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1. Background

The APPG on Population, Development and Reproductive Health is holding Hearings to raise awareness in the UK Parliament and abroad on the high incidence of Maternal Morbidity and how the chronic ill-health of mothers disadvantage surviving children, their families and societies, and thereby improve policies and increase funding to Maternal and Sexual and Reproductive Health and Rights.

The group has invited short written submissions from interested organisations and individuals with relevant experience and expertise - especially from developing countries. The group is particularly interested in receiving submissions, including country case studies, which address any of the following issues: 

· Unwanted pregnancies 
· Unsafe abortions 
· Prolonged obstructed labours - obstetric fistula 
· Eclampsia and pre eclampsia 
· Haemorrhage and anaemia 
· Infections including HIV 
· Postnatal depression.

2. Women and Children First

Women and Children First is a UK based International NGO at the forefront of working to achieve MDGs 4 and 5.  

Through promoting safe motherhood and newborn care, Women and Children First develops effective and sustainable solutions to maternal and newborn health problems and strengthens accessible and appropriate health services.  As well as helping to improve maternal and newborn health services we work with local communities, raising women’s knowledge of how best to take care of themselves during pregnancy and improving skills in newborn care.  This is done through both strengthening health services and mobilising communities through establishing women’s groups where the women are supported to identify the problems they face, then develop and implement strategies to solve them.

Working with partner NGOs and government health ministries in Bangladesh, Malawi and India and in collaboration with the Centre for International Health and Development at the University of London’s Institute for Child Health, we have served a population of 3.2m, reached over 146,000 women directly, and trained 1,500 health workers in primary care for mothers and babies.     

Building on its experience in the field, Women and Children First is also engaged in an evidence-based advocacy programme, striving to bring about changes that make a real difference to people’s health and welfare.   Women and Children First advocates for improved maternal and newborn health and the continuum of care in maternal, newborn and child health, by lobbying national and international policymakers and service providers.
3. Definition of maternal morbidity

M. Boulvain of the Department of Obstetrics and Gynecology and Geneva University Hospital defines maternal morbidity as: “Any departure, subjective or objective, from a state of physiological or psychological well-being during pregnancy, childbirth and the postpartum period.”  If we take this definition (which resonates with the WHO definition of health as “a state of complete physical, mental and social well-being and not merely the absence of disease or infirmity”) as being as a starting point, then it is clear that while physical morbidities are important, maternal morbidity extends beyond purely physical manifestations and as such can extend to conditions such as perinatal depression and stigma and exclusion which may be experienced by women suffering from obstetric fistula.
4.  Extent of maternal morbidity

The extent of maternal morbidity is difficult to measure.  While maternal mortality is a clear cut definition it is well known (as highlighted, for example in the Report from the International Development Committee’s 2007 Inquiry into Maternal Health) that measuring maternal mortality is a challenge and published figures are likely to be conservative estimates; measuring maternal morbidity is a greater challenge.  Aside from issues of weak data collection and reporting systems, is hard to perform surveys to assess the extent of maternal morbidity:  several conditions are difficult to diagnose and require a physical examination to detect which is seldom possible in surveys due to the need to respect privacy and/or shyness about sexual and reproductive matters. Thus, very little information is available on morbidity, especially in the developing world.

UNFPA notes that an often-used estimate is that 15 per cent of pregnant women will experience complications of pregnancy or delivery serious enough to require emergency obstetric care in a health facility.  This 15 per cent, as discussed below, is likely to be the tip of the iceberg.
5.  Causes of maternal morbidity
The causes of maternal morbidity are not confined to difficulties during labour.  In its publication “Advancing Safe Motherhood through Human Rights” WHO describes a sequence of three events which explain unsafe motherhood:

1. A woman becomes pregnant, voluntarily or involuntarily;

2. She suffers one or more complications caused or aggravated by pregnancy and/or childbirth; and

3. The complications are not treated or are not treated properly.

Understanding the risk factors that contribute to these events and the different intervention points that might reduce the risk factors is a necessary first step in developing a strategy for advancing safe motherhood and reducing both mortality and morbidity, but this is not be sufficient.
WHO, in a paper “Advancing Safe Motherhood through Human Rights”, refers to CEDAW’s General Recommendation on Women and Health. It explains how risk factors may differ for women and men, and notes the biological factors that vary between women and men according to their reproductive functions, such as pregnancy and childbirth.  The paper notes:
· socio-economic factors that can vary according to sex, race and age, such as widely prevalent marriages of adolescent girls;

· psycho-social factors that can vary according to sex, such as postpartum depression; and

· health system factors such as maintaining legal and practical obstacles to access to services and denying confidentiality when women seek services.
Gender factors are important.  In some communities, inequality of status among girl children and women is the transcending risk factor that explains the prevalence not only of maternal mortality and morbidity, but also of higher vulnerability of girls to childhood mortality.  Risk factors like malnutrition of girl children resulting in anaemia, and early marriage resulting in premature pregnancy, can be traced to the fact that women do not enjoy the status and significance in their communities that men enjoy.
6.  Wider consequences of maternal morbidity

The consequences of maternal morbidity are more far-reaching than physical pain or discomfort.  UNFPA points out the long-lasting consequences of pregnancy and childbirth include severe, life-threatening complications which often require lengthy recovery times.  The women concerned may face long-term physical, psychological, social and economic consequences. The chronic ill-health of a mother puts surviving children, who depend on their mothers for food, care and emotional support, at great risk. 

Obstetric fistula is one of the most distressing complications of childbearing, but other outcomes, such as infertility, chronic infection, depression and impaired productivity, are devastating for the woman concerned. These problems, in turn, may lead to others, including marital problems, household dissolution, social isolation, shortened life spans and suicide. Costs of medical care and lost productivity may drive women and their families into poverty. 
Perinatal depression, a severe disorder which need appropriate treatment and care, is one of the most prevalent complications of pregnancy and childbirth.  UNFPA estimates that more than 15 per cent of women in developing countries experience serious depression during pregnancy or after childbirth. Perinatal depression is associated with maternal physical morbidity, substance abuse and suicide.  The consequences of maternal depression on the child can be severe as well, including premature delivery, low birth weight, malnutrition, poor growth and stunted emotional, cognitive and behavioural development. 
7.  Conclusions 
Taking account of the difficulties with measuring maternal mortality and noting the breadth of its causes, it is clear that there is no “silver bullet” for reducing its incidence.  The above note on its wider consequences makes it clear, however, that maternal morbidity is a key contributor to both poor health and wider problems faced by women and children.

Many aspects of maternal morbidity can and must be addressed through effective, affordable clinical interventions but a successful attempt to significantly reduce maternal morbidity, as for maternal mortality, requires a holistic approach.  Strengthening health systems and improving medical treatment are not sufficient and preventative measures, such as access to modern family planning methods, ante natal care and safe abortion, are vital to enable women to face pregnancy and childbirth without fear.  However, a holistic approach which encompasses many additional factors, including improving nutrition for women and girls and empowering women can result in improved knowledge, attitudes and practice around pregnancy and childbirth, thereby improving maternal and newborn health specifically and women’s health and wellbeing in general.      
8.  Women and Children First’s contribution to a solution

Women and Children First supports programmes which focus on community mobilisation and in which communities are strengthened by coming together to plan, carry out, and evaluate activities to make sustained improvements to their health. Community mobilisation can make deep and lasting improvements to the health and well-being of community members through increasing their knowledge, enabling them to identify and address important healthcare needs.  
In many developing countries women do not have regular contact with other community members, nor do they have an opportunity to voice their opinions.  Women’s groups therefore provide opportunities not otherwise available to bring women together to discuss key issues affecting them during pregnancy and childbirth.  Women’s groups are a key component for community mobilisation in Women and Children First’s programmes which encompass a cycle of meetings.  

The meetings enable women to develop their own knowledge about maternal and newborn health which they can then use to educate others and challenge existing power structures.  The women’s groups bring women with similar needs together to discuss topics that are of concern to them, for example a lack of access to high quality healthcare facilities and skilled birth attendants.  
There is more detailed information on women’s groups in the appendix to this submission.
9.  Recommendations

In addition to recommending increased support for community mobilisation programmes which empower women (and girls) and improve maternal health, Women and Children First recommends the following:

Care for adolescent girls should aim to: 

· Improve nutrition 

· Discourage early marriages and childbearing 

· Provide opportunities for female education and literacy 

· Reduce the work burden on young girls and women 

· Vaccinate adolescent girls against tetanus

Care for pregnant women should aim to: 

· Improve pregnant women’s nutrition through diet and nutritional support 

· Detect and treat infections, especially syphilis and malaria 

· Provide tetanus toxoid vaccination 

· Detect and treat pregnancy complications such as pre-eclampsia and bleeding 

· Provide counselling to encourage a safe birth and exclusive breastfeeding

Key interventions at the time of birth should include: 

· Skilled attendance at every delivery using appropriate and evidence-based practices 

· Ensure a clean delivery with clean hands and equipment, dry and wrap the baby 

· Initiate exclusive breastfeeding as soon as possible after the birth 

· Avoid delay in seeking care and referral 

· Provide extra care if needed to resuscitate asphyxiated babies

Care after birth should aim to: 

· Provide continued counselling and support for exclusive breastfeeding 

· Ensure that the baby is kept warm and with the mother, especially important for low-birthweight babies 

· Ensure hygiene through clean cord care and hand-washing 

· Advise on the importance of immunisation 

· Recognise danger signs, seek help if necessary and treat neonatal infections early
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