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Executive Summary

The Asian Development Bank welcomes the opportunity to make a submission to these hearings.   ADB’s wishes to make three observations based on its perspective as an international financial institution promoting development in the Asia and Pacific region.
First, maternal health is inextricably linked to development, poverty reduction, and social inclusiveness.  Maternal morbidity is a cause, and a consequence, of poverty.    It reflects unequal access and outcomes for women based on class, caste, wealth and power.   Maternal morbidity affects the life and productivity not only of the individual women concerned, but of newborns and other children in the family.   Pregnancies that are too early, too often, and too poorly spaced impose significant health, financial, economic and social costs on individuals and households.  Maternal morbidity erodes precious human capital.   Improvements in maternal morbidity almost always involve much needed strengthening of health systems more broadly.   Improvements in maternal morbidity can contribute to social and political stability.

Second, despite high levels of economic growth in Asia and the Pacific, rates and numbers of maternal morbidity remain surprisingly high.  Four countries in this region are classified as having “very high” maternal mortality rates, and a further seven are classified as having “high” maternal mortality.  High rates mean high absolute numbers in this region.   India had virtually twice the number of maternal deaths than the next ranked country, Nigeria.   Not surprisingly, 45% of all maternal deaths in developing countries come from Asia and the Pacific.   The latest ADB/UNDP/UNESCAP report, A Future Within Reach 2008, clearly shows that most Asian countries are not on track to achieve MDG 4 and 5, and need to review their strategy and investment if they want to meet their MDG commitment
Third the level – and the nature – of expenditure is an important factor in explaining poor and inequitable outcomes.    South Asia spends just $26 per person per year on health from all sources:  lower than Sub Saharan Africa.   Per capita government expenditure on health overall in Pakistan is just $9.   Per capita government expenditure explicitly on safe motherhood is even lower for many countries in this region.   Much of the expenditure is “out of pocket” and so impoverishes poor people.   For the poorest women in India, even small expenditures on  maternal health care exceed their capacity to pay.   Donor funding for maternal newborn is also low and not well targeted.

The ADB considers that the most effective and efficient way for it to address these issues is to work in partnership with other governments – including of course the UK Government – in ways that draw on ADB’s comparative advantage. ADB’s comparative advantage includes knowledge and analysis to improve the effectiveness, efficiency and equity of public expenditure in the interests of the poor, including priority areas such as maternal morbidity.   When needed, ADB could also partner with others to provide large long term development finance to accelerate progress on MDG 4 and 5, improve social inclusiveness, and reduce poverty. 
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Introduction

The Asian Development Bank is an international development finance institution whose mission is to help its developing country members in Asia and the Pacific reduce poverty and improve the quality of life of their people.    The Asian Development Bank has 67 members, including the United Kingdom.    Development loans to developing country members totaled $10.1 billion
 in 2007 and grants totaled $672.7 million.   Membership extends from Armenia and Azerbaijan in Central and West Asia, through South Asia, South East Asia, and East Asia through to the Cook Islands and Kiribati in the Pacific.
The Asian Development Bank welcomes the opportunity to make a submission to these hearings.   ADB would like to make three points from its perspective as a multilateral development bank promoting development in the Asia and Pacific region.  First, maternal health is inextricably linked to development, poverty reduction, and social inclusiveness.   Second,  despite high levels of economic growth in Asia and the Pacific, the rates, numbers and trends for maternal morbidity are worrying.   Third the level – and the nature – of expenditure is an important factor in explaining poor and inequitable maternal health outcomes in this region.   Each of those three issues are discussed below.   This submission then concludes with a short description of how ADB can best respond to the challenges identified.

1.  Maternal health is inextricably linked to development, poverty reduction, and social inclusiveness

Maternal health is inextricably linked to development, poverty reduction, and social inclusiveness.  Maternal morbidity is a cause, and a consequence, of poverty.    It reflects unequal access and outcomes for women based on class, caste, custom, wealth and power.   For example, over 90% of women in the top quintile in the Philippines had a delivery attended by a medically trained person, but this fell to only 25% for those in the bottom quintile.  (Gwatkin  et al 2007 page 123).   Pregnancies that are too early, too often, and too poorly spaced impose significant health, financial, economic and social costs on women and households.    Maternal morbidity erodes precious human capital for the woman and her children.  
Investing in maternal health has wide health and social benefits.   Providing good maternal and obstetric care would, for example, help reduce newborn deaths. That is because three quarters of neonatal deaths happen in the first week, with the highest risk of death being on the first day of life.  (Lawn J et al 2005).   Reducing newborn deaths would be important in this region given the high numbers:  a remarkable 15% of all newborn deaths occurring in just 3 states of India alone:  Uttar Pradesh; Madhya Pradesh and Bihar.     Reducing maternal deaths also has positive effects on surviving older children of a family.  
Investing in maternal health can help strengthen overall health systems in developing countries.   As noted (Garrett 2007) in a recent edition of Foreign Affairs 

Maternal mortality data is a very sensitive surrogate for the overall status of health care systems since pregnant women survive where safe clean round the clock surgical facilities are staffed with well trained personnel and supplied with ample sterile equipment and antibiotics.  If new mothers thrive it means that the health care system is working, and the opposite is true…..When doctors and nurses leave a health system, the first death marker to skyrocket is the number of women who die in childbirth.  
Investing in maternal health also contributes to a politically visible outcome associated with social stability and human security.    A large and reputable study (Goldstone et al 2000) of ‘state failure’ found that infant mortality rates were one of the three indicators best correlated with state crisis and conflict.   And a Minister of Health in a country now emerging from conflict in South Asia has explained to Asian Development Bank staff and other development partners that visible improvements in maternal, newborn and child health directly strengthens the peace process in post conflict situations.    Perhaps this is because access and outcomes for poor women and their children capture how well a society treats some of its most vulnerable members.     
2.  High rates of poverty, and maternal morbidity, in much of Asia and the Pacific
Despite high levels of economic growth in much of Asia and the Pacific, poverty is extensive and often deep in this region.   The very latest estimates from the Asian Development Bank are that well over one billion people still live below the “Asian poverty line” of $1.35 a day in this region.   Over half of the population of India and Nepal live below this $1.35 a day threshold, as well as over 30% of people in Bangladesh, Bhutan, Cambodia, Fiji, Lao PDR, Mongolia and the Philippines.  (Asian Development Bank 2008).  

Maternal morbidity and mortality is also surprisingly high in much of Asia and the Pacific.  South Asia, with 490 maternal deaths per 100,000 live births (UN 2008) in 2005, has the second highest rate of maternal deaths in the world after Sub Saharan Africa.   Many individual countries in the region also have high rates of maternal mortality.    For example, the latest global assessment classifies four countries in this region as having “very high” 
 maternal mortality ratios:  Afghanistan; Bangladesh; Lao PDR; and Nepal.  A further seven countries in this region are also classified as having “high” 
 maternal mortality ratios:  Cambodia; India; Indonesia; Korea DPR; Myanmar; Pakistan; and Papua New Guinea.   (UNICEF 2008)
There are many underlying factors that help to explain this.    Skilled health workers at delivery are key to improving health outcomes for both mothers and newborns.   Yet only 40% of deliveries in South Asia are attended by skilled personnel:   the lowest rate in the world.   South Asia also has the lowest rate of ante natal care in the world.   (United Nations 2008 page 25 and 26).  There also still remains a large unmet need for family planning throughout this region
, an important factor when preventing unplanned pregnancies alone could avert around one quarter of maternal deaths, including those that result from unsafe abortion.  (United Nations 2007 page 17)
Malnutrition deserves special mention as an underlying cause of maternal morbidity in this region.    That is partly because malnutrition affects so many women: for example, one fifth of all women in Cambodia are malnourished, as are over one half of all women in Bangladesh (Gwatkin 2007 page 49).   Malnourishment also deserves special mention because the latest evidence reveals how poor nutrition affects not just the woman, but the long term health, human capital, and economic prospects of the newborn and the next generation.     As noted in The Lancet’s recent series on Maternal and Child Undernutrition (Victora C et al 2008):
“Poor fetal growth or stunting in the first 2 years of life leads to irreversible damage, including shorter adult height, lower attained schooling, reduced adult income, and decreased offspring  birth weight…..the prevention of maternal and child undernutrition is a long term investment that will benefit the present generation and their children”

Low birth weight – often a reflection of the nutritional status of the mother – is an important factor in much of this region:   one fifth of newborns in the Philippines are low birth weight, and almost one third of newborns are low birth weight in India (WHO 2008 page 71 and 72).     This is important in the broader context of development because birth weight is an important predictor of newborn health, subsequent schooling
, and the risks of chronic diseases in later life such as diabetes.   (Victora 2008).

High rates mean high numbers in Asia
High rates of maternal morbidity translate into high numbers in this populous region.   An estimated 241,490 maternal deaths occurred in Asia and the Pacific in 2005, or 45% of all maternal deaths in developing countries (Hill et al 2007).     India, with 117,000 maternal deaths in 2005, has the highest number of maternal deaths of any country in the world, and virtually twice the number of maternal deaths than the next ranked country, Nigeria.   Afghanistan, also part of the Asia region, had 26,000 maternal deaths in 2005, making it the country with the fourth highest number of maternal deaths in the world.
  
Global achievement of MDG targets will be held back by slow progress or reversals in parts of Asia and the Pacific

The rates – and absolute numbers – of maternal mortality in Asia and the Pacific are cause for concern.    But of equal concern is the fact that progress is slow, or even reversing, in many parts the region.  The Millennium Development Goals In Asia and the Pacific – a tripartite tracking system of ADB, UNESCAP and UNDP for this region - summarises the situation well when it says: 

Goal 5:  Improve maternal mortality.   Here too progress has been far too slow. The target is to reduce the maternal mortality ratio by three quarters between 1990 and 2015, but the ratio in the average Asian developing country has only declined from 395 to 342. Even more alarming, of the 42 countries for which data are available, maternal mortality has gone up in 22. Around two thirds of Asian maternal deaths, 164,000, take place in India and Pakistan, both among the regressing countries. The highest maternal mortality rates per 100,000 live births are, however, in Afghanistan (1,900), Nepal (740) and Timor-Leste (660). Each year, across the region around one quarter of a million women die as a result of a normal life cycle event: pregnancy and childbirth. Almost all these deaths could be avoided if mothers had routine obstetric care and access to emergency obstetric care
This is not just a tragedy for the women and countries in Asia and the Pacific.   With 45% of all maternal deaths in developing countries coming from this region, global achievement of MDG targets for maternal mortality will be held back.

3.  The quantity – and nature – of expenditure is a key factor determining maternal health
Many factors affect the health of women:  class, caste, and customs; education levels; income; availability of water and sanitation and so on.   But the level – and nature – of expenditure is also a factor in determining the access, and outcomes, of women to essential health services.    The quantity and nature of expenditure is also important because it is ultimately in the hands of Governments, and their development partners, to fix.
There is an important story to be told about the relationship between expenditure and maternal health in this region.   Part of that story is very encouraging.    For example, maternal mortality in Sri Lanka and Malaysia was able to be halved every seven to ten years at relatively low income levels, and economic growth rates (Pathmanathan et al 2003).
But the level of expenditure is too often too low to get results in much of Asia and the Pacific.      South Asia spends just $26 per person per year on health, including public and private sources.   This is lower than even Sub Saharan Africa which spends $31 (World Bank 2006 page 41).    
Within that overall expenditure on health, Government expenditure to confront public health challenges is also low in much of this region.   Per capita government expenditure on health in Afghanistan was just $5 per person per year in 2005.
   In Pakistan, it was just $ 9 per person per year; in Lao PDR $16; Bangladesh $17; and in India $19 per person per year.      In the United Kingdom, the equivalent figure is $ 2261.   
And within government expenditure, the expenditure on maternal and newborn health is then even smaller.    An ADB study from 2002 found that Cambodia, Lao PDR, Nepal and Pakistan were spending less than $ 0.50 per capita on safe motherhood services per year, or less than one fourth the World Bank’s recommended minimum of $ 1.77 per capita in low income countries.  Lao PDR was spending just 24 cents per capita on Safe Motherhood Programs (ADB 2002).   These expenditure levels have increased a little since then but still not enough to reach the recommended minimums.  
Development partners are increasing the levels of Official Development Assistance (ODA) to maternal health, but it is still not enough and is often poorly targeted.   Independent analysis (Greco et al 2008; Powell Jackson 2006) found that the volume of ODA going to maternal, newborn and child health related activities reached an estimated $3.4 billion globally  in 2006.    While welcome, this still represents only 3% of gross development disbursements from development partners.  And it still means that only $6.80 ODA is provided to maternal and newborn health per live birth in Indonesia; $ 7.70 in Afghanistan; $7.90 in India; $10.40 in Laos; and $12.60 in Nepal.    The analysis also found that “countries with higher under – 5 mortality received more ODA per child, but ODA to maternal and newborn health did not seem to be well targeted towards countries with the greatest maternal health needs”.  
Not only is expenditure on maternal health low:  much of what little is spent is inequitable.   That is because many people in Asia have to pay for health care “out of pocket”.     As a result, even relatively modest out of pocket expenses can act as a financial barrier to essential health care for a poor woman or, if paid, then become a source of impoverishment and inequity.   Some 78 million people in Asia were kept below the $ 1 a day poverty line after they have paid for health care (van Doorslaer et al 2006).   Recent studies by the Asian Development Bank also show that those living below the poverty line increased by almost 40 million people in India as a result of health payments (Bonu 2007).    
Out of pocket expenses have a particularly pernicious effect when it comes to maternal morbidity.   That is because poor women tend to have more children (and therefore more expenses).   It is also because when maternal or obstetric complications arise they tend to be unexpected and sudden.  Consequently, the household must sell assets like goats at distress prices, or go into levels of debt at usurious rates.   Not surprisingly, latest studies by the Asian Development Bank find that maternal health care expenditure exceeded the capacity to pay for virtually all of the poorest women in India  
 (Bonu forthcoming).

Expenditure patterns also affect maternal health in other ways too.   A good deal of health expenditure in this region goes through and to the private sector, but much of the private sector is unregulated and quality of care is highly variable.   What little is spent through public expenditure channels is not always efficiently allocated.   Nor is it usually tied to performance and results. 

4. Conclusion and next steps:  where the Asian Development Bank can be helpful
This submission argues three things.  First, maternal health is a key part of the overall development process.    Second, despite economic growth in this region, the rates, numbers, and trends for maternal health in much of Asia and the Pacific are surprisingly poor.   Third, the level, and the nature, of expenditure on maternal health in this region are often not effective, efficient or equitable.   Increased and better allocated public expenditure is, however, in the hands of Governments and their development partners to fix.  
The Asian Development Bank takes these issues seriously.   They go to the heart of development, social inclusiveness, gender, poverty reduction, and good public expenditure management

Such issues are reflected in ADB’s overarching long term strategic framework for the period 2008 – 2020 known as Strategy 2020. 
  Strategy 2020 also emphasizes an approach to development based on partnerships, with each partner relying on its comparative advantages to reach common development goals. 
The ADB therefore believes that the most effective and efficient way for it to respond to the challenges of maternal health is through partnerships that draw on ADB’s comparative advantage.    ADB’s comparative advantage includes its capacity for analysis and policy dialogue with Governments in this region – including Ministries of Finance – about how to improve the effectiveness, efficiency, equity and sustainability of public expenditure in the interests of the poor.   ADB’s comparative advantage also includes its capacity to provide large, long term, development finance and program loans in selected circumstances.   As just one example, the ADB is currently considering a $ 400 million program loan to Punjab in Pakistan focused directly on MDG 4 and 5.   

The Asian Development Bank is keen to leverage its analytical impact and program lending possibilities by working in partnerships with Governments in the region and other development partners.    The Asian Development Bank has therefore been pleased to be an active member of the newly formed Maternal Newborn and Child Health Network for Asia and the Pacific which includes several UN agencies with technical expertise on public health issues and maternal and newborn health, several bilateral development agencies including DFID, as well as the World Bank and the Bill and Melinda Gates Foundation.   
 The Asian Development Bank would also be very pleased to continue to build on its excellent working relations with the United Kingdom, and its partnership with DFID.   
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� All figures in $ US using market exchange rates unless otherwise specified.


� “Very high” is maternal mortality ratio of 550 per 100,000 live births or greater


� “High” is maternal mortality ratio 300 – 549 per 100,000 live births or greater


� South Asia has the third highest rate of unmet need for family planning in the world, Western Asia has the fifth high highest, and South East Asia has the 6th highest.   United Nations 2008 page 27.


� Ever one kg (roughly 2 Z scores) birthweight has been found to be associated with an additional 0.3 years of schooling.   Victora (2008) page 345.


� India had the highest number of maternal deaths in the world in 2005 at 117,100.   Nigeria was second at 58,800.   Democratic Republic of the Congo was third at 32,300.   Afghanistan is fourth at 26,000.   Ethiopia is fifth at 22,200.  Source:  Hill et al (2007) 


� http://www.mdgasiapacific.org/node/12#Goal%205


� Latest year available.   Figures are in $US using purchasing power parity rates.   All figures on per capita government expenditure on health are from WHO World Health Statistics 2008.   


� More formally, 97% of households from the poorest decile in India paid more than 40% of their capacity to pay for maternal health expenditure.   Capacity to pay was derived by subtracting the state level household poverty line expenditure from household expenditure.


� Strategy 2020:  The Long Term Strategic Framework of the Asian Development Bank 2008 – 2020.   Available at � HYPERLINK "http://www.adb.org" ��www.adb.org�
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