[image: image1.png](_ AMREF






AFRICAN MEDICAL AND RESEARCH FOUNDATION (AMREF): Submission of Written Evidence on Maternal Morbidity
SUMMARY 
Introduction to AMREF 

AMREF is Africa’s leading health development organization. AMREF’s mission is to improve the health of disadvantaged people in Africa as a means for them to escape poverty and improve the quality of their lives. Founded in 1957 as the Flying Doctors of East Africa, AMREF has since expanded and has a continental and international reputation for delivering effective health programmes and developing innovative models for health delivery in Africa. In 2005, AMREF became the first African organisation to receive the Gates Award for Global Health, in recognition of its extraordinary contribution to improving heath in Africa’s poorest communities. 

AMREF is a truly African organisation. AMREF’s headquarters are based in Nairobi, Kenya, and it has large, multi-sectoral and complex country programmes across Ethiopia, Kenya, South Africa, Southern Sudan, Tanzania and Uganda. AMREF employs more than 800 people, 97% of whom are African health and development professionals. AMREF places African communities at the centre of all its work, particularly children, young people, women of reproductive age, and the health workforce in poor remote and informal urban emergency settings. AMREF seeks to work effectively in partnership with governments, communities and the private sector across Africa. 
Although African health systems are meant to reach all communities, the systems are stressed by the burden of seemingly intractable diseases, insufficient human resources, organisational development failures, funding issues, and insufficient community involvement, from design and implementation to the evaluation of services. AMREF works to close the gap between communities and their health systems by creating a broad-based culture of health promotion, prevention and care in the African health arena and developing and testing models to make health systems more responsive to communities. 

Summary of evidence
Written evidence from AMREF (UK) provides the following information: 

· The problem of maternal morbidity. 

· AMREF’s approach to maternal health. 

· Information from our projects on maternal health in Africa. This includes information from our rural health projects in Southern Sudan and Tanzania; a sexual and reproductive health project in Tanzania; and our experience with obstetric fistula in East Africa. 

WRITTEN EVIDENCE
Framing the problem  
1. An estimated 529,000 maternal deaths occur each year (1). The regions with the largest numbers of maternal deaths are Africa and Asia. In sub-Saharan Africa, one in sixteen women dies in pregnancy or childbirth. However, the maternal deaths that occur each year are the tip of the iceberg. The World Health Organisation estimates that 42% of the approximately 129 million women who give birth annually experience at least mild complications during pregnancy (2). Furthermore, an estimated 15 million women annually develop long-term disabilities due to pregnancy related complications (2). Despite the large numbers of women who are estimated to be affected by such morbidity, little is known about the interrelationships between different types of morbidities and their social and economic consequences. Many of these potentially adverse health consequences are difficult to measure, so the health effects of maternal morbidity are not well documented. There is even less knowledge about the psychological, social and economic consequences (3). 

2. Maternal morbidity and mortality are usually defined as morbidities or mortality that occurs during pregnancy or childbirth or within 42 days after giving birth. Reproductive morbidity includes maternal or obstetric morbidity, gynaecologic morbidity, and contraceptive morbidity (3). Maternal morbidity, which is a part of reproductive morbidity, is generally defined as any illness or injury caused by, aggravated by, or associated with pregnancy or childbirth. Maternal morbidities can be acute, occurring during childbirth and immediately thereafter, or chronic, lasting for months or years. Many of these morbidities are conditions that may cause difficulty in pregnancy or aggravate existing morbidities, which can lead to more severe consequences for women. 
AMREF’s approach to maternal health
3. AMREF’s approach towards maternal health is informed by over 50 years of experience working with communities on the ground in Africa. AMREF has learnt that it is essential to address maternal health within a wider continuum of care, which extends from pregnancy (and even before) through childbirth and onto childhood (the maternal, neonatal and child health (MNCH) approach). To establish this continuity, Africa requires strengthened health systems, which enable every woman to have access to professional skilled care for delivery. AMREF prioritises the first level of health services for strengthening in Africa (the health-centre based approach) and the scaling-up of skilled delivery attendance through the training of existing and new midwives. AMREF also advocates for policy change which enables the shifting of key maternal health tasks to available cadres where applicable. Health systems’ strengthening requires addressing the human resources for health crisis through innovative training and retention solutions for health personnel. 
4. AMREF has also learnt that the development of referral systems and services to ensure that mothers have effective access to improved emergency obstetric care services when they need them is essential to improving maternal health in Africa. This implies community mobilisation for the early identification of obstetric danger signs, and prioritising transport of pregnant women to the appropriate levels of care, working in close conjunction with health centre teams. A clear role exists here for community health workers to enhance effective community action for early referral. Whilst building the capacity of communities and their district health systems to increase accessibility to skilled maternal services is important, AMREF has also learnt that the underlying causes of poor sexual and reproductive health must be addressed if maternal health is to improve in Africa. Thus, many of AMREF’s projects tackle these social and cultural issues – including women’s reproductive rights and gender-based violence. The involvement of men in women’s reproductive health issues is an essential part of AMREF’s strategy. 
5. AMREF employs the following combination of maternal health interventions, targeting particularly the poorest rural and urban slum communities: 1) universal access to family planning, reproductive health counselling (including prevention of STI and HIV in the prenatal period); 2) access to post-abortion care for all women of reproductive age; 3) high coverage of pregnant women with prevention and management of anaemia, malaria and gestational hypertension; 4) early community referral for skilled delivery at a community health centre with a focus on well-trained midwives; and 5) access to post-natal care within two days of delivery (not withstanding where childbirth takes place). 
Increasing access to maternal health services in rural settings. 
6. South Sudan is a post-conflict environment, with appalling health indicators. South Sudan has suffered from the longest civil war in Africa, resulting in widespread poverty and deprivation. Over 90% of people live below the poverty line. Maternal mortality is 2,037/100,000 – the highest globally. Just 5% of births are attended by skilled personnel, with high risks related to nearly every pregnancy and childbirth. South Sudan’s professional workforce is composed of only 7,092 trained health providers, serving a population of 9.7 million. Primary health care units are run by volunteer community health care workers (trained for 9 months) and traditional birth attendants (trained for 4 weeks).Women deliver at home, or with traditional birth attendants. Due to gender inequalities in decision-making women do not get the opportunity to seek experienced medical help. 

7. In South Sudan, AMREF is re-constructing, furnishing, and equipping 10 primary health care health centres destroyed during the war, and strengthening and supporting the supply chain with essential drugs and supplies. AMREF is also training health workers (including Traditional Birth Attendants, Maternal and Child Health Workers (MCHW) and Community Midwives (CM)) on the identification of delivery complications, safe motherhood practices and early referral, and in emergency obstetric care; and supporting them with clean delivery kits and supplies. At health facility level, AMREF is also improving management of services: training the County Health Team on supervision and on clinical auditing; developing standardized supervisory checklists; and conducting monthly on-site visits and client feedback procedures. At the community level, AMREF is promoting health-seeking behaviour through community-based behaviour change campaigns to raise awareness of safe delivery practices and the identification of early warning signs of obstetric complications. Bike-ambulances have been provided to the communities in the absence of vehicle emergency transport, and a community-managed revolving fund established for Emergency Obstetric Care (EmOC) services. 

8. The goal of AMREF’s Community-Based Health Care (CBHC) project in Mkuranga District, Tanzania was to reduce maternal morbidity and mortality among women in Mkuranga, and to improve their health status in the context of gender and reproductive rights. The project made use of both facility- and community-based strategies. At the community-level, the project built the capacity of community structures to improve linkages between the community and local health facilities. This included working with a network of highly motivated Community Health Workers (Community Owned Resource Persons (CORPs)) whose role it was to mobilize communities, provide information, and collect data on maternal health. At facility-level, the project was piloting the establishment of ‘maternity waiting homes’ in rural health dispensaries to increase access to, and utilization of, quality health services among women of child bearing age, during pregnancy and the peri-natal period. These homes provided a safe environment for mothers to come and wait before, and rest after having given birth. The project also trained health providers on safe motherhood, emergency obstetric care and neonatal health care. Given the high levels of gender inequality in Mkuranga communities, the project worked within the context of gender and women’s rights, promoting male involvement in reproductive and child health issues (e.g. men were encouraged to escort their wives to the health facility for antenatal care, delivery and for post-natal clinic visits, and to safe for, and help their wives prepare for the birth).
9. The project strengthened health facility infrastructure and provided the basic equipment necessary for the provision of improved quality reproductive health services. The percentage of women delivering in a health facility rose from 38% in 2003 to 78.4% in 2007 (the national average is 44%). Clinic attendance for pregnancy has also risen from 92% (baseline) to virtually 100%. At the end of the project, all pregnant women were attending ANC at least once. At baseline, 69% of women were returning for the first post-natal care services. At the final evaluation, this figure had risen to 85%. 80% of women reported that they were escorted by their husbands to health clinics for antenatal care, delivery and post-natal visits. Anecdotal from health workers and Community Health Workers suggested a significant reduction in maternal mortality and morbidity over the project’s duration. 
Women’s sexual and reproductive rights, domestic violence and maternal morbidity 
10. Underlying high levels of maternal morbidity and mortality is the failure to assure women’s rights. Women’s low status and heavy physical workloads, lack of power, poor access to information and care, restricted mobility, early age of marriage and the low political priority and resources given to their health all contribute to high mortality. In many settings, overcoming this means challenging the cultural and political norms and legal frameworks that limit women’s ability to make informed choices about, and take appropriate actions to ensure, healthy sexual and reproductive lives.

11. AMREF’s ‘Jijenge!’ project in Mwanza and Mara districts in Tanzania was initiated in 1996 in conjunction with a local NGO, Kuleana. It was implemented over a 10 year period. The goal of the project was to promote women’s reproductive health rights and eradicate gender-based violence. It involved two central components: 1) improving the knowledge, attitudes and skills of facility-based health providers to deliver quality gender-sensitive sexual and reproductive health services; and 2) creating awareness among communities on women’s sexual and reproductive rights and building the capacity of communities to deal with problems such as gender-based violence. 

12. A survey carried out prior to project implementation revealed a low awareness of women’s rights in the project areas. Episodes of abuse against women were common, including wife/partner beating (even during pregnancy), female genital mutilation (FGM), forced marriages (particularly with young girls aged 12 – 14) and rape. The survey found that 56.9% of women had been circumcised (82.2% voluntarily) and it was commonly believed that a woman was not ‘complete’ until she had passed through FGM. 81.7% of women believed that men had the right to beat women. It was reported that domestic violence was high partly as a result of wife inheritance practices (whereby a widow is inherited by a member (male) of her late husband’s family). The survey also revealed poor health seeking behaviour and access to health services. Family planning coverage was extremely low, as was delivery in health services. Many thought that giving birth at home showed a woman’s strength. 
13. The project evaluation demonstrated the effectiveness of using a rights-based strategy to realise health changes at community level. In Mwanza and Mara, education on the right to SRH health has caused communities to re-think their cultural practices, and the impact of these practices on women’s SRH health. It has resulted in the formation of new bye-laws to regulate harmful community traditions (e.g. against FGM). Other important project impacts included an improvement in the delivery of SRH services (e.g. treating women and men with equal respect, dignity and confidentiality), and health seeking behaviour among both men and women for SRH services, including family planning acceptance, and delivery at health facilities. The project also demonstrated the importance of establishing a community-based referral system for SRH clients from health facilities to social and legal institutions including: lawyers, social welfare workers, police officers, and religious leaders. The involvement of men in this project was thought to be particularly important and helped them to realise the importance of encouraging their wives/partners to access SRH services. 
The consequences of obstructed and prolonged labour – the case of obstetric fistula 
14. When a woman is unable to give birth vaginally due to malpresentation of the foetus, cephalopelvic disproportion, or other reasons, obstructed labour occurs. Most women in developed countries have the option of a caesarean section birth to avoid potential injury or death (for themselves and the foetus) from obstructed labour. This is not the case in Africa, where health services (particularly expert obstetric care) are unavailable, unaffordable or of insufficient quality to manage obstructed labour. Obstructed labour can lead to uterine rupture, vaginal tears, foetal asphyxia and obstetric fistula. Obstetric fistula, defined as an unnatural passageway between the vagina or cervix and the urinary or gastrointestinal tracts, is a devastating injury. It causes multiple health problems – both physical and mental, and often exposes affected women to discrimination and marginalisation. Although surgical procedures can repair fistulas (a fistula patient has a good chance of fulfilling a normal life, with full control of bodily functions), most women in Africa do not have access to this procedure. 

15. Since 1992, AMREF has provided surgical specialist outreach services to fistula patients in East Africa and now performs at least 50% of all fistula operations in the region. Over the past 15 years, AMREF has witnessed a tenfold increase in obstetric fistulas in East Africa. AMREF is currently supporting fistula projects in Tanzania, and parts of Southern Sudan, Kenya, Somalia and Uganda; training local specialist gynaecologists, surgeons, registrars and nurses in fistula prevention, management and repair. In Uganda, AMREF specialists have visited and trained obstetricians, gynaecologists and general surgeons in fistula repairs in 10 hospitals throughout Uganda including the rural north and north-east. In each hospital, a further 2 – 3 nurses have been trained in the management of women with obstetric fistula. The incidence of obstetric fistula in Uganda is not known, although AMREF has observed an upward trend in the number of women suffering from fistula in the last decade due in part to the Ugandan civil war (which has lead to the internal displacement of up to 1.5 million people, and deteriorating health services). From 2006 – 7, AMREF trained specialists operated on 264 women in Uganda (a further 119 women were operated on by AMREF specialists themselves). 

16. AMREF has learnt that the main causes of fistula in Africa are: lack of female education, early marriage, the powerlessness of women to make their own reproductive health decisions, poor transport and communication infrastructure, and long distances to referral health facilities. AMREF has also learnt that prevention, care and treatment of obstetric fistula requires professional training. A timely caesarean section cannot be performed within the Primary Health Care setting, making it necessary to rely on hospital-based health professionals. However, Primary Health Care providers do have a major role to play in the detection of risk factors, diagnosis of obstructed labour, and the timely referral for caesarean section. AMREF has learnt that training nurses in the management of fistula, including the early treatment of women with obstructed labour is key to fistula prevention. Early treatment consists of inserting a catheter in the bladder to allow for continuous drainage, encouraging a woman to drink at least 5 litres of fluid daily, taking sit-baths twice a day, and assessing the damage to the vagina and bladder by inspeculo examination and removal of necrotic tissue when necessary. With this regimen, up to 20% of all fistulas can be prevented or cured without need of an operation. In those that do require operation, the repair should be performed as soon as the vagina is clean and the condition of the woman permits (this is usually after 4 – 6 weeks). The advantage of this immediate treatment is a 95% rate of fistula closure.

17. In 2005, Tanzania’s commitment to addressing fistula was formalised in the National Fistula Programme (NFP). Nearly 9,000 women in Tanzania die annually due to pregnancy-related causes, and another 250,000 women become disabled, seriously compromising their reproductive health (4). The programme is coordinated via a partnership between AMREF, the Tanzanian Ministry of Health, and the Women’s Dignity Project (WDP). The goal of the NFP is to build an effective, comprehensive strategy to address fistula, which is owned by hospitals, health workers, health advocates, NGOs, Community-Based Organisations, and Faith-Based Organisations across Tanzania. The strategy seeks to raise awareness of fistula, reduce its incidence, ensure that women and girls with a condition are treated, and to link fistula to broader issues of women’s health and rights. The programme involves: 1) building the capacity of local health care providers in surgical treatment, care and prevention of fistula at health facility level (including training and the provision of materials, equipment and supplies); and 2) creating awareness in Tanzania about fistula using information, education and communication (IEC) materials and mass media. To date, the programme has been enormously successful. It has helped to build the capacity of Tanzanian health services to prevent, diagnose and repair obstetric fistula. From 2005 – 8 the programme facilitated almost 3,000 fistula repairs in Tanzania, and there was a significant increase in public understanding and awareness of fistula. The NFP state that fistula treatment must be free or highly subsidised. One fistula repair operation in Tanzania costs around $200, a cost unaffordable to the majority of women requiring surgery. The MoH in Tanzania has now allocated £150,000 to fistula activities every year. Whilst these funds are welcome, they are not nearly sufficient to tackle the problem of fistula in Tanzania. 
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