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Executive Summary

Maternal morbidity, lacking a standard definition and largely unrecorded, can be seen as the hidden bulk of an iceberg. Interventions aimed at decreasing maternal mortality will lead to decreases in maternal morbidity. However, the long-term sequelae of maternal morbidity also need to be identified and managed. UNFPA-supported programmes that diagnose, treat and rehabilitate obstetric fistula can serve as models for this purpose. In many countries, including Nepal and India, research on obstetric fistula has identified other forms of long-lasting maternal morbidity. 

Unintended pregnancies continue to be a significant public health problem. If current unmet needs for family planning had been met, 52 million unintended pregnancies would have been averted, and an estimated 15 million women would have been spared maternal morbidity. During the last decade, however, progress towards providing universal access to family planning has slowed, leaving behind the countries with the highest need. Family planning is a “quick win”, a sure way to quickly decrease both maternal mortality and morbidity.
Unsafe abortions continue to be a major cause of maternal mortality and morbidity. Each year, around 20 million unsafe abortions occur, nearly all (97 per cent) of them in developing countries. Preventing unsafe abortions and providing post-abortion care together with family planning, counselling and services must be an essential part of all maternal health programmes.
Preventing adolescent pregnancies, by increasing adolescents’ access to information and services and by stopping child marriages, will decrease pregnancy-related mortality and morbidity within this highly vulnerable group. 

Gender inequities are often at the root of maternal mortality and morbidity. All maternal health programmes should therefore address gender inequities, and work towards eliminating them.

Women infected with HIV have the right to access antenatal and maternity care without suffering stigma and discrimination. Their special needs, including the need to prevent mother-to-child tranmission of the virus, should also be addressed. 

Inequity in health-care access is an underlying cause of maternal mortality and morbidity. Governments should increase funding and employ creative measures to make health services universally accessible.

Pregnancy can be accompanied by psychological problems that are often overlooked. UNFPA is working with the World Health Organization (WHO) to increase awareness about this issue, and to improve mental health care for women during pregnancy and the post-partum period.  
Introduction
Maternal mortality, the target of the fifth Millennium Development Goal (MDG5), is just one indicator of maternal health. Many women also suffer ill health due to pregnancy-related complications. When annual maternal deaths number about half a million, morbidity related to pregnancy or childbirth affects an estimated 50 million women
 around the world. Because there is no standard definition of when maternal morbidity starts and ends, such morbidity is difficult to measure, even in the developed world. Another challenge is the fact that maternal morbidity can occur over a long time period. Although acute morbidities may be relatively easy to diagnose and measure during the course of pregnancy, childbirth and the early post-partum period, it is more challenging to diagnose the long-term sequelae of pregnancy  chronic morbidities such as obstetric fistula and uterine prolapse, which may become evident later in life. 

Most efforts to measure maternal morbidity focus on severe acute maternal morbidity. It is estimated that 0.8 to 8.2 per cent of pregnant women experience severe morbidity.
 Such morbidity includes complications specific to pregnancy (including obstetric haemorrhage, hypertensive disorders, obstructed labour, unsafe abortion and ectopic pregnancy), complications resulting from unsafe obstetric practices (including sepsis and perineum destruction), and illnesses that aggravate pregnancy outcomes (including anaemia, malaria, HIV/AIDS and tuberculosis). The wide range in estimates is due to the fact that there is no standard definition for severe acute maternal morbidity, and so different criteria are used by different researchers. In most countries, where reliable data on maternal mortality is difficult to find, collecting data on maternal morbidity is even more problematic. 
Obstetric fistula, which causes physical, social and economic hardships, is one of the most severe forms of maternal morbidity. Caused by obstructed labour, obstetric fistula causes symptoms that generally present themselves in the early post-partum period. However, medical, psychological, social and economic effects may become more severe with time. The Campaign to End Fistula can act as a model for diagnosing, treating, and rehabilitating chronic morbidities, and addressing long-term consequences. 

The challenging changes of pregnancy, childbirth and the post-partum period can lead to mental health problems, a fact that is often overlooked. The prevalence of perinatal depression is 20-30 per cent in many developing countries, and suicide is a leading cause of pregnancy-related death. However, the mental health and psychosocial aspects of pregnancy have often been neglected, despite their association with physical morbidity and mortality. Poor mental health may increase risks for maternal health, and maternal morbidity can have negative effects on mental health.
 UNFPA is working with WHO to draw attention to this important issue. To that end, they are developing guidance notes and intervention modules to accelerate the integration of mental health and psychosocial support into sexual and reproductive health programmes. 

Unintended Pregnancies
Despite progress during recent decades, 201 million women in developing countries still have an unmet need
 for effective family planning. The countries with the highest unmet need are in sub-Saharan Africa. It is no surprise that these are the same countries with high maternal mortality and morbidity ratios.                                                                                                                                       

If unmet need for family planning had been met, the following could have been avoided:

· 52 million unintended pregnancies (one fourth of all pregnancies); 
· 23 million unintended births (72 per cent of all unintended births); 

· 22 million induced abortions (64 per cent of all induced abortions);
· 7 million spontaneous abortions;  

· 1.4 million infant deaths; and 

· 142,000 maternal deaths (53,000 from unsafe abortions and 89,000 from other causes).

In addition, about 15 million women would have avoided morbidity resulting from these unintended pregnancies.

All this human suffering is preventable with relatively simple, cost-effective tools and family planning programmes. 
Unfortunately, the relative invisibility of family planning during the last decade, accompanied by a stagnation in funding and a decrease in attention due to competing priorities, slowed efforts to increase access to family planning even where fertility and unmet need remain high. The amendments by the World Summit of Leaders in 2006 and the General Assembly in 2007 clearly added family planning indicators to MDG5, but the challenge continues today.

In the current aid and development environment, priorities are set at the country level based on internationally agreed development goals, including the MDGs. This trend, while healthy, may create challenges for family planning programmes. Some programmes may lack the capacity to lobby for adequate resources in national budgets, or to claim a priority position on national agendas. There is therefore an urgent need for capacity-building in the areas of planning, programming and advocacy. There is also a need to integrate sexual and reproductive health, and more specifically family planning, at the country level. A recent assessment conducted by UNFPA
 examining the road maps for maternal and neonatal health (a recommendation of the Maputo Plan of Action
) found that much work remains to be done in this area. Only 19 of the 30 African countries assessed had included family planning in their plans for improving maternal and neonatal health. The absence of such plans suggest that a huge opportunity is being missed  the opportunity to provide accessible family planning for all, but especially for poor, rural and uneducated women and adolescents. 
Another lost opportunity involves the failure to create effective post-partum family planning counselling and services. The post-partum period, a time when a majority of women express a desire to avoid pregnancy, is also a time when such women are within easy reach of the health system.
 

UNFPA is providing technical support in countries for the full inclusion of sexual and reproductive health, including family planning, in poverty reduction strategies as well as in health-sector strategic plans and budgets. In some countries, this has already resulted in an increase in funding for reproductive health commodities and maternal health services.
Unsafe Abortion
Unsafe abortion continues to be a leading cause of maternal mortality and morbidity. While reliable data on unsafe abortion are limited, especially where access to abortion is legally restricted, it is estimated that 42 million abortions occurred in 2003, a 4 million decrease compared to 1995.
 This decrease is mainly due to decreases in abortion rates in Eastern Europe and Central Asia resulting from increased access to family planning information and contraceptives. However, the number of unsafe abortions, 19.7 million,6 continues to be high, with 5.5 million occurring in Africa, 9.8 million in Asia, and 3.9 million in Latin America and the Caribbean.6 
Unsafe abortion is a leading cause of maternal mortality, accounting for about 13 per cent of maternal deaths. The World Health Organization estimates that each year, more than 5 million women suffer disabilities such as reproductive tract infections, upper genital tract injuries and infertility as a result of unsafe abortions. Unsafe abortion can also increase the risk in subsequent pregnancies of ectopic pregnancy, preterm delivery and miscarriage.  
Unsafe abortions put a great burden on the health systems of developing countries. It is estimated that direct costs of treatment are approximately $1.7 billion, with the cost of treating women from secondary infertility resulting from unsafe abortions being over $2 billion. The cost to women suffering from abortion complications and receiving treatment is approximately $800 million, the impact of abortion-related deaths to the economy is $35 million, and the financial impact of morbidity is $1 billion.

Unsafe abortion poses risks across the reproductive lifespan of a woman. Adolescent girls undergo at least 2.2 to 4 million unsafe abortions in developing countries each year. In sub-Saharan Africa, where 40 per cent of all unsafe abortions occur, data from seven countries revealed that 39 to 79 per cent of those treated for abortion-related complications were adolescents.

UNFPA works to increase access to family planning and prevent unsafe abortions. It has been proven that accessible, high-quality family planning programmes decrease the number of abortions and thus decrease abortion-related morbidity and mortality. For example in Bangladesh, women who have access to high-quality family planning services have an abortion rate of 2.3 abortions per 1,000 women, compared with 6.8 per 1,000 for women without such access.
 The recent observed decrease in abortion rates in Eastern Europe and Central Asia are the result of increased access to information and contraceptive methods. 
Post-abortion services save lives, reduce maternal morbidity, and serve as an entry point for family planning for a group of women who need it most. However, such services are largely neglected and remain virtually invisible. An assessment conducted by UNFPA of national plans for improving maternal health found that 19 of 30 plans did not refer to the prevention of unsafe abortion or to post-abortion care services.5  

As stated at the International Conference on Population and Development (ICPD), ensuring that abortion services are safe and accessible in countries where abortion is legal decreases morbidity, as shown by the example of South Africa.
 
Adolescent Pregnancies
The average fertility rate among 15- to 19-year-old girls in developing countries is more than five times greater than it is in more developed countries.
 About 14 million adolescent girls between the ages 15 and 19 give birth each year.
 These adolescents often have few resources, and little knowledge about reproductive health. 
Many factors make adolescent childbearing especially hazardous. For younger adolescents who are not physically mature, pregnancy and childbirth are dangerous. This is particularly true in cases where a girl gets pregnant within two years of starting her period, or when her pelvis and birth canal are still growing.
 Adolescent girls are particularly at risk for obstetric fistula, and they face two to five times greater risk of maternal death compared to women in their twenties. There is some evidence that delaying pregnancy until after adolescence may reduce the risk of obstructed labour, and therefore fistula.
 Additionally, most adolescent girls are giving birth for the first time, with limited knowledge, health care and support. Too few young women are sufficiently empowered to access critical sexual and reproductive health services. Evidence demonstrates that poor, marginalized girls are far more likely to marry and give birth during adolescence than girls with greater economic and educational opportunities. 
Child marriage is a violation of the Convention on the Rights of the Child and is illegal in many countries. Although age at first marriage is rising, more than 100 million girls in developing countries will be married before the age of 18 in the next decade.

UNFPA is working with governments to stop child marriage. In 2008, the Government of Ethiopia, under the auspices of the first lady, launched a Stop Child Marriage campaign to raise awareness about the dangers and rights violations associated with this harmful practice and to enforce the child marriage law. In Guatemala, UNFPA works with non-governmental organizations (NGOs) to support indigenous adolescent girls by providing them with livelihood-skills training, job opportunities, and education on sexual and reproductive health. 
HIV and Maternal Morbidity

Understanding the complex relationship between HIV and maternal morbidity and mortality is an evolving field of inquiry. From a biomedical perspective, there has been some discussion indicating that becoming pregnant may cause a worsening of the course of HIV in women living with the virus, but there is thus far no definitive evidence to support this concern. What is indisputable, however, is that women living with HIV must be accorded the same reproductive rights as all women. Reports of rights violations against women living with HIV, including forced abortion and sterilization, are unacceptable. Linking sexual and reproductive health and HIV/AIDS entails: (a) supporting the rights of people living with HIV to be sexually active and to make childbearing decisions freely and responsibly; (b) eliminating stigma and discrimination and violence against women; (c) ensuring privacy and confidentiality, including of HIV status; and (d) providing clinical services that are tailored to the needs of those living with the virus.  
UNFPA is working with many partners to develop rights-based guidance on advocacy, health systems, and the legal and policy aspects of sexual and reproductive health for people living with HIV. 

Like all pregnant women, pregnant women living with HIV require antenatal care. However, some aspects of this care need to be strengthened or modified to address stigma and discrimination (including violence) and to assess HIV-related symptoms (such as evidence of opportunistic infections). Antenatal and post-partum rights-based family planning counselling and services have yet to be fully integrated into comprehensive programmes for the prevention of mother-to-child transmission (PMTCT), and many post-partum women have an unmet need for contraception. 
The international community has agreed upon a comprehensive PMTCT strategy, articulated in Guidance on Global Scale-Up of the Prevention of Mother-to-Child Transmission of HIV. These guidelines, issued in November 2007 by the Inter-Agency Task Team (IATT)
 on Prevention of HIV Infection in Pregnant Women, Mothers and their Children, call for the following approaches:

(a) primary prevention of HIV; 
(b) prevention of unintended pregnancies among women living with HIV; 
(c) prevention of vertical transmission through safer delivery, antiretroviral drugs and safer infant feeding; and 
(d) treatment, care and support for women living with HIV, their infants, and families.

Efforts to Identify and Measure Maternal Morbidity: Nepal and India

Nepal

In Nepal, maternal mortality remains high, despite decreasing from 539 deaths per 100,000 live births in 1989-1995 to 281 deaths per 100,000 live births in 1999-2005. According to the UNFPA Nepal fistula annual report (2007), contributing factors to this decline include: (a) increased contraceptive use; (b) increases in the percentage of pregnant women with four antenatal care visits; (c) the percentage of births delivered at health facilities; (d) the percentage of births assisted by skilled birth attendants; and (e) the percentage of women receiving post-natal care. Challenges remain, however. A 2006 reproductive health morbidity study conducted in eight districts of Nepal revealed that 10 per cent of married women of reproductive age (including adolescents) suffered from uterine prolapse.
 UNFPA and the Government are working to develop a national strategy that calls for a pool fund to finance interventions aimed at responding to the needs of the more than 600,000 Nepalese women who are currently enduring this condition. 

India

UNFPA in India has initiated and supported a study on the magnitude and determinants of chronic obstetric morbidity in the province of Maharashtra. This study was undertaken by the National Institute for Research in Reproductive Health, Mumbai, in 2006-2007. The Nashik district was chosen to represent the population of Maharashtra. Of 1,560 women interviewed, 1,167 (75 per cent) volunteered for clinical examination. Among these, 136 women (12 per cent) had chronic obstetric morbidities. Pelvic organ prolapse was found to be most prevalent (62 per cent) chronic morbidity, followed by chronic pelvic inflammatory disease (22 per cent) and secondary infertility (15 per cent). Only one case of vesicant-vaginal fistula (1 per cent) was reported.  

Early marriages (before the age of 18), followed by early and repeated pregnancies, were found to have a significant association with maternal morbidity. Women with chronic obstetric morbidities tend to suffer in silence. There is therefore a pressing need to create awareness of these morbidities and their consequences, and to make sure that a strong referral system is in place. 

A Model for Fighting Maternal Morbidity: Campaign to End Fistula 
“For maternal health services to be effective, women need to be provided with a continuum of care through pregnancy, delivery, care for obstetric complications and post-natal care.”
   
In 2003, UNFPA and partners launched the global Campaign to End Fistula. The campaign includes interventions to prevent fistula from occurring, to treat women who are affected and to help women who have undergone treatment return to full and productive lives. The campaign’s ultimate goal is to make fistula as rare in developing countries as it is in the industrialized world by 2015, in line with ICPD and MDG targets.  The campaign strives to build political commitment and broad support for achieving the international goals related to maternal and newborn health by highlighting the human consequences of the failure to act. More than 45 countries have now joined the campaign.

Kenya

Obstetric fistula is a severe maternal morbidity with devastating physical, social and economic consequences. In recognition of this, the Kenyan Ministry of Health, in collaboration with UNFPA, commissioned a fistula needs assessment (2003) in four districts where high fistula prevalence was suspected. Within these districts, 113 fistula cases were reported, 94 of which were surgically treated. Although the actual prevalence and incidence of fistula in Kenya is unknown, it is estimated that 3,000 new cases of fistula occur per year, with approximately one to two fistula per 1,000 deliveries.
 In 2004, it was estimated that only 7.5 per cent of women with fistula were able to access treatment. In regard to the characteristics of women living with fistula, a hospital-based study conducted by Mabeya (2003) in the West Pokot region of Kenya found the mean age of 66 women surveyed to be 20.5, with a range of 14-38 years. The main cause of fistula was obstructed labour.
 

The three pillars of the global Campaign to End Fistula are prevention, treatment and social reintegration. The Kenyan fistula programme illustrates how a comprehensive approach incorporating each of these components can begin to address the needs of women living with fistula.
The Kenyan Ministry of Health is integrating obstetric fistula management services at sites where safe motherhood initiatives are ongoing. This is evident in the districts implementing a project in which retired midwives monitor and conduct deliveries in the community and also create awareness on obstetric fistula. Service providers are being trained and equipped to sensitize and mobilize communities to access obstetric fistula services (focusing on treatment and re-integration) in order to reduce the current backlog of obstetric fistula clients.

There is a severe staffing shortage in Kenya, particularly of trained surgeons and nurses.  To address this shortage, UNFPA has supported the establishment of four hospital-based training sites and is in the process of establishing training sites at two additional provincial hospitals. In 2005, 41 women received fistula treatment at UNFPA-supported sites, compared to 119 women in 2007.

Social reintegration services are essential to comprehensive approaches to obstetric fistula.  Kenya’s programmatic efforts in social reintegration range from basic education and training in income-generating skills to psychosocial support to help clients reintegrate into their communities. An effective example of social reintegration is the country’s work with “ambassadors of hope”, fistula clients who have received treatment and become involved in advocacy to educate communities about fistula prevention and treatment. 
Somalia

In 2007, UNFPA partnered with the Government, sister United Nations agencies, and international NGOs to implement fistula treatment projects in Puntland and Somaliland.  These initiatives, the first of their kind in Somalia, illustrate the feasibility of providing fistula treatment in conflict and post-conflict situations.   

In November 2007, the staff of Hargeisa Group Hospital, with strong support from the Ministry of Health of Somaliland and technical and financial support from UNFPA, launched the first fistula treatment campaign in Somaliland. Key components of the campaign included: (a) advocacy and awareness-raising in rural communities about fistula treatment availability; (b) capacity development of Somali providers; and (c) patient counselling.  During the campaign, a Sudanese fistula surgeon from Khartoum Teaching Hospital’s Abbo Center trained Somali physicians, nurses and anaesthesiologists in fistula treatment theory and practice.  By mid-December, 43 surgeries had been performed. Despite the lack of training and psychosocial care in the country, UNFPA was able to identify a clinical psychologist to provide patients and their accompanying spouses with counselling prior to surgery, during recovery and on discharge from the hospital.
 

Sociocultural Contexts of Gender Inequity, Gender-Based Violence and Maternal Morbidity: UNFPA’s Role and Focus 

The linkages between gender inequities, gender-based violence and maternal morbidity can be felt at various levels and through varying forms  including exposure and vulnerability to HIV/AIDS and other sexually transmitted infections, rape (and other forms of sexual assault during conflict), life-altering conditions like obstetric fistula, inequitable access to high-quality health-care facilities, unwanted or early pregnancies, and exposure to discriminatory and harmful traditional practices like forced or early marriages and female genital mutilation/cutting. Violence during pregnancy, all too often justified for “cultural” reasons, is an especially neglected form of abuse. Such violence has serious repercussions for both infant and maternal health outcomes. 

UNFPA is focused on positioning its work on maternal mortality and morbidity within the larger human rights context of ending gender inequities, and the sociocultural context of mobilizing key agents of change to end gender inequities and gender-based violence. In the context of ongoing United Nations reform and “One UN” processes, UNFPA is placing the issue of maternal mortality and morbidity on the “ending violence against women” agenda. As the co-chair of the United Nations Inter-Agency Task Force on Violence against Women, UNFPA has commenced pilot joint programming initiatives in 10 countries to address violence against women. In an effort to reduce a practice known to increase maternal morbidity,
 UNFPA is co-chairing the UNFPA-UNICEF Joint Programme and Trust Fund on Female Genital Mutilation and Cutting.  
Country programmes: At the country level, UNFPA fosters partnerships and collaborative responses across a wide spectrum of political, economic and sociocultural actors:

In 2006, the Venezuelan National Assembly passed a law that recognizes “obstetric violence” and “gynaecological violence” as forms of violence against women, a process supported by UNFPA.
 
In Mauritania, midwives alarmed by sexual violence in their community began mobilizing against rape, and were later joined by imams. These UNFPA-supported efforts led to the development of the first national statistics on the issue and the establishment of the first centre for survivors of such violence.

UNFPA Burundi supported awareness-raising on the links between sexual violence, maternal morbidity and HIV, with a focus on youth, faith-based groups and demobilized military personnel.
 

During 2007 and 2008, UNFPA hosted regional consultations in Africa, Asia, the Arab States and Latin America and the Caribbean, which brought together key faith-based organizations and religious leaders. Each consultation showcased the challenges, lessons learned and best practices of faith-based organizations working with maternal health issues. Particularly noteworthy were those faith-based organizations working to reduce maternal mortality in conflict situations  where faith-based organizations provide between 40 to 60 per cent of all health-related services. Maternal health will be a key area of discussion at an October 2008 global forum of faith-based partners, the first such forum to be organized by a United Nations agency.  
Addressing Inequities in Maternal Health: the Moroccan Experience


In Morocco, lack of access to information and maternal health care disproportionately affects communities in rural and remote areas. While 85.3 per cent of deliveries in urban areas are assisted by a skilled birth attendant, this figure is just 39.5 per cent in rural areas. In a community-led effort to address this disparity, UNFPA implemented a project with civil society and the Government in Ait Bougemaz Commune in the province of Azilal. An initial diagnostic participatory assessment revealed the community’s lack of access to health care, as well as their priorities. Presentation of the assessment results to partners in the town resulted in the creation of a mutuelle, a local health insurance scheme managed by the community itself. 

Through an annual contribution from each household in the amount of 200 dirham (approximately $25), members are able to obtain essential medicines, tests and transportation for emergencies, including for complicated pregnancies. This insurance scheme has increased community dialogue and the use of health services and facilitated the dissemination of information on women’s health. 

The Way Forward

To decrease maternal morbidity

Get it measured. Develop a standard definition that will enable data collection in developing countries. Given the current difficulties in routine data collection, there is a pressing need to support both quantitative and qualitative research to assess the prevalence of various conditions, to understand contributing factors to maternal morbidity, and to gain an in-depth understanding of the problem. 

1. Continue efforts to improve maternal health. Interventions that decrease maternal deaths can decrease maternal morbidity. Recommended actions include:
a. Transforming plans and policies into action. Most countries have developed programmes, or “road maps”, aimed at reducing maternal and neonatal mortality and morbidity. However, political commitment has not always been translated into actions.

b. Strengthening the predictability and sustainability of resources allocated to the health sector, particularly in the area of sexual and reproductive health. The percentage of domestic resources allocated to health generally and to reproductive health in particular is the best testimony of political will. For example, in the Abuja Declaration, all African countries pledged to allocate 15 per cent of their national budgets to health. It is important to ensure that this commitment is realized. Currently, most individuals pay for obstetric services. In order to provide universal access to maternal and neonatal health, governments must not only increase national health budgets, but also develop and implement mechanisms aimed at improving financial access to maternal and neonatal health services. Such mechanisms may provide free care, or may allow risk-pooling, as in the case of mutual health organizations, which contribute to financing the health system. Successful examples include the following:

· Mauritania has implemented “obstetric risk insurance” in which pregnant women voluntarily pay a small premium (the equivalent of $15 per pregnancy). The premium covers all related health-care costs, from prenatal to post-natal care. Despite the population’s poverty, 95 per cent of pregnant women choose to participate in this insurance scheme. The system, which the community helps manage, has been designed to be transparent, which has helped decrease corruption and poor behaviour within the health service system. This five-year-old programme has not only proven sustainable but equitable as well, as poor women’s care is financed by the insurance.  
· Rwanda has moved towards providing universal access to health care to its population thanks to far-reaching reforms in the health sector.
 At the same time, the Government has implemented innovative initiatives such as the Mutuelle Insurance Scheme and Results-based Financing. Each citizen, regardless of age and sex, contributes an annual payment of RWF1,000 ($1.50), and then pays only 10 per cent of the official fees for each drug or intervention. This has contributed to significant increases in the use of health services.

c.
Develop, deploy, retain and motivate skilled birth attendants. Human resources are the key to decreasing severe acute maternal morbidity. Sexual and reproductive health is acutely dependent upon having the right skills mix available on demand 24 hours a day, at different levels of the health system. Such skills are needed to help ensure that women deliver safely and have access to emergency obstetric care, perinatal care and contraception. There is a direct relationship between the ratio of health workers to population and the survival of women during childbirth and the post-natal period as well as the survival of children in early infancy. 

d.
Provide essential obstetric care and basic emergency obstetric care at the community level. This is critical for allowing early detection and timely treatment of complications and, if necessary, referrals to facilities where comprehensive emergency obstetric care can be provided. Assessments conducted in African countries have shown that even when comprehensive emergency obstetric care is available at the hospital level, basic emergency obstetric care is dangerously lacking, mainly because of the lack of skilled professionals at this level. This leads to delayed referrals and life-threatening complications.  
2. Use the quick win: family planning. Integrate family planning into all plans and programmes aimed at improving maternal health. Link family planning counselling and services with antenatal and post-partum services.
3. Prevent unsafe abortions, provide access to post-abortion care. Preventing unsafe abortion and increasing access to post-abortion care is another “quick win”, a quick way to decrease maternal mortality and morbidity. Post-abortion care also provides a perfect entry point for family planning for the women who need it most. 
4. Increase adolescents’ access to information and services, work to stop early marriages.
5. Recognize the rights and special needs of women living with HIV for antenatal care, childbirth and post-partum care, including prevention of mother-to-child transmission of HIV.

6. Use the lessons learned during the campaign on obstetric fistula to fight other long-term sequelae of pregnancy and childbirth.
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