Investment”,
Presentation at Safe Motherhood Technical Consultation in Sri Lanka,
18-23 October,1997.
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Safe Motherhood:
A Matter of Human Rights and Social Justice

Making safe motherhood a redlity for all the world’s women over the next 10 years is a challenge
that calls for significant changes in the way maternal health care is currently provided and in the
priorities of national governments, multi-lateral funding agencies and non-governmental or-
ganisations NGOs). In the wake of recent international conferences, reducing maternal mortal-
ity and providing care for pregnant women must be seen as integral to reproductive health. But
changes in service delivery and accessibility are not sufficient. The goals of the Safe Motherhood
Initiative will not be achieved until women are empowered and their human rights — including
their rights to quality services and information during and after pregnancy and childbirth —

are realised.

Empowering Women,
Ensuring Choices'

The sluggish decline in matemal mortality and
morbidity is rooted in the powerlessness of women,
and women’s unequal access to resources in fami-
lies, society and economic markets. These factors
set the stage for poor reproductive health and un-
safe motherhood even before a pregnancy occurs,
and make it worse once pregnancy and childbear-
ing are begun.

Women face multiple barriers to attaining good
health. These include:

* Limited information, ideas and options:
Women limited exposure to new ideas and in-
formation means that they are socialised to ac-
cept pain and suffering as womens “lot”, and they
do not perceive pregnancy as requiring any ad-
ditional care. As a result, many women do not
recognise danger signs during pregnancy, and do
not know where or when to seek medical
services.!

Unequal power relations that constrain
women’s decision-making ability, physical
mobility and access to material resources:
In some settings in developing countries, the de-
cision to deliver at home is generally made by
the husband or other family member. Many
women need permission from their husbands to
visit a health facility. Women’ lack of economic
resources constrains their ability to make inde-
pendent health-related choices, and to gain
access to health and other social services.

» Poor quality of interaction with health care
providers: Women in many cultures are reluc-
tant to use health services because they perceive
health care providers to be rude, patronising and
insensitive to the context in which they live.
Interactions with providers can be threatening
and humiliating, and women often feel pressured
to make choices that conflict with their own
health and fertility goals."

Empowering women means enabling them to
overcome these barriers and to make fully informed
choices, particulatly in the areas affecting the most
intimate aspect of their lives — their reproductive
health. Empowerment is critical to securing safe
motherhood because it enables women to:

« articulate their health needs and concerns;

o access services with confidence and without

delay;

+ seek accountability from service providers and
programme managers, and from governments for
their policies;

* act to reduce gender bias in families, communi-
ties and markets; and

« participate more fully in social and economic
development.

Empowering women in the area of health re-
quires more than health-related interventions; it
requires social, economic, and cultural conditions
in which freedom and responsibility are given con-
crete meaning, Wommen must have the means —both
physical and psychological — to overcome the bar-
riers to safe motherhood. Central to all empower-
ment is choice, and far too many women still have
far too few choices.



What Can Be Done!

In order to address the constraints on women, multiple actions
will be needed in the private and public spheres to ensure wom-
en’s empowerment:

* Women must have greater freedom to determine their own
health and life choices within families and communities; they
must have opportunities to learn about their rights and their
health, to question the acceptability of unfair practices and to
develop a feeling of entitlement to medical care and other serv-
ices,

¢ Women must have access to accurate information about their
reproductive health as well as to high quality, women-centred
care.

» Women must have expanded access to education and economic
opportunities, and control over economic and other resources.

Adolescent girls must be offered the opportunity to develop life
skills, including self-esteem, so that they can act to protect their
own health.

Men must be sensitised to their role in expanding choices for
women within households and communities, and in ensuring
responsible sexual and family life.

» Women must be supported by policies and laws that promote
and ensure safe motherhood, good quality maternal care and
gender equality; correspondingly, governments must engage
women in planning, implementing, monitoring and evaluating
health programs for women.

Training of providers must stress the importance of preserving
womens dignity; encouraging informed choices; recognising
the realities of womens lives; and providing sensitive counsel-
ling to uncover and treat the conditions that women are accus-
tomed to endure.

Reducing inequalities in social and economic policies, and pro-
tecting and promoting women'’s rights, choices and autonomy are
core public activities. They are also critical to reducing maternal
deaths and ill-health, achieving the goals of the Safe Motherhood
Initiative ten years on, and bringing about sustainable, equitable
development for all the worlds women and men.

Advance Safe Motherhood Through Human
Rights®

Preventing maternal deaths and illness is an issue of social jus-
tice and women’s human rights. Redefining maternal mortality
from a “health disadvantage” to a “social injustice” provides the
legal and political basis for governments to ensure maternal health
care for all women — care that will save their lives. The challenge
in applying human rights to advance safe motherhood is to char-
acterise women’s multiple disempowerments — during pregnancy
as well as from birth - as injustices that governments are obli-
gated to remedy through political, health and legal systems.

The protection and promotion of the human rights of women
can help ensure that all women have the right to:
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» make decisions about their own health, free from coercion or
violence, and based on full information; and

* have access to quality services and information before, during
and after pregnancy and childbirth.

Existing national constitutions and international human rights
treaties offer under-utilised opportunities to advance safe mother-
hood. Relevant international treaties include:

» Convention on the Elimination of All Forms of Discrimination
Against Women (the Women’s Convention),

* International Covenant on Civil and Political Rights;

* International Covenant on Economic, Social and Cultural Rights;
+ Convention on the Rights of the Child;

* European Convention on Human Righits;

¢ American Convention on Human Rights; and

* African Charter on Human and Peoples’ Rights.

Each of these treaties has a monitoring body that develops per-
formance standards for signatory countries, and monitors their
compliance with these standards. Countries are to report regu-
larly to the relevant monitoring bodies on what they have done to
ensure the full development and advancement of the rights
enshrined in the human rights treaties they have ratified. The
Women’s Convention, which has been ratified by more than 160
countries and is being used to advance safe motherhood, is moni-
tored by the Committee on the Elimination of Discrimination
Against Women (CEDAW).

The Challenge’

Efforts to advance safe motherhood through human rights must
build on the existing framework of human rights recognised in
most national constitutions and international human rights trea-
ties. These rights include:

» rights relating to life, liberty and the security of the person, which
require governments to ensure access to appropriate health care
during pregnancy and childbirth (women right to life), and to
ensure women'’s rights to decide if, when and how often to bear
children (right to liberty and security of the person);

rights relating to the foundation of families and of family life, which
require governments to provide access to health care and other
services women nieed to establish families and to survive to en-
joy life within the family;

rights relating to health care and the benefits of scientific progress,
including to health information and education, which require
governments to provide reproductive and sexual health serv-
ices and information for women; and

rights relating to equality and nondiscrimination on grounds such
as sex, marital status, race, age and class, which require govern-
ments to provide access to services such as education and health
care for women and girls — especially for women or girls of a
particular marital status, age, minority group or socio-economic
status.




‘What Can Be Done?

Much has been achieved in the past ten years to develop stand-
ards of human rights that support and protect women’s reproduc-
tive health needs. For example, the Programme of Action of the
International Conference on Population and Development (1994)
states that governments must work to reduce by half the number
of maternal deaths by the year 2000, and then reduce maternal
deaths by another half by 2015.

Three critical actions needed now are:

* reforming laws that contribute to maternal mortality
(e.g., laws that require women seeking health services
to obtain the authorisation of their husbands, and laws
that inhibit access to safe reproductive health services);

* implementing laws that protect women’s health inter-
ests (e.g., laws that prohibit child marriages, female geni-
tal mutilation and rape and sexual abuse); and

applying human rights in national constitutions and
international conventions to advance safe motherhood
(e.g., by requiring states to take effective preventive and
curative measures to reduce mortality and to treat women
with respect and dignity).
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The ICPD Programme of Action in itself was non-binding; how-
ever, in 1995, CEDAW agreed to use the Programme of Action in
developing performance standards for the Women’s Convention.
Therefore, signatories to the Women’s Convention are obligated
to uphold and advance the ICPD commitments, including the
right of women and men to decide if, when and how often to
reproduce, and to have access to appropriate health services that
enable women to enjoy safe pregnancy and childbirth.

States have a legal obligation to account for their practices re-
garding human rights by reporting to human rights treaty bodies.
Where states do not take all appropriate measures to bring laws,
policies and practices into compliance with the human rights of
women, they have been and can continue to be held accountable
by constitutional courts and treaty monitoring bodies for denying
women their human rights, which are necessary for their dignity
and empowerment.

Sources:

1. SJ. Jejeebhoy, “Empower Women, Ensure Choices: Key to Enhancing
Reproductive Health”. Presentation at Safe Motherhood Technical Con-
sultation in Sri Lanka, 18-23 October 1997.

2. R]J. Cook, “Advancing Safe Motherhood Through Human Rights”. Pres-
entation at Safe Motherhood Technical Consultation in Sri Lanka, 18-23
October 1997.
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Delay Childbearing

Pregnancy and childbearing during adolescence — defined by the World Health Organization as
the period of life between 10 and 19 years of age — carry considerable risks. Girls aged 15-19 are
twice aslikely to die from childbirth as women in their twenties; those under age 15 are five times
as likely.! In view of the risks associated with early childbearing, adolescent fertility rates
are alarmingly high in many countries; in fact, about 11% of all births each year — a total of
15 million births annually — are to adolescents.? As a direct consequence of the frequency of early
pregnancies, pregnancy-related complications are the main cause of death for 15-19 year old
gitls worldwide.?

First birth can be delayed by postponing the onset of sexual activity and by using effective
methods of fertility regulation. Efforts need to focus on changing individual and societal motivations
for early childbearing. Education and employment opportunities play a critical role as alterna-
tives to early motherhood. However, for those adolescent women who do give birth, every effort
is required to make motherhood safe for these young women through improved availability,
effectiveness and accessibility of services. As was agreed upon at the 1994 International Confer-
ence on Population and Development in Cairo, adolescents’ sexual and reproductive health
needs should be met through appropriate programmes which provide information, counselling
and health services. These programmes should address unwanted pregnancy, unsafe abortion,
sexually transmitted diseases and HIV/AIDS, gender relations, sexual violence and abuse and
female genital mutilation. They also must meet adolescents’ needs for information about sexu-
ality, reproduction and contraception.

Adolescent Sexual and
Reproductive Behaviour

Although there is great diversity both between
and within geographic regions, most women and
men — married and unmarried - become sexually
active during adolescence. Whereas in the past,
sexual activity was generally associated with early
marriage, rising age at marriage and falling age at
menarche mean that many more young people now
become sexually active before marriage. Surveys
in seven sub-Saharan African countries showed that
more than half the women aged 15-19 are, or have
been, sexually active. A study in Uganda, for ex-
ample, showed that the mean age of first sexual
intercourse for women was 15.5.* Studies indicate
that unmarried women in some parts of Asia and
Latin America begin sexual activity later than their
counterparts in sub-Saharan Africa; in Singapore,
for example, fewer than half of young women re-
port having sex before age 25.° In Sri Lanka, less
than one third of women report having sex by age
20.3 In contrast, 48% of women in Bangladesh are
married and sexually active by age 19.*

When sexual activity begins, most adolescents
lack accurate knowledge about reproduction and

sexuality, and lack access to reproductive health
services, including contraception. A Kenyan study
found that while 66% of unmarried youth aged
12-19 said they have received some information
on reproductive health, fewer than eight percent
could correctly identify the fertile period ina wom-
an’s menstrual cycle.® A recent compilation of re-
views of national adolescent reproductive health
programmes in nine countries in Latin America,
Africa and Asia revealed that restrictive laws forbid

Changes in age at marriage’
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the provision of reproductive health services to people below a
certain age or to unmarried women in many countries, and that
even where there are no legal requirements to do so, judgemental
health workers withhold these services to adolescents in other
countries.*® Additionally, adolescents often lack the power, confi-
dence and decision-making skills to refuse unwanted sex. Inter-
views with adolescents in Peru and Colombia revealed that 60%
had been sexually abused within the previous year. Similarly, stud-
ies in Botswana and Kenya showed that many adolescent wom-
ens first sexual experience was forced or coerced.”

Early Childbearing

Early childbearing is linked to the age at which women are
married, their education levels and cultural norms related to wom-
en’s social status and roles. The highest levels of adolescent child-
bearing worldwide occur in sub-Saharan Africa, where more than
half of women aged 20-24 have given birth before age 20, and in
Latin America and the Caribbean, where about one third of women
have given birth before age 20.5

Although not all childbearing occurs within marriage, age at
marriage is closely linked to first birth due to cultural norms and
expectations, and due to the fact that contraception is less com-
monly used to delay first births than it is to delay later births.
Where women marry later, they have more time to complete their
education, learn about reproduction and contraceptive methods
and develop marketable skills. Moreover, delayed marriage and
first birth means fewer years spent in childbearing, and is often
linked to lower total fertility?®

Education levels strongly influence adolescent childbearing.
More than two-thirds of women with no education in the Do-
minican Republic, Ecuador, Mexico and most African countries
give birth before age 20. Women with some secondary schooling,
however, are less likely to give birth during adolescence.? Re-
search in Nigeria showed that only 7% of women with seven years
of schooling gave birth before age 20, compared 10 43% of women
with no education. Similarly, in Pakistan, only 16% of women
with seven years of education gave birth before age 20, compared
to 54% of women with no education.*

Young girls in traditional societies are often bound by cultural
norms that equate marriage and motherhood with female status
and worth. Even the youngest brides often face enormous pres-
sure to prove their fecundity soon after marriage through the birth
of a child. In other cases, cultural traditions encourage young
women to prove their fertility before marriage.*

Health Risks of Adolescent Sexual Activity
and Childbearing

Due to physiological and social factors, adolescent women are
more vulnerable than older women to pregnancy-related compli-
cations; sexually transmitted diseases, including HIV/AIDS; and
unsafe abortion.!! Sexually active adolescent women experience
higher levels of reproductive mortality and morbidity than women
in their 20% and early 305.*

Pregnancy-related and obstetric complications: Although
most adolescent women are physiologically mature enough to
become pregnant, their bodies are often not sufficiently devel-

* Fistulae are holes that form in the vaginal wall, communicating into the
bladder and/or rectum, allowing continuous leakage and making the
woman permanently incontinent.
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oped to carry a pregnancy to term safely. They are at particular
risk for pre-eclampsia and obstructed labour due to cephalopel-
vic disproportion. Skeletal growth in women is not complete un-
til the age of 18 and the birth canal is not mature until approxi-
mately 20 to 21 years of age — although these ages vary substan-
tially with nutritional levels among individuals and between
populations.®

Physical immaturity increases the risk of obstructed labour,
which can result in maternal death, as well as devastating compli-
cations such as obstetric fistulae*. Fistulae are holes from the va-
gina into the bladder or rectum allowing continuous leakage of
urine and or faeces, making the woman permanently incontinent.
Studies in Africa and Asia indicate that adolescents are much more
likely than older women to suffer obstetric fistulae.'! In Niger, for
example, 80% of fistula cases were women aged 15-19.

Maternal mortality: There is little reliable information on dif-
ferentials in maternal mortality by age of the woman. However,
one study from Matlab in Bangladesh showed that the level of
maternal mortality among adolescent women was nearly double
that of women aged 20-34.5 Other studies suggest that the risk of
dying during pregnancy or delivery is 20 to 200% greater for
women aged 15-19 than it is for women aged 20-34.*

Infant and child mortality: Children born to adolescent moth-
ers often experience higher risks of death during the first five years
of life. A recent comparative study using Demographic and Health
Surveys data from 20 countries showed that the risk of death by
age five was 28% higher for children born to adolescent mothers
than for those born to women aged 20-29.12

Sexually transmitted diseases (STDs): Adolescents in
general lack knowledge about STDs and their prevention. They
face substantial barriers to sexual and reproductive health serv-
ices, including contraception, that could help them reduce their
exposure to STDs and unwanted pregnancy. They also lack skills
to negotiate no sex or safe sex. When an adolescent girls sexual
partner is older, which is often the case, there may be an even
greater imbalance of power in the relationship that further
reduces her ability to negotiate safe sexual activity.

Not only are adolescent women at greater risk for unprotected
sex than older women, they are physiologically more susceptible
to STDs. The cervix and vagina of an adolescent woman is differ-
ent from that of an older woman, and makes her more vulnerable
to contracting an STD, when exposed. Increased likelihood of
tearing of the vagina during sex further augments this risk. Many
adolescent women do not recognise the symptoms of an STD or
do not know where to seek treatment. If left untreated, STDs can
lead to pelvic inflammatory disease, ectopic pregnancy and infer-
tility, and if present during pregnancy, can lead to health prob-
lems for children."

Violence/sexual abuse: Data indicate that adolescent girls are
particularly susceptible to sexual abuse and rape. A study con-
ducted in Kingston, Jamaica found that 17% of 452 randomly
selected primary school girls between the ages of 13 and 14 re-
ported having experienced an attempted or actual rape.”* A na-
tional study in Kenya surveyed 10,000 secondary school girls aged
12 to 24 and found that about 40% of those who were sexually
active said they had been “tricked or forced” into having sex.?

Unsafe abortion: Each year young women aged 15-19
account for at least five million induced abortions — many of which
are unsafe. Adolescent girls often delay seeking an abortion and
typically face significant difficulties in locating and paying for
competent providers. They may also postpone seeking treatment




for complications, especially in countries where abortion
is illegal **

As aresult, in many countries, adolescents account for a signifi-
cant — and disproportionate — share of women suffering from the
complications of unsafe abortion. Studies from Malawi, Uganda
and Zambia show that adolescents make up 24% to 37% of all
hospital patients receiving treatment for abortion related compli-
cations. Studies of urban hospitals in Kenya and Nigeria report
that 50% or more of patients with more serious abortion compli-
cations (such as sepsis) are adolescents.®

Social and Economic Risks
of Early Childbearing

While the health consequences of adolescent childbearing in
developing countries are relatively well known, there is much less
information on the economic and social consequences. Despite
the lack of data, the following premises are generally accepted:

e Early pregnancy and childbearing limit educational opportunity and
achievement. Young women are often expelled from school if
they become pregnant, and few ever return. A national study in
Botswana showed that one in seven women who dropped out
of school did so because of pregnancy and only one in five
pregnant dropouts returned to school.’* In Kenya, 10,000 girls
leave school each year due to pregnancy.’

e Early pregnancy compromises a woman’s ability to support herself
and her children financially. The responsibility of caring for ayoung
child, as well as lack of education, can limit a womans access to
income-earning opporturiities.

® A young woman’s opportunities are severely constrained when she
becomes a mother and as such her quality of life is threatened. Lim-
ited access to education and income-earning opportunities, in
conjunction with traditional societal norms, serve to perpetu-
ate the devaluation of girls and women. A young womans
ability to negotiate and safeguard her own needs and those of
her children, both within a relationship and within society at
large, may be jeopardised.

What Can Be Done

Policies and programmes to reduce levels of adolescent mar-
riage and childbearing need to address the underlying social, cul-
tural and economic factors that contribute to these patterns. To
date, programmes have focused primarily on the health conse-
quences of adolescent sexuality and reproduction and have tar-
geted problems such as lack of knowledge about reproduction
and contraception, and — to a lesser extent — access (0 services.

Programmes need to extend their focus to address longer term
variables including the social status of girls in comparison to male
peers, physical autonomy, schooling, skill-building opportunities
and development of self-esteem, and access to income and other
resources. It is only through expanded opportunities and the de-
velopment of social and marketable skills that young women will
be able to make full use of their potential in a variety of roles.

Policies and programmes need to encourage family and com-
munity support for delayed marriage and childbearing.

® Mass media campaigns and other efforts that address the im-
portance of investing in girls’ education and health must be
strengthened. These efforts need to target issues such as early
marriage and childbearing, as well as heavy domestic responsi-
bilities, which limit opportunities for young girls.
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e Governments may wish to consider providing support and/or
incentives to families and communities in making progress to-
ward these goals.

¥ Akey message articulated in the Birth Spacing Project in Oman was
that young women endanger their own health and that of their chil-
dren when they become pregnant before age 18. The health benefits
of spacing pregnancies were also discussed.”

Policies and programmes need to expand girls’ access to
higher quality education and training.

® Educational and training opportunities should be expanded for
young women and adapted to reflect their physical and social
needs. Initiatives need to be tailored to the communities they
intend to serve, and may involve separate (but equal) classes
for boys and girls, creating educational alternatives for preg-
nant girls and adolescent mothers, and developing gender-sen-
sitive curricula.

¢ A successful government project begun in Bangladesh in 1994 aims
to increase female enrolment in secondary school and delay mar-
riage. Young girls who complete primary school and maintain a cer-
tain grade standard are eligible for a scholarship if their families sign
a bond stating that they will not be married until 18 years of age.
Study results showed an increase in the number of girls attending
secondary school; they also indicated that significantly more girls
completed primary school as well.®

Policies and programmes need to expand income-earning
opportunities for adolescent girls and women.

® Expanding income-earning opportunities for adolescent girls
and women will improve their ability to provide for their own
needs as well as that of their families, and will empower them
to contribute more equally in household, community, and pos-
sibly national level decision making,

¥ A study of the garment manufacturing industry in Bangladesh sug-
gests that providing opportunities for young women to work for in-
come outside of the home can lead to significant social change. In
1996, almost one million women worked in Bangladesh’s garment
sector; 70% of these women were between 15 and 19 years of age.
Study results show that garment workers marry later than women of
similar social class who do not work and that many workers are able
to save a substantial amount of money by the time they do marry'®

Policies and programmes must enable adolescent girls and
boys to take responsibility for and protect their sexual and
reproductive health.

® Legal, regulatory and socio-economic barriers to sexual and re-
productive health information and services for adolescents must
be removed. Sex education, or family life education, has been
shown to result in higher levels of abstinence, later initiation of
sexual activity, greater use of contraception and fewer sexual
partners.'° Governments should adopt national strategies to en-
sure that all young people are accurately informed about sexu-
ality and reproductive health.

e All young people — married and unmarried — should have
access to sensitive, respectful and confidential reproductive
health counselling and services. These services should empha-
sise the prevention of unwanted pregnancy, unsafe abortion
and STDs. Programmes also need to help equip young people
with life skills that enable them to make informed decisions
about sexuality and to negotiate abstinence or safer sex. Re-
search and programme planning should focus on the roles and



responsibilities of men in the prevention of early and unwanted
pregnancy.

¢ Services should be designed specifically to meet the needs of
adolescents, which may vary according to age; sex; marital sta-
tus; level of sexual activity; religion; ethnicity; culture; school
status; geographic location; socio-economic status; and vulner-
ability to sexual coercion or abuse.

® Toidentify and address obstacles to adolescents’ use of services
and appropriate steps for making services more “youth-friendly”,
young people should be involved in the planning, implementa-
tion and evaluation of health programmes.

¥ The Mexican Family Planning Foundation established a programme
called “GENTE JOVEN” in 1986 to bring information on family
planning and sexuality to young people in poor urban areas. It has
been successful in promoting informed decision-making by address-
ing the emotional, social, biological, and clinical issues of sexuality.
Video and radio are used to explore gender and sexuality issues, and
build negotiating skills."’

¥ In 1991, the YMCA in Accra, Ghana developed a “Better Life Op-
tions for Girls and Women” programme, which seeks to empower
adolescent girls and boys to make informed decisions regarding their
fertility, health, education, employment, and civic participation and
to enable girls to delay pregnancy.”® The family life education cur-
riculum covers a range of health issues, including contraceptive use,
gender relations, and negotiating skills. A nurse provides confidential
individual counselling and medical services and is able to make re-
ferrals when necessary. As a range of services are provided at the
centre, young people visit without fear of stigmatization.’

# The Youth Information Centre Pilot Project in South Africa provides
reproductive health services exclusively for adolescents. Services are
designed to help them make informed choices about sexual values
and interpersonal relationships, and reduce their risk of unwanted
pregnancy, STDs and HIV/AIDS. Staff at the centres are young,
friendly, and casually dressed, and the facilities have many posters,
music, videos, private counselling rooms, and space for young people
to socialize.”
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Every Pregnancy Faces Risk

Every year there are an estimated 200 million pregnancies in the world. Each one of these faces
the chance of an adverse outcome for the mother and for the baby. While risks cannot be totally
eliminated once pregnancy has begun, they can be reduced through effective, affordable, accessi-
ble and acceptable maternity care.

In theory, risk assessment is a logical tool for rationalising service delivery to ensure that those
“in greatest need” receive special attention and care. In fact, however, it is becoming increasingly
clear that a formal risk approach is problematic and may divert scarce resources away from the
majority of women with poor pregnancy outcomes. In the absence of additional data demon-
strating the effectiveness of risk screening, therefore, risk assessment should not be relied on as

the basis for matching needs and care in matemnity services.

Defining Maternal Risk

Matemal risk is defined as the probability of dy-
ing or experiencing serious injury as the result of
pregnancy or childbirth.! All pregnant women, by
virtue of their pregnant status, face some level of
maternal risk. Data suggest that around 40% of all
pregnant women have some complication. About
15% of pregnant women need obstetric care to
manage complications which are potentially life-
threatening to mother or infant. Such complica-
tions are often sudden in onset and unpredictable.?

Although some sub-populations of pregnant
women may experience a higher level of maternal
risk than others, it is almost impossible to predict,
on an individual basis, who will develop a life-
threatening complication. It is therefore critical that
all pregnant, labouring and recently delivered
women have access to high quality essential ob-
stetric services if and when the need arises.

Re-assessing Risk Assessment

Risk assessment tools usually involve using a list
of risk factors and some form of scoring system to
separate women into risk categories — typically
“high risk” and “low risk” — using cut-off points or
thresholds.’ Risk screening is usually conducted
during antenatal care, and involves detecting early
symptoms and predicting the likelihood of
complications. The intention of risk assessment is
to predict problems before they occur and so to
take action.

A review conducted in 1992 for WHO5 Mater-
nal Health and Safe Motherhood Research Program
found that the risk approach is not effective in en-
suring the rational use of maternal health services
or in preventing maternal deaths.* The reasons for
this include:

+ Many risk assessment systemns rely on socio-de-
mographic or physical characteristics such as
education, age, parity and height, to classify
women as “high” or “low” risk. However, these
characteristics are not necessarily indicative of
obstetric complications. In addition, depending
on how the parameters are defined (e.g., age
under 18, parity 4+), they can result in a large
proportion of pregnant women being identified
as high risk.

In fact, however, a large proportion of these
women never develop complications (false posi-
tives), and a substantial proportion of the women
who do develop complications are initially judged
to be “low risk” (false negatives). In other words,
the sensitivity, specificity, and positive predictive
value of risk assessments using such characteris-
tics are poor.*® Under- and over-diagnosing
women “at risk” has serious implications both for
women, who may not receive the services they
need, and for health systems, which may spend
scarce resources on urnecessary interventions.’

» Forrisk assessment systems to be effective, indi-
vidual risk factors need to be closely linked to
and predictive of the outcomes of interest — in
this case, maternal deaths and serious morbid-
ity. Some risk factors are more closely linked to
these outcomes, such as poor obstetric history
(e.g. a history of obstructed labour) and condi-
tions such as vaginal bleeding or malpresenta-
tion. However, these risk factors may not be
relevant for all women, or may occur so close in
time to the outcome of interest that there may
not be an opportunity for effective intervention.
Risk categories thus are more often based on clini-
cal intuition than scientific study. Weights or
scores assigned to individual factors for calculat-
ing risk levels are similarly unscientific.'”



* A key assumption of risk assessment strategies is that a speci-
fied risk (in this case, maternal risk) can actually be defined,
and that individuals can be clearly separated into either high or
low risk categories. Maternal risk, however, is not constant; a
woman can move from low to high risk or vice versa through-
out her pregnancy and the puerperium: She may also face dif-
ferent levels of risks with different pregnancies. Furthermore, it
is not at all clear where along the risk continuum a low risk
pregnancy becomes high risk.'?

Even if risk screening were an effective tool to identify women
who are likely to develop complications, many health systems
would not be able to provide appropriate care, either because
services and referral mechanisms are inadequate or because
women themselves are unable to take appropriate action.
Women are not passive recipients of risk labelling; their deci-
sions not only take into account the advice of health care work-
ers, but may also reflect financial difficulties, time constraints
or their need to obtain permission from other family members.

The costs of inefficient risk assessment can be considerable. For
women and their families, there are costs related to over-
diagnosis (false positives), including direct costs of unneces-
sary treatment, opportunity costs for time spent seeking
unnecessary services and the psychological burden of being
labelled “high risk”. The cost of missed diagnosis (false nega-
tives) can be even more severe — missed treatment which can
result in death. There are also costs to the health system: time
spent learning and applying the risk assessment tool and over-
loading services with false positives.

The Role of Risk Assessment in
Maternal Care

Certain sub-populations of pregnant women are at higher risk
of obstetrical complications than others. However, as explained
above, risk assessment systems are not able to identify accurately
which women will experience negative outcomes, and as such are
not likely to result in more effective or efficient service provision.!

Risk screening can even become a barrier to essential obstetric
care for women experiencing complications. When a large pro-
portion of “high risk” women do not develop complications and a
substantial number of “low risk” women do, the credibility of the
health worker is seriously compromised. As a result, referrals to
appropriate medical care may be ignored.>®

The health of low-risk women may also be compromised by
such labelling. Women may be lulled into a false sense of security
and fail to recognise or respond to complications when they do
arise. Their health care providers may also miss early warning
signs because of a general tendency to confuse low-risk with no-
risk.?

What Can Be Done

Rather than focusing on classifying women as “high” or
“low” risk, antenatal care should include the following func-
tions (in addition to standard preventive and curative care):

¢ Promoting and facilitating the entry of all women into the health
care system by ensuring that services are provided as close as
possible to where women live.

» Ensuring continuity of care through high quality, integrated re-
productive health services.
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* Improving women’s overall well-being and reproductive health
through the provision of prophylaxis (tetanus immunization,
iron, etc.), as appropriate, as well as detection and treatment of
existing pathologies (e.g. STDs) that contribute to poor repro-
ductive health.

Education of women and their families about the risk of obstet-
ric complications faced by all pregnant and postpartum women,
and about the appropriate action should early warning signs-be
identified.

Early identification and appropriate management of obstetric
complications during pregnancy, as well as appropriate care for
women with special needs (adolescents, nullipara, etc).

Prompt referral of women with obstetric complications during
pregnancy to appropriate medical care, as well as effective mo-
tivation of women and their families to agree with these refer-
rals, and assistance to help them comply

In order to significantly reduce maternal mortality, all preg-
nant, labouring and recently delivered women must have ac-
cess to essential obstetric care should complications arise.®

* At the household or village level, this means clean deliveries by
personnel trained in midwifery, prompt recognition of compli-
cations and appropriate referrals; and community transportation
schemes that enable women to reach services in a timely fash-
ion, when {and if) the need arises.

* Health centres and maternity homes should offer clean delivery
by skilled personnel; prompt recognition of complications and
appropriate referrals; and should be able to stabilise a woman
experiencing complications until she can be safely transferred
to the next level of care.

A functioning system of communication and transportation
between all levels of the health systern is essential for the appro-
priate referral and use of obstetric services.

Even with the best antenatal care, however, women will still die
of obstetrical complications if appropriate services do not exist or
if they are unable to access these services in a timely fashion.
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Ensure Skilled Attendance At Delivery

Many women and newborns develop complications during or immediately after delivery that
are difficult to predict, and which require a skilled attendant to manage appropriately. Skilled
attendants are trained to manage uncomplicated deliveries safely, recognise complications, treat
those they can and refer women to health centres or hospitals if more advanced care is needed. In
1996, only 53% of deliveries in developing countries took place with a skilled attendant present.”
Many countries and most rural areas have a serious shortage of skilled birth attendants, par-
ticularly midwives. Studies suggest that having skilled attendants present at delivery is one of the
key interventions for reducing maternal and perinatal mortality? In order to provide skilled
attendants at all births, targeted programmes of training, supervision and deployment are needed.

What Is a Skilled Birth Attendant?

Skilled birth attendants are defined by the World
Health Organisation as trained midwives, nurses,
nurse/midwives or doctors who have completed a
set course of study and are registered or legally li-
censed to practice.” Traditional birth attendants,
including those who have been trained, are not de-
fined by the World Health Organization as skilled
attendants (see box).

The most appropriate person to care for preg-
nant women is someone with midwifery skills who
lives close to the community. People trained in mid-
wifery are qualified to provide preventive care to
pregnant women, detect abnormal conditions in
mothers and infants, assist women through labour
and delivery and prescribe essential drugs. When
delivery complications arise, those providing mid-
wifery care - especially at the community level —
need to be able to carry out emergency measures if
medical help is absent, and get medical assistance
or refer women to an appropriate health facility

Health workers with midwifery skills can also
offer social and psychological support to deliver-
ing and new mothers; education on pregnancy,
delivery and infant care to families and communi-
ties; and leadership in administration, management,
and research.?

Still Too Common: Unassisted
Births

In developing countries, 60 million deliveries
take place each year in which the woman is at-
tended only by a TBA, a family member — or no
one.' In the developed world, skilled attendance
at delivery is nearly universal.

Vast disparities exist within regions. In Southern
Africa, almost 80% of women have a skilled at-
tendant at delivery; in the rest of Africa, the rate is

(L

Traditional Birth Attendants

Traditional birth attendants (TBAs) have a
role in supporting women during labour, but
generally are not trained to deal with compli-
cations.® Because most “trained TBAs” have
had one month or less of training, they are not
defined as skilled attendants. Studies in Africa
and Asia have found that training TBAs in the
absence of skilled back-up support did not de-
crease women’s risks of dying in childbirth.?

However, TBAs can contribute to reducing
newborn deaths and disabilities, and play an
important role in providing assistance to
women during delivery. TBAs can offer preg-
nant women ruch-needed moral and emo-
tional support. Many women turn to TBAs be-
cause doctors and midwives are not available
or cost too much, or because TBAs are neigh-
bours or friends who know local customs and
respect women's needs. °

It is generally agreed that where the use of
TBAs is strongly rooted in local customs, it is
beneficial to:

* train TBAs to avoid harmful practices dur-
ing delivery, recognise danger signals and
refer complicated cases to higher-level care;

establish or strengthen linkages between
TBAs and the formal maternal health care
system; and

ensure that health centres and hospitals will
accept referrals from TBAs.

Still, TBAs are not substitutes for skilled at-
tendants. Long-term investments must be
made to develop enough skilled birth attend-
ants, primarily midwives, to meet women’s
needs.”
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closer to 40%. In South-Central Asia, only 34% of women deliver
with the assistance of a skilled attendant, compared with almost
70% in Western Asia and almost 90% in Eastern Asia.!

Skilled Attendants: Not Enough to Meet
Needs, and not in the Right Places

Doctors play an important role in maternal health care, as clini-
cians, trainers and managers. However, in most countries they
cannot be and need not be the sole providers of care for obstetric
emergencies, since their numbers are small, demand for their serv-
ices high and most live and work in urban areas.

(2)
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Chronic shortages of personnel with midwifery skills persist
throughout the developing world, and are most acute in rural
areas. In parts of Asia and Africa, there may be only 1 midwife for
every 300,000 people, which translates into 1 midwife for every
15,000 births.?

Most midwives work in hospitals, and therefore most live and
practice in urban areas in or near national and regional capitals.
In Kenya, for example, 56% of all health workers, including nurse/
midwives, are based in urban areas, with 25% located in Nairobi
alone.® In Uganda, only 30% of health units in rural areas offer
delivery services, and an additional 7,000 professional level staff
would be required to meet recommended staff-patient ratios in
these facilities.”

Training and Supervision Are Inadequate

Curricula currently used to teach midwifery skills — both for
midwives and physicians —are often out of date and do not reflect
new techniques and research. Many curricula are adapted from
developed country models, and therefore do not reflect the reality
of working conditions in developing countries — the resources
they have (or lack), and the complications they face.’ Such cur-
ricula are often neither community- nor practice-based.

Systems for supervising health care workers and providing re-
fresher training in family planing and maternal health are often
inadequate.? In Uganda, a study found that only 28% of mid-
wives had participated in any refresher courses at the time of the
study*

Few health workers, including midwives as well as physicians,
receive training in the skills needed to treat (and save the lives of)
the newborn, and women who suffer obstetric emergencies. Ex-
amples of these skills, called life-saving or expanded midwifery
skills, include: prevention and treatment of haemorrhage; vacuum
extraction; prevention and management of shock; prevention and
management of sepsis; prevention and management of eclamp-
sia; monitoring the progress of labour; resuscitation of the new-
born; management of the complications of abortion and
postabortion care. Training programmes should include different
components of these skills in both pre-service and in-service train-
ing, depending on local needs and regulations. The active sup-
port and involvement of various professional groups, including
obstetricians, are crucial to successful training in these skills and
to the ongoing availability of life-saving obstetric care."

In addition to clinical and epidemiological skills, staff working
in midwifery need training in traditional belief systems, counsel-
ling, communication, and community organising, which many
do not have.? Physicians, especially those working at the district
level are often responsible for clinical service as well as training,
supervision and management; but few are adequately prepared
for these roles during pre-service training."!

What Can Be Done
At the policy level:

» Governments need to promote the training of more personnel
with midwifery skills, and launch comprehensive training
programmes if such programmes do not already exist. Existing
programmes may need to be upgraded in alliance with mid-
wives — in order to better meet women’s needs. !’




+ Policy-makers, physicians, midwives, nurses and community
representatives should work together to agree on what
interventions midwives, nurses and community physicians are
authorised to carry out, and to create a supportive environment
that enables health care workers to provide at least some com-
ponents of essential obstetric care.!®

»
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In Ghana, the Ministry of Health has developed clinical manage-
ment protocols for identifying and treating pregnancy-related com-
plications at all levels of the health system. Designed for midwives,
nurses, doctors and public health workers, the manual also sets stand-
ards for the provision of antenatal care, supervised delivery, postpar-
tum care, family planning, and management of abortion complica-

4 12
¥ In Lesotho, development of national midwifery protocols was com- tions.

pleted by midwives working with obstetricians.’

# In Ghana, midwives trained in life-saving skills now provide emer- Footnotes:
gency obstetric care which had previously been provided only by doc-

tors, 1243
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Improve Access
to Maternal Health Services

Vast discrepancies continue to exist in access to maternal health care between the developed and
developing world, and between richer and pooter women, urban and rural women, and edu-
cated and uneducated women.! At least 35% of women in developing countries still receive no
antenatal care, almost 50% give birth without a skilled attendant and 70% receive no postpar-
tum care.! In contrast, maternal health care is nearly universal in developed countries. A range
of barriers limit women’s access to care, including: distance, cost, multiple demands on women’s
time, poverty and lack of decision-making power. Ensuring that women have access to maternal
hedlth care, particularly at delivery and in case of complications, is essential to saving their lives.

What Is Access to Care
and Who Has It?

Access means that maternal health care is within
reach of women who need it: they can get to it
easily and are not deterred from using the services
available, either because of cost or poor treatment
by staf.

In developing countries, 65% of women make
at least one antenatal visit and 53% give birth with
a skilled attendant. But, only 30% make at least
one postpartum care visit —with rates as low as 5%

Coverage of Maternity Care’

% of pregnant women | % of deliveries

Region who make at least one | with a skilled
antenatal care visit attendant™

Global 68 57
Africa 63 42
Asia 65 53
LAC 73 75
Europe 97 98
N. America 95 99

*Doctor, nurse or midwife

When Maternal Deaths Occur!

counrie ) | U5 09
During pregnancy 24 22
During delivery 16 7
After delivery 61 72

in some regions. In developed countries, 97% of
women make at least one antenatal visit; 99%
deliver with a skilled attendant; and 90% make at
least one postpartum care visit.2

The proportion of pregnant women who have
care during delivery is universally lower than those
who receive antenatal care. Yet it is during labour,
delivery and the immediate postpartum period that
complications are most likely to arise and that care
is most needed. Almost half of all postpartum
deaths take place within one day of delivery, and
70% within the first week.! Poor, rural women in
sub-Saharan Africa and South Asia are the least
likely to receive antenatal, delivery or postpartum
care.!

Barriers to Care

Distance and lack of transport: In most rural
areas, one in three women lives more than five kilo-
metres from the nearest health facility, and 80% of
rural women live more than five kilometres from
the nearest hospital. The scarcity of vehicles, espe-
cially in remote areas, and poor road conditions
can make it extrernely difficult for women to reach
even relatively nearby facilities. Walking is the pri-
mary mode of transportation, even for women in
labour.*

In rural Tanzania, 84% of women who gave birth
at home intended to deliver at a health facility, but
did not due to distance and the lack of transporta-
tion.

In Malawi, a study found that 90% of women
wanted to deliver in a health care facility, but only
25% of them did. The most important reason —
given by 53% of the women — was that by the time
they realised they were in labour, they did not have
enough time to get to a health facility*
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Cost: Fees reduce women’s use of ma-
ternal health services and keep millions of
women from having hospital-based deliv-

Health care during pregnancy and childbirth in Africa, Asia and Latin America and the
Caribbean (selected countries)’

eries, or from seeking care even when com-
plications arise. Even when formal fees are
low or non-existent, there may be “infor-
mal” or under-the-table fees, or other costs
that pose significant bartiers to women’
use of services. These may include costs
of transportation, drugs, and food or lodg-
ing for the woman or for family members
who help care for her in the hospital.”

In Zaria, Nigeria a study found that the
shift from free to fee-based services for ob-
stetric care reduced admissions overall but
significantly increased emergency cases.
The number of maternal deaths rose cor-
respondingly®

The poorer women are, the more likely
fees are to affect their use of health serv-
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ices. Studies in Céte d’Ivoire’ and Peru®
found that fees deter everyone from using
health services, but deter poor women most of all.

Interactions with providers: Many women describe provid-
ers in the formal health care system as unkind, rude, brusque,
unsympathetic and uncaring. Where health workers are perceived
to be hostile and unfriendly, many women rely instead on tradi-
tional healers or traditional birth attendants (TBAs) for antenatal,
delivery and postpartum care. This can lead to fatal delays in seek-
ing adequate care for pregnancy-related complications.

In Tanzania, a study found that 21% of women delivered at
home because of the rudeness of health staff - even though they
thought delivering in a health facility was safer.”

Formal health services can conflict with cultural norms sur-
rounding childbirth, including preferences for privacy, modesty
and female attendants. Among Saraguro Indians in Ecuador, hos-
pital-based deliveries are perceived to violate privacy, many health
providers are men, which is unacceptable culturally, and birth
positions preferred by providers are not those preferred by women
in labour. As a result, affordable and accessible maternal health
services are under-utilized.'?

In Sudan, a study found that many women were ashamed of
being poorly dressed in front of health workers (who were gener-
ally of a higher socio-economic class), and were also afraid the
health workers would react negatively to their illiteracy. These
feelings deterred many women from using formal maternal health
services.!!

The gender dimension/socio-cultural factors: Women must
balance the time they spend on their own health with their mul-
tiple responsibilities for care of children, collecting water or fuel,
cooking, cleaning, growing food, and trade or other employment."’
In many parts of the world, womens decision-making power is
extremely limited, particularly in matters of reproduction and sexu-
ality. Decisions about maternal care are often made by mothers-
in-law, husbands or other family members.

In Ghana, a study of women who died of pregnancy-related
complications found that 64% of the women had sought help
from an herbalist, soothsayer or other traditional provider before
going to a health facility. Families cited cost and the belief that the

woman’s condition would improve or that the woman was not ill
enough to justify the cost involved, as the main reasons for not
taking a woman to a hospital.'*

In Nepal, mothers-in-law attend most deliveries, and additional
care or help is sought only if the mother-in-law decides that such
care is needed. One study found that 75% of mothers-in-law did
not believe an antenatal check-up was necessary."’

A study in Zaria, Nigeria found that in almost all cases, a hus-
band’s permission is required for a woman to seek health services,
including life-saving care. If a husband is away from home during
a delivery, those present are often unwilling to take the woman for
care — no matter how pressing the need appears to be.'

In Benin, the government put significant pressure on women to
have institutional deliveries, including fines. Still, many women
continued to deliver at home, due to the honour brought to fami-
lies if they were seen as “stoic” during labour and childbirth.*®

What Can Be Done

Governments, non-governmental organisations (NGOs) and
funding agencies must recognise that maternal health is of critical
importance to women, as well as to overall public health. Provid-
ing women with information about the risks of pregnancy and
childbirth, and where and when to seek health care, is essential
but is not sufficient to assure access to available maternal health
care services. What is needed is to:

« expand the range and improve the quality of maternal health
services;

« involve women and communities in the design and evaluation
of services so that they respond to local needs;

create alternative locations to provide care;

allow care to be given by a wider variety of providers; and

* engage communities in the effort to improve women’s access
to maternal care. Strategies to increase womens access to
maternal health care are most effective when they are locally-
developed and result from listening to women themselves.




