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Submission on behalf of Maternity Worldwide to the Hearings into Maternal Morbidity for the UK All Party Parliamentary Group on Population, Development and Reproductive Health 

Summary

Maternity Worldwide has a vision of a world in which all women and their babies are able to access safe and appropriate childbirth regardless of where they live and it exists to help reduce the number of women dying or injured in childbirth.  Women continue to die

unnecessarily in pregnancy despite the many medical advances of the last few decades.  

Safe Motherhood is no longer a charity issue: it is a call for justice.  We outline below how Maternity Worldwide is responding to this call by reducing maternal deaths in pregnancy.  We highlight the need for a comprehensive approach to Safe Motherhood Programmes, addressing each of the ‘three delays’ and we outline below how we have made a real impact at user level.  

Maternal Morbidity and Mortality

The health of women during pregnancy and childbirth is a major concern in the developing world. In recent decades there has been an increase in life expectancy, a decrease in fertility rates and decrease in infant mortality across the world. However there has been no major reduction in maternal mortality over a similar period
.

It is estimated that approximately 180 to 200 million women become pregnant each year and of these an estimated 529,000 women die from pregnancy related causes (more than one maternal death a minute). The majority of these deaths, over 99%, occur in the developing world. In addition, for every woman who dies in childbirth around 20 more suffer injury, infection or disease – approximately 10 million women each year. Worldwide there are an estimated 3 million stillbirths and 3 million early neonatal deaths (death in the first week of life) each year. These are largely due to inadequate or inappropriate care during pregnancy, childbirth and the first few critical hours after birth
. Additionally, maternal death carries a high risk for the lives of existing children. Every year, an estimated one million young children die as a result of the death of their mothers
. 

Introduction to Maternity Worldwide

Established in 2002, Maternity Worldwide has been the result of combining the ambitions and frustrations of a small group of professionals who share a great enthusiasm to improve maternity care for women and reduce maternal mortality in developing countries. Our Management Team is comprised of a range of people with considerable experience in Obstetrics and Gynaecology, Public Health, Tropical Medicine, Health Promotion and Management.  We have a vision of a world in which all women and their babies are able to access safe and appropriate childbirth regardless of where they live.  

We are focused on preventing maternal death in childbirth and on improving the survival of newborn babies and we are driven by unmet need and by our ability to make impact on health-related causes of maternal mortality in resource poor-settings.  We believe that access to quality maternity and newborn services is a right and an important part of an individual and community’s well-being.  We value our knowledge base and professionalism as key factors in helping us to make a real difference to the individuals, families and communities we work with.   

Our programme activities are community based and community-led and we seek to develop and support well managed effective and sustainable programmes which offer high quality services. We are currently involved in projects in Ethiopia and Zambia and have completed a project in The Gambia. We have also recently conducted assessments in Uganda and Sierra Leone, and hope to expand operations to those areas shortly.    Maternity Worldwide works in partnership with the Making Pregnancy Safer team at WHO and the International Office of the Royal College Of Obstetricians and Gynaecologists and international lead (from Sierra Leone) at the Royal College of Midwives. Maternity Worldwide is committed to tackling maternal mortality and playing an important contribution to reaching the Millennium Development Goals.

Our main Ethiopia programme is providing maternity services to a population of 500,000 in West Wollega. This project has been funding by the Big Lottery Fund and has been successfully evaluated and we are now looking at replicating this model in other areas of need.  The main goals of this project are

A. To contribute towards a reduction in death and serious illness arising as a consequence of pregnancy and childbirth in West Wollega Zone, Oromia Region, Ethiopia

B. To contribute towards a reduction in neonatal death and serious illness in West Wollega Zone, Oromia Region, Ethiopia

We are achieving a reduction in maternal deaths through

1. community based health promotion and disease prevention interventions in relation to maternal and neonatal health among the population of West Wollega.

2. By increasing appropriate health seeking behaviour in relation to maternal and neonatal health among the population of West Wollega through a network of womens groups.

3. By increasing the number of skilled maternal and neonatal health care providers in West Wollega.

4. By rehabilitating and equipping health care facilities in West Wollega to provide basic and comprehensive emergency obstetric care (EmOC) and neonatal health care, in accordance with WHO standards.

5. By supporting partners to provide affordable maternal and neonatal health care for the population of West Wollega.

6. By promoting civil society and democratic process in West Wollega in all matters relating to maternal and neonatal health and well-being.

7. By undertaking operational research related to maternal and neonatal health and well-being.

Our activities include both clinical and community based interventions.  Key achievements to date include a reduction in health facility based maternal deaths from over 2% to under 1%. We have increased the number of skilled health care attendant deliveries by over 200% since 2005.  We have implemented community education projects and womens groups in over 40 villages and with over 20,000 people attending.  We have 40 income generating groups in the region and over 90% of these groups are making a profit.

Factors contributing to maternal mortality 

While a number of factors contribute to maternal deaths. These include biomedical factors, reproductive factors, health service factors, socio-economic and cultural factors.  More than 99% of all maternal deaths occur in the developing world and the great majority of these are avoidable
.  The most common cause of maternal death in the developing world is obstetric haemorrhage which is estimated to cause around 25-33% of all maternal deaths
.  In developed countries the maternal haemorrhage rate is 580 per 100,000 women; while in Sub-Saharan Africa the estimated rate of maternal haemorrhage is 2370 per 100,000 women3  

In developing countries an understanding of public health determinants is integral to the success of any intervention to reduce maternal mortality, in addition to an understanding of the biomedical causes and management of obstetric haemorrhage.  Timing proves to be critical in preventing maternal death and disability.  Using the three delays model and the time to death for obstetric emergencies, we have started to address the changes in health planning that needs to be instituted  to prevent deaths due to obstetric haemorrhage in Gimbie, Ethiopia. 

Obstetric Haemorrhage at Gimbie, Ethiopia

An example of the work that Maternity Worldwide has undertaken to reduce maternal mortality can be understood from the work we have done to prevent maternal deaths due to bleeding in Gimbie, Ethiopia.  Gimbie town is situated in West Wollega Zone, about 450km west of Addis Ababa. The total population of West Wollega is approximately 2.03 million, of which 35,000 live in Gimbie Town. Maternal health service provision in West Wollega is woefully inadequate with only 2.1% of births taking place in Emergency Obstetric Care (EmOC) facilities. Additionally, the Caesarean Section rate for women in West Wollega is approximately 0.4% of all births
. These figures compare to the WHO standard of a minimum of 15% of births requiring EmOC services and a minimum of 5% of women requiring Caesarean Section delivery
.

Maternity Worldwide has been working in Gimbie since 2003, providing a comprehensive Safe Motherhood programme including the provision of Essential Obstetric Care services, community health education and support for a network of income generating women’s groups. Maternity Worldwide’s main hospital site is Gimbie Adventist Hospital (GAH) which serves a population of approximately 500,000 and provides 24- hour health services for medical, surgical, paediatric, obstetric and gynaecology patients. The obstetric service is provided by three midwives, eight senior nurses, three general practitioners, one general surgeon and one obstetrician..

In 2005 there were 628 obstetric admissions to Gimbie Hospital including 595 deliveries.
 A large proportion of births are complicated as shown in Table 2. In 2005, eight maternal deaths were recorded among admitted patients, giving a case mortality rate of 1.3%. Three of the maternal deaths were due to obstetric haemorrhage.  

The first two "delays" 

The delay in deciding to seek care and delay in reaching appropriate care relate directly to the issue of access to care, encompassing factors in the family and in the community, including women’s status, health care costs, distance from health facilities and transportation. In Gimbie, communities have little knowledge of life threatening pregnancy complications and even when a complication is recognized the costs of medical treatment may discourage attendance at health facilities. Additionally, most of the population live in villages located many kilometers from Gimbie Hospital with no road transport and muddy, mountainous terrain to be crossed in order to access health care. Patients are carried to hospital on improvised stretchers, a journey which can take many hours. For example it is not uncommon for women to remain at home, in labour, for 3 or 4 days before seeking medical care, with resulting high rates of fetal death and ruptured uterus.  

In order to address these factors Maternity Worldwide has developed a network of women’s groups, an income generation fund (animal husbandry programme), a ‘Safe Birth Fund’ (SBF) and health education programme to encourage timely health seeking behaviour.  Evaluation of the SBF has shown that 53% of women receiving care through the SBF were admitted for conditions that needed advanced obstetric care.  Of all admissions among SBF patients, 2.6% had antepartum haemorrhage.

The third "delay" 

The delay in receiving high quality care at health facilities relates to the number and skills of heath professionals and the availability of equipment and drugs for EmOC. These are particular challenges in resource poor countries. Ethiopia has a shortage of health professionals at all levels including doctors, nurses and midwives and poor clinical governance processes to monitor standards of health care. All three maternal deaths from obstetric haemorrhage at Gimbie Hospital in 2005 were in part due to an inappropriate response of health professionals to documented abnormalities. 

The clinical management of obstetric haemorrhage in Gimbie revolves around protocols similar to those in the West. However, since patients in Gimbie tend to present to hospital much later the protocols focus on initial resuscitation, and emphasis is given to defining ‘normal’ and ‘abnormal’ and the actions that should be taken for any abnormal finding.

One year evaluation of the SBF and community education programme has shown that the proportion of births from the 16 participating villages that take place in EmOC facilities has more than doubled from 2.1% to 4.5%. Additionally, the obstetric case fatality rate at Gimbie Hospital in 2005 was 1.3% compared to a baseline case fatality rate of 2.2% in the whole of West Wollega. These trends are encouraging and demonstrate that the evidenced based interventions we adopt make a difference to womans lives.  Given that most births in West Wollega take place at home, remote from health facilities and given the fact that death from post partum haemorrhage occurs on average within 2 hours, there remains an urgent need to develop community based interventions to reduce the incidence of post partum haemorrhage
.  Within health facilities recent findings of a 50% reduction of blood loss when using a non-pneumatic anti-shock garment are promising and may have a place in settings like Gimbie
. 

The situation in Gimbie highlights the need for a comprehensive approach to Safe Motherhood Programmes, addressing each of the ‘three delays’. However there are many challenges and the amount of effort required to bring about change should not be underestimated.

Obstetric fistula

Maternity Worldwide aims to reduce deaths in childbirth but we also have various projects that aim to decrease the morbidity associated with birth trauma, one of these projects is aimed at providing care for those with Obstetric fistula.

Obstetric fistula, an abnormal opening between the vagina and bladder or rectum, is one of the most devastating complications of childbirth. The condition arises from obstructed labour, when prolonged pressure from the presenting part and consequent reduced blood supply to the vaginal wall and adjacent structures causes tissue necrosis and ultimately the creation of a false passage between the vagina and bladder and/or rectum. The condition is extremely rare in the developed world, where the majority of women receive skilled obstetric care and early recourse to Caesarean Section minimizes prolonged obstructed labour. In contrast, obstetric facilities in many developing countries are woefully inadequate to meet the needs of the population, and many women cannot access skilled obstetric care when needed. As a result obstetric fistula is all too common. It has been estimated that approximately 2 million women worldwide are suffering from untreated obstetric fistula (United Nations Population Fund). The consequences of obstetric fistula are profound. In addition to the physical discomfort women suffer from social isolation and many are abandoned by their husbands and fall into poverty and despair.   Surgical repair of vesico-vaginal fistula is undertaken to close the defect between the vagina and bladder and restore continence. The success of vesico-vaginal fistula repair is defined either as complete closure of the defect between the bladder and the vagina with no leakage of urine at the repair site, or as dry going home. Primary success rates in excess of 90% have been reported using this terminology (Goh 158-61;Murray et al. 828-32;Waaldijk 795-99), although a more recent study reported closure rates of only 41% when all types of vesico-vaginal fistula were operated (Roenneburg, Genadry, and Wheeless, Jr. 1748-52). However there is a paucity of data on long-term outcomes following fistula repair, in particular a lack of data on urinary symptoms, reproductive health and quality of life among populations of women who have undergone fistula surgery. 

Maternity Worldwide conducted a community based long-term follow up study that assessed reproductive and urinary health, quality of life and social re-integration among women who underwent fistula repair at the recently established fistula clinic at Gimbie Adventist Hospital in rural Western Ethiopia. Our study shows that community based, long-term follow-up after fistula repair is feasible. Despite one third still suffering stress or urge incontinence, the women report improved quality of life and social reintegration after fistula closure. 

Fistula Follow up Study,  Gimbie

This is the first long term follow-up study of patient outcomes following fistula surgery undertaken worldwide.  It sets international standards for outcomes of fistula care.  Our study demonstrates that obstetric fistula remains common in the communities served by the project and there remains very poor understanding of obstetric fistula and a reluctance to discuss the problem. Only 10 (27%) women had understanding of the cause of obstetric fistula and how to prevent it, and only 6 (16%) had shared this knowledge with other members of their community. Eight women (22%) reported that they knew at least one other woman with fistula, but only 4 women had been willing to discuss this and advise the other women to seek medical treatment. 

A further important finding of the study relates to reproductive health and pregnancy outcome following fistula surgery. Vesico-vaginal fistula in developing countries almost invariably arises as a result of prolonged obstructed labour. Hence women with obstetric fistula are at high risk of future obstruction, ruptured uterus and possible maternal and fetal death should they become pregnant again. Therefore it is extremely important that women who undergo fistula repair surgery and their families receive advice regarding future pregnancy and the need to deliver within a health facility that can offer Caesarean section. Most of our patients received such advice, however two young and potentially fertile women did not recall receiving this information.  

Despite the provision of advice and a SBF voucher to the majority of women, there was only one successful pregnancy outcome in the four women who delivered following fistula surgery. Indeed the pregnancy outcomes of the remaining three women were tragic, with one maternal death, three fetal deaths and the recurrence of fistula in one patient. The two women with stillbirth and the family of the woman who died revealed that the reluctance to come to hospital lay with the women’s husbands, who were reluctant to pay for transportation, and the hope that this delivery would be less complicated than previous. 

These findings emphasize the need to embed fistula repair services within a broader safe motherhood strategy, working with husbands, families and communities as a whole to ensure timely access to maternal health services, especially for those in greatest need. Greater emphasis needs to be given to removing the stigma associated with fistula and to improve understanding of fistula cause and prevention. 
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