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Summary

Reducing maternal morbidity requires two-pronged approach: (i) reducing morbidity due to specific direct causes such as post-partum haemorrhage or a co-factor such as maternal nutrition; and (ii) reducing avoidable maternal mortality as it is often a result of the extreme morbidity.

It can be done as effective maternal health programmes can halve maternal mortality over a period of 7 – 10 years as well as bring about attendant improvement in overall maternal health. 
Despite considerable advocacy, the number of maternal deaths has not reduced significantly. Often it is attributed to weak political commitment resulting in neglect of maternal health issues and lack of resources.

This submission argues that focusing on medical approaches to maternal health ignores several well known but neglected aspects constraining the overall impact. These neglected aspects include (a) focus on poor, which is often an affordability issue; (b) reach young people; (c) reduce unwanted pregnancies; and (d) interventions with a systems approach including individuals/households, communities and health services (government and private).  
These are leadership challenges as they involve significant changes in ways health sector has traditionally operated. Therefore, improving maternal health requires investments in nurturing effective leadership at various levels which to date has been neglected. 

1. Introduction
Specific estimates of maternal morbidity are difficult to arrive at as every birth involves some physical stress. However, maternal mortality is frequently described as ‘just the tip of the iceberg,’ implying that there is a vast base to the iceberg – maternal morbidity – which remains largely undescribed’.  Therefore, improving maternal health would require that specific direct causes of maternal morbidity be addressed such as post-partum haemorrhage. However, maternal health is also adversely affected by overall health of pregnant women such as anaemia or overall maternal nutrition. Maternal death is a result of extreme morbidity
 and the number of maternal deaths has not reduced over last decade despite tremendous advances both in medical technology and expansion of health infrastructure in many countries.

Thus, reducing maternal morbidity requires two-pronged approach: (i) reducing morbidity due to specific direct cause such as post-partum haemorrhage or a co-factor such as maternal nutrition; and (ii) reducing avoidable maternal mortality as it is often a result of extreme morbidity
2. It Can Be Done

It is well known that technologies to achieve health-related goals are available.  However, resource shortages are often cited as barriers to achieving them but the World Bank study of success of Sri Lanka
 in reducing maternal mortality illustrates importance of health systems development and the role of institutional development in improving access and quality of available maternal health services.

The MDG 5 of improving maternal health has a target of "Reduce by three-quarters, between 1990 and 2015, the maternal mortality ratio". Based on experiences in Sri Lanka and Malaysia for more than 5 decades, the World Bank study concludes that "maternal mortality can be halved in developing countries every 7 to 10 years".  So the above MDG is achievable, although the overall progress in reducing maternal mortality during 1990s is not visible.

What will it take to achieve this MDG?  The Sri Lankan study shows that maternal mortality reduction is affordable regardless of income level and its growth rate.  The road to maternal mortality reduction basically includes skilled attendance during child birth, management of emergencies and complications of pregnancy and child birth, and monitoring maternal deaths.

The critical strategies of health systems development used by Sri Lanka for reducing maternal mortality is shown in Figure 1. It comprised building a foundation for effective maternity care, removing barriers to access and improving utilization of available facilities.  All of these required institutional changes in core and complementary institutions including human resource development and management, targeting to poor, building a functional referral system, removing barriers to access and fostering community mobilization, strengthening accountability, and better organizational management including,  implementation of increasingly sophisticated monitoring system.

Simultaneous improvements in supporting institutions through improved transport increased timely access. The enabling institutions also played a role. The early gains in female education and the empowerment of women through the electoral process provided an environment that sustained political and managerial commitment to improving maternal health as well as improving health care seeking behaviour. Financial barriers to maternity care were removed because of political commitment to and societal expectations that health and education services should be provided free of charge to the entire population. Oversight institutions are also known to have complemented these efforts synergistically.  Civil registration of births and deaths was governed by legislation, and maternal deaths were viewed with sufficient concern to warrant special reporting by the Registrar General.

Despite the evidence that ‘it can be done’, South Asia and Sub-Saharan Africa are the two regions which are off-track on maternal health MDG. 
Figure 1.  

Health System Development Perspective for Reducing Maternal Mortality
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3. Maternal Mortality has not Reduced

Despite considerable advocacy, the number of maternal deaths has not reduced significantly. Often it is attributed to weak political commitment resulting in neglect of maternal health issues and lack of resources.

Some improvement in maternal health should have taken place as over the years proportion of births receiving skilled attendant at birth has increased.

4. What is Needed?

Focusing on medical approaches to maternal health ignores several well-known but neglected aspects constraining the overall impact: (a) focus on poor, which is often an affordability issue; (b) reach young people; (c) reduce unwanted pregnancies; and (d) systems approach including individuals/households, communities and health services (government and private).  

Focus on poor
The poor have the highest MMR
 (Figure 2). The proportion of births assisted by a medically trained attendant for the poorest fifth are about 40% on an average compared to the richest fifth
 (table 1)

Figure 2: MMR by Wealth Quintiles


Table 1. Some Maternal Health Service Coverage Indicators by Wealth Quintiles
	Indicator
	1st 
	2nd 
	3rd 
	4th 
	5th 
	Average
	Ratio of 1st to 5th

	Delivery attendance by a medically trained person (%)
	35.8
	45.5
	54.3
	67.3
	85.0
	55.3
	0.42

	Antenatal care coverage (%)
	62.1
	70.3
	76.6
	83.8
	92.6
	76.1
	0.67

	Delivery at home (%)
	66.4
	56.8
	48.3
	35.9
	18.7
	47.4
	3.55

	Adolescent fertility rate per thousand (rounded)
	143
	127
	115
	96
	57
	103
	2.51

	Contraceptive prevalence rate among women (%)
	20.7
	24.6
	27.6
	31.3
	38.7
	28.7
	1.87


Several barriers limit access by poor to maternal health services:
· Physical: The poor often live far away from health facilities and may not have funds for transport
· Social: the poor are often marginalized socially and women suffer more because of gender inequities
· Informational: Poor often have low levels of education and may not be fully aware of the complications of pregnancies which signal need for higher level of care

· Financial: This is the most significant factor because, even when services are supposed to be free, they often have to pay for supplies and other needs
Therefore, it is crucial to target the poor through a mix of (a) free maternal and child health care; (b) equity schemes, vouchers; and (c) services targeted for specific groups (e.g.: urban poor, remote rural, migrants, and ethnic minorities).

Below we present two efforts to improve access of poor to maternal health services. Both of these schemes have challenges of sustainability, replication and scaling up. 

Kenya: Output- based approach for maternal health services

This project using an ‘Output-based Approach’ targets women in the lowest wealth quintile. The objective of the project is to provide quality health care services (safe motherhood, FP, and gender-based violence recovery) for poor women in 3 rural districts and 2 urban slums through a voucher system by qualified and approved providers over a period of 3 years.

The voucher service providers are all public and private hospitals. This means that the empowered clients will only go to efficient provider for services. Once a client is provided with a voucher, she is entitled to four antenatal visits, a normal delivery and also a caesarean section.  Then, she goes for post-natal care and following that, she participates in FP.  Within the first 6 months of the 3-year project, it was found that the voucher scheme has improved access for the poor to quality services, clients are empowered and service provision quality had improved.

Chiranjeevi Maternal Health Financing Issues and Options in Gujarat,India

The state of Gujarat in India has stated in its Vision 2010, Population Policy and RCH II to reduce MMR from 172/100,000 live births to 100/100,000 live births by 2010. In view of the above, the State decided to implement ‘Chiranjivi (meaning long living) Yojna’. It  is a scheme to reduce maternal mortality among women in the poorest quintile.  This scheme was piloted in five tribal and difficult districts in Gujarat. Voucher system is utilized for families living below poverty line who are given the voucher without any payment required from them. The service providers are private gynaecologists.  The delivery package includes normal or complicated delivery, food, attendant charges and transportation costs.

An evaluation of the scheme showed that the pilot in five districts has showed significant improvement in increased institutional deliveries among the poor population with high levels of clients’ satisfaction. After seeing the results of the pilot, the Gujarat state government decided to implement the scheme in all its districts. 
Reach Young People

Each year, 15 million adolescents aged 15 to 19 years give birth, accounting for up to one-fifth of all births worldwide. In the developing world, about 40 percent of women give birth before the age of 20, ranging from a low of 8 percent in East Asia to a high of 56 percent in West Africa. Annually, nearly 4.5 million adolescents in developing countries have abortions, most of which are performed under unsafe conditions.
 Young women frequently have limited knowledge of or trust in the health care system, which limits prenatal care and contributes significantly to pregnancy-related complications. Girls aged 15 to 19 who give birth — as well as their newborns — are twice as likely to die or have complications from childbirth compared to women in their 20s. Girls below the age of 15 are five times more likely to die from childbirth. A substantial portion of pregnancy-related mortality and morbidity is a direct consequence of unsafe abortions. Compared to older women, adolescents are more likely to have an abortion later in pregnancy (even in settings where abortion is legal) and to choose an unsafe provider, thus placing themselves at greater risk. Poor adolescents suffer the most. Adolescent fertility rate for first wealth quintile is nearly 3 times that in the fifth quintile (Table 1).
Reduce Unwanted Pregnancies
It is estimated that globally about 80 million are unwanted and unplanned pregnancies and 20 million unsafe abortions. Meeting the unmet need for contraception is estimated to reduce 


Figure 3. Contraceptive Prevalence Rate and MMR



maternal deaths by 20% - 35% with attendant improvements in maternal health. Again the poor have high unmet need for contraception as indicated in Table 1. Countries that have high contraceptive rate also generally have lower maternal mortality (Figure 3).

 Ross et. al.
 construct programme efforts score based on expert judgements on service delivery capacities, access, care at various stages of pregnancy and delivery, availability of FP services, resources, policies, IEC, training and monitoring and evaluation. They compare three sets of countries with low MMR (<250), high (250-749) and very high (750+) and conclude the following.
The sharpest relationships between programme effort and maternal mortality appear for access to postpartum FP and to safe abortion, where the lines are farthest apart (figure 4). They are also far apart for access to emergency treatment. Smaller differences appear where all scores are relatively high, as with antenatal care access, and especially with immunizations, which have received special attention.

The Philippines and Uganda were rated by experts as being nearly similar in terms of programme effort but with widely different MMRs in 2000 (200 vs 880 respectively). Therefore, it is instructive to examine how the effort is distributed. While Uganda had improved comprehensive EmOC facilities, access to basic EmOc was much lower then the Philippines. The availability of services for FP was also constrained.  Therefore, it is important to identify where programme effort should be directed for more cost-effective results.



Interventions with a Systems Approach
The famous three-delay model to reduce maternal mortality argues for actions at ( i) individual/household level for first delay in recognizing signs of complication during pregnancy and seek appropriate medical attention; (ii) community level for setting norms and for availability of transport facilities to reduce second delay; and (iii) facility level for the third delay in receiving care after the patient has arrived.
Thus, improving maternal health at the time of delivery requires close cooperation between individuals/households, communities and health services. They need to (a) create shared vision; (b) align values among them; (c) coordinate their practices; and (d) leverage the resources. However, health services are often passive and do not have adequate community outreach. Building such cooperation requires skills in addition to medical/health skills. 

For instance, we can present the above Sri Lankan example (Figure 1) in systems framework (Table 2), suggesting the leadership factors that account for actions which led to success.
Table 2. It Can be Done: Strategic Leadership Perspective

	Tasks
	Household/family
	Community
	Health system

	Create shared vision
	Female education
	
	Sophisticated monitoring system

Special reporting

	Align values
	Empowerment of women
	Political and managerial commitment
	Systematic responsiveness to public needs and expectations

	Coordinate practices
	Remove physical, social and financial barriers
	Mobilize community
	Supervisory nurse-midwives backed by a referral system for complications of pregnancy

	Leverage resources
	
	Improved transport
	Free of charge services


5. Nurturing Strategic Leadership to Improve Maternal Health
Leadership is needed when

· The problems is persistent as is the case with high maternal mortality and morbidity

· Working across stakeholders requires going beyond zone of control to zone of influence as is needed for reaching the underserved: poor and young; 

· Systems approach is needed as indicated above for maternal health; and
· Degree of change required for success is high.



Thus, the above discussion argues for nurturing strategic leadership at all levels (Figure 5). It means leadership development for maternal health (Figure 5) incorporating:
· Leadership (doing the right thing) comprises creating a shared vision among stakeholders, assessing vision-reality gap, finding a path/strategy and setting goals, and inspiring and empowering to follow the path or implement the strategy.

· Management (doing it right) comprises setting objectives to achieve the goals; plan to achieve the objectives, implement/organize and monitor and evaluate.
Thus, strategic leadership requires appropriate emphasis on leadership and management (doing the right thing right) to achieve success.

As mentioned above, improving maternal health poses serious leadership challenges because systematic development of leaders for this purpose is generally lacking. Our informal discussions with a variety of donors suggests that they feel leadership development is intangible and it is difficult to demonstrate concrete results in a short timeframe as compared to investments in programmes. Hence most donors are not keen to support leadership development programmes. Yet, they do often call for more leadership.  Therein lies the irony as well as the greatest challenge. 
   The three strategies are interdependent
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Figure  4. Programme Efforts for Three Groups of Countries 


with Different MMR Levels





In 1985 the World Health Organization estimated that 500,000 women died in childbirth.





By 2005, despite medical advances, that number had grown to 536,000





Source: TIME, September 29, 2008, Pp. 33
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Figure 5. Strategic Leadership Framework for Making a Difference in RH
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