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SUMMARY

Over 500,000 maternal deaths occur each year around the world.  Maternal mortality, however, represents merely the “tip of the iceberg.”  For every woman who dies as a result of pregnancy or childbirth, between 16 and 20 more suffer illness or injury.
One oft-overlooked maternal morbidity is uterine prolapse, whereby a woman’s pelvic musculature is damaged or weakened to the extent that it can no longer support the uterus.  Among women of reproductive age, the prevalence of uterine prolapse ranges from 2% to 20%.  Women’s experiences with prolapse tend to be characterised by discomfort and pain, although sequelae can also include life-threatening complications such as maternal sepsis.  Due to these and other complications, women often cannot perform even simple daily activities like sitting, standing, walking, and lifting.  In addition to its physical repercussions, uterine prolapse can have negative consequences for women’s family and social lives.

In Nepal, the prevalence of uterine prolapse is strikingly high; recent estimates suggest that between 600,000 and more than one million women suffer from the condition.  In this region, heavy work and heavy lifting, particularly during pregnancy and the postpartum period, represent major risk factors for prolapse.  Frequent pregnancy, high parity, early marriage and childbirth, malnutrition, and certain traditional birthing practices also contribute to the frequency of the problem.
Fistula is one of many conditions that can lead to uterine prolapse.  Recent estimates suggest that approximately two million women are living with fistula around the world, with between 50,000 and 100,000 new cases emerging each year.  Obstetric fistula is a direct maternal complication; it most often results when women experience obstructed labour and do not have access to medical care.  While obstetric fistula has become increasingly prominent, however, traumatic fistula is a problem that remains relatively unknown.  Traumatic fistula is the result of violent rape, including the forced insertion of foreign objects, such as guns, broken bottles, and sticks, into the vagina.  In such cases, a hole develops in the wall between a woman’s vagina and her bladder, rectum, or both, leading to incontinence and complications like infertility, nerve damage, and infection.  Due to incontinence, the woman is often ostracised by her community and family; in the case of traumatic fistula the situation is made yet worse due to the additional stigma of rape.

The single most important task of organisations seeking to decrease death and disability due to pregnancy and childbirth, including both uterine prolapse and fistula, is to strengthen health systems at all levels.  A crucial component of this task is to focus on the systematic implementation of emergency obstetric care (EmOC) services, with equitable distribution to all women.  The charge to strengthen health systems and all its components necessitates additional funding; organisations such as DFID will be crucial to its success.  Further, organisations must ensure that refugee and internally displaced women are included in the prioritisation of services for women in developing countries.  Finally, donors must also promote increased accountability at all levels of the health care system.

1. AGENCY OVERVIEW

1.1    Columbia University’s Mailman School of Public Health is a leading institution of higher learning in the United States and in the world.  Its research, education, and service agenda addresses the critical and complex public health issues that affect millions of people locally and globally.  The Mailman School is especially known for its pioneering work on women’s reproductive health and human rights.

1.2    The Averting Maternal Death and Disability Program (AMDD), based at the Mailman School, was established in 1999 to reduce maternal mortality and morbidity in the developing world by improving the availability, quality, and utilisation of emergency obstetric care (EmOC).  AMDD believes that sustained reductions in maternal mortality can only be achieved through systemic country-wide improvements to heath systems, inclusive of EmOC.

2. BACKGROUND
2.1    One-third of the burden of disease experienced by women globally is the result of reproductive ill-health.
  A significant proportion of this burden is due to complications of pregnancy and childbirth; approximately 15% of all pregnant women will suffer a direct obstetric complication, either during pregnancy, delivery, or the postpartum period, all of which could lead to death or disability if left untreated.
  Stark inequities are evident between developed countries and developing countries with regards to this disease burden.  A woman’s chance of dying a maternal death in the developing world, for example, is one in 61, and in the developed world, one in 2,800.
  The major reason for these discrepancies is the lack of appropriate care available in developing countries.  Even within countries, differential access to care is often determined by degrees of social disadvantage, including those of educational level, wealth, urban versus rural residence, religion, ethnicity, and forced displacement status.

2.2    Over 500,000 maternal deaths occur each year around the world.
  Maternal mortality, however, represents merely the “tip of the iceberg.”  Estimates of the number of women experiencing maternal morbidity, defined as any “complications that have arisen during the pregnancy, delivery or postpartum period,” range from eight million to 50 million.
,
  Major types of maternal morbidity in developing countries can be classified by length of duration.  Short-term complications include anaemia, preeclampsia, eclampsia, haemorrhage, ectopic pregnancy, sepsis, obstructed labour, depression, and uterine rupture.  Long-term complications include uterine prolapse, vaginal fistula, incontinence, dyspareunia, and infertility.  In the absence of proper care, however, short-term complications often lead to long-term morbidity.
,
,

2.3    Educational attainment and wealth are closely associated with a woman’s risk of maternal morbidity.  Further risk factors include pregnancy and childbirth at young ages, high parity, low utilisation of family planning, and lack of access to health services, including safe abortion services where legal.  In addition to physical injury and illness, maternal morbidity can lead to long-lasting and significant emotional, social, and economic consequences, not only for women, but also for their children and families. 
,
 
2.4    Some obstetric complications, such as those due to unsafe abortion, can be prevented.  Most, however, cannot be foreseen or prevented, but only treated.  For this reason, access to EmOC
 and the presence of skilled attendants during delivery are indispensable in the fight to reduce maternal morbidity and mortality.

3. UTERINE PROLAPSE

3.1    Maternal morbidities are often overlooked in regions where maternal mortality is high.  This is particularly true of uterine prolapse, or “fallen womb.”  With untold millions of women suffering from this condition, the public health community can no longer afford this oversight.  In uterine prolapse, a woman’s pelvic musculature is damaged or weakened to the extent that it can no longer support the uterus.  In first degree prolapse, the cervix descends into the vaginal opening primarily when the woman is bearing down.  In second degree prolapse, the cervix descends into the woman’s vulva.  Finally, in third degree prolapse, the cervix, and often the uterus, descend beyond the vulva, and often outside the body entirely.
,
,
  

3.2    Among women of reproductive age, the prevalence of uterine prolapse ranges from 2% to 20%.  The condition most often develops following childbirth, although intrapartum prolapse does occur in rare cases. Women’s experiences with prolapse tend to be characterised by abdominal pressure and pain, back pain, pain during sexual intercourse, and discomfort urinating and defecating.  Many women with uterine prolapse experience abnormal vaginal discharge, reproductive and urinary tract infections, and infertility.  Internal tissues, when outside the body, can become dry and cracked, leading to bleeding and ulcers, and, eventually, infection.  Due to these complications, women often cannot perform even simple daily activities like sitting, standing, walking, and lifting. Intrapartum prolapse poses additional health threats, including spontaneous abortion, premature labour, and maternal sepsis.
,
,
,
,
  

3.3    Frequent pregnancy and high parity are common causes of uterine prolapse. Certain direct obstetric complications can also lead to uterine prolapse; perineal damage, prolonged and obstructed labour, and delivery of a large infant can all result in significant pelvic floor damage. Heavy work and heavy lifting, particularly during pregnancy and the postpartum period, are major risk factors for prolapse.  Malnutrition, hypertension, constipation, and chronic cough, including from smoking, can increase women’s risk of prolapse.  Women who have had a vaginal hysterectomy can be at a greater risk of uterine prolapse, as can women with an abdominal mass or a history of fistula. Post-menopausal women are at risk for prolapse; as they start to lose oestrogen, their pelvic floor weakens, leading to prolapse.  Prolapse also occurs at younger ages, particularly where women marry and have children early in life.  Genetics may play a role as well; prevalence varies between ethnic groups. 
,
,
,
,
,
,

3.4    Case Study: Nepal

Nepal is one country in which the United Kingdom has invested substantial resources in maternal health.  Despite significant progress, however, poor health indicators persist.  There, a woman’s lifetime risk of dying as a result of pregnancy or childbirth is one in 31.  In the United Kingdom, that number is one in 3,800.  In Nepal, between 11% and 19% of births are attended by skilled personnel, and only one in 20 women with life-threatening obstetric complications are able to access EmOC.
,
,

3.5    In Nepal, the prevalence of uterine prolapse is strikingly high, representing the most frequent cause of poor health among women of reproductive and post-menopausal age, and one of the most frequent among lower caste and rural women. 
  Recent estimates suggest that between 600,000 and more than one million women suffer from the condition; prevalence rates range from 10% to 40%.
,
,
,

3.6    Several factors contribute to high rates of uterine prolapse in Nepal.  Women traditionally engage in extremely hard work, including heavy lifting, with little or no rest during pregnancy or the postpartum period.  Their workload is, on average, 12% to 22% greater than men’s.  Early marriage and childbirth, malnutrition, and certain traditional birthing practices can present risk factors for prolapse as well.  In some areas, for example, an attendant pushes on the woman’s belly from the outside during labour, causing pelvic floor damage.
,
,
,
  
3.7    In addition to its physical sequelae, uterine prolapse causes serious problems in women’s family and social lives.  In Nepal, high value is placed on women’s ability to work and to bear children.  Uterine prolapse threatens their ability to do both, and it is not uncommon for women suffering from the condition to be abandoned by their husbands and ostracised by their families and communities.
,
,

3.8    Treatment for uterine prolapse depends on the degree of severity.  For the most mild cases, some physicians recommend a regimen of Kegel exercises to strengthen the pelvic floor.  More commonly, however, women with first or second degree prolapse are prescribed a pessary to stabilise the uterus. The cost of the pessary is approximately £0.38, but must be replaced every 3 months, which can be challenging when access to health care is limited and extreme poverty is widespread.  Severe cases of prolapse can be treated only through surgery, most often a hysterectomy.  Surgery costs approximately £110, an exorbitant sum for women in less developed countries. 
,
,
 

3.9    In addition to cost, weak health systems and lack of awareness about treatment options are major barriers to women receiving needed care.  Social stigma attached to reproductive morbidity, traditional gender roles, and cultural beliefs also prevent women from seeking care.  Women often do not make decisions about their own health care, and working with male doctors makes many women uncomfortable.
,
,

3.10    As with other maternal morbidities, in order to begin to make real progress toward reducing the prevalence of uterine prolapse, health systems in developing countries must be strengthened, including increasing skilled attendance at birth and improving access to and utilisation of family planning and EmOC.
  Specific steps recommended by programme data include improving access to health education, screening, counselling, and early treatment.
,
,
  Inter-sectoral collaboration is also essential in order to improve the status of women within society, leading to a more equitable distribution of work, improved access to health care and education, and the opportunity to control the number of spacing of their children.

4. FISTULA

4.1    Today, nearly 60 million people around the world are living displaced by conflict and other humanitarian emergencies.  Women living in crisis settings suffer from the same reproductive morbidities as women living in more stable settings, compounded by complications like sexual violence and lack of access to health care.  As a result, women living in countries with ongoing and recent conflicts have consistently poor maternal health.
  

4.2    Fistula is one of many conditions that can lead to uterine prolapse.  Obstetric fistula is a direct maternal complication; it most often results when women experience obstructed labour and do not have access to medical care.  In such cases, a hole develops in the wall between a woman’s vagina and bladder (a vesicovaginal fistula) or the rectum (a rectovaginal fistula) or both. In these situations, the foetus often dies, and the woman is left leaking urine, faeces, or both.  Additionally, women with fistula can develop complications that include uterine prolapse, infertility, ulcerations, infection, kidney disease, spontaneous abortion, and severe nerve damage.  Due to their incontinence, women are often shunned by their families and communities.
,

4.3    While obstetric fistula has become increasingly prominent as a public health concern, traumatic fistula remains relatively unknown.  Traumatic fistula is defined as “an abnormal opening between the reproductive tract of a woman or girl and one or more body cavities or surfaces, caused by sexual violence, usually but not always in conflict and post-conflict settings.” 
  Such trauma is caused by violent rape and the forced insertion of foreign objects, including guns, broken bottles, and sticks, into the vagina.  Due to the stigma of incontinence, coupled with the additional stigma of rape, women with traumatic fistula are frequently ostracised by their families and communities.
,

4.4    Unlike obstetric fistula, traumatic fistula cannot be considered a true maternal morbidity unless it happens to occur during pregnancy or the immediate postpartum period.  Its consequences, however, are the same, and have a significant impact on reproductive and maternal health.  Recent estimates suggest that approximately two million women are living with obstetric or traumatic fistula around the world, with between 50,000 and 100,000 new cases emerging each year.  Sexual violence has persisted, and, some reports indicate, even escalated, in recent conflicts, resulting in its definition as a war crime.  Regions with particularly high numbers of traumatic fistula survivors include Burundi, Chad, the Democratic Republic of Congo (DRC), Sudan, Rwanda, Sierra Leone, Kenya, and Northern Uganda.  Violent rape has been a particularly salient feature of the ongoing war in the DRC, where nearly 15% of all fistulae are the result of trauma. 
,

4.5    Obstetric fistula can be prevented only by ensuring skilled attendance at birth and increasing access to and utilisation of comprehensive EmOC, particularly Caesarean sections.  EmOC services cannot be provided without adequate numbers and levels of staff who are appropriately trained, posted, and retained.  One solution to the problem of insufficient staff, or inappropriate distribution of staff, is the expansion of mid-level providers’ capacity and authority to provide EmOC services.  This strategy of training mid-level providers has been extremely successful in countries such as Mozambique, Tanzania, and Malawi.  In Mozambique, for example, surgical technicians perform more than half of major obstetric surgeries in the country, including nearly all such surgeries in rural hospitals, and with outcomes comparable to procedures performed by physicians.
,
,
,
,

4.6    Surgery can repair both obstetric and traumatic fistulae.  In uncomplicated cases, as many as nine in ten such surgeries are successful, although in complicated cases, this number drops to six in ten.  Unfortunately, with a cost of £160, surgical intervention can be prohibitively expensive for many women.  Urostomy, a procedure in which urine is collected in a bag to prevent leakage, is an option for women who cannot afford surgery and for women for whom surgery is not successful.  However, the majority of women living with fistula receive no treatment whatsoever, due to lack of knowledge or lack of access to services.  As is the case with other maternal morbidity, treatment of fistula will only be attained through strengthened health systems.
,

REQUIRED ACTIONS

5.1    The single most important task of organisations seeking to decrease death and disability due to pregnancy and childbirth is to strengthen health systems at all levels – especially at sub-national levels.  A crucial component of this task will be to focus on the systematic implementation of EmOC services, with equitable distribution to all women.  Only when this is achieved will the reduction of maternal morbidity and mortality become a reality.  AMDD, for example, has been able to help upgrade hundreds of existing facilities to increase met need for EmOC and to significantly reduce direct obstetric case fatality rates over the course of only a few years, through effective partnerships and a systematic focus on improving facility, district, and national systems.
,
,
,
,

5.2    Organisations must ensure that refugee and internally displaced women are included in the prioritisation of services for women in developing countries.  DFID is an important donor to United Nations agencies and to humanitarian relief organisations, and as such should encourage these organisations to include women in emergency settings in plans for strengthening health systems.  As a crucial component of this effort, safe abortion services should be made available to women who have experienced sexual violence in all areas in which  rape constitutes grounds for abortion.

5.3    Needs assessments have shown that in many places, facilities exist but lack the trained staff, essential drugs, equipment, and supplies to make them function as EmOC facilities.  In order to effectively strengthen health systems, donor agencies must encourage the systematic upgrading of existing health centres and hospitals to provide the full range of life-saving signal functions.

5.4    Donors should encourage national governments, implementing organisations, and policy-making bodies to expand the role of mid-level providers to provide good quality EmOC, with requisite training and support, and within strengthened health systems.

5.5    DFID’s maternal health strategy appropriately focuses on the most critical elements of maternal morbidity and mortality reduction, notably EmOC.  Moreover, DFID is a leader in this field, together with its partners in the International Health Partnership.  It is crucial that DFID maintain this evidence-based focus on what is needed to reduce maternal morbidity and mortality.  It is also crucial that DFID maintain, or expand, its global leadership in maternal health.

5.6    Funding

The charge to strengthen health systems and all its components necessitates additional funding; organisations such as DFID will be crucial to the success of the process of strengthening health systems.  There are several ways in which donor agencies can be most efficient.  First, they can make commitments to long-term investments.  Second, they can provide funding which complements national health programmes and ensures donor harmonisation.  Finally, stakeholders at every level should be included in plans for funding. 
  DFID’s participation in the International Health Partnership will help to accomplish these goals, and DFID should continue to pursue such collaborations.

5.7    In the 2007-2008 fiscal year, DFID spent nearly £3 billion on its Bilateral Programme.  Over £500 million, or 18%, of this was spent on the health sector, representing an increase in funding from previous fiscal years.
  DFID has taken an important step by pledging more than £50 million of funding to maternal health programmes in 2008.  However, the health sector requires additional support.  Given DFID’s strong strategy and leadership position, further spending is called for; DFID has recognised that more than £7 billion are needed in order to provide basic health services for all.
  In addition, ensuring that maternal health programmes are adequately funded within the health system will help to prioritise services such as EmOC, family planning, and safe abortion.  Without additional funding and attention from DFID and other donors, little, if any, progress will be made toward Millennium Development Goal 5, which calls for the improvement of maternal health.

5.8    Donors have the obligation to challenge governments of countries suffering from high maternal morbidity and mortality to redouble their efforts to improve maternal health and reduce maternal death and disability.  International organisations must work in concert with national and sub-national actors in order to effect real change in maternal morbidity and mortality.

5.9    Health care is not only a service provided to individuals, but also a basic human right.  As such, donors must support national governments in their progressive realisation of this right, which includes involving civil society organisations and ensuring that all women have access to good-quality pregnancy-related care.

5.10    Donors must also promote increased accountability at all levels of the health care system, from health workers to donor agencies, in order to reach the common goal of maternal morbidity reduction.  DFID has made important progress toward this goal through its participation in the International Initiative on Maternal Mortality and Human Rights (IIMMHR).  Further progress can be made through supporting non-governmental organizations and networks that, like IIMMHR, focus on building constructive accountability mechanisms related to maternal mortality and morbidity.  As noted in the Task Force on Child Health and Maternal Health’s progress report, “Accountability should lie at the heart of the MDG initiative.” 
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