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Achieving Results in Reducing Maternal Morbidity and Mortality
Summary
Scope of the Problem
Every year, more than 500,000 women, nearly all of them in developing countries, die from pregnancy- and labour-related complications, and another15-20 million women are left with debilitating injuries
. Moreover, maternal health is an important determinant of neonatal survival and overall family health, and if key proven, high-impact interventions are made available during pregnancy and birth, we can dramatically affect the health of mothers, children and families.
When it comes to reducing maternal mortality and morbidity, the global health community knows what to do. There is ample evidence showing that key interventions can have an enormous impact on maternal health worldwide: making family planning services available to women of child bearing age at every opportunity; making certain that pregnant women have ready access to services that prevent mother-to-child transmission of HIV/AIDS; ensuring the availability of calcium and magnesium sulphate to prevent and treat pre-eclampsia and eclampsia; providing misoprostol, a lifesaving medicine, for home births to prevent postpartum hemorrhage; increasing access to emergency obstetric care (EmOC); using the partograph, a simple labour management tool, during every labour; and instructing health care providers on actively managing the third stage of labour.

We know what to do. The challenge is how to get these lifesaving interventions to women throughout the developing world. This involves educating providers and community members, making physical improvements to clinics and hospitals, securing government commitment to fund maternal health, and make lifesaving commodities available to the most vulnerable populations. Jhpiego has worked to reduce maternal mortality and morbidity for the past three decades. In building the health care workforce, we have learned that it is critical that the education approach meets service delivery objectives, that ownership is built at all levels from the community to the central government, and that professional associations are engaged as powerful allies for sustaining gains made through donor support.
In our efforts to strengthen health care systems, we have learned that it is crucial to tailor interventions to the local country context, that setting national standards of practice can form a foundation for quality improvement throughout the entire country, and that efforts must be made across the continuum of care—from the household to the hospital—in order for real improvements to take hold.  Perhaps our most important lesson learned has been to provide services as close to the client as possible. As part of this effort, Jhpiego is a member of the White Ribbon Alliance, a grassroots movement that advocates to ensure women and newborns have access to essential and lifesaving services. Partnering with organizations from the community to the national level, Jhpiego builds sustainable, local capacity through advocacy, policy development, and quality and performance improvement approaches. 
Written Evidence on Reducing Maternal Morbidity and Mortality
We Know What to Do
With our tools, materials and capacity-building approaches in country, Jhpiego is contributing to the dissemination of essential maternal health knowledge. Our approach is comprised of several technical interventions, which are known to have impact:
Provision of Postabortion Care Services
Postabortion care (PAC) is a lifesaving service for women suffering the complications of unsafe or spontaneous abortions. Worldwide, 70 million unwanted pregnancies occur every year. Of those, 40-60 million end in abortion, and 20 million in unsafe conditions. PAC is a component of the basic EmOC package that should be provided to all pregnant women, and can be carried out by skilled providers using current and emerging technology at nearly all levels of the health care system.

High-quality PAC services include prompt and safe emergency treatment to manage bleeding from early pregnancy loss or abortion. In most cases, oral misoprostol can safely replace surgical treatment making it possible to provide care closer to women and at very low cost. PAC services also include psychosocial support, appropriate pain management, and family planning (FP) counseling and reproductive health services to prevent the cycle of repeat abortion.
Management of Prolonged/Obstructed Labour/Fistula

Obstructed labour and its consequences account for approximately 12% of maternal deaths globally
. For every woman who dies of obstructed labour, 20 others may suffer injury and disability such as anemia, chronic infection, infertility, nerve paralysis, and obstetric fistula
. Obstructed labour affects both mother and fetus, leading to stillbirth and newborn death due to infection and asphyxia.

Obstructed labour is prevented using a simple labour management tool called the partograph, which can be used by a skilled health care provider at any level of the health system monitor the health of the mother and baby during labour. It enables the provider to identify abnormalities and take immediate measures to treat them, thus avoiding unnecessary delay. The World Health Organization (WHO) validated the effectiveness, low-cost and feasibility of the partograph in a multicenter trial carried out in Indonesia, Malaysia and Thailand
. Use of the partograph as a tool to diagnose abnormal labour and promote early referral for EmOC ensures that a woman can obtain interventions such as cesarean section, antibiotics and blood transfusion before she and her baby are threatened with catastrophic complications.
Prevention and Management of Pre-Eclampsia/Eclampsia
Hypertensive disorders of pregnancy are the second leading cause of maternal mortality: 7-15% of pregnant women develop pre-eclampsia, and about 1-2% develop eclampsia, a condition that contributes to 8-25% of maternal mortality. Although better attention to prevention and treatment of postpartum hemorrhage (PPH) has reduced maternal deaths due to PPH, mortality due to pre-eclampsia/eclampsia has declined very little.
Calcium supplementation has been shown to reduce the prevalence of pre-eclampsia by about 60%
. Despite this evidence, however, there are no large scale calcium supplementation programmes in the developing world. In addition, secondary prevention by early detection is restricted to antenatal care (ANC) services, which reach less than 50% of pregnant women. Left unidentified, 10% of pre-eclampsia cases progress to eclampsia and possible death. However, we can identify all cases of pre-eclampsia early by training community volunteers to detect high blood pressure and protein in urine using simple, inexpensive and robust instruments and tests . Finally, magnesium sulphate, the best drug to treat eclampsia, must replace less effective and more costly alternatives. This combination of preventative and curative measures exemplifies the principles of the continuum of care and together can make a substantial impact on maternal mortality and morbidity.
Prevention and Treatment of Postpartum Hemorrhage

PPH remains the major cause of maternal mortality and morbidity in the developing world, responsible for more than one-third of all maternal deaths. Low-cost, evidenced-based interventions to reduce the incidence of PPH exist globally are being implemented in numerous countries and must be taken to scale globally.

Providing active management of third stage of labour (AMTSL) prevents uterine atony, which is responsible for over 80% of PPH cases. Evidence shows that AMTSL can reduce the incidence of PPH by up to 60% and maternal deaths by 25%
. Moreover, with appropriate training, Jhpiego has demonstrated how to increase provider’s use of AMTSL from as low as 30% to over 90% of deliveries in several countries. For women who deliver at home without a skilled provider, however, different approaches must be used. Misoprostol, an oral uterotonic, can be safely provided to women to take immediately after delivery of the baby at home and has been shown to reduce maternal deaths by over 20%. The challenge lies in getting misoprostol to women who are not within any formal health care setting. In some of the most difficult to reach areas of Afghanistan, for example, illiterate community volunteers have been trained to educate pregnant women and their families about PPH and to distribute misoprostol in the antenatal period. As a result of this intervention, 97% of pregnant women in the study areas had a uterotonic at birth compared to only 25% in the control area. As Jhpiego expands this intervention in Afghanistan, Nepal and Indonesia, it is clear that well selected, evidence-based interventions can be delivered to all pregnant women if we are willing to support community approaches with as much enthusiasm as health facility approaches.

Prevention of Mother-to-Child Transmission of HIV
The most common cause of HIV infection in children is mother-to-child transmission (MTCT) during pregnancy, childbirth and breastfeeding. Without interventions to prevent MTCT, an estimated 35% of HIV-infected pregnant women will transmit the virus to their babies. To help prevent MTCT, the woman must be offered and agree to have an HIV test; receive the test results; be offered drugs by a health care worker knowledgeable in prescribing them; and take the drugs. After birth, the woman or a health care worker must give drugs to the baby, and the mother must use safer infant feeding practices. Jhpiego has demonstrated that, if testing expands beyond the clinic setting and into the community, and if well supervised community distribution of medication exists for mothers and their newborns, near universal coverage can finally be achieved.
Integrating pre-conception counseling and FP services into prevention of MTCT activities can save lives. For the same cost, FP services can avert nearly 30% more HIV-positive births than the antiretroviral drug Nevirapine, and benefit HIV-positive women who wish to delay or avoid having another child. Early infant diagnosis also saves lives—infants born to HIV-positive mothers should start cotrimoxazole prophylaxis at 4 to 6 weeks of age and continue until HIV infection has been excluded and they are no longer breastfeeding. Mothers of infants who are known to be HIV-infected are strongly encouraged to breastfeed exclusively and for as long as they wish.
Prevention of Unwanted Pregnancies
More than 120 million women worldwide want to prevent pregnancy, but are not using contraception. Addressing this unmet need for FP is an essential and underutilized element of maternal care. It is estimated that 25-40% of maternal deaths—almost 200,000 deaths per year—could be averted if unplanned and unwanted pregnancies were prevented
, and 10% of child deaths could be prevented by eliminating inter-birth intervals of less than two years.

Providing FP information and services during the postpartum period has the potential to reach over 90% of women of reproductive age in high-fertility settings. In Kenya, Jhpiego incorporated FP as an essential element of postnatal care, resulting in a significant decrease in pregnancies at six months
. Use of modern FP among the intervention group was 78% at six months postpartum. This relatively straightforward intervention has been repeatedly demonstrated to increase contraceptive use
, but is underutilized as FP information and services are not tailored to meet the needs of women during ANC or the extended postpartum period.

Bringing Basic Emergency Obstetric Care Closer to Women

The most important cause of maternal mortality and morbidity is not hemorrhage or eclampsia; it is the delay in treating them. Immediate treatment is simple and effective, and greatly reduces the need for blood transfusion, intensive care, and complex treatment. Investing in treatments such as basic EmOC—and providing them at peripheral health centers and even homes—has an enormous impact because they are provided by nurses, midwives and general doctors who are more available than specialists. In India, Jhpiego together with a local obstetric professional association have used a 17-week competency-based training course to prepare high-performing, general doctors to provide EmOC, including caesarean section, thus expanding the availability of EmOC at first referral units.

We Know How to Do It
Following are two case studies demonstrating how we have applied selected clinical interventions in two different environments: in post-conflict Afghanistan, where the midwifery education system needed to be rebuilt; and in the chronically underserved areas of northern Nigeria, where the primary health care system is virtually nonfunctional. 
Afghanistan: Increasing the Coverage of Skilled Attendance at Birth: A Health Workforce Development Approach
In 2002, a shortage of health workers, especially females and those with midwifery skills, was thought to be a fundamental factor in the high rate of maternal death in Afghanistan. That year, there were only 467 midwives in a country of nearly 21 million people
 and rates of skilled attendance at birth were below 8%
.
Ensure the educational approach meets service delivery objectives

During 23 years of war and isolation in Afghanistan, the midwifery education system had substantially deteriorated and the technical and pedagogic approaches were out of date
. Substantial international support was provided to the Ministry of Health to rehabilitate the midwifery education system and Jhpiego helped spearhead coordination efforts at the national level to ensure that the educational approach met the service delivery objectives. That approach was based upon principles of health workforce development to ensure that midwives were not only properly educated, but competent to perform their duties and ready to work upon graduation.

A strong role for midwives was provided for in the Basic Package of Health Services (BPHS), the policy blueprint for the health system. A job description and appropriate national policies were developed, including policies requiring the accreditation of midwifery schools. A competency-based and skill-focused curriculum was developed based on the new midwife job description.

Build ownership at all levels

Each midwifery school worked with local authorities and elders to form a local midwifery education coordination committee to inform people about the maternal/newborn health situation in the province, the role of midwives in the new health structure of the country, and the need to recruit women to become students in the new schools. These committees increased the sense of local ownership of the school and the members ultimately became advocates for the programmes.

The rapid expansion of schools from six non-functional schools in 2002 to 21 schools working with a new curriculum by 2008 was due to the advocacy resulting from release of the data regarding Afghanistan’s high maternal mortality and scarce human resources in midwifery, as well as from strong donor support.

From June 2002, when midwifery education resumed in the country, until September 2008, 1,762 new midwives graduated. By October 2006, the number of midwives in Afghanistan had increased 238% over a 4 year time period. When efforts were made to determine place of deployment prior to admission, deployment rates were greater than 90%. The increase in skilled attendance at birth was dramatic: in Tarkhar Province, skilled attendance from 12% to 21%; in Heart Province, from 4% to 43%.
Work through professional associations to increase professionalism of providers

During this time the Afghan Midwives Association (AMA) was formed. Graduates from accredited midwifery programmes were invited to join and remain connected to classmates and colleagues. The AMA also served in a local advocacy role with the health authorities to ensure that midwives were able to practice according to the national job description. This professionalization of midwifery and increased status at the local level played a large role in increasing the demand for the midwife’s services from the general public, and thus increasing the number of births attended by a skilled attendant. 

Nigeria: Removing Barriers to Lifesaving Services: A Comprehensive Health Systems Approach
In Nigeria, Jhpiego is working through the ACCESS Program
 in the North West zone of the country—in Kano, Katsina and Zamfara states—where health and development indicators are among the worst in the world.

Tailor interventions to the local context

The findings from a 2006 survey of 396 women and 18 facilities, a few of which are presented below, drove Jhpiego’s selection of application interventions:
· One-third of respondents thought their husbands should make decisions regarding FP
· Getting permission to seek skilled services is a barrier to receiving care
· AMTSL is not routinely practiced

· The majority of hospitals in Kano state do not use the internationally recommended treatment for eclampsia

· Very few hospitals have current national service delivery guidelines and protocols for labour and delivery

· No facilities equipped to provide even basic EmOC

Work with government to set national standards of practice
Jhpiego’s initial assessments in northern Nigeria found that the quality of EmOC was abysmally poor. We also learned from government officials that Nigeria did not have standards for EmOC, but that development of such standards was a priority activity in the Road Map for Accelerating the Attainment of the MDGs Related to Maternal and Newborn Health in Nigeria (page 20). Therefore, while aiming to improve the quality of services in two of Nigeria’s underserved states, Jhpiego was also able to help the Ministry of Health establish maternal health standards for use throughout the country. These standards covered the latest global thinking and evidence in: ANC; management of pregnancy complications; normal labour, delivery and immediate postpartum care; management of complications of labour, delivery and the postpartum period; postnatal care for the mother and newborn (including postpartum FP); and infection prevention.
Work across the continuum of care from household to health facility
When interventions are designed to address the particular needs of a country, it is critical to engage the entire continuum of care, from household to health facility, to ensure the same messages are being delivered, and reinforced, in multiple settings by a range of credible sources. At the community level, male health workers were trained to discuss FP with the male members of the community (as they are most often the decision makers). At the facility level, performance standards were introduced, facilities were upgraded, and provider knowledge and skills were updated. At the local government level, supervision was strengthened to reinforce standards and leadership, as was management and advocacy of the Local Government Authority Health Management Team.
As a result of this comprehensive approach, we are seeing progress after just two years of programming. Facilities are meeting 60% of performance standards—up from 10% at baseline—and, at the individual level, we are seeing a modest increase in Couple Years of Protection, reflecting an increased uptake of FP methods. (See graphs below.)
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Figure 3. Performance Scores at Baseline and Follow up (Nigeria)
Figure 4. Couple Years of Protection due to uptake of FP Methods (Nigeria)
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Breaking Down Barriers to High-Quality Services
Our success in the future will not only be measured by discovery of new innovations, but on how well and how widely they are adopted. There remain nations where modern FP and reproductive health services reach only a fraction of the population, and where simple, lifesaving innovations languish for lack of political commitment or donor support. Our approaches must consider communities, households and individuals not only as recipients of health services but also as integral parts of their implementation. In this way, we believe barriers to high-quality health care will be removed for women to easily access the services we know will make their lives more productive and satisfying.
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