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One Page Summary
The Overarching Context: Maternal Mortality

In 2005 there were 536,000 maternal deaths worldwide, with about half in sub-Saharan Africa and a third in South Asia. Little progress has been realised towards MDG 5, especially in sub-Saharan Africa. A woman’s health and nutritional status, including HIV and anaemia, underlie maternal mortality and morbidity, along with societal factors such as poverty, inequity, women’s low status and attitudes towards women and their needs. Adolescent girls are particularly at risk, both biologically and socially. 

Unwanted pregnancies and Unsafe abortion

Family planning reduces the risk of maternal death and morbidity, by reducing unwanted pregnancies and by spacing pregnancies. WHO estimated that there are 87 million unintended pregnancies each year, 46 million induced abortions per year, more than 18 million of which are done in unsafe conditions, leading to 68,000 deaths and unestimated morbidity (WHO 2005). A more recent study noted that while there were 46 million abortions in 1995, in 2003 this was reduced to an estimated 42 million. In 2003, 48% of all abortions worldwide were unsafe and more than 97% of all unsafe abortions were in developing countries (Sedgh et al. 2007). 

Maternal Morbidity in General

With regards to maternal morbidity, for every woman who dies due to pregnancy, childbirth or unsafe abortion, there are 20 who endure injury, infection disease and disabilities that cause lifelong suffering (UNFPA 2008 website), so that an estimated 10 million women who survive their pregnancies experience extreme adverse outcomes (3). Over 300 million women in developing countries suffer from short or long term illness brought about by pregnancy or childbirth (WHO 2005). 

In many developing countries maternal morbidity is untreated and can result in lifelong pain and suffering. Sometimes these are so severe that women are effectively removed, or even barred, from their families and societies, despite being young and in the prime of their lives (UNICEF 2008).Women who survive severe, life-threatening complications often require lengthy recovery times and 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 (UNFPA 2008 website). Evidence shows that infants whose mothers die within the first six weeks of their lives are more likely to die before reaching age two than infants whose mothers survive (WHO 2006).

Specific Aspects of Maternal Morbidity

Details about the following conditions are briefly listed in this document:

· Obstetric fistula and uterine prolapse

· Anaemia

·  Malaria and HIV

· Pre-eclampsia and eclampsia

· Maternal undernutrition
· Postnatal depression

The Overarching Context: Maternal Mortality
At the present rate of progress, the world will fall short of the MDG target for maternal mortality. While the MDG target aims to reduce maternal mortality by three quarters between 1990 and 2015, uptil 2005 it had only reduced 5.5%, with almost no progress made in sub-Saharan Africa (UNICEF 2008).

There were in 2005 an estimated 536,000 maternal deaths worldwide, about half occurred in sub-Saharan Africa and a third in South Asia. The disparities in maternal health are one of the most extreme in public health. The lifetime risk of maternal death in the developing world as a whole is 1 in 76 compared with 1 in 8000 in the industrialized world (UNICEF 2008). 
The main causes of maternal death are: haemorrhage (25%), sepsis (15%), eclampsia (8%), unsafe abortion (13%) and obstructed labour (12%) (WHO 2005). A woman’s health and nutritional status, including HIV and anaemia, underlie these causes, along with societal factors such as poverty, inequity, women’s low status and attitudes towards women and their needs.  

Mothers younger than 15 are at even greater risk, being five times as likely to die in childbirth than women in their twenties. Each year, nearly 70,000 girls aged 15-19 die from pregnancy related complications, which are responsible for most mortality in this age group. Annually, an estimated 2.2-4 million adolescents resort to unsafe abortion, significantly adding to maternal mortality and morbidity (WHO & UNFPA 2006).

Unwanted pregnancies and Unsafe abortion
Family planning reduces the risk of maternal death and morbidity, by reducing unwanted pregnancies and by spacing pregnancies. WHO estimated that there are 87 million unintended pregnancies each year, 46 million induced abortions per year, more than 18 million of which are done in unsafe conditions, leading to 68,000 deaths (WHO 2005). A more recent study noted that while there were 46 million abortions in 1995, in 2003 this was reduced to an estimated 42 million. In 2003, 48% of all abortions worldwide were unsafe and more than 97% of all unsafe abortions were in developing countries (Sedgh et al. 2007). 

Women with unwanted pregnancies are less likely to receive antenatal care or to give birth under medical supervision. The contraceptive prevalence rate is 61% in the developing world as a whole and just 30% in the least developed countries. In sub-Saharan Africa, only 23% of women who are married or in union use any form of contraception (UNICEF 2008). Around 137 million women, who want to space or limit their childbearing, use no contraceptive method, while another 64 million use only traditional methods (UN Millenium Project 2006) It is estimated that up to 100,000 maternal deaths could be avoided each year if the need for contraception was effectively met (WHO 2005). 

Maternal Morbidity in General
With regards to maternal morbidity, for every woman who dies due to pregnancy, childbirth or unsafe abortion, there are 20 who endure injury, infection, disease and disabilities that cause lifelong suffering (UNFPA 2008 website), so that an estimated 10 million women who survive their pregnancies experience extreme adverse outcomes (3). Over 300 million women in developing countries suffer from short or long term illness brought about by pregnancy or childbirth (WHO 2005). 
In many developing countries maternal morbidity is untreated and can result in lifelong pain and suffering. Sometimes these are so severe that women are effectively removed, or even barred, from their families and societies, despite being young and in the prime of their lives.Women who survive severe, life-threatening complications often require lengthy recovery times and 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 (UNFPA). Evidence shows that infants whose mothers die within the first six weeks of their lives are more likely to die before reaching age two than infants whose mothers survive (WHO 2006).
Two main obstacles impeded our understanding of maternal morbidity. First, information systems that capture dimensions of maternal morbidity are weak or non-existent. This is compounded by the fact that maternal morbidity is shrouded by cultural, social and gender issues that inhibit recognition and care-seeking (Hindin 2007). This ‘culture of silence’ (Zurayk et al. 1993) means that there is uncertainty around the estimates of maternal morbidity, with insights garnered from a handful of in-depth studies. 

A prospective study in India of 772 women found an incidence of maternal morbidity of 52.6%, 17.7% during labour and 42.9% during postpartum. The most common intrapartum morbidities were prolonged labour (10.1%), prolonged rupture of membranes (5.7%), abnormal presentation (4.0%) and primary postpartum haemorrhage (3.2%). The postpartum morbidities included breast problems (18.4%), secondary postpartum haemorrhage (15.2%), puerperal genital infections (10.2%) and insomnia (7.4%). Abnormal presentation and some puerperal complications (infection, fits, psychosis and breast problems) were significantly associated with adverse perinatal outcomes, but prolonged labour was not. A third of the mothers were in need of medical attention (Bang et al. 2004).
These high levels of maternal morbidity are not surprising when one considers the broader context of reproductive morbidity in general. In Egypt, a population based study of 509 women with clinical checkups found that 50% of the women had reproductive tract infections, especially vaginitis. 56% had prolapse, and the prevalence increased significantly with age. 63% had anaemia, especially 14-19 year olds (76%). Just 24 women (5%) had no reproductive morbidity. About 50% had at least 3 reproductive conditions (Zurayk et al. 1993). 
Specific Aspects of Maternal Morbidity
Obstetric fistula occurs when the pressure of the baby’s head during prolonged and obstructed labour restricts blood flow to tissue within the birth canal causing the tissue to die. Holes form through which leakage from the bladder or rectum into the vagina occurs. Women are left incontinent and can also suffer from nerve damage and infection. At least 75,000 women are estimated to develop fistula every year, but many go untreated. At least 2 million women are now living with this condition (UNFPA & FCI 2007).

The global prevalence of genital prolapse, when the pelvic organs slip from their normal position into or against the vagina, is estimated to be 2-20% in women under age 45 (Bonetti et al. 2004). Uterine prolapse can be triggered by difficult, prolonged labour, frequent pregnancies, inadequate obstetric care, and carrying heavy weights. In Nepal, where fertility is high and women carry heavy loads on their backs, one out of ten women are estimated to suffer from the condition (UNFPA 2008 website). In India, a qualitative study among female agricultural wage labourers with self-reported uterine prolapse, found that most had uncomplicated deliveries, but many ascribed their condition to heavy manual labour within a week or fortnight following delivery, possibly explaining why the mean age for developing symptoms at 26 years was much younger than usual. Many had been suffering for over 10 years (Ravindran et al 1999). 
Around half of pregnant women in the world suffer from some form of anaemia (UNICEF 2008). The condition can be exacerbated by infectious diseases, particularly malaria and intestinal parasites, and by low quality diets. Although the distribution of iron folic acid tablets form a part of basic antenatal care services, further communications and behaviour change research is required to understand and address women’s overall poor acceptance of this intervention. 
Around 50 million pregnant women are exposed to malaria each year. In malaria-endemic areas, up to 25% of severe maternal anaemia causes are attributable to malaria, as is nearly 20% of low birthweight in babies. Malaria during pregnancy also increases the risk of stillbirth, spontaneous abortion, low birthweight and neonatal death (WHO 2005). The use of insecticide-treated mosquito nets to prevent malaria is vital, although coverage still remains low in most countries. The majority of sub-Saharan African countries with stable endemic malaria have also introduced intermittent preventive treatment for pregnant women. 
In recent years, the HIV/AIDS epidemic has increased the already heavy burden of disease and death among women in resource-limited settings, especially in sub-Saharan Africa. The number of women living with HIV has been increasing steadily over the years. In 2007, about 6,300 new HIV infections occurred every day among adults aged 15 years and older of which 50% were among women.(UNAIDS - 2008)  
HIV/AIDS is now a major cause of death among women of reproductive age, especially in sub-Saharan Africa . In highly affected countries, HIV/AIDS-related complications are now among the leading causes of maternal mortality. HIV/AIDS can be the direct cause of maternal mortality through post-partum haemorrhage, puerperal sepsis and complications from caesarean sections. This could be explained by the presence of a profound immunodeficiency and severe anaemia (McIntyre 2003). 
Maternal mortality may also be impacted indirectly by HIV/AIDS as part of the natural evolution of the disease itself -in the absence of treatment- including onset of opportunistic infections such as tuberculosis and toxoplasmosis. Increasing access to antiretroviral therapy for women in general and pregnant women in particular, is essential to improve maternal health and reduce maternal mortality. Addressing the health needs of pregnant women and mothers will meet not only their own health needs but will also reduce significantly the risk of HIV transmission to their infant. Improving maternal survival also indirectly contributes to improving the well being and the health of children irrespective of their eventual HIV status. 

Pre-eclampsia is a condition diagnosed when a pregnant women, with previously normal blood pressure, has raised blood pressure and passes protein in her urine. Women with pre-eclampsia usually do not feel ill until the condition is severe and when it is life threatening. Many women with pre-eclampsia deliver without problems, but in some women, the condition worsens causing headache, blurred vision, abdominal pain and fits. For the baby, severe pre-eclampsia increases the risk of intra-uterine growth restriction, prematurity, newborn asphyxia, long term disability, stillbirth and newborn death. Eclampsia is diagnosed when a pregnant women with pre-eclampsia has fits. Eclampsia is extremely serious, with some women dying after only one or two fits. It causes nearly 10 per cent of maternal deaths in Africa and Asia, over 16 per cent in developed countries, and more than one quarter in Latin America and the Caribbean (Khan et al. 2006). The best treatment for severe pre-eclampsia and eclampsia is to deliver the baby. WHO trials completed in 2003 provided conclusive evidence that magnesium sulphate is the drug of choice for both treatment and prevention of eclampsia, as its use more than halves the risk of eclampsia (UNICEF, WHO, UNFPA Joint Statement on the use of Magnesium Sulphate).
Maternal undernutrition affects women’s chances of surviving pregnancy and the incidence of low birthweight in infants is higher among women who are underweight. A body-mass index of less than 18.5 kh/m2 indicates chronic energy deficiency and is prevalent in many regions. Serious maternal undernutrition is common in sub-Saharan Africa, South Asia and South-East Asia, and is critical in Bangladesh, Eritrea and India (Black et al. 2008).

Programmes targeted towards improving maternal health are increasingly focusing on enhancing the nutrition of girls and women across the life cycle. Along with increased food intake, folic acid and iron supplementation is being encouraged in pre-pregnancy and pregnancy, and vitamin A supplementation during the post-partum period. In addition, dietary diversification, the use of iodized salt and deworming are key interventions to strengthen the nutritional status of pregnant women and mothers. 

It is estimated that 10-15 per cent of women in developed countries experience postnatal depression in the weeks and months after delivery, but data from developing countries are not available. Small-scale studies from Pakistan and Vietnam show women suffering from postpartum depression tend to have underweight infants, and research from India suggests that children of depressed mothers suffer from stunting; new mothers’ poor mental health may adversely affect their breastfeeding (Prince et al. 2007). While research today continues to focus on the hypothesized relationship between reproductive related events, like menstruation, pregnancy and menopause, and women’s higher rates of depression, none of these events by themselves explain the gender difference in depression (Astbury 2002). Instead research on postnatal depression has identified partner and social support, life events, the experience of motherhood and infant temperament as critical risk factors for the development of depression in the postnatal year (Small et al. 1994)
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