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Introduction

The Royal College of Midwives (RCM) is a professional organisation and trade union. It is the voice of midwifery, providing excellence in professional leadership, education, influence and representation for and on behalf of midwives.
We welcome the opportunity to contribute to the All-Party Parliamentary Group on Population, Development and Reproductive Health’s important inquiry into maternal morbidity.

The scale of the problem
Good maternal health is fundamental to human development. A healthy mother can nurture her children and give them a better start in life, and she can play her part in maintaining a strong family that will care for all its members. The benefits of good maternal health can cascade down through the generations.
The importance of good maternal health is recognised in the United Nations’ (UN) Millennium Development Goals (MDGs). The MDGs are an attempt to spur international development efforts by setting targets in eight key areas. One of those areas is improving maternal health. The MDG covering this – known as MDG5 – has a target to reduce maternal deaths and provide universal access to reproductive health
.
This is not the first time that an ambitious target has been set for cutting maternal mortality. In 1987, the Safe Motherhood Initiative was launched at a UN conference, with the goal of halving maternal mortality by the year 2000. This did not happen.

The current situation with maternal health globally is dire. The UN itself accepts that “Maternal mortality remains unacceptably high across much of the developing world.”

The statistics on maternal health are bleak in the extreme
. Every minute of every day a woman dies in childbirth. Indeed, in developing countries pregnancy and childbirth is the second most common cause of death among women of reproductive age, after HIV/AIDS
. As the UN Population Fund (UNFPA) argues however, mortality is just “the tip of the iceberg”
; for every one of those women who dies, 20 or more experience serious complications. The list of morbidities includes fever, anaemia, obstetric fistula, incontinence, infertility and depression; frequently women unfortunate enough to suffer from these are stigmatised and cast out by their husbands, families and communities.
Whilst over the course of a year, more than 500,000 women die, in excess of 10 million are left with severe or long-lasting illnesses or disabilities, and 20 million experience some pregnancy-related illness
. Additionally, complications in pregnancy and childbirth are the main cause of death in young women, aged 15 to 19, who live in the developing world
.
The gap between the developed and developing worlds is just as stark. A woman’s lifetime risk of maternal death (defined as the probability that a 15-year-old female will eventually die from a maternal cause) is highest in Niger, with a one in 7 risk, whilst in Ireland the risk is just one in 48,000
. This disparity explains why 99 per cent of all maternal deaths occur in developing countries
. Furthermore, these numbers really do underline the preventability of so many maternal deaths.
Following the lead of the UN and using maternal mortality as a proxy indicator for maternal health generally, little global progress seems to be occurring. Between 1990 and 2005, for example, maternal mortality across the world as a whole decreased by less than 1 per cent per year; meeting the MDG on improving maternal health would require a 5.5 per cent reduction year-on-year
.
The situation is grave, the gap between rich and poor is vast, and little detectable improvement is taking place across the world as a whole. Meeting the MDG on maternal health, with its 2015 deadline, would now appear a virtual impossibility; it looks set to go the same way as the Safe Motherhood Initiative. That stated, this makes immediate action to improve this dire situation all the more urgent.
Specific issues raised by the APPG, with recommendations
The issues cited in the call for evidence are linked very closely with maternal mortality
, and therefore no doubt maternal morbidity. More than four in every five maternal deaths around the world are caused directly by haemorrhage, sepsis, unsafe abortion, obstructed labour and eclampsia/pre-eclampsia. The first of these, haemorrhage, accounts for just over a fifth of all deaths.

Unwanted pregnancies and unsafe abortions

It has been estimated by the UN that 200 million women wish to delay or avoid pregnancy but are not accessing family planning services. The UN also estimates that one in three deaths in pregnancy and childbirth would be avoided if women who had wanted to use contraception had been able to do so; given this, the UN asserts that meeting the unmet need for contraception would, on its own, cut maternal deaths globally by a third
. Pent-up demand for contraception is clear, given estimates that it is likely to increase by 40 per cent over the next 15 years.

It is further estimated that 19 million unsafe abortions are conducted annually in developing countries. An estimated 68,000 women die as a result of these, with millions more suffering from complications.
The RCM recommends that all countries provide women with family planning advice and services, including access to contraception. We further recommend that all women have access to safe abortions. We recognise that the governments of some countries have objections to providing contraception and access to abortions; we are unapologetic however in pointing out that their decision to do this means women are dying unnecessarily.
Prolonged obstructed labours – obstetric fistula

Obstetric fistula is an unpleasant distressing injury, deeply distressing for those women it affects, that occurs as a result of a prolonged or obstructed labour. It leaves the woman leaking urine and/or faeces. Unless the injury is surgically repaired, the consequences can include incontinence, infection, pain, infertility and early mortality; women can also often find themselves ostracised and abandoned by their families and communities.
Fistulae affect more than two million women around the world, with an estimated 50,000 to 100,000 new cases each year.
The RCM makes recommends below about the establishment of adequate maternity services, which we believe would help to identify cases of obstetric fistulae and treat them.

Eclampsia and pre-eclampsia

High blood pressure in pregnancy, pre-eclampsia, can induce convulsions, or eclampsia. This leads to over 63,000 maternal deaths worldwide every year, representing about 12 per cent of all maternal deaths.
The RCM makes recommendations below about the establishment of adequate maternity services, which we believe would help to identify women with pre-eclampsia early enough to ensure that they are treated for the condition.

Haemorrhage and anaemia

Anaemia affects nearly half of all pregnant women, although it does disproportionately affect women living in the developing world. Malaria is amongst the factors that contribute to its high prevalence.
Anaemia during pregnancy is linked to a higher risk of maternal death, especially death from haemorrhage. This is because anaemic women’s bodies are less able to cope with blood loss. Anaemic pregnant women also have a higher risk of having a stillborn baby, their baby dying around the time of birth, their baby having a low birth-weight, and delivering prematurely.

Again, the numbers involved are stark. An estimated 50 million women living in malaria-endemic countries become pregnant; around 10,000 of these will die from malarial infection, with severe malarial anaemia leading to more than half of these deaths
The RCM recommends that action is taken to prevent and treat malaria and anaemia, particularly in areas where malaria is endemic. Action can be as simple as effective use of mosquito nets. This can do a great deal to cut maternal morbidity and mortality.
Infections including HIV

Across the world each year around 2.2 million women with HIV infection give birth. Infection can lead to higher levels of miscarriage, anaemia, postpartum haemorrhage, puerperal sepsis (infection of the genital tract after childbirth) and post-surgical complications.
HIV infection adds greatly to the risks that already exist for women, especially in the developing world. HIV infection contributes to the high prevalence of anaemia, for example. This can be demonstrated by the maternal mortality rates between women infected with HIV and those not infected. The WHO in its 2005 World Health Report, for example, quotes statistics that relate to Rakai, Uganda; there, maternal mortality was 1,687 per 100,000 live births among HIV-infected women and 310 among other women.
The RCM recommendations continued efforts to ensure that people with HIV infection receive effective treatment; this is obviously more than purely a maternity issue and requires action on a broader front.

Postnatal depression

According to the WHO, rates of depression in women either during pregnancy or in the year following the birth, are about 10 to 15 per cent in developed countries, with a higher rate in the developing world. The WHO asserts that this contributes “substantially” to both maternal mortality and morbidity.

Thinking about suicide or actual self-harm, again according to the WHO, happens to up to one in five women in developing countries. Its prevalence can be linked to unwanted pregnancy, the impact of life as a refugee for many women, and deep poverty.
The WHO lists several factors to explain why a pregnant woman might be affected by depression; these factors are given below:

· unwanted pregnancy
· poor relationship with a partner, including his being unavailable during the baby’s birth, providing insufficient practical or emotional support, having little involvement in infant care, holding traditional rigid sex role expectations, or being coercive or violent
· lack of practical and emotional support, or criticism from mother or mother-in-law
· insufficient social support, including absence of attachment to a peer group, few confiding relationships and lack of assistance in crises
· poverty and social adversity, including crowded living conditions and lack of employment
· previous personal history of depression or past psychiatric hospitalisation
· persistent poor physical health
· coincidental adverse life events, such as the loss of a partner
Treatment for depression is accessed by about half of the mothers who need it in the developed world, but this falls dramatically to only 5% of women in the developing world.
The RCM recommends that treatment for postnatal depression is not seen purely as an optional extra when action is being taken to improve health services in the developing world. Suicide and self-harm are issues demanding action.

Recommendations
In additional to the issue-specific recommendations made above, the RCM would like to make a further recommendation about access to healthcare. This, we believe, is fundamental to delivering an improvement in maternal morbidity.
Despite the fact that up to 15 per cent of all women experience potentially fatal complications during birth, an estimated 35 per cent of women in developing countries do not have access or contact with health workers prior to delivery
. Even where there are health workers, poor transport and other infrastructure together with a lack of money to pay for care, especially in an emergency, restricts access.
Indeed, whilst 62 per cent of all births globally are attended by a skilled health worker, this falls to just 34 per cent in the least developed countries. This is perhaps why a study of 2.7 million deliveries across seven developing countries found that only a third of women who required life-saving care for a complication actually received it. Indeed, four out of every five maternal deaths occur as a result of obstetric complication, most of which could be averted if a skilled birth attendant had been present and access to emergency obstetric care had been available
.

Recent experience tells us that addressing access to care saves lives. In countries like Jamaica, Malaysia, Sri Lanka, Thailand and Tunisia, access to family planning and skilled birth attendance, combined with backup emergency obstetric care has led to significant reductions in maternal mortality; in some cases maternal mortality has halved in a decade
.
Other examples have been cited as achieving a significant reduction in maternal mortality after adopting a system where women receive initial care from a midwife in local facilities, with emergency obstetric care available should the need arise. These examples include Botswana, Cape Verde, China, Costa Rica, Cuba, Honduras, and South Africa
.

Yet another example of progress in this area is a partnership project between UNFPA, Medicins du Monde and Tigray regional health bureau in Ethiopia. This trained individuals to provide life-saving emergency surgery in rural hospitals; following a positive evaluation it will be rolled out nationwide. This will open up access to emergency care, particularly in rural areas
.

Evidence demonstrates that this basic concept works: care for all women from a midwife, with proper referral systems in place to transfer the woman for emergency obstetric care, if required. Big reductions in maternal mortality, and presumably therefore levels of maternal morbidity, have been secured by setting up this model of care in developing countries.
There are around 136 million births worldwide every year
. Attending all these births, and building a health system to cater for them is no simple task. The cost will be colossal, and will have to be shared by both the developing and developed worlds.

We are concerned that many governments still do not view the health of women as a priority. But healthcare alone cannot deliver full benefits unless it is supported by access to adequate nutrition and education for women and young girls. Education is known to increase age at marriage and to reduce family size as well as increase income available to support children.

Although the scale of the challenge is vast, if we are to improve the truly dire state of maternal mortality and morbidity around the globe then we have little other option. If we choose to do nothing or if we choose to pursue a course of action that is insufficiently ambitious or resourced then, put honestly and starkly, we would be choosing to continue to let a woman die in childbirth every single minute of every single day.
Royal College of Midwives
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