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Background

Action for Global Health was established in October 2006, bringing together fifteen non-governmental organisations (NGOs) based in Brussels and five European countries: France, Germany, Italy, Spain and the United Kingdom. It aims to monitor how the actions and policies of European governments affect health in developing countries, and to influence decision-makers to improve their practice, and support developing countries to achieve the health Millennium Development Goals (MDGs).

In the UK, Action for Global Health is represented by the International AIDS Alliance (the Alliance), Interact Worldwide and TB Alert. Established in 1993, the Alliance is a global partnership of nationally-based organisations working to support community action on AIDS in more than 40 low and middle-income countries. TB Alert is a UK-based charity established in 1999, working nationally and internationally to eradicate tuberculosis. Interact Worldwide is an international NGO with more than 30 years experience of improving the sexual and reproductive health and rights, of some of the poorest and most marginalised people in the world.  
Countdown 2015 Europe brings together a group of 18 leading European NGOs experienced in advocacy for reproductive health in development aid. The organisations are working in 15 European countries, and Interact Worldwide is the UK partner. The network is making a  concerted effort to achieve increased European donor support for Reproductive Health Supplies (RHS). The aim is also to improve European coordination and coherence to narrow the gaps between the needs, demand and availability of the necessary supplies. Building greater political and financial commitment in Europe is seen as key to securing universal access to reproductive health as an essential step toward achieving the MDGs. 

Interact Worldwide is a UK-based reproductive and sexual health NGO.  As well as involvement in the above networks and wider advocacy activities Interact is implementing programs with partners in India, Pakistan, Uganda, Malawi, Ethiopia, Kenya and Madagascar. These include working on maternal health, wider reproductive and sexual health and a core focus is the integration of these services. 
We welcome the opportunity to contribute to these hearings on maternal morbidity. It is clear that even while progress towards MDG 5 and reducing maternal mortality is very slow, there is significant additional morbidity, which is commonly forgotten.  

Monitoring progress in maternal health 

It is widely known that MDG 5, which focuses on maternal and reproductive health, is the most off track and a concerted effort is needed to accelerate progress.  This will require a comprehensive approach to tackle both the root causes (nutrition, education, and economic status) and provide the necessary essential services (family planning, abortion care, emergency obstetric care and skilled birth attendance) to improve reproductive health and avert maternal deaths.  Investment in women reaps a dual benefit due to its knock on effect on the health and wellbeing of their children and families. Maternal mortality is a strong health systems performance indicator, and it is important that as the emphasis on systems approaches grows maternal mortality is used to monitor and ensure health systems are strengthened in a way that benefits mothers and their children.  This will simultaneously lead to the strengthening of information systems and improve the poor quality of data on maternal health.
Many of the major causes of maternal mortality are also responsible for significant morbidity, prolonged obstructed delivery leading to fistula being just one of many examples. Maternal morbidity contributes to significant reductions in quality of life for the women involved, and again has knock-on effects as it can also influence their economic productivity and ability to care for their families, and in particular their children.  There are also additional causes of morbidity such as postnatal depression which although sometimes leading to death, have a major impact on maternal wellbeing.  Women tested HIV positive in pregnancy not only require prevention from mother to child transmission services to protect their children, but also personally require long-term treatment and care, with the availability of ARV therapy turning HIV into a chronic illness. Existing data is very poor and further research is needed to quantify and investigate these effects so that maternal health interventions are widened to ensure conditions leading to long term chronic illness or disability are not neglected.  In monitoring impact mortality ideally needs to be combined with more sensitive indicators to pick up related morbidity.
Health systems issues – insufficient health workers and supplies 

Access to a skilled birth attendant is crucial to addressing maternal health and the need to address the health worker shortage worldwide is rightly gaining increasing attention.  Other system constraints also need to be addressed however and an associated increase in supplies is urgently required. Where staff are present health facilities and services in many countries remained constrained in their impact from a lack of basic equipment and medicines and this is a major obstacle to improving maternal health
.  In strengthening systems donors need to include commodities and related supply systems.
Funding for maternal health

While funding estimates for specifically responding to maternal morbidity do not currently exist, it is known that funding for maternal health is insufficient.  The maternal mortality campaign led by the White Ribbon Alliance, the Partnership for Maternal, Neonatal and Child health and others is calling for a further $10.2 billion to be committed per year to comprehensively tackle maternal, newborn and child health.  This does not include comprehensive sexual and reproductive health and the best available estimates for the resources necessary to provide universal access to reproductive health and the sexual and reproductive health components of HIV and AIDS prevention services indicate that US $ 29.8 billion is needed by 2010 rising to US $35.8 billion by 2015
.  Based on the UK’s share of global income their fair share of this is calculated at £898.4 million from 2008/09-2010/11 and £1,027.5 million between 2011/12-2013/14. These resources would ensure universal access to reproductive health services, including access to all the essential equipment, commodities and medicines required for sexual and reproductive health, maternal and neonatal health and include the resources necessary to reduce maternal morbidity.  

In addition to requiring additional funding, there is also a desperate need to reassess the method of funding to improve maternal health.  Current trends in UK development assistance reflect an international move toward aid harmonisation and budget support in line with the Paris Declaration principles.  While there are many benefits to this shift there is need to recognise that in the area of sexual and reproductive health it needs to be supplemented with other mechanisms as provision of these services often lack high political profile and are controversial in come cultures
.  A focus on General Budget support alone risks not adequately addressing expanded access to SRH as agreed upon internationally
 and effectively responding to maternal mortality and morbidity.  A mix of funding mechanisms maximises effectiveness and should include general as well as sector budget support, pooled funding through the SWAp and partnerships with civil society organisations and UN agencies.  The involvement of civil society, especially in extending services to marginalised or geographically remote groups, is critical to reducing maternal morbidity.
Experiences from the field

Indian example from Interact Worldwide
According to the 2003 Sample Registration System data, the MMR in the State of Orissa was 358/100,000 live births.  However, given the high IMR (SRS 2005 75/1000 live births) in the state many hold the view that this MMR is an underestimate.  Government records show that the prevalence of maternal mortality in Orissa is predominantly due to delivery related complications, lack of institutional facilities, follow up during complications and poor quality antenatal care and post natal care in outreach settings.

The NFHS III shows that the majority of deliveries (61.3%) are conducted at home through unskilled Birth Attendants. In the rural areas home delivery accounts for 65.4%.  Given the prevalence of deliveries at home and the low proportion of skilled attendance at birth, many obstetric complications are not recorded.  

Some of the major causes of maternal mortality are:

1. Recurrent malaria in the western and southern part of the state.  Recurrent malaria leads to severe anaemia and NFHS III has reported that a significant proportion of women in the reproductive age group in the state suffer from anaemia. Anaemia also leads to maternal morbidity.  According to NFHS 63% women in Orissa suffer from anaemia and 18% from moderate to severe anaemia.  Field evidences from the Bonda hills in Malkangiri (a predominantly tribal district) in Orissa indicate that many Bonda tribal women suffer from vaginal fistula on account of prolonged labour.  The tribal districts are the worst affected and majority of the women are unable to access treatment at the right time due to difficult terrain as well as low service provider population ratio, (the Doctor Population ratio in Orissa is 1:1916 and the Auxiliary Nurse Midwife ratio/ population ratio is 1:5, 178).

2. Socio cultural beliefs relating to diets during pregnancy, not allowing any outsider to conduct delivery are also responsible for high maternal mortality and morbidity in the state.

3. The National Rural Health Mission rolled out Janani Surakshya Yojana in 2006 a scheme which provides monetary incentives for mothers who visit health care facilities for pregnancy related care and institutional delivery and their has been an increase in institutional delivery, however in outreach areas due non availability of service care providers, difficult terrain, non availability of specialists (specifically Anesthetists) there has not been much change in the plight of women during pregnancy and delivery.
Interact’s partner NYSASDRI has an MOU with the Government of Orissa to manage 2 Primary Health Centres, which are within the National Rural Health Mission framework. The number of institutional deliveries in these areas is increasing.
Malawian example Interact Worldwide

In Malawi staff at health facilities explained how a lack of basic supplies, such as the correct thread for internal stitches, was restricting their capacity to provide services to reduce mortality and morbidity
.  The impact of this on both staff being limited in their ability to provide care, as well as on the motivation of women to seek services can be seen as a major contributor to maternal morbidity and death.
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