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Case Study: Maternal Mortality: Sudan
Background
Merlin’s intervention in the Darfur region of Western Sudan began in October 2004. Merlin provides preventive and curative healthcare to internally displaced people (IDPs) and host communities. Merlin works in three localities of South Darfur: Gereida, Adilla and Sanyafundu, each with different patterns of displacement, insecurity and needs. 

Sudan is ranked 141 out of 177 countries in the UNDP Human Development Index (HDR, 2005). Life expectancy is 60 years. Around 30% of the population does not have access to clean drinking water and 65% do not have access to adequate sanitation facilities (HDR, 2005). 
Initial optimism that followed the May 2006 Darfur Peace Agreement (DPA) has not transformed the living conditions or increased security for people in Darfur. Very few IDPs  are returning to their homes, and ongoing sporadic fighting, particularly around Gereida and the Sanyafundu localities, continues to cause people to flee from villages to IDP camps. As a result, Merlin continues to provide mobile clinic services to meet the emergency health needs of communities, and to respond effectively to the fluctuating numbers of displaced people. 

This case study predominately focuses on evidence from Merlin’s experiences and work with women in Gereida IDP camp. The general situation of women and girls living in IDP camps and most rural areas in Darfur is difficult and dangerous. Many women lack access to health care in many rural areas, contributing to the dangers associated with pregnancy and childbirth. Family planning services are not widely used which, putting women and girls at risk for a high incidence of unintended pregnancy and HIV and AIDS infection. Many women are in polygamous relationships with little or no control in the negotiation of safe sexual practices.

Maternal Mortality 
Maternal mortality remains a major problem in Sudan. In 2005 the maternal mortality ratio for Sudan was 450 per 100 000 live births and the neonatal mortality rate was 27 per 1000 live births (WHO, 2008). However these figures are estimates with the exact magnitude of the problem is unknown due to the lack of reliable data on maternal deaths. In the IDP camp in Gereida for example collecting information on maternal and neonatal mortality is particularly difficult; the camp is in a rebel held area and there is a general fear of reporting such data.
Gereida: Access to Health Services
In 2004, the Government of Sudan introduced a series of measures to reform the health system and strengthen maternal care. Henceforth, maternal care would be addressed, at the community level, through village midwives with 12 month training, national examination and national certification. Training of Traditional Birth Attendant (TBAs) was stopped by the government as they were not considered to be skilled birth attendants. 

However, although Ministry of Health policy no longer recognises TBAs, in practice, many continue to attend births. Births attended by TBAs are reported, but this is not the case for deaths resulting in an under-reporting of maternal and neonatal mortality.  In addition deaths may not be reported in the camp because of the fear that food rations will be cut down.

Most women in Gereida IDP camp attend an antenatal clinic during their pregnancy specifically in their 2nd trimester, but deliver in the community assisted by a TBA. Many TBAs are unable to identify labour complications, many of which are linked to cultural issues or practices (such as Female Genital Mutilation). Complications of pregnancy and childbirth experienced in this context include prolonged or obstructed labour; post-partum sepsis and hemorrhage; retained placenta; stillbirth, severe anemia and (pre)-eclampsia. 

The number of antenatal care consultations in the IDP camp is high: in one year, Merlin’s static (fixed point) clinic carried out 9912 consultations. However the greatest challenge remains convincing mothers to seek a clinic delivery. Out of these 9912 consultations, only 53 deliveries (0.5%) were carried out in a clinic; the remainder in the community. Merlin’s team ensures that all women visiting the clinic in their 3rd trimester receive a clean delivery kit to be used at home (in the event that they do not attend a health facility for the birth). The situation in Gereida is complicated by the prevailing security conditions. The camp has curfew restrictions and the clinic cannot be opened at night which further restricts access to essential health care services for pregnant women.

Prolonged Obstructed Labour 
In addition to the challenges faced by many pregnant women in Sudan in accessing Emergency Obstetric Care at secondary level in rural areas, women are also at risk from the delay associated with the decision to seek care and the delay in arrival at the point of care.

There are numerous case studies of women presenting late at a clinic and it is important that mothers are able to recognise danger signs; be aware of the services available and how to reach them.  Improving the capacity of the services to provide care to pregnant women will only be effective if there is community demand for services. This emphasis on creating demand for services sits well with DFID’s current policy objective of promoting good governance and enabling local people to call health service providers to account for the services they need (DFID, 2006).
Unsafe abortions
Abortion laws are complex in Sudan. Abortion is illegal in most circumstances, except to save the life of the woman or in cases of rape or incest. Recent changes (1991) in legislation have only applied to the largely Christian southern Sudan and not to the north, where the laws conform more closely to the principles of Islamic law. As a result, the legislation differs between the north and south but is harshly enforced in both cases (UNFPA, 2004). The rates of illegal abortion are high and studies have found abortion to be one of the major causes of maternal death in Sudan (ibid.). 

The major immediate consequence of illegal abortion is hemorrhage and infection). In Geridea, 50 abortion cases have been seen over a six month period this year (2008). In Merlin’s experience, women usually present when there are signs of post abortion infection. Incomplete abortions are followed by heavy bleeding which leaves most of the women anaemic. In an IDP camp setting, where women are at high risk of sexual violence, some of these abortion cases seen are in likely to be self-induced.  Most of the women seen attribute abortion to the strenuous domestic work they carry out, falls when getting firewood outside of the camp (when they fear attack) or to unknown causes, such as a fever during pregnancy. 
The high rates of abortion are also likely to be linked to the availability and uptake of familty planning services.
Female Genital Mutilation
Female Genital Mutilation (FGM) is widely practiced in most areas of Sudan.  A Safe Motherhood Survey in 1999 estimated that 90% of women aged 15-45 years old in northern Sudan were living with the consequences of FGM (UNFPA, 2004). The age at which the circumcision is carried out in Sudan varies according to the culture and traditions of different tribes. FGM has a profound effect on the health of women including an increased risk of childbirth complications and newborn deaths. Women in labour may need an episiotomy as a result from the closure of the vaginal opening due to scaring.
Sexually Transmitted Infections including HIV 

Most women and girls in the IDP camp and host communities have been exposed to some degree of sexual violence. There is also a practice of polygamy which is widely accepted in the community. Condoms are not widely accepted and therefore the risk of sexually transmitted infection is high. A women or girl is not likely to report an infection because of  fear of her husband and his perception of how she became infected. As a result woman with existing chronic inflections may become pregnant with detrimental implications for the pregnancy. In many cases  a woman may not be tested for HIV during her pregnancy and the opportunities to reduce the likelihood of infection being passed from a positive mother to her baby may therefore not be utilised. 
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Case Study: Maternal Mortality: Liberia
Background

Merlin has been operational in Liberia since 1997, supporting integrated county-level primary and secondary health services in four counties – about one third of the current services available nationally. The Liberian Ministry of Health and Social Welfare recognises Merlin as a long-term partner in the provision of health care in the country and has worked closely with the government to develop national training for Country Health teams. Merlin is currently supporting the development of a national Health Information System based at the Ministry of Health and Social Welfare.

Merlin Reproductive Health (RH) project in Liberia works closely with the Ministries of Health and Social Welfare, and Gender and Development respectively to support policy development and building capacity of health staff in areas such as family planning, emergency obstetric care and training community based staff in community sensitisation in RH issues. Merlin also currently supports the training of TBAs as the only current option at present for providing support to women in labour, while longer term plans to support skilled birth attendants are taken forward.
Liberia has a population of approximately 3.2 million people who are struggling to recover after 14 years of civil war that displaced large parts of the population and destroyed much of the infrastructure including schools, clinics, and shelter.  Seventy six percent are estimated to be living below the poverty line on less than one US dollar/day and 52% living in extreme poverty on less than 50 US cents/day (HDR, 2006). Life expectancy is 44 years. Around 36% of the population does not have access to clean drinking water and 68% do not have access to adequate sanitation facilities (HDR, 2005). 
Despite progress made in the last three years to re-establish primary and secondary health facilities, less than 10% of Liberians have access to quality healthcare (NTGL, 2004).  Health services remain extremely limited due to a lack of qualified medical personnel, dilapidated health infrastructure and insufficient government funds for support to public services. Service delivery is currently primarily supported through external funding.  
Maternal mortality

In 2005, the maternal mortality ratio for Liberia was 1200 per 100 000 live births and the neonatal mortality rate was 66 per 1000 live births (WHO, 2008).
The vast majority of births in Liberia are carried out in the community, usually attended to by a traditional practitioner, currently 63% of deliveries take place outside of a health facility (Liberia DHS 2007). Even within health facilities there is a stark lack of trained midwives posted, thought now to be around 300 Certified Midwives for the whole country, with the majority working in the capital Monrovia. Facilities with no formal trained staff usually use traditional practitioners, who are often illiterate and practicing unsupervised. This is most common in the rural areas.  Only 32% of mothers living in rural areas can expect a medically assisted delivery (Liberia DHS 2007). Only 10% of the population lives less than 10 kilometres from a health facility (National Health Plan, 2000). 
Prolonged labour 

The lack of skilled attendants at delivery leads to obstetric complications such as prolonged labour. Women with prolonged labour are more likely to suffer life threatening conditions and morbidities such as puerperal sepsis, Vesico Vaginal and Recto Vaginal fistula (VVF & RVF), post partum haemorrhage, uterine rupture, maternal deaths, stillbirths and neonatal deaths. 
As an illustration, in one month, 13 patients were referred from ten Merlin supported primary health care facilities for emergency obstetric care. However this number does not reflect an accurate picture – the majority of women continue to be attended to at the community level and as such this figure excludes cases managed at home which form the vast majority of deliveries. All of the emergency obstetric care referrals were due to prolonged labour. 

Vesico Vaginal and Recto Vaginal fistula (VVF and RVF)
VVF and RVF are particularly common in Liberia for many reasons; most tribes practice female circumcision which is likely to lead to prolonged labour and morbidities such as VVF and complications such as post partum haemorrhage. Sexual violence is also a cause of VVF, which was prolific during the war and continues unabated today. In March 2008, there were 164 Gender Based Violence cases reported to health facilities in Montserrado County. The main Gender Based Violence referral centre in Monrovia surveyed 658 women who reported sexual violence since the war ended, and of these 85% were under 18, and 485 were between the ages of 5 and 12 (Merlin, 2006). 
Eclampsia

The greatest challenge regarding managing eclampsia relates to the lack of skilled birth attendants. Although Magnesium Sulphate is usually available, it cannot be supplied to primary health care facilities as there are no appropriately staff available who can administer this life saving drug. The situation is the same for oxytocin. Few health facilities have oxytocin available due to the human resource constraints. 

Anaemia

Anaemia and malaria in pregnancy contribute to a large extent to Liberia’s maternal mortality rate.  In July 2008, there were 165 referrals from primary health care facilities to hospital for malaria in pregnancy (Merlin, 2008). It is common to see many pregnant women with malaria in hospital, and many lose their baby to this condition. Misconceptions surrounding the spread of malaria and the poor availability and use of bed nets contribute to these high rates. 

Abortion

In terms of avoiding unwanted pregnancy, the government of Liberia promotes the ABC technique:  Abstinence, Be faithful and then use a Condom. The availability and uptate of family planning services is likely to contribute to level of unwanted pregnancies and,  as abortion is currently illegal, illegal abortion is commonplace.  As a result complications that go with illegal abortion such as haemorrhage, sepsis and subsequent infertility are also common.  
In Grand Gedeh Country, where Merlin supports 10 primary health care clinics, an average of 11 cases per month are treated for post abortion care at community level.   Some informal reports from patients suggest alternative methods are being used personally by women to bring about abortion including self prescription of high doses of antibiotics or toxic drug combinations to induce abortion. These methods come with great risk to the girl’s life and go unreported. Again access and uptake of family planning services are likely to contribute to the need for abortion in these cases.  
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Case Study: Maternal Mortality: Kenya
Background
Merlin has been operational in Kenya since 1998 and currently works in three Provinces (Rift Valley, North Eastern and Nyanza Provinces) supporting the Ministry of health to strengthen its own capacity as well as respond to the needs of the community. Our main programmes focus on: providing emergency heath and nutrition support to displaced populations; outreach health and nutrition programmes for pastoral communities that specifically benefit pregnant and breast feeding women as well as children under five years; support to the Ministry of Health to implement Tuberculosis prevention and treatment programmes; and support to outreach HIV and ADIS counseling and testing and prevention activities.

Kenya is ranked 154 out of 177 countries in the UNDP Human Development Index, with over the half the population (almost 34 million) living below the poverty line.  Life expectancy in Kenya has been steadily decreasing and is now 44 years. Around 40% of Kenya’s population does not have access to clean drinking water and 52% do not have access to adequate sanitation facilities (HDR, 2005). This case study covers evidence from Merlin’s experiences in Kenya with specific focus on Lodwar Hospital in Turkana Central District, North Eastern Province.
Maternal Mortality 

While maternal mortality figures vary widely by source and are highly controversial, the best estimates for Kenya suggest that approximately 14,700 women and girls die each year due to pregnancy-related complications. Additionally, another 294,000 to 441,000 women and girls will suffer from disabilities caused by complications during pregnancy and childbirth each year (WHO, 2005). Kenya’s national health sector plan, estimates maternal mortality to be 600 to 1400 per 100 000 live births.

Nationally, the proportion of births attended by skilled health workers in Kenya is 22.1% (AOP, 2007), in Turkana in North West Kenya where Merlin is operational, it is 8.1%. At national level there is a mismatch between the level of antenatal care attendance in health facilities (72%) and the percent of women who deliver with the assistance of skilled health workers. There is also a large unmet need for family planning services in Kenya. The 2003 Demographic and Health Survey showed an increase in total fertility rate to 4.9 from 4.7 in the 1998 survey. Contraceptive acceptance rate in Turkana Central district is only 3 %.  Only 4.2 % of pregnant women sleep under insecticide treated nets in Turkana Central district.

Complications of Pregnancy in Lodwar Hospital, Turkana Central District North East Kenya.

In 2007, there were seven maternal deaths in Lodwar district hospital. In the first eight months of 2008 two maternal deaths have been reported. The main causes of mortality were antepartum and post partum hemmorrhages indicating that the referral facility lacks the capacity to handle emergency obstetric conditions.
Vesico Vaginal fistula (VVF)
In a study undertaken in nine African countries (UNFPA/Engender Health, 2003) it was noted that obstetric fistula is a pregnancy related disability affecting an estimated 50,000- 100,000 women each year. The main factors that precipitate this are crosscutting and include: 

· Insufficient access to emergency obstetric care

· Preference to deliver at home with TBAs (often unskilled attendance)

· Poorly managed C-Sections at health facilities
A review of existing literature indicates that in Kenya, Obstetric Fistula is a significant problem although date on prevalence is unreliable. According to the report on the Kenya Country Situation (presented at the 2nd Meeting of the Working Group of the Prevention and treatment of Obstetric fistula in Addis Ababa, Ethiopia October-November, 2002), the number of VVF operations done annually during the ten years between 1992 and the year 2001 increased steadily from a low of 36 cases in 1992 to a high of 479 cases in 2001. 
Few studies on obstetric fistula have been done in Kenya. The most current study in Kenya is that by Mabeya (2003) in West Pokot. The findings indicate that obstetric fistula is a common problem. The study looked at the experiences of 66 women, all of whom were married. The youngest patient at the onset of fistula in this study was 14 years and the ages ranged from 14 to 38 years.  The study found that the main cause of fistula was obstructed labour. All the cases delivered at a health facility and 68% were stillbirths. 

Female Genital Mutilation in Kenya

Thirty-two per cent of all women aged 15-49 years surveyed in the 2003 Kenya Demographic and Health Survey (KDHS) reported having undergone FGM.

However, the practice appears to be declining substantially among the younger generation. This decrease among the younger age group is particularly pronounced in certain ethnic groups where FGM is practiced for varying cultural reasons. In the Kaleenjin group FGM has fallen from 62% to 49% and in the Kikuyu ethnic group from 43% to 33%.

A recent six-country study (including Kenya) published by WHO in The Lancet (2006) has shown that women who have had FGM are significantly more likely to experience difficulties during childbirth, and that the likelihood of complications increases by the extent and severity of the FGM. The Ministry of Health has developed a Plan of Action for the Elimination of FGM in Kenya.  

Abortion

The government of Kenya developed an Abortion Policy in 2000 in which it states that abortion is prohibited except as a life saving measure.

In a study on abortion conducted in Kenya in 2005, data collectors identified 809 patients with abortion complications on all hospital wards. Most women (80%) presented with incomplete abortion. Approximately 34% of the women had reached the second trimester of pregnancy. Adolescents (14-19 years old) accounted for approximately 16% of the study sample. 
The projected number of women with abortion complications admitted to public hospitals in Kenya is 20,893 per annum. An estimated 182 of these women die annually. The annual incidence of incomplete abortion and other abortion-related complications per 1000 women aged 15 to 49 years is projected to be 3. The high rate of abortion-related morbidity and mortality documented in the study highlights the critical need to address the issue of unsafe abortion in Kenya (Gebreselassie, 2005). 
As in the cases of Sudan and Liberia, access to, and utlilsation of, family planning services is also a  factor likely to be contributing to the levels of unwanted pregnancy in Kenya. 

Sexually Transmitted Infections including HIV
Women continue to be disproportionately infected with HIV (8.7%) compared to men (5.6%). Nationally, HIV/AIDS prevalence is estimated to be 6.7% although it is significantly higher in certain regions such as Nyanza Province, where Merlin is working, where the prevalence is as high as 40%. It is estimated that 1.7 million Kenyans are now living with the infection while approximately 1.5 million people have already died from AIDS (HDR, 2005). 
In 2007, a national aids indicator survey, carried out by the World Health Organisation showed that 90 percent of women who had given birth in the previous four years had attended an antenatal clinic during pregnancy. Among these, more than half (57%) were tested positive for HIV. 
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