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Executive Summary 

A woman's ill health not only affects her own opportunities and her po- 

tential to contribute towar-d development but those of her family as well, par- 

ticularly her children. Thus, policies and programs should continue to place 

principal emphasis on pregnancy, cMd1)irth, and reproductive health in de- 

veloping countries. Researcli, analysis, and information dissemination activi- 

ties are needed to guide the developinent of strategies and programs and the 

allocation of appropriate resources for safe motherl~ood and improved re- 

productive health in Mrica. At the same time these activities neecl to be 

complcmentect increasingly over the longer-term by efforts to improve 

women's health and status morc broactly, partictilady before pregnancy oc- 

c111-s. 

The purpose of' this strategic framework is to assist the Olficc of Sustain- 

able lkvelopmcnt of USAID's Bureau for Africa, under its I-lealth and I-Iu- 

man Reso~trce Analysis for hlrica (IHHIIAA) project to identilji key research, 

analysis, and disseinination issues on safe lnotherhood and rcproductivc 

health in Africa. 

The strategic framework draws from previous consultatiot~s with Mrican 

program inanagers and researchers, a review of the literature, and the prod- 

lxts of'interliatiol~al bodies cotiveiied to set women's health agenda and re- 

search priorities. The strategic framework assesses, analyzes, and prioritizes 

the information gaps and needs on a broad reproductive l~caltli point of 

view with several cross-cutting issues involving infectious diseases, popula- 

tion, and nutrition, including (a) family planning, (b) unsafe abortion, (c) 

pregnancy and HIV, (d) reproductive tract infections, (e) infertility, (1) ma- 

ternal nutrition, (g) adolescent reproductive health, and (h)  integration of 

services. 

The strat.cgic framework presents a synthesis of existing knowlcdge and 

information gaps a ~ i d  sets rescarcl~ priorities relevant to decision-inaking to- 

ward reaching the Sollowing objectives: 

To expand and strengthell the analytical base for reproductive 

health policy and program implementation by identifying, cliscuss- 

ing, and prioritizing knowledge gaps and inlormation needs in the 

following arcas: 



4 the extent, causes, and disti-ibutioil of'woincn's moi-- 

bidity and mortality; 

+ the relative eSfectiveness, efficiency, impact, and cost 

ol'altcrnative safc motherhood and reprod~~ctivc 

health sti-ategics; and 

4 the economic, social, medical, and legal coixtraints to 

sale inotherhood and improved repi-octuctivc health. 

To identify approaches Sol- increasing policy m d  program support, 

community p;-11-ticipation, and individllal cinpowcrrncnt Sor saSc 

~~~~~~~~~~hood and improved r ~ p r ~ d ~ i c t i v ~  I~calth. 

It discusses and rccommcnds, basctl on USA111 Afi-ica 1311rca11's com- 

parative advan~age, a n~unbci- oS analytic approaches to adclrcss the inlhrma- 

tion gaps and priority issues involved in clcsigning and irnplcmcnting safe 

motherhood and rcprodl~t ivc hcalth scrvices. 
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Since the 1060s, scvcritl initiatives have keen rtndei-taken to influence 

~vomen's health status in cleveloping cormtries. First, the jainily planning 

movement, which inci.casingly expanded its focus fl-om a demographic ra- 

tionale to one hasccl on providing women with reproductivc choice and 

the ability to avoid tulwanted. and poorly timed pregnancies, as well as pro- 

tection fi-om sexually transmitted diseases. Over the last decade, the child 

swvival pi.ograrn brought greater recognition of the significant impact of 

matci-n;\l hcalth and nutritional status on illIant orttcoine, rcflected by the 

inclusion of maternal mortality goals at the World Summit for Chilclrcn in 

1990. 

The Safe Motlicrllood Initiative, la~tnchccl in Nairobi in 1987, focused 

world attention oil thc magnitude of maternal mortality, morbidity, and dis- 

ability in tlic developing countries and the inadequacy of related hcalth 

carc. It also crnphasized measures to improve wornen's health status, ac- 

cess to l:,liriily planning, and access to qltality maternity ccal-e. A consensus 

w;\s clevclopcd that proguammatic crnpllasis on specific, intcgratcd matcr- 

nal healtli and nutrition measures, in addition to satisfying umnet demand 

Sol- Family planning, will havc the greatest impact 011 reducing matel-nal 

mortality and should ~.eceivc priority in the short run.  

Althotigh incrcascd attention has hccn paid to matci - id  hcalth since the 

lnitiativc was lartnchcd, the ti-ansition from advocacy to irnplcmentation has 

bccii slow and a great clcal more still necds to he clone. Women's Iicalth 

sliould be recognizccl as an important health sector priority in its own right 

I~ecausc of a n~tmbci- of i:,tctoi.s. First is the knowledge that 500,000 ~ o r r i c i ~  

die each ycai- fi-om pi-cgnaiicy-rclalccl-1-ctcl causes and some eight inillion srtffcr 

scrious cornplicatioi~s-n~oi-tiility and morbidity that are largely preventable 

and managcable. This high cleath and clisability toll reflects the failwc of 

hcalth programs to meet tlic needs of the inor-c than one  billion worncn of 

1-epmductivc age in tllc developing world. Second is thc growing 1-ccogtii- 

tion of the social and economic dimensioiis of wornen's contribution to de- 

velopment. 

A signilicant obstacle that prevents women from fulfilling their productive 

potential is poor health. 'Tllis has adverse conseqllcnccs on the wellhcing 



of houseliolds and on the formal economy. One-third of poor Families in 

much of Africa are headed by women. I11 rural Namibia, for example, 

some 40 percent of households are headed by women. In Famania women 

constitute 75 percent of the total population eng-nged in agriculture, many 

of whom bear fidl responsibility for feeding their Families. Data on 

women's contributioii to development, while still weak, indicate that 

womcn are rcsponsiblc for up to three-quarters of the food and cash crops 

producctl annually in the developing world. Undcrstmding the important 

but previously largely invisible, productive role of women has increased 

greatly during the past lifteen years, stimulated in large part by the United 

Nations Decade for Wornen, which ended in 1985. 

A woman's ill health not only affects her own opportunities and her poten- 

tial for contribution toward dcvclopn1cnt but thosc of her family as well, 

particularly her children. Thcrcforc, the problem is not confined to the 

health of womcn m d  mothers hut has a major impact on the slurviva1 m d  

quality oi lives of babies and children. WHO estimdtes thclt about sevcn mil- 

lion pcrina~al deaths each year in develop in^ countries arc associated with 

~omplications of pregnancy, labor, and delivery, and the woman's general 

health and nutritional status belore and during pregnancy. Thus, policies 

and programs should continue to place principal emphasis on pregnancy, 

childbirth, and reproductive health in developing colmtries. 

liesearch, analysis, and information dissemination activities arc needed to 

guide the development of' strategies and programs and the allocation of 

appropriate resources for safe motherhood and improved reproductive 

health in AGica. At the same time tlxse activities need to be comple- 

mented increasingly over the longer-term by efforts to improve women's 

liealth and st.at~ts more broadly, particl~lai-ly before pregnaiicy occurs. 

Purpose and Objectives of the Strategc Framework 

The purpose of this strategic f'mmework is to assist the Office of' Sustaiiiable 

Developmelit of the USAID's Bureau for Afl-ica, under its Health and Hu- 

inan Resoui-ce Analysis for Africa (I-II-IRAA) Project to identify key re- 

search, analysis, and dissemination issues on safe motlierhood and 

reproductive liealth in ASr-ica. Intervciitions to reduce maternal morbidity 

and mortality in Mrica are available, but i t  is unclear whether any of' these 

have been used effectively or whether the relative effectiveness of different 

iiiterventio~is has been strtdied. 



A number of'clci~leiits may have contributed to the succcss or f'ailrtrc of' 

safc motherhood and reproductive health programs, particularly prograrn 

support components including advocacy, policy dialogue, human resource 

development (specifically training), financing of seiviccs, management, 

s~~pervision, logistics, quality assurance, the use of iiiformation and commu- 

nications, marketing, evaluation, private sector involvcmcnt, and, most oS 

all, comm~uiiity support and participation. Expert analyses from previous 

cSforts in hcsc  areas will be instrrtme~~tal in developing a new generation 

of cost-cfSectivc maternal and reprod~tctive health projecrs and progr;lms. 

The strategic [I-ameworlc presents a synthesis of existing knowledge and in- 

formation gaps and sets research priorities 1-elemnt to decision-making to- 

ward reaching the fbllowiiig ohjcctives: 

To expand and stre~igthcii the aiialytical base for rcproductivc 

health policy and prograrn irnplci-nentatioi by idcntiSying, dis- 

cussing, and prioritizing knowledge gaps and information needs 

in the following areas: 

+ thc extent, caltscs, and tlisti-ib~ltion of womcii's mol- 

biclity and mortality; 

+ the I-elative eSfcctiveness, cfficicncy, impact, and cost 

of alternative safc mothcrhood and reproductive 
health strategies; and 

the cconornic, social, medical, and lcgal constraints 

to sale motherhood and improved rcpi-od~tct.ive 

health. 

To idcntif'y approacllcs for incrcasing policy and program sup- 

port, comin~tnity participation, and iiidividid cmpowci.mcnt Sol 

safe rnotherhoocl and improved rcprocirtctive healtli. 

The Process ofDevelofiing the Strategic Framework 

Developing the strategic framework iiivolvcd (1) consultatioiis with Nrican 

researchers and program managers in the field; (2 )  consul~ations with 

USAID and other dcvclopmei~t agencies' Geld staff; and (3)  desk and case 

study analyscs of relevant litcrat~ti-e. 



The SARA Project took advantage of its staff participation in a number of 

iilternatioiial meetings organized in 1993 on safe motherliootl and repro- 

ductive health to consult. with experts and ctccisioi~ maltel-s and to iclentify 

a prelimii~aiy list of issues to t3e addressed through research and analysis. 

The issucs ictentification exercises consisted mainly of consult~tion and dis- 

crtssion with hfi-icm experts attending Mioi-Id ISanlt, WHO, USAID, and 

other sponsored meetings of' experts on sak  motherhood and child stti-- 

vival. 

The strategic Sramewoi~lz is developed based on the ahove-mentioned con- 

sultations with African program managers and researchers, participation at 

several intcrnatioilal worltshops and conferences, and an extensive litera- 

turc review. The strategic frainewoi-lz assesses, analyzes, and prioritizes the 

inSormation gaps and needs on a broad reproductive health point of view 

with several cross-cutting issucs iilvolving inScctiorts diseases, populat.ioi1, 

and nutrition, including (a) Iarnily planning, (b) msaf'e abortion, (c) pl-cg- 

nancy and I-IIV, (el) reptodrlctivc tract infections, (c) infertility, (I) mater- 

nal ilutrition, (g) ac1olcsccnt reproductive health, and (11) integration of 

services. 

A working group was coi~vcnccl on Jrme 15, 1991, in Washington, D.C., to 

discuss the paper and a prioritization activity was started and inclrrded in 

the draft paper. The worlzing group participants were experts from the 

John Snow Incoi-prated MotherCarc Project, The World Bank, the Inter- 

national Center Sor liesearch on Womcii, the American College of Nurse- 

Midwives, USAID, the Program for Appropriate Technology fbi- I-Icalth, the 

Trtlanc University School of Public Health and Tropical Medicine, the 

Population lief'erence Bureau, the Academy for Kducatioilal Development, 
and the Morehouse School of Medicine. A number of Afi-ican experts, 

such as selected participants at the tllii-el Congr-ess of Society of'Afi.icai1 Gy- 

necologists ancl Obst.cti-icians, will,be sought for their input bcforc Iiilal 

vetting and ctisseinination. 

Summary of Research and Dissemination Priorities 

The working group convened in \nlashington, D.C., has lookccl at research 

issues raised in this paper and tried to come up with a list of priorities rel- 

evant to the Afi-ican setting. The international coinmuizity already agreed 

that the levels of maternal mortality may change from one setting to an- 

other, and the live leading causes arc known. What can he done to redrtce 



maternal mortality and morbiclity! Discussioix indicate the need Sor more 

information on Iactoi-s contributing to higher pi-egrtancy-relateci morbidity 

and mortality in Alrica, and the need for inore intcl-vei~tioi~-orieilted re- 

search. A consensus was to foc~ts on three major areas: 

social and ctlltural iss~tes, 

intervcntions and sci-viccs, and 

Social and Cultural Issues 

Identify through community surveys and existing studies and li t-  

erature reviews, cultural and traditional harriers that afScct moti- 

vation to seek or not seek appropriate care and use of maternity 
services. Findings can be used to develop spccilic approaches to 

address these barriers. Special attention sho~tld hc givcn to ado- 

lcsccnts and women in rural, isolated scttings whcrc the majority 

arc illitclxtc aild llavc little access to information. Find out thc 

community point of view of qllality of care. 

The ~Sfectivcness of' social support networks should he evalmtccl, 

their dii'fcrent approaches and their impact on improved 

women's reproductive l-~ealth. Also, research can f'ocl~s on how 

community-based sllpport nctworks might be Sormcd and/or 

ltsecl to help provide women with better health inf'ormation and 

he~ tc r  access to health I'hcilities througll the estal~lishrnei~t, for 

cxarnplc, of' cooperative transportation arrangcrncnts. Best prac- 

tices and lessons learned li-om the research can be disseminated 

and used to develop and strengthen community-based netrvorlts, 

based on specific socio-cultrtral settings. 

Community ii~volvcnlei1t is crucial to the success oS any sale moth- 

erhood ii1teivention. Therefore, informatiol~ dissemination and 

research studies should be s~lpported on innovative community 

iiitclventioils that have the potential f'or expailsion and rcplica- 

tioii to support saSc motl~erhood and improved rcproductivc 

health in Africa. 



How can we increase awareness about risk Factors by pregnant 

women and the commrmity as a whole to prompt their support 

when need arises? 

Given the role TBAs play in the community, mechanisms to link 

traditional and modern care systems for efficient and effective 

maternity carc should be explored. 

Fcmale genital mutilation (FGM) needs special attention. Social 

science research is needed to learn more about the attitudes of 

community members toward female circumcision so that strate- 

gies to reduce the incidence of the practice can be identified. 

Analysis and illformation dissemiilation on the devastating consc- 

quences of FGM 011 women's reproductive health and its social 

and psychological impact sllollld be cai-ried out. Disseminating 

tlle initiative and action agenda of the organizations involved in 

the fight against FGM to sensitize policy makers and stimulate 

creation of ajoint. advocacy group should be considered, Involve 

young people themselves, and look at the potential role of youth 

organizations in cr~dicating female genital mutilation. 

I n t m m t i o n s  and Smices  

What in~.eivcntions will increase safe motherhood and improve reproduc- 

tivc health in poor and undeserved arcas? During the working group dis- 

cussion special attention was paid to: 

situation analysis of services, 

prenatal care leading to intraparturn and postpartum care, 

risk assessment, 

emergency referral systcms, 

first referral facilities, 

abortion issues, and 

family planning and its integration with other services. 



Consenstrs was reached on the following: 

Situation analysis of existing reproductive health services is 

needed. Use the results to determine how infrastructrrre and 

services can be made accessible to patients; based on a synthesis 

for different cotrntries, design an optimum service package, an 

African standard approach for pregnancy management and pa- 

tient care practice and norms to include in training curriculwms. 

What components of prenatal care are most uselid in reducing 

matel-nal mortality? What. should optimum prenatal care be? lie- 

search design should be done in the field to come up with appro- 

priate stanclards and methodologies for urban and for rural areas. 

Percentage of women coming for prenat.al care is increasing 

while percentage coming to deliver in llealtl~ Facilities is not. 

What concrete actions should be taken to have women deliver at 

safe sites: health education, husbands' involvement, increasing 

health cave providers' ;warelless about sociocult~~ral Factors 

against hospital delivery? 

Carrying out h r t l ~ e r  rcsearch on risk assessment in maternity 

care in the African enviroi~mcnt to clevelop and adapt guidelines 

for llealth providers to screen women for the most importmt 

complications is a priority. Sci-eelling sl~ould not bc limited to 

the prenatal period but should bc continuous tlliring 

intraparturn and postpartum period. How can we concentra~e 

attention on those most likely to need specific care? 

What can be done to bring high-risk women into GI-st referral fa- 

cilities by involving the community in: (1) an emergency trans- 

portation system through social support network (saving groups 

and village cooperative transportation systems), and (2)  the con- 

ception and building of maternity waiting homes to increase 

their acceptance? 

Once high-risk women arc at the first referral level facility, what 

can be done to shorten the waiting time before inteivei1tion: in- 

crease provider competence through revised curriculums or put 

emphasis 011 life saving skills ( I S )  training, need for role mocl- 



els, incentives to increase mordc? What can hc done to ensure 

q~tality carc at that level? 

Policy makers awareness of the magni t~~de  of unsafe ahortion 

mllst be raised by doing epidemiological studies specifically So- 

cuscd 011 high-risk gi-orrps-adolescei~ts, single or divorcctl 

wornen-and loolzing at the ef'fcctivencss and impact of ciiffercnt 

treatment techniq~~es.  

Iicview experiences regarding intcgl-ation of' family planning 

with materixd m c 1  child health services. What is thc most. cfkc- 

tive a d  efficient way to change reprocluctivc behavior and in- 

crease access to contraceptive information and supplies? What 

can be done at the policy level to delay hirth of first child? When 

are women most receptive to I'amily planning co~~nsel ing and scr- 

vices (during prenatal carc, postnatal carc, or post-abortal care)? 

Which degree of integration is 11101-c ~flcctive: sllould wc: only in- 

tegrate f,rmily planning counseling in all ~nalcrnity services with a 

strong rd'crral system lo hmily planning services, or should we 

oUcr farnily planning counseling and serviccs on site at contact 

points? (:onduct stuclics on lhc cff'ectivcncss of' targeting Iamily 

planning activities on postpartltm and post-abortion patients. 

onitoring and Evaluation 

Monitoring and cvalllation sl~ould he an importailt component of each salc 

rnot.l~erllood program. Comm~lnitics sllo~tlcl be involvcd in ~ h c  process m d  

kept informed aho~lt  progress. Policy malzcrs also s h o ~ ~ l d  he i~~forrnctl .  A 

major constraint 1.0 clfcctive pl.ograrn inonitoring a i d  evaluation is thc lack 

of or a wcalz managcmcnt infbrmation system in most African countries. 

Alternative strategies can he introducctl to monitor program perlbrrnancc 

and impact. Selection of a limited n~rrnbc~.  of indicators, development of 

simpliiied data collection tools for pi-ogmm operations, periodic hortscholtl 

interviews, f'cjc~is group disc:ussions, and occasional surveys (such as the 

DMS) arc some approaches to elicit information  lo^. monitoring and cvalrra- 

tion of sale rnotllcrhood and repl-oductive healtli. 



or Reproductive 

Pregnancy-related Mortality and Morbidity 

Half a million women die in pregnancy or childbirth (Tinker 1994). Of 

those deaths more than 99 percent occur in developing countries 

(WinikolT et al. 1991). The majority occurs in Africa and South Asia, 

where maternal mortality ratios may be about 200 times higher than those 

in industrialized countries (Tinker, Koblinsky 1993). 

Recause of pool- access to safc, hygienic deliveries with trained attendants, 

WHO estimates that the majority (80 percent) oi'maternal deaths arc di- 

rect obstetric deaths due to obstetric emergencies such as hemorrhage, ~111- 

safe abortion, hypertcnsivc disorders, sepsis, and obstructed labor. The 

remaining arc cstiinated to be indii-cct obstetric deaths due to existing ill- 

nesses aggravated by pregi~mcy. I11 developing countries, indirect obstetric 
deaths have mainly heen associated with illiicsses such as hepatitis, malaria, 

anemia, and diabetes (Lettenmaicr ct al. 1988.) Thesc conditions may pltt 

women at higher risk of dying 11-om one of' the direct complications ol' 

pregnancy. Malaria, for example, may he more scvcrc in pregnant. ~vomcn 

and may contribute to anemia, which in t11rn may decrease a woman's 

chance of surviving a hcinol-rhage. 

High fertility rates in Africa remain an cnorrnous coi-rstraint to the improve- 

ment ol' rnatcrnal health and child srtwival. The average total fertility rate 

there is 6.5 children per woman coinpared with 3.9 in Asia and 1.9 in in- 

clttsti-ial countries. The maternal mortality ratios ((he number of women 

clying from causes related to pregi~ancy and childbirth per 100,000 live 

births) are 630, 380, 23, and 12, respect.ively for ASrica, Asia, E~lropc, and 

North Anierica. Given the cllrreiit 1ert.ility rates, if the rates of maternal 

mortality in the devclopiilg world remain unchanged, by year 2000 there 

will be 650,000 maternal deaths a year (Population liefcrence Bureau 

1992). 

In addition, long after- delivery, a number of women suffer from pregnancy 

and labor-related maternal morbidities and disabilities. For example, a 

community-based study in a rural area in Egypt fo~unct that more than half 

of' the women suffered from uterine prolapse, although many cases were 



ui~recognized by the women themselves (Zrtrayk 1991). A strtdy at the 

Goildar Hospital in Ethiopia fortnd that more than half of the patients with 

olxtetric fistulae, a disability caused by prolonged labor, had been divorced 

by their husbands and one-third had resorted to begging (Royston and 

Armstrong 1989). I11 %aria, Nigeria, where the social consequences of fistrt- 

lae had been the subject of' a detailed strtdy, 77 percent of'long-term fistu- 

lae patients were living apart from their husbands, while none from the 

control group was divorced or living apart. Childlessness as a result of' the 

fistulae was fo~tnd  to he an important factor in the marital brealzdown 

(World I-lcaltll Organization 1991b). Data from The World 13anlz World De- 

velopmenl. Repol% 1993 indicate that although males generally have higher 

rates of premature mortality, women have higher ratcs of disability during 

thcir reproductive years and in old age (60 and older), m~tch of which can 

be attributed to pregnancy, childbirth, and sexually trai~si~iittcd diseases 

(STl3s). 

Basic epidemiological daca 011 maternal mortality and morbidity is essential 

to exarninc the efficacy of many established maternity a r c  practices. With- 

out. adequate, reliable inf'orrnation on levels and pattcrils of maternal mor- 

tality and morbidity, it will be cliilicult to decide on directions, services, and 

priorities. Discussions with concerned pi.ofessionals in the field indicate the 

need for more information on fxtors conti-ibuting to higher pregnancy- 

related morbidity and mortality in Africa. Data on pregnancy-related 

deaths arc usually not accurate for most African countries, because the ma- 

jority oi' deliveries in rltral areas are still domiciliary and of'ten deaths are 

1101 reported as related to pregnancy and delivery. Furthermore, deaths 

and complications from miscarriages or ectopic pregnancies arc often ig- 

nored and uilreportecl. Therefore, rapid assessment methodologies must 

be developed and community-based studies conducted on the levels and 

patterns on pregnancy- and delivery-related morbidity and mortality. 

I11 community-based stuclies, a variety of' so~trccs have been used, ranging 

from physicians, midwives, and hcalth care providers to I-cligio~ts lcaclcrs 

a i ~ d  graveyard attendants. A community-based study on materilal mortality 

is being condrtcted by the Zi1nb;tbwe Medical School (Tinker, Koblinsky 

1993). Materilal mortality studies supported by MTIHO's Maternal Health 

and Safe Motherl~ood Program are also being conducted in Gtc: d'Ivoirc, 

Mali, Mozambique, T~tnisia, and northern Ghana. Regarding maternal 

morbidities, the Family I--Iealtli Interi~atio~lal Maternal and Neonatal Health 

Center is coordinating a five-coitntry survey in Ebypt, Ghana, Indonesia, In- 



dia, and Bangladesh. The London School of' Hygiene and Ti-opical Medi- 

cine is coor-dinating a project on methods for measuring maternal health. 

WHO'S guidelines on measuring reproductive morbidity (using cornbina- 

tioils of direct questioning, clinical examinations and laboratory testing) 

also exist. These modules/studics could be analyzed and used as models to 

design similar mortality and morbidity surveys adapted to specific ASi-ican 

countiy settings. 

Unwanied Pregnancy and Unsofi Abortion 

Complications of ~insalit abortion are a serious health prohlein in the clevcl- 

oping wot-Id. As ;-I leading cause of disease and death among woineti of re- 

productive age in Afi-ica, post-abortion mai~agement, coui~scling, and 

fhmily planning service should bc a high-impact, Ibcus area of concern. 

Worldwide, an estimated 40 and 60 million abortions take placc: each year, 

and it is estimated that the majority arc perfoi-met1 rmdcr unsafe condi- 

tions (World I-Iealth Organization 1992), resulting in significant social and 

psychological costs to the wornell and economic costs to the health system. 

WHO studies in various sctti~lgs indicate that the share of ~natcrilal deaths 

catlsed by inclucecl ahortion ranges from seven percent to rno1.e than 50 

percent (Ti~~lzer, Post 1991). And for every woman who dies, one study in 

India documented that 30-40 more suffer serious, often lifelong health 

problc~ns (Jacobson 1990). At Jomo Kcnyatta Hospital in Nairobi, I<e11ya, 

50-60 women are treated Sor complications of unsafe feahortion each day, Lac- 

counting for 40 percent of all admissions (I-Icnshaw 1990). 

The desire for a pregnancy is also iinportmt, especially becatise women 

who have an unwanted or unplanned pi-egilancy arc i-no1.e lilzcly to seek an 

abortion. Women resort to ahoi-tions even iS the only procedures available 

are unsak illicit ahortioils that greatly increase the risk of death and disabil- 

ity. In most developing cotinti-ies, about 20 to 30 percent of married 

women wish to avoid pregnancy 11ut are not using contraception (Westoff 

and Ochoa 1991), with the result that one in five births in these coatntries 

is tmwantccl. 

I11 most sub-Saharan African countries, access to safe abortion is legally or 

logistically rcstrictcd. Health services are deficient in ~i la i~aging complica- 

tions of unsafe abortions. Family planning programs are oft.en targeted at 



married couples. Women usually have little access to coiltraccptivcs after 

being treated for complications of unsafe abortion. 

Bet~~vvecn 30 and 40 percent o i  the vety high n~ater i~al  mortality in sub-Sa- 

haran ASrica is due to uilsafi: abortion. Liii~ited available hospital data indi- 

cate that complications of' ~uilsafe abortion accoilnt 101- one in thi-ec 

pregnancy-rcIatecl deatl~s in sub-Saharan Africa (Dixon-Mucllcr 1990). 

Unsafe ahortion is one oS the major catlses of' mortality as well as morbidity. 

The cost oS treating complications is considel-ahle-~-n;lny times greatcr 

111a11 offering medically safe aborlion sc~-\iiccs-and places a h c a y  financial 

burden on health systems in developing co~mtries wl~ei-e abortion compli- 

cations may consume as much as 50 percent ol'hospital blldgcts (Cocytaux 

ct al. 19931. 

Data Srom selected urban hospitals such as the Kenyalta Hospital in Nairobi 

indicate that the number of' women admitted Ibr unsale almrtion compli- 

carioi~s is 011 the rise and puts a strain on the liinitcd resollrccs available at 

the hospital (Tinker, Koblinslzi 1W3). In that hospital about 10,000 

women arc treated each year Sol- comp1ic:ations of' illicit induced ahortiolls. 

'I'liis rcprescnts a GvcSold increase over a decade carlicr (Maine 1991). A 

community survey oS maternal mortality in Adclis Abaha Sound that illicit 

abortion was t.hc leading cause of maternal death (Maine 1991). 111 Nige- 

ria and Ghana one out oS every five women interviewed in maternity cen- 

ters had had an illicit abortion. A hospital survey in Tcinzania sho~ved that 

illicit abortion was the l e ~ i i n g  calrsc of' rnalcrilal death. 

Theresore, raising awareness of policy makers regarding the cxtcnl and di- 

rnei~sions of' unsafe abortion as a health issue should be a high priority. Epi- 

tlemiological, social (qualitative and qtlantitativc), and economic research 

and analyses of' the problem are needed to guide policy dialogue ant3 de- 

velop programs to reduce abol-tion-related mortality and morbidity. 

As o i  mid-1 993, of' the tight million aclul~s inSectcc1 with HIV in sub-Sa- 

haran Af'rica, more than ior~r  rnillion are women. Heterosex~1al transrnis- 

sion has been the ovelvhelmingly prcdorniilant mode of spread sincc: the 

'Women and HIV/AIDS also discussccl in the HIV/AIDS S~J-alesic Frnmcwork. 



pandemic began, a i d  as a result, AIDS has struck men and women in this 

region in an  almost even ratio. Iilfection rates in women aged 15-49 have 

reached as high as 25 percent in some urban areas and high-risk groups 

(WHO I98Sb), and AIDS is already the leading cause 01' death among 

rtrhan women aged 20-40 years (World Bank 1992). Since most infected 

womci~ arc of childbcai-ing age, rnany infants arc also at risk, as a resltlt. of 

HIV traixmission fi-om the infected mother to the fetus. Of the 1.1 million 

estimated pediatric I-IIV ii~f'ectioi~s worldwide, the vast majority (90 per- 

cent) occurred in subSallaran Africa and WI-IO estimates that some 

900,000 I-IIV-infected ii~iants have already been born in M i c a  (WI-IO 

1SSla).  

The decision about whether to hear children is highly complex. The pi-es- 

ence of I-IIV infection is lilzcly to coinplicatc this decision even liu-tlier. In- 

fected women should be IUlly informed of the health risks ol' pregriancy in 

the pi-escnce of IHIV and should also have access to a fi~ll range 01' cffecrivc 

methods of' contraception to prevent pregnancy. I11 addition, condoms 

should he used coilsistently and correctly to minimizc the risk of transmis- 

sion. 

I-TIV-infccted women or women at high risk who do become pregnant 

should I x  advised ahout the risks of having an infected child. St~ldics have 

suggested that the transmission rate of IHIV infection from mother to I'ct~ls 

clltring pregnancy and at the time of dclivci-y is bctwccii 15 percent and 40 

percent. 

Some groups are advocating that a woman who decides not to continue the 

pi-cgnancy should llave access to safe abortion services wherc legal, but the 

final decision must be made by the woman herself. In particular, where 

pregi~ancy tei-ininatioi~ is not against the law, women should receive ad- 

equate cotmseling and support to enable them to make an informed 

choice. I11 this connection, training of health care pi-ovidcrsshoulcl be 

strengthened at all levels to enable them to provide on-going support, 

counseling, and carc. 'Ti-aining of health care provider-s in I-iIV cortnscling 

ancl care, and the cost-effectiveness and impact of sltch training on patient 

carc quality needs further analysis. 



Breastfeeding and Hn/ Transmission 

The role of breastfeeding in HIV traiismissioli also has to be clarified. In 

August 1991 the results of a study in liwanda on HIV traiismissioii through 

breastfeeding among a group of women who were infected with I-IIV a / k  

tielivery were reported in The Lancet. Individual cases of transmission 

through breastfeeding liave also been documented (for instance, where 

women have been infected postpartun tiirougli a transfusion of I-IIV-con- 

taminated blood). I-Iowever, tlic magnitude of rlie risk of HIV transmission 

through breast-feeding, especially among women already infected during 

pregnancy is not known-randomized controlled studies are underway in 

Iknya, Rwanda, and Haiti to detcrmiiic the act~tal risk. liecent studies sug- 

gest liowever, that tlie risk is substantial (about 30 percent.) among the 

small number of mothers who developed an HIV infection while their in- 

fant was nursing. 

More research is needed regarding the risks and benefits of breastfeeding 

hy I-IW-infected women in different cultural settings. This informatioii will 

he importmt to policy makers and health professionals in tlie formulation 

of policies related to breastfeeding by IHIV-infected mothers. 

Reproductiue Tract Infeclions 

lieproductive tract infectioiis (IiTIs) go largely undiagnosed and untreated 

among women in dcvelopilig countries in part because many are 

asymptomatic, and in part because 01 the "culture of silence" surro~unding 

these iiifectiolis. The majority of RTIs are sexually transmitted and carry 

serious coiisequences for pregiiant women and their fetuses as well as for 

non-pregnant women. 111 many cultures women accept vaginal discharges 

or the chronic abdominal pain that accompanies some RTIs as part of their 

womanhood. Existing prevalence data on RTIs are limited in quality and in 

scope, but Table 1 presents figures derived fi-om community and country- 

level studies in Africa, Asia, and Latin America. 



Table 1. Median Prevalence of 

Disease Population 

High Risk2 Low Risk" 

Chlamydia 14% 8% 

Gonorrhea 24% 6 76 

Trichomoniasis 17% 12% 

Syphilis 15%) 8% 

Chancroid 9 5% Not available 

Source: Wasserheit 1992. 

Consequences of RTIs in Pregnant Women. I11 pregnant women 1lTIs ;\re 

responsible lor ectopic pregnancy as well as Sol- adverse outcomes of prcg- 

nancy. Popdation-based incidence ]-ales 101- ect.opic pregnancy are rarely 

available for developing countries, hut data frorn selected countries suggest 

that post-infecrious ectopic pregnancy f'ollowing RTIs is not uncommon. 

For example in Gahon, one in 62 pregilancies was ectopic; in Benin, one in 

88; in Uganda one in 91 prcgi1ancies was ectopic, cornpared to one in 133 

in Sweden (Meheus and Wasserheit 1991 ) . These st~tdies revealed that 

gonorrhea and chlamydia played an important role in ectopic pregnancy. 

RTIs also play a significant role in adverse pregnancy outcomes, such as f'e- 

tal wastage (both spontaneous abortion and stillbirth), low birth weight 

(dite to prematurity, intrauterine growth retardation [IUGR] or  both),  

and coilgenital ii1f'ection. Table 2 presents rates of' adverse pregilancy out- 

comes associated with RTIs. 

'Commercial sex workers, STD clinic patients, men in occupations involving extended 
or  recurrent separations from family (lruck drivers, military personnel). 

"Antenalal, abortion, and Sainily planning clients; parlicipants in community surveys. 



Matcrilal Diagnosis Fetal Wc\stage 1,RW Congenital infection 

Chlamydia ?rare 1 @SO'%, 40-70% 

I',arly syphilis 20-25%1 15-50% 40-70 %I 

Consequences of RTIs in Non-Pregnant Women. If ~intrcatccl or inappro- 

priately trcatcd, 1U'Is spread spo~ltailcously Smrn the lower reproductive 

tract to the uppcr ~ q i d u c t i v c  tract, rcslilting in pelvic inflammatoiy dis- 

ease (I'II)), a major c a l m  of maternal morbidity and mortality. As many as 

10-20 pci-cent of womcn with untreated gonorrhea or  chlamyciia clcvclop 

PI11 (I-Iamers and Wasserheit ll.d.). In some countries 1'11) is thc most com- 

mon cliagnosis among women attending ST11 clinics. In Zimbabwe, for cx- 

ample, 47 percent of WOII~CII  attending an ST11 clinic had I'ID (Latil' 

1981). Wonlcn with a history oS I'ID have a higher risk of ectopic prcg- 

nancy. For cxamplc, Westi-om atid Marcill (1990) 1-cportcd f'rom clata col- 

lected in S~vedeii that cct.opic pregilancy is six io ten times mo1.c common 

among women wiih a PI11 history tliai~ among to those who have never had 

an rlpper rcprodrrction tract i~lfection. T h c  same data also iiltlicaiecl that 

rect~rrent  PID occlm in 20 to 25 pel-cent. of' women with a 1'11) hist.ory, antl 

that 15 to 18 percent experienced chronic, disabling pclvic pain. 

Infertility. Delay in PID treatmcilt is a a-itical risk lactor hi- impailal  f'ertil- 

ity. Women with PI11 who delay seeking health care for moi-e than t ~ o  

clays after oilsct o S  symptoms have a thi-celhld incrcasc in risk hi- infertility 

or ectopic pregi~ancy compxcd  with those who scek care promptly 

(Hamers and Wasserheit 11.d.). This risk is highest for women with chlamy- 

dia: 1'7.8 percent of' those who delayed sccking care developccl impaired 



Ici-tility compaied with nonc tvho souglit pi-oinpt ti-eatmcnt (Hillis ct al. 

11.~1.). 

Fif'tecn to 25 perccilt of wornen with PI11 in developing countries bccoine 

infertile (Wasserheit 1990). The risk of' infertility also increases signifi- 

cantly with the n~mihci- of episodes of' 1'ID-occurring in as many as 50 per- 

cent of' women after a third episode (Westrorn anel Mardli 1990). The link 

Ijetwcen inf'ection associated with l'ID and infertility has heen well cloct~- 

~lientecl. In a standardized clinical investigation of more than 10,000 inf'er- 

tilc couples in 25 conntries by WIHO's Special Prograin of Research, 

1)cvclopment aiid Research Ti-aining in I-Irtman Reproduction, inf'ections 

accounted h i .  inf'ertility in 36 pel-cent of' the cases in developed countries 

conipai-cd with 85 pci-ccnt in Africa, 39 percent i l l  Asia, and 44 pel-cent in 

1,atin America (World Health Organization 1987). The study also f'o~rntl 

that a history of ST11 in the inale partner inci-eased the risk of' an inf'ection- 

1-elated inf'ei-tility tliagnosis in the female partiler, regardless of whether 

slic had a history of' inf'cctioii. 

Post-part~lrn ii~f'cction and post-ahor~al infection are also impor~ant  causes 

of acquired infertility. Women arc at greater risk of' inf'ection leacling to 

secondary infei.tility if' they givc birth in uiisanitaiy conclitions 01- witlloltt 

ti-ailled attenclancc. In additioil some (raditioilal chilclbirtl~ pi-acticcs may 

also pi-emote iilf'ection. The 1987 WE10 inf'ei-tility review also noted that 

the i k k  of' sccondai-y inf'ertility in olle All-ican corlnt1-y was twice as high 

;lrnong women delivei-cd hy an uiitr-ailled attendmt as among those tlcliv- 

crcd by it trained attcildant. 1'0s~-ahortal inf'cction is another important 

cansc of' iiif'crtility i11 some countries. Ahortiolis performeel by rtntrained 

practitioners are of'tcn rnlsanitary ancl cariy a high risk of' iizfection. I11 a 

Nigerian study, i t  was found that the relative risk of' secondary inf'ci-tility oc- 

cui-ring in women with prcvious abortions was 3.6 times higher- thiun i l l  

tllosc without. pi-cvio~ls abortioils (Osinttsi 11386). These findings sttggcst 

the pi-evalence of acq~lii-cd inf'ertility of inf'ectiom 01-igin. 

?'he majority of' reproductive tract inf'ections (ITI'Is) arc sextlally transmit- 

ted. WTHO estimates that worldwide, about 250 million new infections are 

scxrtally transmitted annually. Compared with men, women are more sus- 

ceptible to inf'ection and arc also morc likely to experience complicatioix 

f'i-om the primary infection, in part because these itifections are often 

asymptomatic in women and tllns go untreated. Non-sexually t.rai1smittcd 

ii~f'ectioi~s such as those dne to a11 overgrowth of organisms norinally 



present in the 1-eprodrictive tract (bacterial vaginosis, candidiasis) are also 

IiTIs and are eqrially important. For example, bacterial vaginosis (BV) is no- 

table for its potential role in pelvic inflammatory disease, infertility, and 

premature births. 

In its approach to controlliiig 1iTIs in women, USAID is supporting a spec- 

trum of activities. For example, in Nairobi, Kenya, a clemonstration project 

aimed at inaternal syphilis control was implemented in rtrhan prenatal clin- 

ics by MotherCare. Although the impact, effectiveness, cost, and feasibility 

of' the demonstration project have not yet been evalmtcd, the project 

demonstrated the feasibility of an integrated reproductive health service 

package by decentralizing screening Iacilities to a primary health level. In 

Mali, 1,000 women were educated aborit condoms tllrougli ST11 clinics. 

Sentinel s~irveillancc systems have heen cs~ablisllcd to track and monitor 

ST13s in several dcvcloping colintries including B~irundi and Uganda. As 

part of its ST11 diagnostics initiative, USAID is binding research and dcvel- 

opment of Sield diagnostic technologies. And through IJSAID's I-IIV/AIDS 

prevention programs to reduce sexual transmission of I-IIV, STDs are being 

adclressecl with bellavioral interventions, condom promotion, and ST11 con- 

trol tlirough provision of diagnosis ancl treatmeill at existing service deliv- 

ery systems such as prenatal and fainily plailning clinics. 

Much is being done, hut more is neecled. Priorities ioi- the Sut111-e include: 

Assessing on-going prenatal screening and ti-catrnent demonstra- 

lion pmjects and strldics (for example, rrlaternal sypl~ilis control 

clemonsti-ation projccts in Iknya and Jamaica, a stridy on prcvcn- 

tion of premature births by treating prcgilailt women infected 

with bacterial vaginosis in Indonesia) to cletermine (a) program 

cost-effectiveness; (b) potential for improving pregi~ancy out- 

comes tht-o~rgh STD control; and (c) opport~inities for replica- 

tion m c f  expansion. 

Chllaborating with HIV/AIDS prevention programs, continue re- 

search on (a) bchrivioral factors and interventioi~s; (b) condom 

promotion ancl use; and (c) STD control activities sr~ch as c o ~ ~ n -  

seling, diagnosis and treatment, partner notification, anel refer- 

ral. (liescarch topics are discussed in detail in the HIV/AIDS, 

STDs, and tr~berculosis strategic framework.) 



Collaborating with hmily planning programs: (a) assess how key 

reproductive health interventioix can complement and  reinforce 

hmily planning; (13) compare the feasibility, acceptability, quality, 

and cost-cffectivcness of integrated FI' and ST11 programs with 

vertical programs; and (c) cvalmte thc use-cSfectivcncss and ac- 

ceptability of simultaneous rtsc of two contraceptive methods, be- 

c a w  thc most efl'cctive choices to prevent pregnancy are not 

neccssarily the most cfSectivc for preventing 1iTI. 

Analyze cw-rcntly available data on integrated seivices and dis- 

seminatc ~.esults 011 the irlost cfSkctivc ways to integrate ii~forma- 

tion, screening, and scrviccs for STDs/ I-IIV/AIL>S /IITIs into 

ongoing health and FP programs. 

Infert.ility 11-equcntly results Si-om complications of lower genital tract infec- 

tions and pelvic inflammatoiy tliscasc. Altllough experts generally agree 

that S'TlIs arc the ~na jor  prcventahle causes o l  infertility, poor obstetric and 

gynecological practices (including ui~safc abortions) also result in inSec- 

tions Icatling to infertility. Little 1-escarcll is available, Ilowcver, o n  the rela- 

tive iimlm~-tmce of these two leading causes of' infertility. 

Estimat<:d primary inScr-tility rates are 10.1 percent in Africa and  scconclary 

infertility rates are very high in many of the cortntrics-e.g., 33 percent in 

Chrncroon, and 25 percent in Tanzania (Rooney 1992). Alno~lg inlei-tile 

women in Ali-ica, a s ~ u d y  I'o~rncl that infertility was due to infection in 85 

percent of tllc cases reviewed (liooncy 1992). In addition, inkction-rc- 

lated infertility has bccn positively correlated with the frequency o l  

asymptomatic infectioi~s in women, unavailability ol' diagnosis capability, 1111- 

availability of treatment capability, low efiicacy of treatment, and  li-cqucncy 

of unsafe abortion. 

Infertility has consequences of' particrtlar concern for women in Mi-ica 

where a woman's value and status are closely tied to her  ability to bear chil- 

dren.  Women who are unable to bear children are clivorccd by their hm- 

hands and socially ostracized, often turning to prostitution to survive. 

Research is essential to establish tllc extent of the infertility problem the 

contribrrting factors and their prevention, lnanageinent of the problem in 



affected couples, and the social, psychological, and economical conse- 

quences. 

The crucial role f'imily planning programs play in infertility prevention 

should also he recognizccl. ISy promoting harrier contraceptives and 

spa-micides; family plaimi~lg programs can help interrupt transmission of' 

STDs and reduce inl'cction-relatcd infertility. In aclclition, by irlalting con- 

traccptives available to women who want lo prevent unplanned pregnan- 

cies, Family planning prograims can I-educe the incictencc of illegal 

abortions, the long-term consequences of' which can lead to infcrtility. 

Maternal Nutrzlion 

Women's reproductive role is iiilimatcly relatccl to nutritional needs and 

res~ilting vulnerahilitics. Frequent reproductive cycling, wllcre a woman is 

prcgtiant and/or lactating, incrcascs tlic hotly's need for iron, vitamin A, 

ant1 ioclinc, deficiencies of' the last of' these being the most common. Ry 
the samc token, poor nutritional status is a major cause of' maternal mol.lal- 

ity. WHO estimates that IlalS of non-prcgilant and two-thirds of pregnant 

women in the clevclopillg world are anemic (World Health Organization 

1990). Anemia reduces imrnunocompetencc and inci-cases the risk of' 

death clue to llcmorlbagc during labor. Follr hundred ancl iif'ty million 

adult women in clevclopiiig colmtries are also estimated to he stunted as a 

result of cllildliood protcin-energy malnutrition (World Bank 1993), and 

the highest levels of' malnritrition among women arc fotind in South Asia 

and suhSalm.an ASrica (Woi.1~1 l3mk 1994.). Women who are stunted arc 

at higher risk of' obstructed labor, which is associated with higher matcrnal 

mortality and fetal asphyxia leading to brain damage or death of thc Sctlls. 

Anotl~cl- indicator of' matcrilal malnutrition is low birth weight (LI3W). 

LBW is a major problem in developing couilti-ics and a WIHO st~tdy in se- 

lected cotintries in seven regions estimated that 22 millioil LBW babies are 

born each year, 21 million of'wllom are in developing countries (Williams, 

Uaumslag, and Jelliffc 1985). 

The high prevalence of protein-energy inalnutrition, iron cleficiellcy m e -  

mia, anct iodinc and vitamin A cicficiency ctisorclcrs ainong women in devel- 

oping countries is well documented. Based on an extensive 1991 literature 

review of women ;111cl nrir.rition, coixei-vative cstinlatcs suggest that among 

the 1 . I  billion women 15 years ancl older living in developing colmtries, 

moi-e than 500 million were stunted as a resldt of childhoocl protein-en- 



ergy malnutritioi-I, about 250 million suffered effects of iodine dcficicncy, 

and alnlost two million wcre blind due to vitamin A deficiency (Leslie 

1991). The magnitude of these serious problems argues for giving high 

priority to efforts to improve the nutrition status of women. When mothers 

are undernourished, their children are born with low birth weights and 

snboptimal iiutrients stores, and they face a higher risk of' morbidity, 

growth hltering, and premature death. 

Causes of maternal ~undernutrition are varied. They include inadequate 

dietary intake (often commencing in infancy and early childhood), frc- 

quent and repeated inf'ections (particularly hookworm, malaria), and the 

increased nutrient requirements that accompany Srequent and closely 

spaced pregnancies. Consistent with this, strategies to improve maternal 

nutrition include improving girls and women's dietary intake and micronu- 

trient status (through nutrition education, food and/or micronutrient 

supplcmentatioi-~, or broadly targeted f'ood fortification programs), prevcn- 

tion and treatment of malaria and other parasitic ii~fections, and child 

spacing. 

Low-cost mcthods to improve women's dietary incake through nutrition 

education, or- to improve thcir micronutrient status throilgh direct s ~ ~ p p l c -  

rncntation have bccn introduced in many co~mtrics, but these activities 

have not been f~llly intcgratcd nor have they received the attention they 

dcserve. 

Further research and analysis arc required to assess 1) the enicacy of inte- 

grating nutrition services into family planling and women's reproductive 

health programs, 2) the effectiveness of specilic intervcntioi~s and cfclivery 

rrlechanisms for improving specific deficiencies (such iron, vitamin A, io- 

dine, etc.), and 3) cult~tral and economic barriers to srtstaii~ability of these 

efforts. 

Innounlive Nutrition I?wgrams 

Several small-scale, iimovativc nutrition projects exist. Some well-known 

examples include the community kitchens organized by women's groups in 

Lima, Peru; a nutrition program organized by refugees in a refixgee camp 

in Thailand; and the Tamil Nadu Integrated Nutrition project in India. All 

of these programs illustrate the importance of community participation in 

the design and ~ ~ ~ a n a g e m e n t  of' nrltritional interventioi-Is to ensure cultural 



appropriateness and commitmelit of the beneficiaries. For example, in 

the Peruvian kitchens, women's groups worked together to prepare and 

distribute food that may be donated, subsidized, or prtrchased; in the Thai 

model, hrisbaiids played a strong, positive role in the nutrition of their 

wives; and in the Tamil Nadu project, the commwiity nutrition worker 

played a key role in educating and mobilizing women to participate in the 

program. The Iringa Nutrition Program in Tanzania provided small hand- 

operated maize grinders (for women to grind their own maize at home), 

improved stoves to conserve fuel wood and reduce wood hauling, and pro- 

vided hand carts to transport agricultural prod~tce and water, to reduce 

women's caloric expenditure and compensate for time consuming iiutri- 

tion-related activities. 

The goal of improving women's nutrition will only be accomplished by 

working with the beiieIiciarics (women) to define and act on their nutri- 

tional needs. More research ell'ort should be invested in miderstanding 

the heiicficiarics' anticipation of a program's "benelit" to them relative to 

its "cost," such as work constraints, time, accessibility, income and/or value 

and qualily o l  services, etc. For example, in Colombia child care services 

for participating mothers are part of the Nutrition and Child Care project 

and are perceived by the participants as a "benefit." 

Iicsearch and analysis 01 costs and benefits as perceived by thc inteiicled 

bcncliciaries could be carried out lor existing programs. Inlbrmation 

gained could be used in f ~ t t ~ ~ r e  program designs by reducing identified 

costs and increasing identified benefits to enhance demand and program 

p;~rticipatioii. 

Anemia in  Prtgnancy and Malaria 

In areas where malaria is endemic, such as most of sub-Saharan Africa, ma- 

laria is an important contributor to severe anemia in pregnancy as a result 

of hemolysis. A study of anemia etiology in pregnant women in Zambia by 

Fleming et al. found Falciparz~m malaria to be the most common cause of 

the anemia. Studies have also shown that pregnant women regularly pro- 

tected with antimalarial drugs do iiot become severely anemic provided 

the pro<hylaxis is iiot started too late in pregnancy. Why do many couii- 



tries lack a policy lor delivering malaria chemoprophylaxis to pregliant 

women? 

There is a need to analyze ancl disseminate infbrmation on malaria 

chemoprophylaxis in pregnancy focusing on: 1) effects of rnalaria in prcg- 

naizcy; 2)  evidence of the benefits of' chemoprophylaxis; 3) different ap- 

proaches used for delivery of malaria chemopropl~ylaxis; 4) constraints and 

obstacles faced, such as the spread of the chloroquine resistance; 5) treat- 

ment of malaria-associatccl anemia in pregnancy; and 6) national policy for 

malaria chemoprophylaxis. 

Social, Cultural, and Economic Issues in Women's Health 

Adolescent Reproductive Heal th  

Sexual activity-which can lead to early childbearing, unplanned prcg- 

ilancy with unsafe abortion, and exposure to STDs (including AII>S)- 

poses the greatest hcalth risk for adolescent women. 111 addition t.o the 

health risk, teenage unplaiined pregnancy leads to school drop-out (e.g., 

8,000 teenage girls in 1988 in I<enya, 18,766 in 1984 in Tanzania), loss of 

carcer opportunities, and sometimes devastating psychosocial conse- 

quences ("moral persccut.io11," disowning by the family, child abandon- 

rnciil, prostitution). 

Early childbearing-li:arly chilclbearing rates arc among the highest in the 

world in sub-Saharan Africa. On average more than 50 percent of African 

women have given hirth by age 20, and in some Mi-ican countries, as many 

as 40 percent of women have their first child before age 18. Given that 31 

percent of Ah-ica's population was between the age of ten and 24 in 1990, 

coiltrolliiig births to adolescent mothers can have a tscmendous impact on 

safe mothcrhooct programs. Births to adolescents currently represent be- 

tween 15 and 20 percent of all births for l l  African co~untries for w11ich 

current data are available (Center for Population Options 1992). Al- 

tl1ough adolescent f'ertility rates vaiy greatly withiti and among countries, 

early childbearing is generally associated with rural residence, low educa- 

tion, low income, and early age of' sexual initiation (United Nations 1989). 

The medical consequences of ear-ly childbearing on the mother and child 

have been well docrlmentcci by WI-I0 and others. Women under age 20 

suffer more pregnancy and delivery complications, such as toxemia, me-  

mia, premature delivery, prolonged labor, vesico vaginal fistulae (VVF), 



cervical trauma, and cleat21 than do women over age 20. A recent survey 

Srom northern Nigeria Sound that nearly 60 percent of 241 recent VVI.' 

cases were in women under age 18. In another Nigerian strtdy, 17 percent 

of 14-year-olds developed hypertension during pregnancy compared with 

three percent of women agcd 20 to 34 (World Health Organization 

1989b). Infants boi-11 to adolescent motliers also have a higher risk oS cly- 

ing. In Bur~mdi, Ghana, ICenya, Liberia, P\4ali, Nigeria, Senegal, and Zimba- 

bwe, infants born to mothers aged 15 to 19 f'xe a 20 to 60 percent higher 

risk of' dying before their h - s ~  birthclay than those born 1.0 women aged 20 

to 29 (Population lieference I3urcau 1992). (See also Effects oS Repro- 

ductive I'attcri~s.) 

Unsafe abortion-Where abortion is legal, roughly one-hurt11 of' those re- 

ceiving abortions arc tecnage1.s (Singh and Wull 1990). Where abortion is 

restricted, teenagers of'tcn resort to clandestine proccclures and account 

for bctwecii 1 and 4.4 million abortions annually (Center Sol- Population 

Options 1992). Sr.udies in Iknya, Mali, Nigeria, and Zaire have indicat.cd 

that betwccn a third and two-thirds of'woinen hospitalized Sol- conse- 

quences of lunsafe abortion arc aged 19 or less (International Center for 

Kesearch on Women 1989). 

Sexually Transmitted Diseases and WIV/AIDS-Research suggests that 

aclolescent girls may be biologically morc vulnerable to sexually tral~sinitted 

diseases (STDs) and HIV infection than older women who have completed 

their physical development. For example, data Srorn Rwanda documented 

that the yotmgcr the age oS first pregnancy or first sex~lal intercourse, tllc 

higher the incidence oS HIV infection: in the study, of the young women 

pregnant at age 17 or younger, morc tllaii 25 percent wcrc I-IIV-infected; 

and of the yorlng women 17 01- younger at first sexual intcrco~trsc, 17 per- 

cent were HTV-infected (Chao ct al. 1991). IilSection rates declined 

sharply in both categories in later age groups. 

In adclition to biological vlllnerability, ccciilomic dependence hrces some 

adolescent girls into provicting sexual favors to older partners. Stuclies in 

Ethiopia and Zimbabwe reveal that while the ratio of' AIDS ii~f'ectioi~ is 

equal among men and women 20 to 29 ycars old, adolescent girls agcd 15 

lo 19 are three to five times more likely i l~an boys to be iilf'ectccl (Werlz- 

Zewtlie 1993). 



Raising Awareness and Advocacy-Awareness among policy makers of the 

cost m d  betleiits of adolescent pregnancy prevention, sex education, and 

f'amily planning needs to be raised. 

To be exanlined are i1ational costs associated with 1) adolescent abortion- 

related mortality ant1 inoi.bidity; 2 )  the consequences of early school drop- 

out drte to pi-cgnancy, carly inarriage and early childbearing, high parity, 

and sr~bscquent matel-iial and child health problems; 3) loss of' productivity 

clue to rcproductivc llcaltll problems; and 4) the hurdeii of illness. The 

findings and dava fi-om these exainiiiations should be disseminated to high- 

level policy maltel-s, community leaders and donors. 

Many countries llavc a strong, vocal, and well-fttndeti organized opposition 

to f ;hi ly  planning 1'01. ;-\dolescents. 011 the other hand, there are few orga- 

nized or effective ;ttlvoc;~y grorlps to counter them. A priority approach 

co111d be to consider supporting estal->lishmcnt of,joint advocacy groups 

made rtp of professionals and leaders of f'xnily planning, population, youth 

services, community dcvclopmcnt, and women's organizations to focus at- 

tention on adolescent rcprodr~ctivc health issues. This effort could include 

1.esearc11 into diffcrcnt advocacy strategies and organizational models 1.0 he 

~ ~ s e d  at regional ;lncl sub-regional levels. 

A clcar understandiilg of' adolescents' health needs and how 1.0 atldrcss 

them shor~ld bc a ptll~lic liealth priority in sub-Sallaran ASrica. For cx- 

ample, existing data on the usc of health sel-viccs indicate that aciolescents 

ttsc health services less than either children or adults (World Health Orga- 

nization 1986). 

Services Catering to Adolescents-A number of successful adolescent pro- 

grams exist, altl~ougl? their experience has not been sufficiently docu- 

rnentcd and disserninatcd. Given the increasing priority of' meeting 

adolescent needs, i t  may be valrtable to take a comprehcl~sive look at exist- 

ing teeit seiviccs to better uiictcrstand the context and recipe lor their suc- 

cess. For cxainplc, the Youth Counseling Project in Ethiopia, hortscd in its 

own center, provides colnxeling, nonprescription contraceptives, and re- 

ferrals lor cliilical sel-vices. The project, which plans t.o open its own clinic, 

I-elxxtsthat its colicloin distribution has been veiy successl'td; in one year it 

registered nearly 2,000 condom clients (CIE 1992). In Botswana the 

YWCA's Edr~cational Center h r  Adolescent Women serves aclolescent 

~notitcrs and pregnant teens by oSfering basic schooling, child care, 



parenting classes, sex education, and coui~seling. The center reports no 

dropouts alnd few repeat pregnancies in three years (IYF 1992). In 

Mexico, Gt~atcmala, Costa Rica, and other Central American countries, 

family p la i~ i~ ing  associations train adolescent co~~iiseloi-s to promote family 

planning among their peers, and multi-service youth centers offer family 

planning inforination and service along with job-related and recreational 

activil.ies (Harper, 11.d.). 

It might be useful to identify and analyze successhl regional adolescent/ 

youth seiviccs to develop a better undcrstaiiding oS recipes for  success. 

How can existiiig f'amily planning serviccs be altered to make them i-noi-e 

accessible to adolescents? What adaprations are needed to hettci- serve 

adolescents? What strategies must be used to integrate FP and STI)/AIDS 

services into family life education or youth programs? What approaches 

will eiihaiicc the ability and ii-ccdom of adolescents to make iiiformcd 

choices about health and contraception? 

Effects of Unrequ Lated Re$woductive Patterns 

The number of pregiiancics and delivei-ics that a woinan ~~ndergoes  also 

determines her lifctime risk of maternal cleath. It has been cstinlatcd that 

in sub-Saharan Africa, a woman runs a one in 21 lifetime risk of' dying li-om 

pregnancy-related causes; in South Asia, it is one in 34-compared 1vir.h 

one in 10,000 in Northcrn Europe and one in 2,700 in North America 

(Rochat 1987; World I3anlz 1994). 

The relationship between maternal mortality and reproductive characteris- 

tics sr~ch as age, pregi~ancy order, and birth interval, arc among the best 

documented in the literature. I-Iigher parities and births at yomger and 

older ages carry high risks of mortality for the mother. For example, in the 

absence oS obstetric care, women who give birth befbi-c agc 18 are three 

times as likely to die in childbirth as those who give birth between agcs 20 

and 29; and for women over 34, the risk of' matci-nal mortality is five times 

as high (World Bank 1993). Parity is also a strong cleterininaiit. For cx- 

ample, three popttlation-based studies carried out in 13aiigladesi1, Ethiopia, 

and The Gambia documented that .\yoinell of parity five or- more have 

about 1.5 to three times the risk of matci-ilal cleat11 than women at. lo\vest 

risk parities such as parity two or three (National Research Council 1989). 



In addition, births to very young women elevate health risks not only to the 

mother but to the child as well. Data from Ilemographic and Health Sur- 

veys documented that in Mali, where 51 percent of the teenagers were 

p reg i~mt  with their Grst child or having one or more children, the infant. 

mortality rate was 164 per 1,000 live births, conlpared with Zimbabwe, 

where the percent of teenagers pregnant or having one or more children 

was 21 percent and the infant mortality 1-at.e was 60 per 1,000 live births 

(USA111 199 1 ). 

Shorter birth intei-val contributes to maternal depletion and increxes in- 

fant mortality rates. 13y spacing pregnancies (leading to longer birth inter- 

vals) lamily planning indii-ectly reduces maternal and childhood morbidity 

;\nd mortality. Family planning alone could prevent between 25 and 40 

percent of' inaterilal deaths (llaly, A~cfoi- 1993). One of' the clevcn points 

in the call to action adopted at the 1987 International Safe Motherhood 

Confci-cncc says: "We nccd to expand Iamily planning and family life edu- 

cation programs, particularly for young people, m d  malze sel-vices for plan- 

ning finnilies socially, culturally, linancially and geographically accessible." 

But the challenge lies in the low level of' coiltraccptive prevalence in sub- 

Saharan Africa: total contraception for 14 percent ol' married women and 

rnotlern contraccplivc methods for oiily ten percent. These Gg~lres are as 

low as seven and tllrce percent for Wester11 Africa (Population licScrcncc 

I311rcau 1993), showing the urgent necd to focus research ailtl analysis on 

factors susceptible to increasing f'amily planning i\cccptai~ce, and the best 

alternatives to target high-risk women. 

Formal cducatioii affects health behavior, which in turn affects health sta- 

tus. Illiteracy and low levels of cxlucational attainment deprive women of 

knowledge about health problems and the will to seek care. For example, 

i t  is widely helievecl that pregnancy does not require medical care, which is 

sought only when therc are complications (United Nations 1986). Simi- 

larly, a study in Zimbabwe fhund that the main reason women with cervical 

cancer delayed seekiilg care was that they did not recognize the serious- 

ness of the problem. 

Greater educational achievement is associated with an increased likelihood 

to use health services and seek health care. A multivariate analysis of' 

household data from Jamaica (Strauss et al. 1992) showed education to be 



an important detei-millalit of the health status of adults. The World Bank's 

Agenda for Action to achieve greatt.r advancements i11 health places "p1-o- 

viding solid primaiy schooling to all children, especially girls" is crucial to 

foster an enabling environment for ho~tscholds to improve healtli (World 

Bank 1993). 'The report cited Kenya as an example, where rapid and sus- 

tained increase in female enrollment was acllicvcd hy a coinbii~ation of 

high-level political cominitmcnt to ~tnivcrsal primaiy schooling, and strong 

demand creation thro~tgh ii~fbrmation and support from the intei-national 

community. Another example is Bangladesh, whcre girls' education in ru- 

ral areas is now free up to the eighth gi-ade and all new pi-imaiy level 

kachei-s will hc females (UNICEF 1991). 

It might he usclU1 to analyze different approaches to incl.easing women's 

literacy rates, especially amoi~g  less favored populations. Ass<:ss and clis- 

seminate informat.ion on ini~ovative programs to increasc kmalc cnroll- 

ment. (such as I<enya, l3angladesh), Socusing on the constraints faced and 

the approaches used by the programs to overcome thc obstacles, and thc 

correlatioii between healtli iinprovernciit and invcstmcnt in female school- 

i n g  

Barriers to Use of Services. (hlture and tradition 2-rcatly iilll~tcncc 

women's rcpi-ocluctivc behavior and, thcreSorc, matcrilal moi%itlity m d  

mortality. For example, in many Afi-ican settings womcn are I-eluctant to 

use maternity centers. Women's ttse of health facilities may  be 1-estl-ictcd by 

the necessity for privacy and/or the cllstom that a male relative must givc 

permission or accompany them while traveling. For Saudi Arabian women, 

for example, the req~tirement that only womcn can givc care has hindered 

the use 01 MCH scrviccs. Women in sttb-Saharan Africa, partic1tla1-ly in I-u- 

ral areas depend on older women in the tiottscholt-1 or in the cornmrtnity 

for advice ahout thcir health, b t ~ t  oldei- women arc typically traditionalists 

with limited formal education and little knowlectgc of moclci-11 rncdicinc. 

WHO cond~tctcd a study in Nigeria on "The TI3A and The Hospital Sys- 

tem" to review factors contributing to choices pregiiant women make in 

the ~ t sc  of obstetric scrviccs. Another WHO study of cultw-al factors inflrt- 

encing use of maternal services was condttctcd in rural Kenya in 1990 

(World I-Iealth Organization I 99lc) .  Also, a team from the Center for 

Popttlation and Family Health, Columbia University, has worked with West 



Mi-ican institutions to Sorm a network of multidisciplinary research teains 

known as the Prevention of X4atci-id Mortality (PMM) Network in nine 

~tniversitics locatcd in Benin, Nigeria, and Ghana. T h e  focus is 011 under- 

standing the many interacting factors-cultural, social, economic, geo- 

graphic, and other-s-that act as harriers to prompt emergency treatment 

oS obstetric coinplications through focus group discussions, and  to identify 

potent.ially effective interventions. It might be usefd LO identify through 

community surveys and existing studies and literature (such as the 

Nigerian study, the I<enyan study, and. the PMM lindings), barriers (inclrtd- 

ing c~tltural and traditional) that aflect motivation to seek o r  no1 seek ap- 

propriate care and tise o l  matcrnily scwices, specifically in settings rvhere 

TRAs are preSerrcd to trained health personnel. Findings can bc used to 

develop specific approaches to adtlress these harriers. (Give special atten- 

tion to adolescents and womcn in rural, isolated ser tings where the major- 

ity arc illiterate with little access to illformation.) 

Maternal Autonomy and Self-esteem. Materilal a~tt.onomy and  sell-esteem 

cxert powcrS111 inlluenccs on  a wide range of' inaterilal care clioiccs and 

behaviors s l ~ h  as use of health services. Wornen lack legal title to land and 

itre Icss likcly to obtaiii credit, despite con~rihuting the majority of labor Sor 

food production. While men I-eccivc the income 11-om cash crops Sol- cx- 

port, wo~"e11 rarely do. For example, Ghanian women Parin h t ~ t  d o  not 

have thc right to sell their farm crops and, despite thc signilicant con~ribti- 

tion that womcn in Lesotho make to ho~ischold income, cxpendit~ire dcci- 

sions arc made by men (liahman 1992). A n u ~ n b e r  oS examples correlate 

women's inadequate access to health services because oS income con- 

s tr-ai 11 ts. 

In Senegal a study Sound that decreased rise of health seivices by ~vomcn,  

particularly poor women, was in response to rising user fces (Timyan e t  al. 

1993). Eclt~cational attainincnt and financial accessibility thi-oxtgh involvc- 

incnt in illcome-genci-ating positioix can contribttte greatly to female au- 

tonomy and selflesteem and  in tlti-11 affect women's health. For example, 

the Country %Tomen's Association of Nigeria (COWAN) uses a traditional 

credit system as the vehicle Sol- ensuring adequate health care for its mcm- 

l,ers, through a membership card that entitles them to medical attention at 

the rcfirral hospital (Timyan et al. 1993). 



An aiialytic priority might be to assess and disseminate information on inno- 

vative programs to promote female autonomy (educational attainment, fi- 

nancial accessibility through involvement in income-generating activities), 

focusing on approaches used, lessons learned, impact 011 health, and po- 

tential for replication. 

Female Genital Mutilation. Another example of culture and tradition inflrr-  

e~icing maternal morbidity and mortality is female genital mutilation 

(FGM), which is still practiced in many African countries. Major health 

problems are associated with FGM-particularly with the more severe 

forms such as clitoridectomy and infibulation. In addition to the immcdi- 

ate medical problems (e.g., hemorrhage, septicemia, shock, etc.), female 

circumcision significantly contributes t o  chronic health problems. A higher 

proportion ol circumcised women arc inScrtile, m d  many experience pain- 

ful and difficult childbirth lcading to a longer expulsion phase, perincal 

lacerations, and urinary listulae. 

The practice of such traditions, which are deeply rooted in cultural and 

religious beliefs, is clearly a major health concern in Africa. The estimated 

number of mutilated womeii and girls in East, West, and Central m i c a  is 

more than 110 million which is more than half of the Semale population 

(Hosken 1992). IPIT is organizing campaigns to eradicate the practice. In 

1989 IPPF sent a questionnaire to all 48 African and Arab national Llmily 

plaimiiig associatioiis to gauge the extent of remale genital mutilation and 

the work being done to overcome it. IPPF's Internatioi~al Medical Advisoiy 

Panel has now d'a1v1-1 up a draft state men^ 011 Icmale genital mutilation, 

which is being circulated internationally before being fiiialized (IPPF 

1991). But more orgaiiizations must bring female genital mutilation into 

the broader programs aimed at improving the reproductive health of 

womeii. Priority areas for h tu re  research include a) analysis and informa- 

tion dissemination on the devastating consequences of FGM on women's 

reproductive health and the social and psychological impact, and 11) social 

science research to learn more about the attitudes of community mcmbers 

toward female circumcision so that. strategies to reduce the incidence of 

the practice be identified. 

Organization and Efficacy of Reproductive Health Interventions 

Even the most common, accepted, and cst&lished interventions nccd to 

be re-examined for their impact on safe motherhood and improved repro- 



ductive health in iV1-ica. Itiformation on efficacy of interventions is crucial 

fbr decision making about strategies and resource allocation. WHO has 

been promoting well-equipped first referral centers with strong colinec- 

tiom to the commuiiity-level maternity centers to deal with obstetric einer- 

gencies in several African countries. The following interventions are 

examined in this section: 

Family planning; 

prenatal, intraparturn, anti postpartum care; 

the use of risk asscssmcnt/approach; 

upgrading first rc~erral level Facilities; m d  

referral system. 

L;;ficacy of Re$wodu,ctive Health Intervenlz'on~ 

Farnib Planning 

Family planning has always been an importailt compoiiciit of safe mother- 

hood. Family planning allows womcii to delay motl~erhood, space births, 

and avoid unruankd, ~mplaniicd pregnancics. 111 addition, reducing the 

n ~ t n b e r  of pregnancies also means less pregnancy-related morbidity and 

mortdity. Ry satisfying unmct needs for family planning, materiial deaths 

could he reduced by 17 percent in Al'rica (Maine 1991). The World Bank 

T/Vorld I1evelo~)~nenl Iieporl 1993 ranks family planning among the most cost- 

efkctive interventions to improve materiial atid child health. 

Studies of the potential market for coiitraccptioii show that s~tbstantial pro- 

portioiis of women want to spacc or limit future pregnancies, yet they are 

not using any contraceptive method. Studies also document that at least a 

fburth of all matema1 deaths could be prevented if women who said they 

want no more children wcre able to avoid future pregnancies. By satisfying 

these -tunmet needs for Family planning, maternal deaths could be reduced 

considerably, and for Africa specifically, it is estimated that maternal mortal- 

ity could be reduced by 17 percent (Maine 1991). 

Providing family planning services at each point o l  con~act  by women with 

the health system can ultimately increase women's access to contraception. 



Some successful contraception programs have been linked to health ser- 

vices most often used by women. Examples include the Sfax Tunisia post- 

partum program and the Matlab Bangladesh program. In the Matlab 

program, where family plannii~g was linked to a community-based service 

that also provided basic maternal and child health care, contraceptive 

prevalence rate in the inten~ei~tioii area increased fi-om 8 percent in 1977 
to 56 percent in 1989, compared with the comparison area where the 

prevalence rate remained at less than 20 perccnt. I11 the Tunisia prograin 

family planning was integrated with post-parturn care. A post-abortion Smn- 

ily planning program exists in Cotonou, Benin, and was evaluated by WHO. 

An evaluat.ion of' a coinm~ui~ity-basc(is program to provide family planning 

services to women at high risk of' unwanted pregnancy was also done by 

WHO in Sail Borja, Peru (World IHealth Organization 1 9 9 1 ~ ) .  

It would be uscf~ul to review cxpcrienccs regarding integration of family 

planning with materi~al and child health services. What is the most cffcc- 

live and efficient way to chai-ige rcproclluctivc bchavior and increase access 

to contraceptive information and supplies? When are women most recep- 

tive to family planning counseling and services (during prenatal care, post- 

natal care, or post-abortal care)? Which degree of' integration is more 

cKective: shoulcl we only integrate family plailning counselirrg in all matcr- 

nit7 services with a strong rekrral system to f'amily planning services, or 

should we off'ei- f'amily planning counseling and scrvices on site at contact 

points? Conduct studies 011 the effectiveness of targeting Samily planning 

activities on postpartum and post-abortion patients. 

PwnaLal, Intrt~finrturn, nnd PosL$mrLum Cnm 

Operations research and comparative analyses 011 estahlished interventions 

offered during prenatal, intrapartum, and postpartum carc are required to 

guide the planning of effective health services to reduce maternal mortal- 

ity and morbidity. 

Studies should be designed to provide answers to such qtuestions as, What 

coi~ditions can benefit most Srom early prellatal care? What conclitions can 

benefit most from postpartum care? What components of prenatal and 

postpal-t~lm carc are most uscf'ul in reducing maternal morbidity? Are 

these different fi-om those coniponents most likely to reduce motality? Do 

these components of' care contribute to measurable improvements in ina- 

ternal n~ortality and morbidity? How much do thcse interveiitions cost? 



The Risk Assessment/Approach. For women in sub-Saharan ACrica, the 

risks of complicatioix in pregnancy are much higher than in the rest of the 

world. It has been estimated that in sub-Saharan Africa, a woman runs a 

one in 21 lifetime risk of dying from pregnancy-related causes, compared 

with one in 34 in So11th Asia, one in 73 in Latin America, one in 10,000 in 

Northern Enropc, and one in 2,700 in North America. Antenatal care pro- 

grams throughout the world are based to some extent 011 risk assessment. 

This risk approach requires that. all pregnant women be screened for risk 

Factors during the prenatal, intraparturn, and postpartum periods, and that 

those identified as being at high risk receive special sr~rveillancc and treat- 

ment from a suitable level ol'care, to concentrate attention on those most 

likely to need such care. 

I-Iowcver, recent studies in dcvcloping countries have suggested that most 

of rlle women who are idcntilied as llaving risk i "~ tors  may not develop life- 

threatening complications, because most of the mqjor problems that. can 

lead to maternal rnoi.t;dity cannot be prcdictcd with sufficient accuracy, 

except in the case of obstructed o r  prolonged lahor (Winilzoff ct al. 1991; 
Maine 1991). The largest nurnbcr of maternal deaths come Srom tllosc 

women w110 ;ire idcntiiied as low risk. For example, analysis of' data Srom 

Kasongo, Zaire, show that of 100 wornen who were lahcled high risk Sol- ob- 

structed lahor becausc of' bad history, only ten per~ccnt actually developed 

obstructed labor. Conversely, of all obstructed labors, only 29 percent were 

p~wlictcd. Thtls, tlic poor predictive powcr of sci.ccning was challenged. 

The ratiollalc was that 11sing the risk approacll may ovcrload an already 

over-stretched maternity unit, and that women may lose conlidencc in tllc 

system because they were designated high risk hut delivered without proh- 

lcsn (Kwast 1993). linpi-oving the medical care system, including early 

identification ant1 treatment ol' complications for every woman (pl~ts a11 ad- 

equate referral system) to deal with obstetric emergei~cies seems to be thc 

option of this advocacy group. 

I11 fact, screening programs Facc a problem sometimes refci-red to as the 
" ' inverse care law." I t  is oftcn those at highest risk of'adversc outcome (very 

young age, lack of education, poverty) who arc least likely to use or have 

access to health services. And many women in developing countries (cspc- 

cially those in rural areas) find it impossible to follow the advice they arc 

given d~tring screening. For example, a study in Kenya found that of the 

women wllo intended to deliver in the hospital, only about one-third did 



so. The women didn't change their minds; practical difficulties, srlch as 

lack of trai1sportatioi1, arose (Maine 1991). 

One problem may be use of' the terms "high risk" and "low risk," and the 

fact that once categorized, all our efforts are fbcusecl on high risk women. 

However, Cameroon has adopted the risk approach in Yaounde f'or several 

years and concludecl that the program has succeeded in bringing about sig- 

nificant. reductions in maternal mortality. 

Clearly, the effectiveness of' the risk approach is the subject. of' some contro- 

versy. During a meeting held in April 1993 in 13uj11mbrira, Burundi, the 

Gancophone African Kesorircc Croup f'or Safe M~othcrhootl (a group of 

Alrican experts) agreed on the Sollowing: A significant 1111mhcr of' African 

women possess onc or more of the broad characteristics that are frequently 

used to c l e h e  maternal risk, such as pregnancy under age 15 or over age 

40; multiple pregnancies or previous complications; or orher associated 

hcalth problems such as malaria, hypertension, stunted gi-owth, 01- 

mali~ourisl-~ment. 13ut there arc not enough studies to assess the predictive 

value of rislz hctors lor matcrnal inortality in developing counti-ics. And, 

because of' the isslles of' access and availability to health services in Ah-ica, 

some Af'rican health and li~niily planning prof'essioi~als still see the rislz ap- 

proach as an cvolviilg process and have identified i t  as an important area 

for continued research. The socioeconomic status of' most women in Africa 

and the harriers to access of' care create an envii.onrncnt in which it is im- 

portmt to screen women for early indications of complications and to refer 

them to trained health providers. 

Equally important is the role of' Iirst rt:f'ei-ral level Jacilities (upgraded 

health centers, rural hospitals) in provicling the essential elements of' ob- 

stetric care. Iclentifying risk will not help women if' essential obstetric care 

to prevent or treat problems is not available or is inaccessible. For example, 

in Senegal's Kaolak Hospital, trat~sfi~sion was not available for 80 percent of' 

women referred in labor needing transSrrsion, nor was anesthesia for 64 

percent of' those ncetliiig it (Iiegioi~ Medicale de Kaolak 1988). It is widely 

accepted by international expert bodies that the route to saf'er mother- 

hood lies not through expensive technology but through strengthening 



and upgi-ading existing health centers and disti-ict hospitals to provide es- 

sential elements of' obstetric care to all those in nerd. But, what has been 

learned so f'i11- about first rcfc:rral level facilities? How efficient are they? 

Mow can q~tality care be ensured at first referral lacilities? Lack of' inf'ra- 

structrii-e, a11 insnfficient nirrnber of personnel (and in some Muslim cul- 

tures, lack oS Female health workers specifically), inadequate training, 

shortage of' supplies and equipment, and inadequate monitoring and su- 

pervision all contribute to inelficicnt, poor-quality services (Starrs 1993). 

Future research sholrld focus on evaluating existing Grst ref'erral level f'acili- 

ties to assess their efficiency and sustaii~ability as well as their impact on safe 

motherhood, and LO idcnrif'y the best approaclzcs to cilsurc key qllality care 

at the facilities. Studics should be designed to provide answers to qrlestions 

srich as, What has been learned so far about the efficiency of' first referral 

level Which services when provided at. Grst referral level lacilities 

most cf'fcctively rcducc maternal mortality and morbidity? 

( k ~ t i n g  women to the iieal-est Grst referral lcvcl f'acility whcii complications 

arise still presents f'ormidable problems in maiiy developing countries. 

Many womcn dic while waiting for or during trai~sportation. For example, 

in Addis Abaha, 13 percent of materilal deaths recorded over a two-yeai- 

period occurred on the way to tlic hospital. Bctwecn 1975 and 1983, eight 

1x1-cent of' matcriial deaths recorded in two rural areas in 'liukey took 

place on the way to the hospital. In rural Cliina, a maternal mortality sur- 

vey revealed that 15 pci-cent of maternal deaths occurred on the way to the 

hospital. This prol~lcm is being tackled by brii~giiig sciviccs closer to the 

people and bringing people closer to the services. Information about the 

eSCectiveness and impact 011 matei-nal mortality and morbidity of these vari- 

oris approaches (matel-nity waiting homes, mobile teams, village Coopera- 

tive ti-ailsportaliol? systems, etc.) is generally incomplete and often 

~tnavailable. 

In some countries, suc11 as Malawi, Ethiopia, Zaire, maternity waiting homes 

are used. The positive impact of the tzcirul or maternity waiting home in 

reducing maternal mortality and morbidity at the Attat Hospital in Central 

Ethiopia is well-clocurnented. And in Zimbabwe, maternity villages were an 

integral part of' the maternity services offered by Sour rural missionary 110s- 

pitals. Conversely, experience in Zaire showed that maternity waiting 



homes in Karava were under-used primarily because of a lack of commtl- 

nity it~volvement in designing and building the homes and consequent lack 

of conside~.ation for community concerns, particularly related to patients' 

food preparation. Other approaches s~tch as village cooperative transporta- 

tion systems, obstetric emergency flying squads, mobile teams for priirlary 

health care and Limily plan~ling that can identify high-risk women in the 

community are also being tried. In  southern Ethiopia, maternal messcn- 

gers who run and walk Sol- up to three hours Gom a village to alert the mid- 

wife at the health center are heing used. In some parts of' Africa, women's 

groups pool f~tnds and lend them to various mcmbcrs in turn. 7'11is custom 

could be adapted to provide lilnds for obstetric emergencies. 

African llealtli professionals arc quite conccrnctl almtlt the quality of' 

hcalth services for women in Africa. li:vcn wliere health sciviccs ilrc readily 

available and aff'ortlable, ~ o m e n  may not m c  them because of their poor 

quality (I'arlzer et al. 1990), so cf'lorts to improve the qllality of services arc 

crucial. Lack of infi-astructure, an iilsullicient numl~er  of' pcrsonncl (and 

in some Muslim cultures, lack of female hcaltll workers specifically), inad- 

cqL1at.c training, shortage of supplies and eql~ipmcnt, and inatlcquatc 

monitoring and supervision all contribute to poor-quality scrviccs (Starrs 

1993). licscarcliers should f'ocus on fillcling the lxst ways to ensure the 

key quality oT care factors in scrvicc delivery points: provider compctcncc, 

appropriate physical inG-astrl~cturcs and inaiiagcmeilt system, adequate 

supplics and cquipment, good information to patients, and strong hllow- 

up system. 

One comp~i i cn t  of' high-q~tality care is the presence of qualified person- 

nel. A shoi-cage of physicians, nurses and trained midwives in developing 

coxli~t~-ies-particularly i11 rural ai-eas-contriblttcs to rnaternal deaths 

(Maine 1991). Also, most of' the ntirses, ~nitiwivcs, and physici;uns in Africa, 

once in the field, do not have any time f'or additional rtprlates and training. 

Moreover, no one cval~tatcs theii ability to tliagnose, treat, or refer clients 

to the closest hospital. A MotherCarc project has provided anntial continu- 

ing education to some midwives in Uganda and Nigeria to upgritde their 

midwif'ery skills and develop proficiency in life saving skills (I,SS), incl~rding 

risk assessment, rlse of partograph for monitoring labor, use of written pro- 

tocols for referrals, and problem solving. This LSS program was dcvcloped 

hy the American College for Nurses and Midwives (ACNM) and has been 



oSferecl in various countries by different donors (MotherCare in Nigeria 

and U p n d a ,  Carnegie Corporation in Ghana, and I'opxtlation Council in 

Vietnam). The effectiveness of such projects should be evaluated and 

documented. 

As a basis for effective intervention, evaluate existing services providing 

care to women, focusing exclusively on f'actors that create a negative per- 

ception of quality, including: 

provider competence (training curricula, refresher training, con- 

Sormity to guidelines, supervision); 

client-oricntecl physical infrastructures and serviccs (convenient 

scrvice holm,  privacy, special needs of adolescents, availability of 

co~ulseling, and a range of trcatmellt ;mcl diagnostic options); 

adcquatc equipment and supplies; 

adequate staffing (female health carc providers); 

providcr sensitivity; 

inIbrmation flow betweell clicil~s m d  providers; 

continuity ol' carc and Sollo~v-up; 

monitoring and supcwision; 

means of' payment for services; 

and identification of' ways to improve quality care. 

Some approaches to increasing maternity care coverage and maximizing 

access include I )  incorporating comm~mity obstetrics into the physician 

training; 2)  ~lpgrading the skills of no11 physician personnel (nurse-mid- 

wives and midwives) in mailagemcnt of obstetric emergencies and delegat- 

ing responsibility to them; 3) increasing the supply of trained female 

health care providers; 4) influencing national policy in the practice and 

qrlality of inaternal care including delegation of responsibility; 5) incrcas- 

ing outreach seiviccs; and 6) community involvcmcnt. For example, a 



1989 World Bank economic and social strategy study in Pakistan suggested 

that more efforts should he focused on outreach and community-based de- 

livery systems to overcome the lack of facility-based services for women. 

Responsibility Delegation. There are few physicians in most African co1111- 

tries and the number of physicians trained in obstetric care is even lower. 

Almost all of them are in big cities while 80 percent of [he population is in 

rural areas. For example, of the 200 obstetricians in Nigeria in 1980, more 

than 90 percent were located in the natioi~al and state capitals. By con- 

trast, the proporlion of the population living in urban areas was estimated 

at 11 percent (Maine 1991). A study in East AIrica in 1979-81 found that 

only an estimated one in ten women who needed an emergency cesarean 

section had one (Maine 1991). 

Obviously, the responsibility for performing life-saving tasks, such as 

symphysiotomy, ces;~rean section, or manual removal of a retained placenta, 

is typically in the hands of a few \vho work Far from where thc woi-ncn actu- 

ally deliver. This can he ovcrcome by coordinating communication and 

transport among levels and/or clclegating specific life saving fhc t ions  to 

non-physician personnel after special training. Legislation and licensure 

problems prevent this option in some countries, however. 

In many countries midwives already perl'orm essential functions such as 

manual removal oS placenta, vacuum-assisted deliveries, etc. In Zaire se- 

lccted obstetric nurses are trained to perform emergency surgery, includ- 

ing cesarean scc~ion, symphysiotomy, repair of ruptured uterus, and 

hysterectomy (White et al. 1987). This is also being done in The Gambia, 

wl~ei-e selected nurse-midwives are trained in high-risk obstetrics and are 

postecl to upgraded health facilities. In Uganda and Nigeria MotherCare 

tlemonstration projects are improving the quality of materi1al care by up- 

grading the knowledge and skills of midwives through training that focuses 

on management of obstetrical emergencies. 

Ailalysis and evaluation of existing field works regarcling responsibility del- 

egation, focusing 011 impact and lessons learned (including acceptability of 

greatcr responsibility for MCH care by no11 physicians and approaches used 

to influence national policy in responsibility delegation) should be consid- 

ered among the research priorities. 



Manual Vacuum Aspiration. For several years the International Projects As- 

sistance Services (WAS) has been condrtcting studies and supporting ser- 

vices (e.g., training and equipment) related to the use of' manual vacuum 

aspiration (MVA). MVA is a simple procedure using a hand-held syringe 

that can be used safely by all levels of' health staff, including trained para- 

medical personnel, in the management of complicatioi~s of' rmsafe abor- 

tions. The manual kit for MVA marlzetecl by WAS is inexpensive, easy to 

use, and appropriate to a wide range of settings, I11 Iknyatta National IHos- 

pital, Nairobi, substantial health carc resources were being used to manage 

complications of unsaSe abortions. After the introduction of the man~lal 

vacultn aspiration technique, clients alld providers have benefited from 

shorter hospi~al stays, better results, ant1 costs h a t  have heen reduced by 23 
to 66 percent (Tiilkel-, Koblirlsky 1993). 

A group of health prof'essionals in Nigeria, Kcnya, Zimbabwe, Ghana, Ethio- 

pia, Zambia, and other countries have worked closely with WAS arid could 

serve as resources. The knowledge and experience of these health profes- 

sionals should be capitalized to extend MVA training and study the cost- 

ef'f'ectivcncss and impact o l  manual vacuum aspiration in the treatment of' 

incomplete abortion in African countries where it has already been 

adopted. 

Community iilvolvemcnt is seen as very ilnportailt in Africa. Knowing the 

danger signs of pregnancy, labor, and delivery and where to go for appro- 

priate services is essential t.o reducing maternal and neonatal mortality. To 

improve timely and appropriate use o l  services, these signs must not only 

be recogilized by the woman, but also by those who are in the coinmunity 

and are in a decision-making position during the time she may be disabled 

(Mothercare 1993). And mobilizii1g resources to transport the woman to 

health services oncc coinplicatioils are identified may reqrtirc a cominxt- 

nity-wide chi-t, which in itself needs a conviilcing push (MotherCare 

1993). Therefore, community iiwolvement should be a high priority of 

safe motherhood programs in Africa to increase maternity carc coverage. 

Mothercare carried out a three-year community-based project in Inqrtisivi, 

ISolivia, based on so-called autodiagnosis of health problems through the 

coinnlunity women's group. The project also promoted income-generat- 



ing activities (including the product io~ and sale of safe birth kits) that 

would provide esnei-gency funds to transport obstetric complications. If ef- 

fective, such projects could be a model for community participation. 

Tnformation dissemination and research studies on the evaluation of inno- 

vative community interventions that have the potential for cxpai~sioii and 

replicat.ion (approaches used, costs, impact on women and sustainahility) 

to support safe motherhood and improved reproductive health in Africa 

sliould be supported. 

WHO estimates that in developing countries some 60 to 80 percent of 

births are still delivered at honle by traditional birth attendants (TBAs). 

Furthermore, results from the Maternal N~itrition and Health Care 

(MNHC) Program, a USATD-funded 13-country reseal-ch program, indi- 

cakd that slu-prisingly large numbers of women selected traditional birr11 

attendants as their care providers. Accessibility oS the TBAs was ihc one 

hctor consistently identified as a key dctcrminant of use. Investing in Tl'sh 

training has been the focus of a number of national and international orga- 

nizations, and many countries now offer some form of training program Lbr 

TBAs. Training programs have already brought benefits-Sor example, a 

World Bank-supported evalllation in The Gambia docurncntcd that trained 

TBAs demonstrated significantly greater knowledge of' risk factors and re- 

ferred more pregl~ant 1voine11 with complications than did untl-aincd 'I'BAs 

(Post et al. 1990). 

One barrier to sttccesslill TBA training programs is the lack of' collahoi-ation 

between the formal health system and the TBAs. ?he 1'ROAIS project in 

Forlaleza, Brazil, is an example of successSld collaboration. The project 

trains TBAs and serves as a base Sol- professors and health scicncc siudcnts 

Srom the Fortaleza University to meet their rui-a1 comsnrinity work rcquirc- 

inent. The program not only sl~cceedetl in providing rural areas with mod- 

e m  medical care hut students have also benefited fi-om the opportrtnity to 

combine thcii- formal training with beneficial traditional practices (Uomfin 

1991). The success of the project has prompted similar efforts elsewhere 

in Brazil. The Karawa Health Zone project in Zaire and the project in Zim- 

babwe in which community midwives are trained to improve coverage of 

antenatal, delivery, and postnatal services are other examples (Tinker, 

Koblinsky 1993). 



Given the role TBAs play in the community, mechanisms for integrating 

trained T13As into the modern healtli care system need to be determined, 

specifically in areas with very limited access to modern medical care. 

Mechanisms to link traditional and inodern care systems for efficient and 

efSective maternity care should he explored, and the impact on maternal 

mortality and tnorbiclity of training T13As should he assessed. 

Social support systclns such as the presence, guidance, and assistance of a 

wide network of hmily, extendeel f'amily, and commui~ity members are cru- 

cial factors influencing maternal carc choices throughout all phases of' the 

rcproclnctivc process. Appropriate social support can also provide a means 

to reinforce desired matcri~al health practices and health care seeking be- 

havior. 111 some parts of suhSa1iara11 ASrica thcsc traditioilal systcins appear 

to be eroding. 111 areas whcrc these networks, particularly women's groilps 

aild associations, have been successful in proviciing health information and 

drawing on local ~ v o ~ n c n  to proi~lotc their own licalth, there has been 110 

evduation on their cff'cctivcncss and their impact on improved women's 

I-cproductivc health. 

There is a need to evaluate the effectiveness of social support networks, 

their diff'crcnt appi.oachcs, and their impact on improved womci~'s repro- 

ductive health. Also research can he focused on how cornrn~mityhascd 

sl~ppoi-t nctwoi-Its might be formed a n d  used to help provide women with 

I~ctter health iiifbr~nation alld better access to health I:acilitics through the 

establishment, for example, of' cooperative ~raiisportation arrangerncnts. 

Best practices and lessons lcarncd from the research can be dissc~niiiated 

and used to develop and strengthen community-based networks, based on 

specific socio-cultlira1 settings. 

Monitoring and Evaluation 

Monitoring and evaluation should he an important component of ex11 safe 

motherhood program. The coinm~mity shoxlld be iiwolvect in the process 

and kept ii~formecl of its progress. Policy makers also should he informed. 

UKICEF has planned to do an evaluation of essent.ia1 obstetric fimctions in 

several countries, followed by policy recommendations. A document on 

guidelines for monitoring progress in reduction of maternal rnort:ality has 

lxxn developed for this purpose, raising methodological issties in measlx- 



ing maternal mortality and giving indicators of efforts to reduce it. If 

widely disseminated, that ctocumcnt can be a useful tool for moizitoring 

and evaluating safe motherhood. 

A major constraint to cSfcctive program monitoring and evaluation is a 

weak management information systcm-01 lack of one-in most African 

co~untries. Altcl-native strategies can bc illti-odllccd to monitor pi.ograin 

performmce and impact.. Selection ol' a limiting number of indicators, dc- 

velopment of sinlplilicd dava collection tools for program operations, peri- 

odic household interviews, focus group discussions, and occasional su~vcys 

(such as the DHS) arc some of the approachcs to elicit information to 

monitor and evalnatc safe rnotherhood and reproductive health. 

alysis, and Disse 

Becarlse research, analysis, and dissemination activities need lo be clcrnand 

driven, the AFR/SII will revise and update this li-arnework as new informa- 

tion and reqllests arc presented by /\hican decision-makers, experts in re- 

productive health, and IJSAIL) Mission and field staff. 

The research, ai~alysis, and dissemination activities will be implemented 

tlx-ough a range of approachcs based on the issue and the information gap 

to be acldresscd. These approaches may be thought of as filling along a 

continuum ii1volving cliffcrent levels of' methotlological sophistication and 

input. At one end of the con t in~u~m is literature review and synthesis of ex- 

isting information, especially lessons learned from previous or ongoing 

strtdies and programs. An approach might involve a literature review and 

synt.hesis followed by sho1.t-tern1 field work to verify concllusions or test hy- 
potheses. At the other end of the continuum is long-term, multi-country 

research with primary data collection. 

Effective disseminatioil of information generated will be essential to im- 

prove reproductive health policies, strategies, and programs in Africa. The 

dissemination activities should support advocacy efforts for improved repro- 

ductive health in Africa. 

Research priorities and approaches to implementing analytical activities 

should be tied to field programs that offer the potential for effective Afi-i- 

can participation during all the phases of implementing the analytical ac- 



tivities, inclttding assessment of' the impact of' activities on clecisio11-making 

related to 1-eprodrtctive health in Africa. 

USA111 has addressc.cl maternal health and nutrition as part. of its overall 

health strategy. A.I.D.'s experience in maternal and reprodrtctive health in 

Africa has included a variety of bilateral and centrally funded child slrrvival, 

population, and family planning projects. These programs shollld f'acilitate 

iinpleinentation of a l~roadcr approach to reducing materilal mortality and 

morbidity, and to improving reproductive health services. 

USAID plays a myjor leadership role in population and Iarnily planning 

lhat strongly iilflucnccs actions and priorities thro~tghout the world. One 

of the principal objoctivcs of' the Agency's popthtion, health, and nutri- 

tion strategy is to improve inc1ividu;d reproductive health, wi1.h special at- 

tention to the needs of' women and adolescents. USAID Bltrcau 101- Africa 

interest in improving reprocluclivc health in Ahica will help to draw more 

attention and resources to this important public hcalt11 area. 

A nrtinbei- of USA111 cooperating agencies active in the (arnily planiiiiig 

arena could atltlrcss the broader issue of' safe motherhood and improved 

rcproductivc hcal~ll. For cxainplc, in its a p p r o ; ~ h  to controlling 1ZTls in 

women, USAID is supporting a spcctrurn of' activities tl~roxq,$ variolts coop- 

crating agencies. In Nairobi, Kenya, a dcmo~~isti-ation project aimed at ma- 

ternal syphilis control was iinplcmentetl in urban prenatal clinics by the 

MotherCai-c prqjcct. Altholtg11 the impact, eSfectivencss, cost, and Scasibil- 

ity of thc demonstration project have not yct been evaluated, the project 

demonstrated the kasihility of' an integrated reproductive health service 

package by clcccntrxlizing screciiing facilities to a primary health level. 

I11 Mali, 1,000 woinei~ were educated about condoms tlhrortgh STD clinics. 

Sentinel sttrveillance systems have been established to track and monitor 

STl1s in several developing countries including Burrindi and Uganda. As 

part of its ST13 diagnostics initiative, USAID is f'uilcling research and devel- 

opment of field diagnostic technologies. And thrortgh its HIV/AIDS pre- 

vci~tion programs to reduce sexual trails~nissioii of' HW, STI3s are being 

addressed with behavioral interventiol~s, condom promotion, and STD con- 

trol through provision of' diagnosis and treatment at existing service deliv- 

ery systems such as prenatal clinics anel Samily planning clinics. 



During each analytical agenda-setting cycle, AFR/SD will use the strategic 

framework to select priority issues. The analytical activities would be imple- 

mented based on their likelihood to provide information for better deci- 

sion making on strategies and programs to improve reproductive health in 

ASrica. 
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