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In June 1992, the PVO Child Survival Support Program of The Johns 
Hopkins University School of Hygiene and Public Health convened a 
PVO Maternal Health Lessons Learned Conference in Shiprock, New 
Mexico. The purpose of this conference was to provide country 
national project managers of Chilc! Survival projects an opportunity to 
talk about the potential for improving women's health within the 
context of a focused Child Survival program. Participants shared 
their experience in implementing maternal health strategies, lessons 
learned, and issues for further research. The conference resulted in 
some broad guidelines and recommendations that new Child Survival 
projects can use to build maternal health programming. Videos and 

: a conference report were produced for participants. This document 
in~orporates the discussion and recommendations from the confer- 
ence and can provide a useful guide for PVO project managers. 
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women needs no justification other than its being a basic human 
right, in Child Survival projects the rationale for maternal health 
usually begins from the need to assure a mother's health in order to 
protect her current and future children. 

In the summer of 1992, coutlrry national project managers from 14 
Child Survival projects in 11 countries gathered in Shiprock, New 
Mexico, to talk about the potential for improving a mother's health 
within the context of a focused Child Survival progmm. These 
projects had allocated 20% or more of their resources to maternal 
health. They shared their experience in implementing niate~nal 
health strategies, lessons learned, and discussed other questions that 
remain unresolved so far, but were felt to need further research. 

The Shiprock Confes-ence 

More than 60 people from 20 countries participated in the confer- 
ence. (For a complete list of participants, see Annex 5.)  Fourteen 
Child Survival projects supported by Adventist Dmloptnsnt C Relief 
Agency, W, Pmject HOPE, Minrzesota International Health Volirrz- 
teen, PLAN lntemational, Program for Appqriate fli?chrzolo@ in 
Health, Pvqject C o n c m  Intenzational, Save the C b i l d ~ n ,  and World 
Vision were represented from Bangladesh, Bolivia, Ecuador, India, 
Indonesia, Kenya, Malawi, Nepal, Nigeria, Papua New Guinea, Sudan 
and Zimbabwe. Health professionals with experience in maternal 
health programs in Brazil, China, Ethiopia, Haiti, Honduras, India, 
Mexico, and Sudan attended, adding their expertise to that of the 
UNICEF Safe Motherhood Office. Representatives of the U.S. Indian 
Health Seivice and the Navajo Nation Division of Health elaborated 
on the lessons they had learned working with an economically 
disadvantaged Native American population in the United States. The 
conference was organized by The Johns Hopkins University School 
of Hygiene and Public Health PVO Child Survival Support Program. 

Conference Objectives 

Overall, the conference sought to validate the importance of 
women's health; participants met to: 

Discuss.links between culture, childbearing practices, health of 
women, and survival of mothers and children. 
Share stmtegies and experiences in raising women's self-esteem 
and status. 
Share qualitative methods for talking with mothers and fathers - 

about childbearing, prevention of unwanted births, and 



. 
reproductive health. 

(4) Develop a common understanding of the definitions of maternal 
deaths, mo~tality rates and ntios, and underlying causes of 
maternal death, (See Annex 2) 

" ( 5 )  Discuss Trogranl priorities for antenatal, delivery, and postnatal 

B 
care, and the key elements required for integration and 
sustainabili~y of these activities. 

6) Identi& approaches to improve health care access and quality of - services for women and for hard-to-reach adolescents. 
! (7) Identify essen~inl strategies to strengthen collabontion and 

referral care for women felt to be at risk for the more serious 
= complications of pregnancy, labor, delivery, and postpartum. 

(8) Reinforce the value of training and supervision for traditional 
- birth attendants. 

(9) Encoumge participants to develop activities at the community 
level for prevention of sexually transmitted diseases (STDs) and 
reproductive tract infections (RTIs), and identify starting points 
for HIV/AIDS education. 

- (10) Explore how PVOs can help adolescent females prepare for 
- parent roles. 

The first three objectives try to come to grips with the cultural and 
- societal context of maternal health and maternal health services. The 

next six objectives center around access, relevance, and effectiveness 
: of maternal health services for women and adolescent females. 

Finally, the last objective centers on helping adolescents prepare for 
motherhood, contributing to a better future for their children. 

These objectives are expressions of an underlying conceptual 
, framework, presented in Figure 1. This model states that the health 

of women is influenced and enmeshed with the nutrition system, the 
- health system, and the reproductive system. At almost all levels 
- health is shaped by role, access to resources, decision power or lack 

thereof, as well as self-perception. The model underlies the recom- 
mendations presented in this report. 

Avoiding Past Mistakes 

- ?The reader will not find explicit technical details or treatment proto- 
cols in this report. Clearly, no externally designed program for 
maternal care will work in all settings. The report highlights issues of 
major importance in the care of mothers. This compendium is an 
attempt to assist program managers to delineate strategies and plan 



interventions for maternal health. It raises awareness about problems 
encountered, :tnd strategies found usefill by PVO projects in many 
different countries. Recommendations, based on these lessons 
learned, are presented at the end of each section. New Child Sur- 
vivd projects can avoid "re-inventing the wheel" and, instead, build 
maternal health programming to greater levels by following these 
recomniendations. Additional readings are listed in Annex 2. 

SOCIO-ECONOMIC C o r n  

1.1 Culture and Women's Health 

Each person is culturally defmed by hidher gender, age, reproduc- 
tive role, and by hisher membership in two or more kinship lin- 
eages. It is culture that tells us how others perceive us and that 
regulates self-image and expectations about fate and role. Culture 
mediates interpretation OF reality, perceived freedom of action, and 
perceived power (or lack of power) over life and health. It pre- 
scribes the "virtues" to pursue and the "sins" to fear. 

The woman as mother is venerated as the mainspring in the 



biological and cultural reproduction of society. The centnl mystery 
of conception, pregnancy, and birthing are protected, codified, and 
feared by all cultures, ancient ancl modem. 

Conversely, in many cultures, won~en's role :IS mother defines 
women's social StahlS. An example of this is the stigma some 
cultures attach to infertility or even to sexual activity not aiming at 
reproduction. 

In most traditional cultures, t:tboos and customs regulating sex, 
pregnancy, and I~irthing, first and foremost aim not only at maximiz- 
ing fertility, but also at assuring that the child will be conceived, 
carried, and brot~ght into the world surrounded by signs and symbols 
that call up the core forces of the specific culture and the blessings of 
its God(s). 

The modem teaching of sexu;~l health and the provision of 
. antenatal, intrapartum, ancl postpartum care will be acceptable in the 

measure that they fit or can be adapted to the culture. 

1.2 Lessons Learned 

PVO projects are acutely aware of the power of local culture. They 
have a need to adapt to it. Projects are challenged to develop 
scientifically valid, culturally suitable, and financially affordable 
maternal health services that the community can filly utilize. But 
PVOs often encounter similar problems in adapting to the local 

- culture. External evaluations have found the following common 
problems: 

(1) PVOs design antenatal care without sufficient attention to the 
characteristics and causes of local problem, which makes it less 
scientifically valid and less likely that users benefit. 

(2) Intrapartum care in health centers or hospitals tends to be an 
alienating expression of the power of technology and technolo- 
gists over life; therefore, in many traditional societies modem 
intrapartum care is little appreciated, particularly by rural 
women. 

(3) Modern postnatal care and sexual health are the two areas that 
have been the least systematized in most service+if not ne- 
glected outright-by both providers and community. 

Not surprisingly, these are the areas where customs and taboos are 
most forceful. The pursuit of child survival and maternal health 
demands that the communities have access to scientifically valid 

- information and services, but these goals can only be reached if this 
can be done in a culturally sensitive way. 



1.3 Major Approaches to the Question of Cultural f t 

Providers need to investigate carefully the question of cultunl fit by 
addressing four major issues: 

(1) The place of women (the female child, adolescent girl, woman of 
reproductive age, and the post-menopausal woman) in the 
cultural, social, economic, and spiritual life of the society. 

(2) The major maternal health problems and high-risk groups specific 
to the particular community. 

(3) The key cultural, social, and econon~ic factors that favor or harm 
women's health. 

(4)  The cultuml barriers that may be responsible for low coverage or - 

effectiveness despite a seemingly adequate service delivery 
system, taking into account that both the community and the 
providers could be "at fault." 

Providers need to consider subquestions and strategies related to 
these issues in determining the cultural position, receptivity, and 
needs of women in a given community. 

( 1 )  What is theplace of tuometz in the culttrral, social, economic, and 
spiritual lfle of the cotnrnzuaity? How are women defined prima- 
rily?-as reproducer, educator, worker, man's helpmate or family 
sermnt, trader, other? What are the feminine lnoral values? To 
whom is the woman accountable? Who makes fertility-related 
decisions? To whom does the child "belong"? Are there female 
hierarchies within families and between families? What is the 
mythical vision of conception, pregnancy, birth? Who should 
officiate? Who can bless or curse? What is the traditional health- 
seeking behavior relating to conception, pregnancy, birth, and 
postpartum? What are the most feared complications? Who are 
the preventive/curative traditional "specialists"? 

(2 )  What are the major maternal health problems and h&b-risk 
gmtrps speciJc to tbeprticular community? What maternal 
health problems are seen in the maternity units in hospitals? 
What are the common complications of pregnancy and delivery, 
common gynecological problems, common skin diseases? Check 
available sources of data on maternal (mal)nutrition, weight, 
height, anemia, night blindness, and goiter. Where cemeteries or 
vital registration records exist: which women died at which age 
over the last five years? Where a good vital statistics registration 
system exists: try to study causes of maternal deaths to find out 
how they could be prevented. 
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(3) What ave the k q  cult~iral, social and economic factors that fauor 
or harm mmen's health? What are the main features of the 
reproductive patterns of the community? Use key-informants, 
focus-groups and other qualitative methods to collect information 
on subjects like: avenge age at menarche, its rituals and meaning; 
age at marriage, type of "nonnal" marriage; completed ideal 
family size, age at completion; traditional spacing and family 
planning; customs related to pregnancy, birthing, postpartum; 
reproduction before age 20, afier age 35; menopause: social, 
cultural meaning; infertility, widowhood, remarriage, levitical law; 
desertion, single parenthood, migration of one spouse. 

(4) What are the bammen to use of health services by women? Low 
coverage or low compliance with matemal health services 
illustrates that the providers of services and/or community create 
cultural barriers to the use of services. What is the coverage and 
compliance with regard to antenatal, intraparturn and postpartum 
care, family planning and prevention of sexually tmnsmitted 
diseases? Are some services better utilized than others? Bring 
some community people together and design some conscious- 
ness-raising participatory action research in which the 
conmunity's preferred approaches to matemal health services 
will be identified, tried, and evaluated. 

PVOs should be constantly alert for signs that the community does 
not feel comfortable with particular aspects of service delivery. The 
need to design and carry out culturally appropriate maternal health 
care interventions demands that PVOs invest the time in action- 
research relying heavily on qrralitative methods for getting informa- 
tion on beliefs, attitudes, and preferences. 

1.4 Building Women's Self-Esteem 

In most of the projects the status of women, their self-esteem, and 
their ability to bear the costs of health care are major, almost generic 
determinants OF their health and access to health care. Status and 
self-esteem are interrelated; women can acquire better self-esteem 

- and bztter status through a variety of interventions. 
A basic condition for improving self-esteem is to be able to contrib- 

ute to one's family or community and to receive positive feedback. 
This may also be expressed as having a relationship to a person (in 
the case of a woman this is usually her man or children) and a 
membership in society (usually through kin and in-laws, but can be 
through women's support groups.) The woman makes contributions 



through her different roles as procreator, edua~tor, producer, wife/ 
lover, and/or public figure. In each of these roles, culture has placed 
expectations and constraints. Can women be helped to perform one - 

or more roles successfi~lly through acquiring new skills in literacy, 
health, nutrition, procluction, marketing, etc.? Can they be helped to 
reflect together on the constraints and expectations and question 
their logic and justice? Can they be trained in assertiveness; in 
organizing? 

Literacy and acquisition of new skills create their own dynamics in 
favor of enhanced self-esteem and better participation in health 
activities. Moreover, positive role models are important. Potentially 
the TBA or other village-based health workers can be such models. 
Access to the money economy through women's saving societies and 
banks, to NGO programs permitting investment in trade, or to 
workshops that market their women's skills can help give women an 
esteemed placc in their family and in society at large, 

The lessons learned so Elr must spur PVOs on to explore more 
deeply how to assure that the services offered are more culturally 
appropriate. 

To be productive, management plans or any health problem must 
address coverage, efficiency, effectiveness, and equity as well as 
sustainability. In part, this can be achieved by collaborating with 
people other than project staff in promoting and implementing 
maternal care services. Project sustainability depends on maintaining 
community participation, transfer of skills and knowledge, financial 
viability, and collabomtion and networking with the Ministry of 
Health and other organizations. As more of these criteria are met, 
the chances of sustainability are better. In contrast, communities of 
refugees, displaced persons, seasonal migrants, or nomads have m& 
difficulties in developing community participation and, therefore, 
sustainability. The following are important issues related to involving 
others in maternal care programs. 

2.1 Involvement: of Community Members 

Involvement of community members other than pregnant women in 
matemal health promotion should be a n a t u ~ l  first step in a matemal 
care program. In cultures quite different from one another, pregnant 
women are surrounded by similar support networks, key protectors - 

and decision makers: husbands, mothers-in-law, matemal uncles, and 



sisters-in-law. 
PVO projects should try to understand the roles key figures play 

and involve them in discussions on maternal health. Some Child 
Survival projects such as Project Concern IntemationaVPapua New 
Guinea, train men as promoters of maternal health-in particular, the 
husbands of the village birth attendants. Other projects include 
family education classes for adolescents of both genders or for whole 
families. In Bolivia, husbands fulfill the role of birth attendant, so 
one project is training husbands in safe delivery. 

. Some projects find that married women are too busy to attend 
health education activities and so have switched to a child-to-child or 
adolescent-to-adolescent approach. They recognize that the acloles- 
cents of today will become mothers and fathers tomorrow. This 
approach can promote sustained behavioral change, as well as better 
physical preparation of the girls by improved nutrition prior to 
puberty. 

Emergency transportation of women in labor is another problem 
that can only be solved with the Iv-lp of community members 
working together with the MOH referal center for the community. 
Both parties must be willing to commit time and effort, One project 
involves street youngsters in emergency transport networks; in 
another, a truckers' union; in another, village men. 

Recorntnmdations for Involving Conzrnt~nity M m  b m  

(1) Discover what resources for a mother's care already exist in the 
community. 

(2) Give the community the opportunity to define the maternal health 
problems and design solutions in order to strengthen the existing 
resources. 

(3) Optimize the involvement of children, adolescents, husbands, and 
other concerned family members. Maternal health should 
become the active concern of all. 

(4) To reach children and adolescents about maternal health, go 
beyond those in schools or families, and reach out to those that 
work and/or live in the streets and markets. 

Deal with the child or adolescent in the context of his or her 
family. In the case of "street children" work with the child in the 
context of his or her "substitute family" or peers who live with the 
child in the streets. 

Children and adolescents need care as well as education if' they are 
to be prepared for life. Take the time to deal first with health needs 
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and education needs that adolescents voice, before touching sensitive 
issues like sexuality, sexually trrinsmittecl diseases, and drugs, Start 
hy individual counseling and rehabilitation, where indicated. Respect 
the youngsters, their time, and their choices of activities. 

2.2 Involvement of Community Volunteers 

Projects that involve volunteers do so to stimulate cornmunity partici- 
pation and increase coverage. But volunteers can :il!;o help in equity T 
of coverage and sustainability. Volunteers are vital in the health 
education of groups largely inaccessible to modern mass media and 
to clinic personnel. 

The effective incorporation of volunteers in project program 
implementation requires careful consideration. Issues arise in 

1 
selection criteria; workload; supervision* incentives; support from 
community, NGOs, and MOH; and reliability and continuation of 
activities.The advantages of using volunteers are many. Volunteers 

h - know the community, the culture, and people's perception of 
problems. They can sthnulate community participation. They can 
increase effective demand of services. They are "free." 

The constraints are also well recognized. Volunteers are difficult to - 
supervise; they may not feel accountable. Their knowledge base 
may be too small to give them satisfaction. If the workload is too 
much, or unrewarding, they lose motivation and leave the project. 

2.2.1 Consult ~ i t h  the community about whether to have 
unipurpose or multipurpose volunteers, Unipurpose volunteers are 
specialized in one task or health intervention. A multipurpose 
worker is responsible for many tasks. Specialized volunteers have a 
chance to serve beyond their family or clan; multipurpose volunteers 
usually serve just their clan or hamlet. Keep in mind that unipurpose 
volunteers are easier to train and supervise, but will need to be more 
numerous since they will be expected to cmer a larger population of 
project beneficiaries. 

2.2.2 Whatever the decision, whether specialized or multipurpose 
worker, it is necessaIy to define volunteer tasks so that each is 
limited in time, useful, and leads to recognition in the community. 

2.2.3 The community and the PVO, together, must set the criteria for 
selection for: literacy (if the task demands it); age and gender (de- 
pending on task); residency in the village; hours of availability; 
respect by those she/he would serve. 



2.2.4 The initial training of volunteers is very important, Structure 
mining to improve knowleclge, skills, and attitudes. Determine the 
place and length of training according to training objectives, availabil- 
ity and convenience of the volunteers, and cost, Include training at 

\ the referral center so that the volunteers can provide a link Lxtween \ the con~mmity and the refenal centcr. Determine content by tasks to 
be carried out and expressed needs of the volunteers and the com- 

1 munity. Use methods that are objective, practical, pnrticipatory, and 
. fun. Focus on competency. 

Trainers must be good, popular communicators, capable of 
handling local vernacular and skilled in the health techniques. 
Where possible, training should be conducted by the people who 
will be the supervisors. Evaluate learning based on performance in 
the first three months and in the First year. 

' 22.5 Incentives to volunteers can be periodic or performance based. 
They can be in cash, in kind as social recognition (e.g,, certificates, 
awards, etc.), or as continued access to new information or new 
experience. The source of such incentives may be the community, 
the NGO, or the MOH. 

2.2.6 Volunteers can be supervised by the trainers, the community, 
the NGO, or by government officials. Define responsibilities for 
supervision and make assignments clear to all. Supervision should 
be carried out on a regular schedule (at least once every month 
where possible) and, in addition, as necessaty. Use supportive 
methods of supervision. Acknowledge accomplishments and im- 
provements, and collabor~te on problem solving. Make sure that 
necessary supplies are available. Use information obtained by direct 
observation, checklists, focus groups, and problem-so1v;rlg sessions 
to monitor volunteers and lead to retraining. 

2.3 Enhancing Sustainability 

The involvement of other community members and volunteers in 
maternal health services not only helps coverage but works toward 
increased equity and sustainability. Sustainability needs clear defmi- 

- tion in all its aspects, among which is the networking with MOH and 
other organizations. Sustainability depends on many community 

1 factors. 

2.3.1 The participation of the community is critical to project 
I sustainability. The community that has expressed its priority needs 

rf and is eager to continue service activities can facilitate sustainability. 
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To maintain and even enliance their motivation, health volunteers 
shoulcl work with formal and informal leaders and women's groups 
in the communities. Good community relationships, culhlral sensitiv- 
ity, encouragement of active community participation, and effective- 
ness arc basic conditions for sustainability, 
2.3.2. To facilitate sustainability, design measures to counter the 
constraints and obstacles encountered by the MOH referral center 
and local NGOs in regard to collaboration and networking. 

Plan and negotiate with the government, local referral center, and 
local NGOs from the very beginning; agree on respective roles, 
responsibilities, and areas of operation, Establish a reporting system 
to the government and local NGO that informs them of decisions and . 
accomplishments. Train and use local NGO and government work- 
ers; integrate them in the team; give them key roles in service 
activities. Use government and local resources wherever possible 
(vaccines, essential drugs, teaching materials, etc.), Establish respon- 
sibilities and two-way communication with the NGO and the refeml 
center. Conduct annual "lessons learned" workshops both at the local 
and national levels. Use the mass media, where possible, to popular- 
ize the activities and the project giving full credit to government and 
local NGO. 
2.3J Institutional sustainability is encouraged through increasing the 
capacity of local NGOs or groups in the community to raise funds, 
lobby, manage the program, and develop commitment among all 
health workers for child survival and maternal health. 

Transfer of knowledge and skills must occur at all levels. For 
example, Child Survival PVOs have found that it is important to train 
people within a local NGO to manage the program. Others vain the - 

health workers and try to get government commitment to continue . 

training. Some PVOs adopt a "training of trainers" approach and 
train the health team to be able to train TBAs and volunteers. Some 
PVOs choose to motivate church and mosque leaders and local 
NGOs in child survival principles and activities, hoping that will 
strengthen the community long-term commitment to maternal health. 
2.3.4 There is a tension between sustainability and innovation. 
Time-tested ways of viewing maternal nutrition or delivery practices 
are difficult to change, even if they are much less effective than new . 

strategies. The MOH may exert undue pressure on local areas to 
expand quickly to boost its own performance. Middle-level health 
workers, responsible for supervision in the local area, may be 
insecure with management of the new strategies, and may become 



hostile or not acknowleclge the new strategies. A project must 
balance the conwidictory forces of ;ichieving the coverage goals of 
new interventions quickly, while, at the same time, promoting 
sustainability. 

2.3..5 There are limits to cost recovery as a means of sustainability, 
Those who most need matemal services have the least amount of 
disposable cash. PVOs find it necessary to go beyond collection of 
a fee for service. When planning financial sustainability, consider 
the possibilities of insurance, fund raising, and revenue generation 
from collective activities in combination with a fee for service. It is 
especially important to increase disposable cash at the family level 
so that the family has the income to purchase services. PVOs are 
experimenting with women's savings groups and other ways to 
increase family income. Most recently, Child Survival PVOs are 

- broadening their approach to women and getting involved directly 
- or indirectly with literacy and numeracy to enhance the skills and 

self-esteem of women. 

- 3 . A C T I V I T I E S  T O  P R E V E N T  M A T E R N A L  A N D  
N E O N A T A L  M O R T A L I T Y  

The objective of a maternal health stntegy is to improve the health 
of mothers and children. In most developing countries, attaining 
this objective demands a judicious mix of advocacy and health 
education on promotion and prevention. The success of advocacy 
for new government policies on women's education, age at mar- 
riage, employment, maternity leave, right to breastfeed, etc., will be 

.. limited by the government's ability to enforce these policies. 
Direct health education messages on safe motherhood and 

promotion of maternal care and emergency obstetric services to the 
women themselves, their husbands and family members, opinion 
leaders at local and national levels, and to adolescents. If these 
communities are not educated, maternal health services will be 
offered in a social and cultural vacuum, thereby rendering them 
ineffective. 

Maternal health is not limited to maternal care (antenatal, 
intrapartum, and postpartum activities). Health care that will signifi- 
cantly influence maternal and newborn outcomes affects the whole 

- age range: g o d  nutrition of prepubescent and adolescent girls 
assures better growth, reducing the possibility of obstructive labor; 
better protein, calorie, and iron reserves reduce the number of future 

- low birth weight infants; prepubescent and adolescent health and 
sex education prevents STDs, unwanted pregnancies, abortions, and 
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high-risk pregnancies; and early care of STDs in youngsters prevents 
complications including female infertility. 

It is important to remember to focus maternal health activities on a 
number of health problems that have direct relevance to maternal and 
neonatal survival. Tables 1 and 2 are checklists of relevant problems 
and interventions developed by Dr. Luis Tam, MD, MPH, of PLAN 
International for use in PLAN'S field projects in L~tin America. 

In each region or district it will be necessary to prioritize according 
to local importance and feasibility. 

3.1 Antenatal Care 
Antenatal care must be linked with a referral system that is equipped 
to handle obstetric emergencies. Antenatal care activities, such as 
nutrition promotion, malaria prophylaxis, and iron tablets, prevent 
low birth weight. Antenatal care linked to a referral center that is 
staffed and equipped to take care of obstetrical emergencies can 

Table 1. 
List of health problems mlated to maternal and neotlcztal 

Health Problems 
Relevance Relevance 
for Maternal for Neonatal . 1 Mortallw Mortalia 1 

Obstetric hemorrhage (both antepartum 
and postpamm bleedin@ X X I  

I Malaria during pregnancy x x 
(e.g. chorioamnionitis) 

X 

x 

Iron deficiency during pregnancy 

Iodine deficiency during pregnancy 

Protein-calorie malnutrition during pregnancy 

Vitamin A deficiency during pregnancy 

Genitourinary infections during pregnancy 

X 

x 

Obstructed labor/mptured uterus 

Maternal tetanus 

x 
x 
x 
x 
x 

Neonatal tetanus 

Neonatal hvaonlvcemia and hvwothermia 

x 
x 
x 
x 
x 

x 
x 

x 
x 

x 



'iable 2. 
PotenHal mlative eflecti#~eness of tbe interventions aimed to 
demase maternal and neonatal mortaUty 

the exposure to pregnancy and to in- + to ++ 

during pregnancy 

Problem-oriented interventions r 
Prevention and case management of 
obstetric hemorrhage, infection, and pre- 
eclampsia/eclampsia 

Prevention and case management of 
obstructed labor/ruptured uterus 

The use of family planning to decrease 

Relevance Relevance 
for rcducing for reducing 

maternal mortality 7- niortaiity 
neonatal 

Promotion of the avoidance of smoking / + to ++ I +++ 
and alcohol consumption 

+++ 

+++ 

Prevention and case management of iron, 
iodine, and vitamin A deficiency during 
pregnancy 

+++ 

+++ 

Increase of the energy balance among I + to ++ I + + t o  +++ 
pregnant women 

++ to +++ 

Tetanus toxoid immunizations to women 
of reproductive age 

Improvement of the nutrition of the 
adolescents, both in qualitative and 
quantitative terms 

+++ 

Promotion of hygienic birth deliveries 
(i.e., the "3 Cleans") 

+ to ++ +++ 

Prevention and case management of the 
low birth weight's hypotherrnia and 
hypoglycemia 

+++ 



prevent maternal mortality. The rationale of antenatal care is twofoId: 
(1) To screen a predominantly healthy population to detect early 

signs of disease or high-risk factors for both maternal and neona- 
tal outcome. 

(2) To offer timely intervention. 

In developing countries, many women are seen at least once 
during the antenatal period. Far fewer women, however, are deliv- 
ered by trained health care providers. Thus, antenatal visits offer an 
opportunity to address other health-related issues like nutrition, STDs, 
child health, and family planning. It is essential to maximize the 
benefit of these contacts by making effective use of staff, resources, 
and women's time. 

Constraints 

The majority of the PVOs are providing some form of antenatal 
services in a variable package. PVOs have identified the following 
constraints in the provision of antenatal care: 

(1) Inability to provide full coverage of antenatal care services. 

(2) Lack of equipment or failure of equipment (hemoglobinometer, 
sphygmomanometer, weighing scales). 

(3) Supply constraints (tetanus toxoid, iron and folic acid tablets). 

(4) Women did not want antenatal care. 

( 5 )  Shortage of trained staff. 

(6) Lack of supervision. 

(7) No established mechanisms for referral and transport of 
obstetric emergencies. 

Recommendationsfor Antenatal Cam Strategy 

In order to provide adequate antenatal care ("adequacy" encom- 
passes accuracy in measurement, effective communication to moth- 
ers, and trained assistance), the following is recommended: 

(1) Culturally appropriate health education. 
(2) Early identification of pregnancy. 

(3) At least three antenatal visits (one during each trimester.) 
Monitor when in the gestation period the woman fmt appears 
for antenatal care. 



Regular weight monitoring or use of other anthropometric 
indicators (such as pre-pregnancy weight, height, or mid-arm 
circumference) to prevent low birth weight. 
Adequate prevention and screening measures, and treatment 
when needed, for common conditions responding to interven- 
tions: anemia, malaria, infections, and malnutrition. 
A definition of high risk and conditions for close monitoring or 
referral, such as maternal age (under 18, over 351, height (under 
1.50 m or 1.45 m), poor obstetric history, other medical illnesses, 
malpresentations, hypertensive disease of pregnancy, etc. 
Use of home-based maternal records where possible-mothers 
tend to keep their records safer than do either institutions or 
health workers, and the records may act as an impetus to 
seeking antenatal care. 
Repeated in-service training, support, and effective supervision 
for TBAs. 
A trained group of workers to provide services at the fmt 
referral center and to manage emergencies. 
Integmtion of preventive and curative traditional care that is 
effective and safe. 
Education of mothers and other key family members about 
danger signs during pregnancy. 
Collaboration with Ministry of Health and other health/develop- 
ment organizations to strengthen referral and transport systems. 
Decisions that acknowledge local situations, cost and commu- 
nity needs, for example: 

a. Where anemia is common, make a decision to either 
supplement all women with iron and folk acid, or test 
all and supplement all women having 4 1  grns hemo- 
globin or treat those with pale conjunctiva. 

b. Where vitamin A deficiency is common among women, 
modify diet where possible. Beta-carotene, alterna- 
tively, can be used as a supplement during pregnancy . 
at any dosage level. A pregnant woman with night 
blindness, or Bitot's spots, should be supplemented 
daily for two weeks with 10,000 IU vitamin A orally (1 
sugarcoated tablet). 

c. Where all women of reproductive age have not been 
systematically immunized against tetanus, and tetanus is 



still a problem, offer 'IT at least twice duling the antenatal 
period. 

d. Where many women have low weight for height, a key 
intervention is calorie supplementation with protein 
coverage either in the village or waiting house or mater- 
nity unit. 

e. Prepare the woman with respect to hygiene and sterile 
equipment in the home during the eighth month if her 
choice is home delivery. 

3.2 Referral and Transport 

Assuming a good screening system is in place, the crucial next 
step in the management of complicated pregnancies at the 
community level is an adequate system of referral and transport. 
Identifying a women as being high risk will not help by itself. 
The means to reach and to treat obstetrical emergencies at a 
higher facility must be available. Referring a woman to a center 
where there is no blood transfusion or anesthesia, for instance, 
can have a very negative impact. Women may refuse transfer to 
a distant referral center if they have heard of anyone referred 
there who has had a poor outcome. 

When undertaking negotiations with the community, remember 
that transport of referrals is needed for a variety of cases other 
than maternal emergencies, but that maternal emergencies may 
pose special problems related to ritual pollution. 

The key elements of a good refeml and transport system 
inc!ude: 

An effective risk identification system and early identification 
of complications. 
Trained personnel to screen and recognize signs of high risk 
or complication. 
Reliable means of transport (village volunteers, truckers 
union, etc.) 
Cost recovery mechanism for transport so as not to slow v 
down or inhibit transfer. 
Adequately equipped referral facility. 
Effective system of information exchange between levels of 
care, 



Recommmdatfons for R@ral and  Transport 
(1) Involve village health committee and/or key leaders in arrang- 

ing to have emergency transport on a permanent basis; consider 
a community fund to pay or advance transport costs. 

(2) Foster effective collaboration with MOH or other personnel at 
the refernil facility. 

(3) Develop a cadre of trained workers at the village level to 
stabilize the patient before transfer, and accompany her when- 
ever possible. 

(4) Consider the possibility of training staff and other workers (at 
MOH level) to diagnose labor disorders by the use of the 
partogram, and provide services for common obstetric emer- 
gencies (such as IV infusions, manual removal of the placenta). 
Provide these services as close to the home as possible, rather 
than transferring patients to the health center or district hospital. 
If this is not feasible, establish "maternity waiting homes" near 
the referral center. 

3.3 Inttapartum Care 

Problems and emergencies that develop during labor need to be 
taken care of by personnel trained in life saving skills. Assure trans- 

- port to an equipped referral center for a woman having an emer- 
gency that cannot be dealt with by a local TBA. Normal deliveries 
should continue to be taken care of by the community. The PVO 
must learn about current birthing practices and practitioners and 
eventually develop appropriate training (see chapter 4.) 

3.4 Prevention and Management of the Low Birth Weight 
Newborn 

Low birth weight (currently defined as being < 2,500 gms at birth) 
- presents one of the clearest risks for subsequent infant mortality. A 

LBW newborn has a perinatal mortality 30 times higher than that of a 
normal weight newborn. Thus, the prevention and management of 

- 

the LBW newborn should be an important goal in programs to - improve infant and child mortality. Among the causes of LBW are 
malnutrition, especially anemia; infection; very young mothers; 
hypertensive disease in pregnancy; maternal malaria; premature 
labor; alcohol; smoking or chewing tobacco; and unwanted preg- 
nancy. 



Recommcnc(cltior~ for Contml of Low Birth Wcigbt 

(1) Increase the availability and access to antenatal care. 
(2) Provide nutrition counseling (see page 30.) 

(3) Provide prophylaxis and treatment of malaria. 

(4) Improve provision of family planning services for birth spacing 
and prevention of conception. 

(5) Train TBAs and health workers to recognize a LBW new born. . 

(6) Dry and wrap the newborn; provide warmth for the LBW 
newborn using the kangaroo technique or light bulbs. 

(7) Encourage frequent breastfeeding: if the infant has a poor suck, - 
it should be fed expressed breast milk with a spoon; or clean . 
cotton wicks soaked in milk should be squeezed into the child's 

. 

mouth. In both cases, cleanliness is essential. 

(8) Train workers to identify when to refer the child to hospital. 

(9) Keep the family informed before, during and after referral. 

3.5 Postnatal Care 

Most projects so far do not have a very systematic approach to 
postnatal care. Ideally postnatal care should start in the first 24 hours 
after delivery. The provision of care, therefore, relies heavily on 
TBAs and family members, and preparations should be made in the 
antenatal period. 

Postnatal caw activities in thefirst 24 hours carried out by a 7BA or 
family mernbe~ 

Check regularly for excessive bleeding or discharge and fever. If 
these problems exist, the TBA or family member needs to 
follow established protocols regarding the correct action to take. 
Assure early breastfeeding with colostrum. 
Promote exclusive breastfeeding and discounge use of other 
fluids. 
Assure appropriate hygiene of mother and child. 
Assure appropriate nutrition of the mother. 

After the fmt 24 hours, postnatal care aims at optimizing maternal 
nutrition and workload, the provision of means for childspacing, 
gynecologica1 care as needed, and care of maternal anemia. 
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Recommendattons 
(1) PVOs that provide neonatal care or TBA delivery should 

seriously undertake to improve postnatal care services and 
quality. 

(2) PVOs should integrate promotion of breast feeding, family 
planning, and postnatal care. 

4. T R A D I T I O N A L  B I R T H  A T T E N D A N T S  

Community-based PVOs have learned that traditional birth attendants 
who are properly trained and supported will reidorce women's self- 
esteem; preserve the culture of the community; and maintain safety 

' and technical soundness of delivery care. These three themes-the 
recipient's self-esteem, the preservation of culture, and technical 
safety-should guide a project in making decisions about selection of 
those to be trained as birth attendants; training of birth attendants; 
and ongoing support of birth attendants. 

4.1 Selection 

- Projects must decide whom to train as birth attendants. The spec- 
trum of choices ranges from a family member or neighbor, to a 
traditional birth attendant or TBA, to a health professional, physician, 
or nurse. In most communities, the choice is determined locally and 

- culturally, and in accordance with availability and access. In those 
societies where a hierarchy exists among birth attendants, it would be 
appropriate to train those older and more experienced, who would, 
in turn, influence the younger ones. Some PVOs (such as PCVPapua 
New Guinea) have initiated Child Survival projects in communities 

. where there is no tradition of local birth attendants and the woman 
- delivers alone, with no assistance. In such communities, a PVO may 

attempt to create a role for a trained person to assist a mother with 
delivery. A PVO in such a situation must consider the potential 
strengths and weaknesses of TBAs drawn from various groups, and 
then ask, "What might each contribute to supporting the recipient's 
self-esteem, the preservation of culture, and technical safety?" 

Before developing a training program for birth attendants, PVOs have 
, found it important to learn about the culture and cultural practices 
surrounding pregnancy, birthing, and early infant care (nutrition and 

8 hygiene). The local birth attendants can teach the PVO about what is 
going on in the community: number of women pregnant, any 
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problems, any infant deaths, etc. With this information, the PVO can 
reinforce the importance of positive local practices, and educate and 
motivate better care of the mother and baby, in the local context. 

The following components form the content of a good training 
program for birth attendants: 

(1) Antenatal care (considered in the local context) 
a. Screening and early detection of complications of pregnancy 

(such as pre-eclampsia). 
b. Preterm labor, antepamlm bleeding, and infection, 
c. Anemia screening and distribution of iron and/or folic acid. 

(2) Safe delivery 
a. Hygienic preparation for birth, use of clean equipment, and 

cord care. 
b. Early detection of complications, especially prolonged labor, - 

malpresentation. 
(3) Postnatal care 

a. Early identification of bleeding, fever, discharge, and treat- 
ment. 

(4) InFant care 
a. Breastfeeding; immunization; and family planning. 

(5) Logistics and reporting 
a. Supplies. 
b. Means of communication and tmnsport. 
c. Supervision and evaluation. 

(6) Messages for mothers 
a. Messages may be about self-esteem, knowledge about 

pregnancy, care of mother and child (hygiene and nutrition), 
or birth spacing. Complement the health education given by 
the birth attendant with other channels of communication 
such as radio, community drama, posters, etc. 

4.3 Prindples of Successful Traintng 

Experienced projects have learned to keep training short, simple, and 
at a level that the trainees can understand. They focus training on 
problem solving (ideally, problems identified by trainees), and on 
actions the birth attendant is to perform in the community. A key 
part of their training programs is to discuss how trainees will be 



supervised once they are working and how actions in the field will 
be evaluated. 

4.4 support 

-4 Support of trained birth attendants can be provided in a number of 
ways. PVOs with functioning maternal health programs believe that it 
is necessary to give prompt attention to health needs of birth atten- 
dants. Maintain regular contact with the trained birth attendants and 
reduce their isolation. Schedule regular meetings where TBAs can 
report on their work, identify problems, and participate in refresher 
training. Continue to provide in-service education to increase their 
knowledge and skills, This helps to provide a sense of direction, 

r! 
membership and a commonality of purpose. Set goals with the birth 
attendants and celebrate steps reached toward these goals. Be a 
practical help to the trained birth attendant. Ensure that means of 

. communication and transport are available when needed. Make 
- certain that the attendants always have enough supplies in their 

delivery kits and are able to obtain more supplies when necessary. 
The mined birth attendant often accompanies a woman she refers 

- to the health center. This is an opportunity for the PVO to reinforce 
the birth attendants' knowledge and sense of worth. Make contacts 
with health center personnel positive experiences. Sensitize health 
personnel to the nature of the project's work with the traditional birth 
attendants. Encourage networking between the health center person- 
nel and the TBAs in the community. Ask the health center's person- 
nel to be the trainers of the birth attendants and prepare them for 
that role. Some PVOs have a portion of the training take place in the 
health center so the birth attendant can observe deliveries and meet 
health center personnel. Promote team building between traditional 
birth attendants and the health workers supervising and training 
them, in order to maximize complementary roles. Give appropriate 
constructive criticism when necessary, but make sure that the birth 
attendant is not publicly criticized when she brings a patient to the 

. health center. On occasion it may be necessary for project personnel 
to accompany the local birth attendant and the woman to the health 
center, to make sure this is a positive experience for both the preg- 
nant woman and the birth attendant. 

Finally, experienced PVOs report that successful maternal health 
programs promote recognition of trained TI3As by leaders and 
organizations in the community. Some Child Survival projects have 
considered organizing the trained birth attendants in associations 

- such as TBA unions. 
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Sem~ally trdnsmitted diseases have been a quiet epidemic in the 
developing world since the 1960s. With the pandemic of AIDS 
raging since 1981, many people find it no longer possible to deny 
the physical harm and social trauma these causes of illness bring, 
Worldwide, the rnost important sexually transmitted diseases are 
gonorrhea, chlamydia, syphilis, HIV infection, and AIDS, These 
conditions cause chronic illness, infertility in women and men, and 
are passed on to children of infected parents. 

Sexually transmitted diseases spread with the seasonal and more 
permanent urban-rural migntions, They are related to increasing (in 
the last 30 years) freedom from parental and communal control over 
premarital and extramarital sex. Paradoxically, in some urban and 
peri-urban poor communities, adolescent girls are placed under very 
great pressures to provide sexual services to men, old and young, in 
the community. 

5.1 Diagnosis and Treatment 

In community-based programs differential diagnosis of these diseases 
is difficult because laboratory tests are usually not available, but it is 
possible to construct meaningful diagnosis and treatment protocols 
based on clinical symptoms for some of the conditions, particularly 
as they manifest in men. Care for individuals infected by sexually 
transmitted diseases is important not just in terms of curative care for 
that individual, but in order to prevent disease transmission, infertil- 
ity, and infection of newborns. 

Infertility is a sequela of pelvic inflammatory disease. Where a 
woman's status is determined by her ability to bear children, the 
social stigma of being barren renders her vulnerable to many forms 
of abuse. But in most communities the link between sexually 
transmitted disease and infertility is not yet well understood. PVOs 
have the opportunity to provide better health education that can 
increase community understanding of this relationship. 

5.2 Health Education 

The most important task for a community project is health education 
which aims at the primary prevention of sexually tranmitted dii 
eases, as HIV infection and AIDS have no cure. Many awntries are 
still in a denial phase of the AIDS epidemic, not wanting io recognize 
its reality or the reality of changing multiple partners in u h m  and 
rural areas. b 



Adolescent girls are the group being infected most rapidly. It is 
therefore important that PVO projects work in the community to 
educate adolescents and use peer-group counseling before the young 

, people engage in sexual activity, Fortunately, adolescents may not 
yet lwe formed sexual habits that cannot be changed, Ultimately, 
health education aims for changes in behavior. Community health 
projects have added health education on sexually transmitted dis- 
eases in hopes that the program will: 

(1) Increase acceptance of the discussion of sexual matters be- 
tween partners and spouses. 

(2) Increase knowledge of youth and adults about the reproductive 
system, conception, pregnancy, and birthing. 

, (3) Increase awareness of sexually transmitted diseases and aware- 
ness that men and women are responsible for the safety of their 
spouses (pnrtners) and offspring. 

(4)  Increase adherence to the practice of safe sex in and outside of 
marriage or permanent unions. 

( 5 )  Increase capacity of the community to provide ongoing sex 
education programs. 

Health education programs need to be accompanied by increased 
condom availability. It is also desirable to achieve peer and adult 
support for the idea that males and females should have the freedom 
to refuse sex when conditions of safety or commitment are not 
present. 

Recommendations for Coping with Sexually Transmitted Diseases 

(1) Learn about the community's norms on sexuality, sexual 
terminology, and perceptions about sexual relationships. 
Respect the cultural norms. 

(2) Learn about if and how symptoms of sexually transmitted 
diseases (like vaginal discharge) are regarded by the person 
experiencing the symptom, Some women and men may 
consider some abnormal symptoms as normal. 

. (3) Educate the whole community. Involve leaders. Involve 
adolescents. Wherever possible, involve religious leaders in sex 
education. 

(4) Integrate education on sexually transmitted disease with other 
health curricula existing in local schools, churches, informal 
education, youth movements, age groups clubs, sport clubs, etc. 



Offer a forum for aclolescents to share and talk about sex, 
partnerships, and courting, the "dream" family, and perceptions - 

and fears related to these. Learn the language and values of the 
adolescents being addressed and educate them within that 
context. 
Talk about sexually transmitted diseases and other conse- 
quences of unsafe sex, such as abortions and child abuse, But, 
talk not just about diseases and negative experiences; talk about 
the values of the family. Stress the positive side of sex and 
love. 
PVO Child Survival projects can be pioneers in qualitative 
studies on cultural, social, and behavioral factors in transmission 
of sexual transmitted diseases; seroprevalence studies are the 
responsibility of the government. 
In the Child Survival project, be sensitive to the increased risks . 
to traditional birth attendants for H N  and hepatitis B infection. 
Project staff should discuss the risks with local birth attendants, - 
and PVOs should provide reusable gloves or acceptable alterna- 
tives to the local birth attendants. 
Exchange experiences and lessons learned between groups 
dealing with sex education and sexually transmitted diseases. 
Health education on STDs aims for changes in knowledge, 
attitude, and behaviors. Its goals are: 
a. Increased capacity of the community to provide sex educa- 

tion; increased acceptance of the discussion of sexual matters 
between partners and spouses; increased knowledge of 
youth and adults about the reproductive system, conception, 
pregnancy and birthing and STDs; achievement of a cornrnu- 
nity consensus that men and women are responsible for the 
safety of their spouses (partners) and offspring. 

b. Adherence to the rules of safe sex in and outside of rnar- 
riage/permanent relationships. 

Health education needs to be accompanied by increased 
options (condom availability, male and female freedom to 
refuse sex when conditions of safety or commitment are not 
fulfilled). 

(12) Wherever possible, involve religious leaders in sex education. 



6 .  W O M E N  & A I D S  

The problem of HIV/AIDS is growing in magnitude. The World 
Health Organization (WHO) estimates that there were approximately 
10 million HIV infections and 1.G million adult AIDS cases in the 
world by early 1332. By the rnid-l33Os, more than 90% of all AIDS 
cases will be in developing countries, At this time, the majority of 
AIDS cases are found in sub-Saharm Africa, but WHO estimates that 
given present trends in HIV tnnsmission in Asia, AIDS will be 
growing faster in Asia than in Africa by the end of the decade. 

Developing countries have only recently addressed issues of 
women and AIDS, despite the fact that the male/fernale ratio of HIV 

- infections and AIDS cases is nearly equal in most developing coun- 
tries. This lack of knowledge is due, in part, to insumcient laboratory 
facilities for HIV testing, lack of ability to diagnose AIDS in women, 
and few epidemiological studies which focus on women. What is 
known is that HIV infection has grave consequences for female 
morbidity and mortality. By the mid-1990s, AIDS may surpass 
maternal mortality as a cause of death for women of reproductive 
age. 

6.1 The Status of Women and AIDS Prevention 

Sexual transmission of HIV is the most prevalent form of transmission 
among women in developing countries. Efforts to protect women 
from HIV infection are difficult for the following reasons: 

(1) Men resist condom use. 

(2) Even when women themselves are monogamous, decision- 
making about a partner's behavior with other sexual partners, 
drug use, etc. is out of a woman's control. 

(3) There is no "high-risk profile" of women particularly susceptible 
to HIV in high prevalence developing countries--virtually all 
women are at risk of sexual transmission. 

(4) There is little legislation or custom in developing countries 
which protects women from sexual exploitation. 

- (5 )  Economic necessity often compels women to undertake high- 
risk sexual behavior. 



6.2 AIDS and Child Survival  

It is predicted that in some countries, AIDS-related mortality of 
children under five years will wipe out child survival gains made 
implementing Child Survival strategies of childhood immunization 
and oral rehydration therapy. AIDS in infants and children has 
probably been underestimated because of inadequate diagnosis, lack 
of laboratory fxilities for HIV testing, and exclusion of children in - 

most HIV surveillance systems. 
AIDS-related mortality in women also threatens the survival of 

uninfected children. Studies have shown that infants whose biologi- 
cal mothers have died face a high probability of early mortality. 
Even if the idant survives, the quality of nurturance of the child may 
be severely affected. AIDS-related mortality in women will, in many . 

developing countries, cause millions of "AIDS orphans." 
Perinatd transmission (the major form of MIV transmission to 

infants and young children) is difficult to prevent because: 

(1) Women usually do not know they are infected. 

(2 )  Social norms dictate large families, 

(3) The risk of perinatal transmission (20-30%) may not be appreci- 
ated. 

More studies are needed on women's attitudes toward reproduc- 
tion in the face of HIV/AIDS. 

6.3 Impkations for MCH Programs 

HN/AIDS will strain already weak health infrastructures in many 
countries, and will pose particular challenges to TBAs and midwives. 
HIV/AIDS will challenge the credibility of many child survival 
interventions because children who are HIV positive are 
imrnunocomprornised and thus do not respond well to standard 
treatment regimens. 

Recommendations for PVOs in HN/RIDS 
Pwention and Cute 

(1) Be aware of issues related to women and AIDS in project 
beneficiary populations, and incorporate HIV/AIDS prevention 
activities. 

(2) Review policy implications of HIV/AIDS (including policies for 
PVO staff, health care, voluntary testing and counseling, sex 



education, caring for orphans, etc.). 
Advocate the AIDS-related needs of women and children 
(through collection and dissemination of data; encouraging 
national AIDS programs to involve women; and promoting 
aggressive AIDS-education prognms for women and youth). 
Integrate AIDS prevention and care activities into MCM and 
other programs of assistance. 
Where possible, prepare for the provision of care and social 
services for AIDS-affected families and AIDS orphans. 
Collalmrate in government AIDS programs and with other 
providers. 
Attempt multisectonl programs that respond to the HIV/AIDS 
pandemic. 
Identify groups most vulnerable to HIV/AIDS infection at the 
community level and develop ways to combat this vulnerability. 

6.4 Lessons Learned by Projects Working with AlDS 

PVO projects working with AIDS have identified the following issues: 

Integration of AIDS with family planning, child survival, or 
other programs requires careful planning. 
PVO staff nust learn to talk about sex in order to talk about 
AIDS. 

PVOs must educate their own staff about HN/AIDS, and 
develop personnel policies concerning HW-positive staff and 
staff with AIDS. 
PVOs will need a stable source of Funding for AIDS activities. 
Village-based workers can be effective in STD/AIDS education 
and can supply condoms. 
PVOs should be attentive to condom supply and demand. 
Home-based care and support for AIDS-affected women and 
their families is important. 
Youth are an important target group for PVOs. 
Coordination with government can strengthen the program. 
Training of trainers is an effective strategy, but requires continu- 
ous close supervision. 
Do not be too ambitious in selecting target groups; staff andlor 
resources can easily be overstretched. 



(12) The sense of urgency created by AIDS often causes overly 
ambitious programming. 

(13) PVOs should attempt to improve rural development policies to 
reduce run1 to urban migration (which is associated with in- 
creased high-risk sexual behavior and HIV transmission). 

Maternal malnutrition is common in many communities served by 
Child Survival projects. Maternal depletion occurs when women 
experience many pregnancies with short periods of time between 
pregnancies. Moreover, many communities, realizing that improved 
maternal nutrition increases an infant's birth weight, and fearing 
obstructed labor, have introduced strong taboos against increased 
calorie or protein intake during pregnancy. Efforts to improve 
maternal nutrition can and should try to build on the existing howl- . 

edge, but must underscore the need to protect both mother and child 
through balanced and adequate nutrition of the mother. Efforts 
should also recognize and address the fear of obstructed labor, but 
stress the benefits of improved birth weight to infant survival and 
improved nutrition to maternal survival. 

Determine messages to mothers and the community that convince 
them of the value of: 

(1) Appropriate weight gain in pregnancy and its importance to 
birth weight. 

(2) Increased caloric intake during pregnancy and lactation. 

(3) Increased protein intake, because of its role in body building. 
(4) Workhest, both are important. 

( 5 )  Practicing methods which overcome anorexiahomiting in the 
First trimester of pregnancy. 

(6) Tmnsmission of vitamin A and iron reserves to the fetus. 

(7) Iron, folic acid, vitamin A supplementation for the mother. 

Mothers must understand that: 

(1) The quantity of breast milk relates to the nutritional reserves of 
the mother. 

(2) The vitamin content of breast milk is determined by mother's 
intake and reserves. 

(3) The baby's birth weight needs to be above 2500 gms. 



Recommendatlotis for the Maternal Nutrition Strategy 

In areas with malnutrition of mothers or teen pregnancies 
(these are areas with high maternal death rate from hemor- 
rhage, low weighllheight, adult height of less than 150 cm); 
antenatal and postnatal care without attention to nutrition 
(calorie, protein, micronutrient) is a cart without a horse. 
Nutrition education needs to start with prepubescent and 
adolescent girls so that they may attain normal height and pelvis 
development and know what to do when pregnant. 
Prioritize nutrition messages to be delivered during antenatal 
and postnatal visits, customized by need. 
Provide good nutrition education for couples on staff and for 
volunteers and collaborators first; only the convinced and com- 
mitted can teach by word and example. 
Teach maternal nutrition by demonstrating the benefit to the 
child and to the mother. 
Involve all community members who have power over 
women's nutrition. 
Evaluate compliance and impact; give feedback to the cornmu- 
nity. 
Remember that AIDS can imitate malnutrition but resists nutri- 
tion rehabilitation! 

Recornmendations for P~wnt ion  and Treatment of Vitamin A 
- oeJciency 

(1) Assess vitamin A status in the community; feedback findings to 
community and policy makers. 
a. ClinicaVocular signs of deficiency. 
b. Other (dietary, behavioral). 

(2) Persuade policy makers to develop policy and protocol. 

(3) Develop and use social marketing activities directed at 
a. Increased consumption of dark green leafy vegetables and 

orange fruits. 
b. Increased coverage for viramin A supplementation 

(capsules, syrup). 



(4) IJrovicle vitamin A supplerncntation. 

;I, 200,000 IU within one month aficr delivery of I~ahy, 
b. Where the woman has night blinclness or Bitot's spo~s, up to 

10,000 IU daily for two weeks can he given cluring preg- 
nancy. 

( 5 )  Teach the importance of dietary consumption as an adeqr~ate 
approach to reach maternal needs (promoting the consurnption 
of liver is ;i good example). 

(6)  Train medical and health staff. 

(7) Examine local cooking habits. (How long is food cooked? Are 
covered pans used?) p 

(8) Assure vitamin A procurement. (Arrange to get adequate 
supplies from UNICEF, the local government, Helen Keller I 

International, or local pharmacies.) 

8. Women's Rfghts 

In the settings in which most health professionals work, the tendency 
has been to think of a woman's needs only in terms of physical 
health, But this is changing. Now, innovative community health 
programs are including spiritual, mental, social, and economic 
components in programming. SEARCWIndia's approach to preven- 
tion of sexually tnnsmitted diseases is an example of this. SEARCH 
recognized that they could not design activities to treat and prevent 
sexually transmitted diseases without incorpomting the philosophy of 
women's rights into all aspects of the program, 

Some PVO health and child survival projects have chosen to 
expand their women's health activities to address the inequities that 
exist for the girl child and the adult woman. They believe that 
women's rights must not be a separate activity from health of 
women. 

The root causes of the unequal status accorded women are 
embedded in culture. The belief that a female child is not as worthy 
as a male child results in a girl child who feels ashamed of herself 
and vulnerable. From the beginning, she is taught to consider herself 
inferior. Her identity comes through marriage and childbirth. But 
"inside" that wife/mother is a tentative child, anxious about her 
future, lacking a sense of self-worth. 

Low levels of self-esteem act as a barrier to seeking health care, 
and can have a negative impact on a woman's reproductive and 
sexual health. The manager of the World Visionhndia Child Survival 



project recognized this dilemma when she said: 

"I believe the hands that rock the cradle will rule the world; 
- but if those hands are not strong enough, how can they 

rule the world?" 
- 

Projects must initiate programs that increase awareness among 
women and build their self-confidence. It takes a strong person to 
initiate and maintain health behavior change; the individual woman 
can find that strength in a supportive women's group. 

In recent years, more PVO Chilcl Suwival projects have begun to 
collabonte with women's rights organizations. For example, the 
Save the Children project in Nepal has special activities for adolescent 
girls at risk for prostitution, and cooperates in these activities with 
local women's rights organizations. Other PVOs have encountered 
women injured due to domestic violence, and have responded not 
just to the women's health needs, but also by helping them to learn 
more about their legal alternatives. Of special interest to women's 
organizations in some areas of the world is the need to raise aware- 
ness and concern about the practice of female excision and 
infibulation. These practices adversely affect women's health in 
general and maternal health in particular. 

The mobilization, organization, and education of women are 
essential to effect a positive change in women's status and achieve 
equity, Programs which reduce female illitency have a positive 
impact on child health care and build self-esteem. The World Bank 
has enthusiastically supported the benefits of educating women. Its 
managing director has said: "Getting more girls into school is prob- 
ably the single most effective anti-poverty policy in the developing 
world." Furthermore, a former chief economist at the Bank reported 
that "educating girls quite possibly yields a higher rate of return than 
any other investment available in the developing world." 

Empowering women is but one side of a complex issue. Educat- 
ing men, and fostering a dialogue between men and women on 
status of women, is equally important. This is not easy and will take 
time. But, to address the problem, one has to first talk about the 
problem, and see it as a problem. PVO projects with interventions in 
-family planning, HIV/AIDS prevention, and maternal health should 
actively involve men. The aim is to encourage male support for 
.women's health, and cooperation between both partners in sexual 
and reproductive decisions. Contrary to the suggestion that men 
don't care, field research has shown a level of concern for wives' 
health and a willingness by men to help out with contraception. 
Male support for women rights may be underestimated. In order to 
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foster this dialogue, 1WOs can learn what men know and fear, and 
what men need and want, in relation to women's rights. Then PVOs 
can design and provide information which addresses those fears and 
nceds that men identified in small group discussions, New or revbed 
training materials should strengthen the skills of providers to increase 
the involvement of men and couples in family planning, maternal 
health, and HIV/AIDS prevention programming. 

In modern society, women are slowly becoming more educated 
and asserting their right to be treated with dignity and respect. 
Clearly, women's rights must not be a separate activity from health of - 
women, Starting this educ:ltion and dialogue early speeds this social 
process. PVOs need to target adolescent girls and boys by working 
through the family, community, school system, religious and youth 
organizations, and other relevant institutions. 

Each PVO should also look at its own organization in terms of 
equity of compensation for women, sufficient maternal leave (includ- 
ing breaks for breastfeeding), availability of day care, and access to 
decision-making within the organization. Women on the PVO staff, 
as well as women from the community, should be actively participat- 
ing in the planning, implementation, and evaluation of Child Survival 
project activities. 

For PVO Child Survival projects wishing to take a more holistic 
approach to development programming for women, some of the 
principles are listed below. 

Recommendations for Promoting Women's Rkbts 

Recognize that women's health is a human right, and affirm that 
principle in action. 
Initiate interpersonal and communication skills training for 
women. Such skills are needed by women, not only to better 
communicate health messages, but to increase an individual 
woman's ability to negotiate in difficult situations in the home 
and community-with her partner, or mother-in-law, or any 
other key person influencing her sense of self-esteem. 
Literacy and income generation are very important to empower 
women, to increase their self-esteem, and to increase their 
awareness about their rights. Give special attention to these 
strategies in programming. 
The effort is strengthened when PVOs partner with women's 
groups and other groups that are genuinely interested in the 



welfare of women, Where no local women's orgmizations 
exist, PVOs can actively support and encoungc the formation 
of such groups. 

( 5 )  1WOs can hcilitate, through advocacy and col1:tboration wlth 
government and other NGOs, the reduction of the workload of 
women (e.g,, by providing day care, water, fuel, etc.) 



The Mothers CG Child Survival Conference gener:~tetl two videos on 
the views of' country project managers on the status of maternal 
health care in their countries (South America, Southeast Asia, and 
Africa) and their cxperienccs in project management in different 
areas. 

Fifteen project managers were asked a set of questions re1r:ted to 
maternal care, and were asked to relate their experience in their 
respective areas. PVO field participants were asked to talk about the 
situation of women in their countries, their feelings about the validity 
of matemal health interventions in child survival programs, and 
project management issues particular to them, The response of each 
manager was recorded on video. The results of these interviews were 
edited into two tapes, which were shown at the conference and used 
as the basis of further discussion, 

These videos have been further edited and are currently being 
used to introduce new project personnel to practical and relevant 
matemal health issues. The videos can serve as background informa- 
tion for new project managers and starting points for discussion. The 
Mothers & Child Survival Report and the Shiprock Conference 
videos-"Thoughts about Women's Health and Maternal Care" and 
"Thoughts about Project Management", are available from PVO Child - 

Survival Support Program. 
Following is a summary of the main points made by each video. 

The experiences which the project managers describe on the videos 
can serve as "talking points" for discussion and staff training. PVOs 
will find the videos a useful supplement to this report on lessons 
learned when introducing maternal health to Child Survival programs. 

1. Lulita Edwards - Wl//India talks about. ... 
a. The importance of maternal health to a family in general and to 

a child's growth and development in particular; the need for 
frequent dialogue with husband/family on common high-risk - 

factors that can be identified or recognized by them and the 
importance of cultivating their agreement and assistance. 

b. A personal and project success story involving a successful 
outcome with a high-risk mother. 

2. Najma Khatun - SCF/BangIadesh talks about. .., 
a. How she overcame her fear during a political uprising to assist 

home delivery. 
36 



b. The cultur,~l bias toward the male child; constraints on thc life of 
the female child: less attention and care, a hcavicr workload, 
more domestic responsil~ility, malnourishment and early 
pregnancy. 

c. The low status of women. 
3, Francfsco Momno Oleas - Pmject Hopc?/Ect~uclor talks about ..., 

a. His project's approach to the conununity through the involve- 
ment of youth in gardening activities in order to develop a nutri- 
tional support progrim and to obtain community trust and 
confidence. 

b. The low status of women, heavy work load, and responsibility. 

4 ,  Ellen Tagwin@ - W/Zimbahwe talks about .... 
a, The hard life of women in the project area. 
b. The importance of healthy mothers and maternal health as the 

basis of family well-being. 
c. Paying attention to health need priorities articulated by the 

community, 
5.  Rama Basnet - ADRNNepal talks about .... 

a. Pregnant women's problems accessing health care services; they 
often must walk more than five hours to a health center. 

b. The cultural preference for male children compels women into 
repeated pregnancies when a boy is not produced. Women 
become pregnant repeatedly even when they are at high risk. 

- c. The general lack of sympathy for women. 

6. Reny Benjamin - PAWIrtdonesia talks about ..., 
a. Her experience using an inexpensive weight scale to identiFy 

low birth weight babies by the illiterate TBAs in the project area. 
b. How the status of women impacts on maternal health, espe- 

cially nutrition and obtaining early health care. 
. c. The continuous effort and dialogue needed to make positive 

changes in the customs of n~nl communities which could 
improve health. 

7 .  Ronald Gutiemz - PLANBoliuia talks about .... 
a. How he was able to overcome the constmints of medical 

training and career and come to an understanding of commu- 
nity health needs and the value of working in public health. 

b. Cultural practices that constrain maternal health care, such as 
the rehsal of husbands to allow any male health worker or 
doctor to examine their wives, a constraint that contributes to 
the extremely low coverage (about 3%) of prenatal care. 



1, Ahciel Ituhtwr Ahnzed - CXTWSudrn talks about..,. 
;I, Using s locally availalh nnd acccpkcl resourcc like the OR'S 

mo~suring glass. 
11. C(:tnn~unity pnrticipntion as a management stratcgy for better 

sustainability of thc project. 
c. Thc importance of good relationships with local govcrnnient 

rcprescntatives in order to ohlain continuous support and 
govcrnlncnt assumption of the project when the clonor phases 
out, 

ti, The irnpo~tance of retciining thc MOI-I staff personnel in the 
project arm, as well as updating their skills through regular 
supervision. 

c. His belief that community-lxwcl activities assist the people to be 
independent al2out their health care and facilitate better 
sust;~inaldity. 

3. Lois M i m o  - M/HV/Kettya talks about .... 
a. How project activities h a v ~  Ixen introduced through existing 

income-genemting activity. 
b. Income needs of volunteers conflicting with program needs for 

volunteer services; the need to make volunteers understand why 
their contributions are necessary. 

c, The fact that community-based activityheeds have a better 
chance of being sustained than donor-based activityheeds. 

4 .  Philip Poscinau - PCVPcrptra Netu Guineo tnlks about .... 
a. Cultural beliefs and superstitions which are major health care 

obstncles. 
13. The responsibility of health care workers to continuously 

educate the community in order to change concepts which 
impact negatively on health care. 

5 .  Pnzil Robinson - CNWBanglndesb talks about .... 
a. An incident he observed which illustrated inadequilte basic skills 

training; the need for refresher training and regular supervi:;ion. ' 

b. Sharing experiences, taking risks, trying again. 

6.  Nutzrl Fazrie - PCVlncionesia talks about .... 
a. The impact of training and certification of TBAs on the succc!ss . 

of the Child Survival project and the integration of lnatemal 
health in his project area. 

b. The importance of field observation before taking over as a 
project manager as an effective approach tc know and under- 
stand the process, strength, and constraints of the program. 
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c. The necessity of a close reliltionship with local government. 
- d. His Ixlief that project sustainahility depends upon what the 

pcople witnt, arc :  : l I x ) ~ t ,  :tnd know how to do. 
7. Charrdu D. I?ui - SC/VNL'~CII talks about .... 

a. 'I'he successes of OILS distrilx~tion and its use to  reduce inci- 
dcncc of diarrheal cliscase in the project area. 

b, The nectl for frequent dinfogue with tlie corrununily and tlie 
provision of guidance/encoungetnent to identifjt their health 
prohlems anti needs; as well its to help them find solutions by 
tlietnselvcs, without crcating dependence, 



Maternal Death 

A maternal death is definecl as "the death of a woman while pregnant 
or within 42 clays of termination of pregnancy, irrcspcctive of tile 
duration or site of thc pregnancy, from :my cnusc rcl:~ted to or 
aggravatecl by the pregnancy or its tnanagement, but not fron~ 
accidental causes." World I-Icdth Orgritrlmlior~ "DeJrrltior7.s urtJ I<econl- L 
trtetrllcrllot?.~." In Mcoirrul of the Ir~IemutJot~ul Slutkili~ul CIU.Y.SIJ?CUI~)~T of 
Dlscases, Injuries, unnd C~irrses ($Decrth, Vol. I .  Gettevu, 1977, pp. 763-764. 

The maternal mortality ratio is the most commonly used measure to 
express the risk of death ;unong women once they are pregnant. This 
statistic is defined as n~aternal deaths per 100,000 live births, Note 
that the numerator (maternal deaths) is not part of the denominator 
(live births). 

Maternal Mortality Rate 
The maternal mortality rate indicates the impact of n~aternal deaths 
on the 2opulation of women of reproductive age (usually defined as 
ages 15-49). This statistic is defined as maternal deaths per 100,000 
women of reproductive age per year. 

For further information on the availability of additional statistics and 
factors influencing the measurement of maternal mortality see Safe 
Motherhood Programs: Options and Isues, available from the Center 
for Population and Family Health, Columbia University, 60 Haven 
Avenue, New York, New York 10032. 
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