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	The Hearing into Maternal Morbidity by the UK All Party Group on Population, Development and Reproductive Health


1.  Key Messages 

· Maternal morbidity results in a significant physical burden of disease, but also has profound psychological, social and economic consequences.
· The cost of care is a major barrier which contributes to maternal morbidity. 
· The quality of care provided in the community and in facilities is often unacceptably poor and results in aggravation of complications, long term morbidity and death. 

· Maternal morbidity pushes poor families further into debt and poverty. 

Better access to quality obstetric care in health facilities is an important way forward in reducing maternal morbidity and mortality. Progress has been made over the last 20 years in developing effective means of preventing and treating maternal morbidity
.  Measuring and tracking reduction of obstetric morbidities and complications highlights progress toward achieving maternal health because it draws attention to women who survive, and is more frequent outcome than a maternal death.

2.   Summary of lessons learnt from Immpact research
2.1 Long term physical, social, psychological and economic consequences of obstetric complications and morbidity were documented in Immpact studies in Burkina Faso. Compared to women who had an uncomplicated childbirth, women who experienced a very severe complication were significantly more likely to die up to one year postpartum. Their infants were also more likely to die during this time. In addition, feelings of dependency and guilt were reported. Women returned to income generating work activities even when still unwell to replenish depleted household funds. Disintegration of marital and social relationships occurred.
2.2 In Indonesia, concerns of cost led to delays in reaching treatment for obstetric complications. Families were reluctant to call upon health professionals to attend women in labour because of fear of costs. Difficulty was experienced in finding funds for transportation of women to health facilities. Even after reaching a hospital, emergency treatment such as blood transfusions were delayed due to lack of funds.  

2.3 Quality of maternity care is poor. In Indonesia, midwives attending obstetric emergencies in villages enable referral and transportation but are not sufficiently supported or equipped to adequately provide first line treatment to complications at the home level. In Ghana, health facilities appeared ill prepared to deal with obstetric emergencies and care provided by health professionals was sub-standard, aggravating morbidity.
2.4 Maternal morbidity causes poor families to become poorer. Catastrophic payments are those that are so high that they take up a share of the household income to a degree that adversely affects consumption to levels below subsistence. In Indonesia, 70% of the poorest households make catastrophic payments for obstetric care when a complication occurs. Women and their families have to borrow, go into debt and lose their livelihoods to pay for treatment for an obstetric complication.
3. Background

Immpact is an international research initiative set up to improve the evidence-base for decision makers on strategies to reduce maternal mortality and morbidity (see attachment, UK select committee submission). We present evidence from Immpact in support of our four key messages.

3.1 Message 1: Maternal morbidity results in a significant physical burden of disease, but also has profound psychological, social and economic consequences

The 536,000 maternal deaths experienced globally every year is only part of the picture of the burden of maternal ill-health today. For every death, 30 other women experience debilitating consequences of pregnancy. Long term adverse consequences of pregnancy can be physical, psychological, social and economic
. Obstetric complications are also a major cause of stillbirths and neonatal mortality and morbidity (Box 1).
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Up to 15% of all pregnant women suffer an obstetric complication. These complications can become particularly severe, when routine services are not used or access to emergency care is delayed. 

The impact of severe obstetric complications (sometimes called ‘near-miss’ complications) on the women’s health and lives, and on their families has only been recently investigated extensively. 
Immpact conducted a study of a 1000 women in Burkina Faso, conducting interviews and clinical assessments. Despite emergency obstetric care and hospitalisation we documented that women continue suffering on many fronts for up to one year postpartum, compared to women who had had an uncomplicated childbirth. For example, women who experienced a very severe complication were significantly more likely to die; their infants were also more likely to die within the 12 month postpartum period. 
Psychological
distress, including suicide ideation was a common occurrence in some groups, in particular those women who did not give birth to a live infant. In response to such feelings of responsibility and shame women often went to great lengths to minimise spending on their own needs and often tried to become self-sufficient by resuming income generating activities, domestic and agricultural work often before they felt physically ready for it
.
In addition, high levels of user fees were paid to access maternity services and families became indebted and reduced consumption on some essential items (Box 3).

3.2 Message 2: The cost of care is a major barrier which contributes to maternal morbidity


Another Immpact study in Indonesia used testimonials provided by health workers, community members and women who had experienced a severe obstetric complication. Despite the insurance scheme for the poor that exists in Indonesia, poor people were not prepared for obstetric emergencies and still faced costs including those for transport and supplies.
Families were reluctant to call health professionals for fear of unaffordable charges.  When the decision is eventually made to attend a health facility, further delays occur while sufficient funds are found.  Even after reaching facilities, lack of funds for emergency supplies such as blood can result in an avoidable death
 (Box 4).
3.3 Message 3: The quality of care provided in the community and in facilities is often unacceptably poor and results in aggravation of complications, long term morbidity and death. 

Panels of experts assessed community-based care in Indonesia and hospital based care in Ghana
. In Indonesia, the panel assessment found that although midwives diagnostic skills were sufficient to identify urgent referral needs, clinical skills were poor. Incorrect obstetric interventions were performed including contraindicated and unnecessary vaginal examinations. Lack of confidence in obstetric first aid provision was noted.

In Ghana, poor quality, facility based care was noted. In hospitals, doctors prescribed inappropriate and ineffective drugs and were rarely present when a woman was in a critical condition, especially in the post partum period. Decisions to conduct Caesarean sections were done in haste without properly weighing up the risks and without stabilizing the patient before operating. In one case reviewed, the operation appeared to have contributed to the death. Unnecessary delays were documented between recognition of a complication and conduct of surgery.

Quality assessment scores were gathered from health centres in Ghana. These were computed from various criteria which included parameters relating to history taking, physical examination, first stage labour monitoring such as use of the partograph, delivery care and immediate post-partum care (Figure 1). 

The maximum score possible is 44 and it can be seen that mean scores are less than half this desired level for all groups, indicating poor quality care in these facilities.
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Figure 1: Mean quality of care assessment scores

in health centres, Ghana 2006
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3.4 Message 4: Maternal morbidity pushes poor families further into debt and poverty
In the context of pervasive poverty, our work in Burkina Faso found that few people had recourse to formal loans of financial assistance.  In addition to informal loans and asset sales, different forms of solidarity helped households to manage the costs of healthcare.  Several men explained that they had limited their own consumption of food during the hospitalisation to save money and that they engaged in extra work or begged for money to pay the hospital costs.  In a few cases, ongoing care for other household members was suspended in order to meet the cost of the women’s emergency care.  Not everyone had access to family or other social networks to rely on for protection, and sources of livelihood had to be sold (Box 5). 


Catastrophic payments are those that are so high that they take up a share of the household income to a degree that adversely affects consumption to levels below subsistence, and possibly leading to loss of productive assets.

In Figure 1, catastrophic payment is expressed as a “threshold” where costs take up 40% or more of yearly household disposable income in Indonesia. We found that 70% of the poorest households make catastrophic payments for obstetric care when a complication occurs. The wealthier the household, the lower the likelihood of having to make a catastrophic payment, and this trend occurred irrespective of whether the households were covered by the health insurance scheme for the poor that is available in Indonesia.

4. Lessons learnt 

On the basis of these findings from Immpact, we think there are some important lessons to learn and actions to take.

· We need to continue stimulating demand and improving access to supervised delivery - by continuing to remove financial barriers but also working on others.

· The full costs of emergencies need to be covered – these are unpredictable and will avoid the poor incurring catastrophic payments.
· We need to find ways to encourage households to plan for the more predictable costs of childbearing.
· Poverty reduction is not a new concept, but it is possible that current strategies are not as good in reaching the poor as they should be.

· “Universal coverage”, where all women can access appropriate maternity care, must be matched by improvements in quality of care, especially in health facilities.
· Measurement opportunities and challenges exist in enlarging our understanding of maternal morbidity. If morbidity could be captured with sufficient accuracy, this would greatly facilitate the monitoring and evaluation of safe motherhood programmes. 
· Underpinning these actions is the need for large scale political commitment to ensure sufficient resources and effective managements of these resources.

Prepared by Julia Hussein, Veronique Filippi, Alec Cumming

26th September 2008
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Box 3: Examples of the economic burden of maternal morbidity, Burkina Faso





Nearly all of the women with ‘near-miss’ events who participated in in-depth interviews explained that finding money to pay for the care had been very difficult.  An unmarried woman who developed eclampsia during her first delivery, explained how the money to pay for her care was obtained:


‘My father asked for part of it at the mosque, and my mother also asked for some and then we added our 5,000 F (savings)… We haven’t reimbursed them… my mother got 1000 F from one person and 1000 from another, 1500 from yet another.  We had a bit of maize that we sold.  I had three cloths and I sold these and added it all and had 15,000 F, which we went to give (to the hospital)’





One husband explained how he managed to pay for his wife’s treatment:


‘The day that my wife went to hospital, I only had 3500 F of my own money.  Even if my wife had delivered normally that day, the money that I had in my pocket would not have been enough to cover the cost.  Since I am a native of the village, people in the village helped me.  Some gave me 5,000, others 	10,000.  They gave me that simply because of God.  And since we pray together also, if somebody doesn’t have money, we know it’.





Source: Immpact





Box 1: Estimates of maternal morbidity


Of the 120 million women who give birth every year, half experience a complication and 20 million develop disabilities


18 million unsafe abortions occur every year in less developed countries


2 million women suffer from obstetric fistula, mostly in Africa and the Indian subcontinent


Most of the 8 million perinatal deaths that occur in developing countries are associated with complications of pregnancy and delivery


Source: http://www.prb.org/pdf/hiddensufferingeng.pdf





Box 4: How the barrier of cost exacerbates maternal morbidity, Indonesia





A traditional birth attendant related her story of a woman with obstructed labour: 


‘I said [to the family]: I think we should call the midwife now, I cannot handle this delivery….but they did not listen…they did not have money for such a thing like that’ 





In another testimonial provided by a midwife, referral was recommended immediately for an obstructed labour. The family spent the rest of the day trying to borrow money from neighbours. It was the next day before sufficient funds were found for transport to hospital. The woman survived, but the baby died.





In a third case, a woman needed a blood transfusion when she was admitted to hospital with a retained placenta and haemorrhage. The hospital had no blood supplies. The woman’s father travelled to another hospital to obtain blood. More delay was experienced when he found out he had to pay for the blood. He managed to return to his daughter’s hospital with the blood after 8 hours.  By this time, his daughter had become so weak that blood could not be given and she passed away with the placenta undelivered. 





Source: Immpact





Box 5: Case studies of debt and loss of livelihood





For poor households, even relatively small levels of debt contributed to everyday financial struggles, especially since almost all available resources would normally be used to meet basic needs. The husband of woman with ‘near-miss’:


‘I was scared, because I didn’t have money and I am alone.  There isn’t anyone to help me… I had no money.  I had to crush millet and go sell it.  I earned 5,000 from that. Then I sold my cattle.  The rest I had to borrow.’ 





One young woman’s experience helps to highlight this problem and the associated suffering.  Six months after her household’s resources were depleted to pay for treatment of a near-miss event, H, who had become pregnant following rape, finally accepted the advances of a much older man to become his second wife.  This man had assured her that he would settle the family’s remaining debts, take care of her child and her severely impoverished parents.  When we visited H 6 months after the new engagement – a year after her delivery – she was despondent.  Some of the original debt had been settled, but Habibata’s parents were still struggling to eat enough. She explained how she felt about it:


‘What is difficult for me is our debts that have not been repaid.  When they see my mother around I don’t want some of them to go up and ask her for their money… I don’t want them to see my mother and say: ‘She has my money, she has my money’.





The absolute size of the remaining debt was 2,500 F, about £2.50.





Source: Immpact








Box 2: Example of psychological and social distress, Burkina Faso





Women whose care had been expensive often felt responsible and were blamed for the worsened situation.  This pervasive feeling of shame is illustrated by one woman’s account, almost a year after she received life-saving but costly, obstetric care: 


‘Even yesterday they were speaking about it. They were saying that if it hadn’t been for the cost of my operation, the problem of buying (food) wouldn’t have been as bad, because we could have spent the money that we spent on the operation to buy millet.  When they say things like this, I just get up and leave the room and wait until they have finished before I go back in and join them’.





Source: Immpact 
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