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Executive Summary 

The burden of maternal mortality and morbidity In Asla 
and Near East (ANE) countr~es IS among the h~ghest in 
the world, account~ng for about 56 percent of the 
585,000 yearly maternal deaths worldwde These 
deaths from hemorrhage, sepsls, obstructed labor, 
eclamps~a, and the sequelae of unsafe abortion are 
largely preventable wth known intewentlons In addl- 
t~on, more than 50 million women suffer from acute 
compl~cat~ons and an est~mated 15 mlll~on women face 
chronic problems resulhng from ch~ldblrth, such as uter- 
me prolapse and fistula 

The rlsk of comphcahons and death from pregnancy 1s 
even hlgher for young women in the reglon, mahng ~t 
pahcularly urgent that reproduchve health programs 
reach out to adolescents Th~s  Increased r~sk also man- 
dates that policies regarding age of marnage and glrls' 
education be consistent wth the goal of reduclng ado- 
lescent pregnancy and that cultural norms prescribing 
early marriage and chlldbeanng be changed 

It is also est~mated that worldwde, more than 500 mil- 
hon women suffer from anemla and other nutrit~onal 
defic~enc~es-more than 70 percent of all pregnant 
women in some ANE countries-whereas 150 mlll~on 
more acqulre sexually transm~tted infect~ons (STls) that 
place women at h~gher rlsk for human ~mmunodefi- 
ciency wrus (HIV) transmission and contr~bute to poor 
blrth outcomes 

Good maternal health 1s essentlal to the health and 
s u ~ v a l  of newborns On average, more than half of 
~nfant mortal~ty in develop~ng countries occurs durlng 
the neonatal per~od Many of these deaths result from 
comp11cahons of labor and dellvery or from low blrth 
we~ght caused in large measure by maternal undernu- 
tntion or lnfect~on Furthermore, when chlldb~rth results 
In the death of the mother, the ~nfant s chances of sur- 
vlvlng the first year of l~fe are extremely poor-poorer 
st111 In some sociebes d the chlld IS female Not surpns- 
~ngly, most ~ntervent~ons des~gned to Improve maternal 
health and nutr~t~on have poslt~ve effects on neonatal 
survlval 

Actiwhes that incorporate both primary and secondary 
prevent~on are needed to lmprove and protect maternal 
health In the reglon lnterventlons must focus on alter- 

ing the dlstal determ~nants of women's dl health pov- 
erty, powerlessness, and preference for sons Because 
these Issues are often wewed as outside the manage- 
able Interest of the populat~on, health, and nutrltlon 
(PHN) sector, ~t IS Imperative that pollcy and program 
l~nkages be made wth other development sectors 

Pnmary prevent~on ~ncludes prowding family planning 
semces for unmarr~ed as well as marned indiwduals, 
and promoting delayed chlldbearlng and blrth spacing 
through behawor change and commun~cat~on or com- 
munity mob~l~zat~on efforts These approaches create 
an enabllng environment wthin whlch fewer pregnan- 
aes, wth potentla1 for compl~cat~ons, occur 

Other act~wt~es that w11 favor maternal and newborn 
health Include erad~cahng female genltal muidahon, im- 
prowng g~rls' nutr~t~on, preventing STIs, and prevent~ng 
and treahng other lnfemous and paraslhc d~seases such 
as hepatit~s, rheumatic fever, malana, sch~stosom~asis, 
and hookworm 

Secondary prevenhon becomes Important once women 
are pregnant Secondary prevenbon mnte~enbons Include 
birth preparedness measures such as prenatal care and 
emergency plans for obstetric care should pregnancy 
compl~cat~ons arlse Interventions such as counsellng 
mothers and the~r husbands on how to care for the 
newborn and plannlng for postpartum care for both 
mother and ch~ld are also essentlal 

Servlces val~dated by ewdence of their health Impact on 
mother and baby can be delivered dur~ng prenatal care 
They Include iron folate supplementat~on, tetanus tox- 
old ~mmunuation, d~agnos~s and treatment of hyper- 
tens~on, d~agnosis of preeclampsia, d~agnos~s and treat- 
ment of syphlhs and urinary tract lnfecbons, and, per- 
haps most important, counsellng on b~rth prepared- 
ness Women and their famllles should be assisted In 
recognlzlng the slgns and symptoms of compl~cat~ons 
and encouraged to devlse emergency plans for access- 
lng essenbal obstetric care (EOC),' includ~ng arrange- 
ments for transportat~on and payment Other promls- 
ing ~ n t e ~ e n t ~ o n s ,  such as prenatal wtamln A supple- 
mentatlon and dlstribut~on of safe blrthlng luts, require 
further teshng 

Should comphcahons arlse durlng pregnancy or as a 
result of unsafe or incomplete spontaneous abort~on, 



women need access to EOC An explanatory model, 
the Pathway to S u ~ v a l ,  has been developed to clarlfy 
causal llnkages between events and outcomes ~nvolved 
In reach~ng EOC (see Flgure 3) There are four steps 
along the Pathway to Sumval slgn and symptom rec- 
ognltlon, dec~s~on to seek care, gett~ng to care, and ob- 

I 

talnlng t~mely and appropr~ate care At each step, good 
maternal health programs can lmprove the chances for 
a woman s and baby s sumval 

Dur~ng the last decade, ~ntervent~ons to lmprove and 
protect maternal health have Included trad~t~onal blrth 
attendant (TBA) traln~ng, provlslon of prenatal care, In- 
format~on, educat~on, and commun~catlon (IEC) cam- 
palgns, m~cronutr~ent supplementat~on, commun~ty 
mobd~zat~on, protocol development, physic~an, mldwfe, 
and nurse tralnlng, EOC fac~llty upgrades, quallty as- 
surance programs, and pollcy reforms Many programs 
have been multifaceted, and evaluat~on has been chal- 
leng~ng 

Key lessons that have been learned after a decade of 
programming for safe motherhood Include the follow- 
ing all pregnancies carry nsk, hawng tra~ned attendants 
at dellvery saves hves, compl~cat~ons are generally nel- 
ther preventable nor predictable, all pregnant women 
must have access to Ilfe-savlng care, prenatal care 
should be ewdence-based, commun~ty ~nvolvement IS 

essent~al, and measuring success IS posslble wth pro- 
cess ~nd~cators 

Approaches that have achleved results and are ready 
for scallng up lnclude the followng 

Ensurlng tra~ned attendance at blrth through physl- 
clan and m~dwfery tralnlng, deployment to penph- 
era1 s~tes, and thorough coord~nat~on between the 
levels of care, as gulded by protocols 
lmprovlng the EOC capabll~tles of a) providers, 
through competency-based traln~ng based on na- 
t~onal standards and protocols, and b) fac~htles, 
through low-cost upgrades and Improved health 
management lnformat~on systems 
Rals~ng awareness and educat~ng commun~tles 
about maternal health Issues, to bu~ld commitment 
to safeguard~ng women s I~ves, and to organlze sus- 
tamable emergency responses, ~ncludlng transpor- 
tauon, ass~stance wth servlce and drug fees, and 
blood donat~ons 

* Traln~ng women, famhes, and TBAs In b~rth pre- 
paredness, self-care, and newborn care, lnclud~ng 
early and exclusive breastfeedlng 
Provldlng evidence-based prenatal services and 
postnatal follow-up 

a Dlstrlbut~ng Iron folate tablets, des~gned for con- 
sumer appeal, through rel~able d~stribut~on and sup- 
ply mechan~sms, lnclud~ng the commerc~al sector 

* D~agnoslng and treat~ng syph111s durlng prenatal 
care 

* Brlnglng approprlate technolog~es to the penph- 
ery such as manual vacuum asp~rat~on for post- 
abortlon care 

* Establlsh~ng no-fault" maternal and per~natal au- 
d ~ t s  at dlstr~ct levels 
Establ~sh~ng maternal health coallt~ons as advocacy 
groups at the nat~onal level 

* Strengthen~ng the ab~l~ty of professional organlza- 
tlons to prowde cont~nu~ng med~cal educat~on and 
mon~tor the performance of the~r members 

Countr~es in the ANE reglon that are the focus of t h ~ s  
report have wdely d~fferlng levels of maternal deaths 
as ewdenced by maternal mortal~ty ratlos (MMRS)~ that 
range from 150 to 1,500 per 100,000 Country fact 
sheets that accompany thls report prowde ~nformat~on 
on maternal health and soclal ~ndlcators, and Inven- 
tory s~gnlficant maternal health programs 

Improwng maternal health In the ANE reglon, as else- 
where, requrres a mult~sectoral and mult~level-from 
commun~ty to hospital-approach that has as  its most 
fundamental tenets zero tolerance for preventable ma- 
ternal death and d~sab~l~ty and ded~cat~on to improwng 
the economic, educat~onal, and soc~al status of women 
As empowered c~tlzens, women wll no longer face the 
class and gender dlscr~rn~natlon that puts them at such 
per11 and, as ~nformed, entltled consumers, they wll 
demand hfe-sawng care that IS both h~gh qual~ty and 
compass~onate 



Preface Part I outlines the global and reg~onal status of mater- 
nal and newborn health 

Srgnrficant progress has been made rn reducrng mater- 
nal mortalrty rn some ANE countrres dunng the last de- 
cade, but high mortality persists in others This assess- 
ment was undertaken to ard the ANE Bureau of the 
Umted States Agency for International Development 
(USAID) in rts strateg~c plannrng In maternal and new- 
born health by prowdrng informatron on the current state 
of maternal health rn ANE focus countrres and by clan- 
fylng the most produchve approaches to programmng 
bullding on successes and lessons learned 

In September 1998, USAID awarded its centerp~ece glo- 
bal program In maternal and neonatal health to a con- 
sohum of technrcal agencres led by the Johns Hophns 
Program for Internahonal Educaixon rn Gynecology and 
Obstetr~cs (JHPIEGO), m support of the Agency s stra- 
tegrc objectwe to reduce deaths and adverse health out- 
comes of women and thelr newborns Any strategc 
planning effort for advancing maternal and neonatal 
health objectwes in the ANE regron w11 be in coordrna- 
tion wth the maternal and neonatal health acbwty, as 
well as  wth the PHN Center's global strategy for ma- 
ternal health 

For the purposes of thrs report, maternal health IS de- 
fined as those health condibons-structural, infechous, 
and nutrit~onal-related to, resultrng from, or drrectly 
affectrng pregnancy, delrvery, birth outcome, and the 
postpartum perlod Maternal health IS a subset of re- 
produchve health that includes the health concerns of 
women outside pregnancy, such as famrly plannmg, 
sexualrty and sexual health, STIs, HIV/Acqulred Immune 
Deficrency Syndrome (AIDS), inferhllty, and reproduc- 
trve tract and breast cancers 

Reprodudve health IS, rn turn, a component of women's 
health that focuses on health throughout the lrfe cycle- 
from rnfancy to old age It addresses famrly planning, 
vlolence agalnst women, mfecbous and parasihc dls- 
eases, menopausal health, alcohol abuse, smohng, and 
depression Wh~le all these cond~tions mer~t attentron, 
thrs report wll prrmarrly focus on lmprowng and pro- 
tectlng maternal health durrng pregnancy, delivery, and 
postpartum 

Part I1 presents pnmary and secondary prevenbon strat- 
egres, and highlrghts the range of rntervenixons that have 
been fielded internatronally to improve and protect ma- 
ternal and newborn health 

Part 111 looks at key lessons learned after a decade of 
programming for maternal and newborn health 

Part IV ~dentrfies challenges and opportunrties for the 
ANE Bureau In maternal health programmrng that are 
wthin ANE s manageable rnterest and comparative ad- 
vantage 

Part V presents a synopsrs of the key findlngs of t h s  
report 

Part VI includes subregronal and country fact sheets 
where USAID has a rvZlssron or PHN program The 
appenduces contaln tools and rnd~cators that are useful 
for maternal health plannrng and evaluatron 

Data for thls report were compiled from USAID assess- 
ments, evaluations, special reports, nat~onal censuses, 
vltal health registratron data, abstracts from technrcal 
and professronal journals, and World W~de Web sltes 
Figures for maternal mortalrty were taken from revlsed 
1990 est~mates by the World Health Organization 
(WHO) and the Unlted Natlons Chrldrens Fund 
(UNICEF) 



Introduction 

Improvlng and protect~ng maternal health has only re- 
cently become a leg~t~mate, stand-alone development 
objective This reflects the growng global influence of 
women's advocacy groups and accumulating research 
data ~dentifylng women as the "key actors" In the devel- 
opment process Documents from recent International 
conferences attest to the greater ~nterest and comm~t- 
ment the global commun~ty now places on thls prevl- 
ously neglected issue The Safe Motherhood Inltiat~ve 
(SMI), conceived In 1987 by a handful of United Na- 
bons and other development organ~zabons, has served 
as a catalyst for increasing publlc awareness and test- 
lng approaches to guardlng maternal health, and chal- 
lenging the world community to halve the number of 
maternal deaths, then estimated to be 500,000, by the 
year 2000 

Dunng t h ~ s  10-year penod, that goal has been relter- 
ated at the 1990 World Summit for Ch~ldren, the 1994 
Internat~onal Conference on Population and Develop- 
ment (ICPD), the 1995 World Summ~t on Soc~al Devel- 
opment, the Fourth World Conference on Women also 
in 1995, and the 1996 Flrst Ladles of the Americas 
Meetlng In 1997, a major ~nternabonal consultat~on In 
Sn Lanka marked the 10th anniversary of the SMI Pol~cy 
makers and implementors met to share lessons learned 
from a decade of programming efforts and to ~dent~fy 
remaining challenges They des~gnated 1998 as "The 
Year of Safe Motherhood" to keep maternal health on 
the global pol~t~cal agenda and In the publlc eye 

Rationale for lnvestlng In Maternal Health 
The focus on lmprovlng and protect~ng the health of 
women durlng pregnancy and chlldbirth is appropriate 
for several reasons F~rst, it IS the r~ght thing to do 
Women in the prlme of life are dyng unspeakably pain- 
ful and often protracted deaths from preventable causes 
or suffenng chron~c disabil~t~es because society has not 
s a ~ d  enough, done enough, nor Invested enough m thls 
publ~c health problem Too often, protect~ng the health 
of women has not been perce~ved as suffic~ently com- 
pelling to warrant pr~ority attent~on and fund~ng 
USAID s ANE Bureau fully believes that lmprovlng the 
health and ensurlng the s u ~ v a l  of women durlng preg- 
nancy and childbirth IS a publlc health imperative 

Second, Investing In maternal health programs wll also 
reap benefits for other cr~t~cal health issues-~nfant sur- 
vlval, famlly planning, and HN/AIDS 

When women can negot~ate pregnancy and chlldbirth 
safely, the~r newborns have a much greater chance of 
survlval Although Infant mortahty has decllned dramati- 
cally m developing countries in the last decade, the pro- 
port~on of Infant deaths durlng the neonatal penod- 
b~rth to 28 days postpartum-has Increased, account- 
ing for more than 50 percent of total Infant mortality in 
many countr~es These 5 mllllon deaths a year6 are 
attr~butable to several factors underlying poor mater- 
nal health, pregnancy-related compl~cat~ons that also 
hll women, and mismanaged deliveries Thus, pro- 
grams that focus on lmprovlng a mother s general health 
and ensurlng a safe dellvery wll garner s~gn~ficant Im- 
provements In neonatal health and sumval 

Benefits to the chld of sound maternal health programs 
do not end at 28 days Starhng l~fe wth adequate birth 
weight and suffic~ent mlcronutr~ent stores-~ron and vl- 

tamin A, among others--enhances survlval and the at- 
tainment of a ch~ld's full mental and physical potential 
Each year, 22 m~llion babies are born at low blrth we~ght, 
~rnpl~catlng madequate maternal we~ght galn during 
pregnancy A cost-effic~ent approach to optlm~zing the 
nutr~tional status of infants is to improve the nutr~t~onal 
health of pregnant and lactating mothers and to pro- 
mote exclusive breastfeeding for the first 6 months of 
h fe 

Family plannlng programs can also benefit from a fo- 
cus on maternal health Higher contracepbve prevalence 
rates are achieved when famlly planning semces are 
Integrated wth maternal and ch~ld health (MCH), post- 
partum, and postabort~on care programs In a United 
Nat~ons Fund for Populatron Act~vlt~es (UNFPA) needs 
assessment In Palustan, lack of integrat~on wth other 
reproductive health serwces was clted as a s~gnlficant 
obstacle to mcreasing the use of contracepbves Moth- 
ers who pract~ce the lactatlonal amenorrhea method 
go on to have hlgher ut~llzat~on and contmuabon rates 
wth other methods of family planrung,'O and women 
who are counseled on family plannlng after abortlon 
have greater acceptance rates and fewer repeat abor- 
tions " 



In Jordan and Tun~s~a, successful postpartum care pro- 
grams have prowded needed follow-up for mothers and 
newborns while lncreaslng subsequent ut~l~zat~on of 
modern fam~ly plann~ng methods l2 Informing prospec- 
tive users about the important role that family plann~ng 
plays In presemng maternal and ch~ld health challenges 
percept~ons that family plann~ng programs are solely 
concerned wth fert~lity control l3 

Diagnos~ng and treating reproduct~ve tract ~nfections 
(RTls) during prenatal care Improves women's health, 
leads to better birth outcomes and healthier Infants, and 
in the case of syph~lis, has been shown to be cost-ef- 
fective l4  Treat~ng RTls also decreases the Ilkellhood of 
HIV transm~ss~on to the pregnant woman, thus pro- 
tect~ng her and, m turn, her unborn ch~ld l5 

Th~rd, a focus on maternal health is also a good health 
and development value Women are the front-line health 
care providers and caretakers In most soc~et~es  Each 
year, women who d ~ e  in childb~rth or from unsafe abor- 
t~ons  leave behind an est~mated 2 million ch1ldren,l6 
whose chances for survlval are d~min~shed by as  much 
as  50 percent l7 Stat~stics are even more d~smal if the 
ch~ld 1s female l 8  Motherless children also spend less 
time in school A study In Tanzan~a found that when a 
mother dles her children attend class only half as  often, 
a change not ewdenced ~f the father dles l9 

Women contribute significantly to the informal and, In- 
creaslngly, to the formal sectors of the economy Moth- 
ers use thew earnings to Improve the nutritional and 

I Putttng Maternal Health Problems In 
Develop~ng Countries In Perspective 1994 
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educat~onal status of their ch~ldren and to access health 
semces for them A study of women In India found that 
the~r part~c~pat~on In the labor force would Increase by 
22 percent if maternal health problems, includ~ng ane- 
mla, were addressed 20 

Thus, efforts that keep mothers al~ve and healthy con- 
stitute important, yet undervalued approaches to child 
sumval and community development That these ben- 
efits can be achieved by interventions that are among 
the most cost-effective of all publ~c health endeavors 
should be suffic~ently compell~ng to warrant pr~ority at- 
tention and adequate funding 21 

I. Maternal and Newborn Health Status 

Mortal~ty 
It 1s d~fficult to understand why the deaths of 585,000 
women each year-one every m~nute-have only re- 
cently called forth a global public health response, par- 
t~cularly when these deaths are largely preventable wth 
existing, low-cost therapies In fact, women in the de- 
veloped world no longer dread childbearing nor regu- 
larly d ~ e  of the five ubiqu~tous complicat~ons of preg- 
nancy hemorrhage, eclamps~a, the consequences of 
unsafe abort~on, obstructed labor, and sepsls Fully 99 
percent of maternal deaths occur In the developing 
world, 56 percent of them in the ANE region When the 
high risk of death from pregnancy 1s coupled wth the 
relatively high fertility rates In the reglon, the real di- 
mensions of this un~quely female horror emerge The 
llfetime r~sk of death from pregnancy averages 1 In 20 
in ANE countries, compared wth 1 in 9,000 In northern 

lead~ng some cultures to refer to the time of 
dellvery as  one of the 'three sorrows ' 

Morb~dity 
An estimated 40 percent of the 200 m~ll~on women who 
become pregnant each year wl1 experience some type 
of compl~cat~on, 15 percent of these compl~cat~ons wll 
be l~fe threatening 23 More than 50 m~ll~on women expe- 
rlence acute morb~d~ties And 15  million survivors must 
cope wth long-term d~sabil~t~es such as severe uterine 
prolapse, wh~ch, along wth dally d~scomfort, can cause 
sexual Intercourse to be pa~nful, or fistula, which allows 
the constant seepage of urlne or feces Into the vagina 
(see Figure 1) Both, though reparable wth routine sur- 
gery, can lead to social marginal~zation or abandon- 
ment when servlces are not available Studies from 



Bangladesh, Egypt, Ind~a, and Indonesia have reported 
uter~ne prolapse rates of 15, 1 1 ,3 ,  and 16 percent, re- 
spectlvely 24 

Other women become lnfertrle as  a result of ~nfect~on 
and are doubly disadvantaged in societies where ch~ld- 
bearlng IS the only route to leg~tlmacy and Improved 
status Recent studles have concluded that maternal 
morbid~ty, both acute and long-term, is much more 
common than previously bel~eved In Egypt, there were 
967 ep~sodes of illness for every maternal death, In 
Bangladesh, 163 episodes, and in Ind~a, 54 1 eplsodes 25 

Contrlbutlng Factors 
The rlsk of death and disability from pregnancy-related 
causes IS higher stdl for adolescents A g~rl younger than 
15 years of age has a five tlmes greater nsk of dylng 
than a woman In her twent~es, glrls ages 15 to 19 have 
M c e  the r~sk 26 Worldwde, compl~cat~ons of pregnancy 
and childbearing are the leadlng cause of death for ado- 
lescent girls ages 15 to 19 27 In the ANE region, par- 
tlcularly In South Asla, more adolescents are exposed 
to thls r~sk because cultural norms dlctate early mar- 
rlage and chlldbearlng 

Such vulnerablllty can be ascr~bed to both social fac- 
tors and physical ~mmaturlty A woman's pelws 1s not 
fully mature unbl approxmately age 20, contrlbutlng to 
the Increase In prolonged and obstructed labor, and 
potent~al for fistula, which occurs In adolescents 28 Girls 
are also more suscepbble to hypertenswe disorders of 
pregnancy And should they choose to termmate a preg- 
nancy, they often wa~t longer and suffer more life-threat- 
enlng comphcabons, resulting In substanbal numbers 
of abort~on-attributable deaths 

Women who are malnourished or suffer from micronu- 
tnent defic~encles are also at higher rlsk for poor birth 
outcomes More than 70 percent of all pregnant women 
in some ANE countries are anemlc (hemoglobin < 1 1 
mg/dL) 29 Thls places them at h~gher rlsk of death 
should postpartum hemorrhage occur Sumvors are 
left with even greater deplebon of Iron stores Rlsk 1s 
also Increased for women who are stunted or whose 
gen~tals have been mutdated, for the 12 5 m ~ l h o n ~ ~  preg- 
nant women who suffer from acute and chron~c dis- 
eases such as malaria, hepat~tis, tuberculos~s, HIVI 
AIDS, diabetes, and rheumat~c heart d~sease, and for 
women who have had a prewous problem pregnancy 

Eclampsia occurs more frequently In first pregnancies 

Short blrth Intervals are known to be a s~gnificant risk 
factor for Infant mortality, but the literature 1s not sup- 
portlve of their dlrect Impact on maternal s u ~ v a l  31 

Sexually Transmitted Infect~ons/HlV 
STls can Increase the risk of lnfertllity, ectop~c pregnan- 
cies, cervlcal cancer, HN transmlss~on and, In the case 
of AIDS and syph~lis, death Dur~ng pregnancy, STIs 
can negatively affect blrth outcomes STIs are com- 
mon in the ANE region, WHO est~mates that cases of 
curable STIs among adults In South and Southeast Asla 
total 150 mllllon annually32 Studies from both Egypt 
and Ind~a have found h~gh prevalence rates, more than 
50 percent of the Egypt~an women studled had one or 
more reproductrve tract infect~ons 33 

WHO estimates that more than 1 5 mill~on women are 
infected wth HN In South and Southeast Asla, 75,000 
m North Afr~ca and the fiddle East 34 Young women 
have the fastest growng seroconversion rates In the 
reglon, thls 1s a consequence of the Increased vulner- 
ablhty of women us a vls men to contracting the dls- 
ease Female physiology accounts for much of this 
women have a larger mucosal surface area exposed, 
hlgher concentrations of HN are found in semen than 
In vaginal flu~d, and women are more l~kely to have 
asymptomat~c and, thus, und~agnosed and untreated 
STIs, whlch facllltate HIV transmission Soc~al and 
economic factors Include cultural norms that foster re- 
lationships wth older men who are more likely to carry 
Hw coerced sexual relabons, and the lnabllity to nego- 
t~ate condom use or enforce spousal fidelity 35 Without 
access to penpartum z~dovudme, approximately a quar- 
ter of all bab~es born to mothers wth HN wll become 
HN pos~t~ve 

Unsafe Abort~on 
Of the 45 mlll~on pregnancies that are termlnated each 
year about half the procedures are performed under 
unsafe cond~tlons, predominantly In developing coun- 
tries Unsafe abort~ons cause the deaths of more than 
200 women every day and contribute to at least 13 per- 
cent of maternal deaths globally, 12 percent In Asia 36 

Up to half of all women who undergo unsafe abortions 
require med~cal attent~on for incomplete aborhon, hem- 
orrhage, sepsis, or uterine perforation 37 Long-last~ng 
sequelae Include lnfertihty, Increased nsk for ectop~c 
pregnancy, and chronlc pelwc paln It is estimated that 



nearly 50 percent of all the world s unsafe abort~ons, 
9 2 million each year, take place in Asia 38 

Medical Care 
Only 65 percent of pregnant women In Asla recelve even 
the most rudimentary prenatal care--defined as "at least 
one wsit -and only 53 percent are attended at delivery 
by a shlled professional, only sl~ghtly better than the 
global slulled attendance rate of 50 percent Worldwde, 
thls leaves more than 60 mllllon women to dellver alone, 
wth a famlly member, or wth a TBA 39 Surty-seven per- 
cent of women in ANE countries dellver at home, and 
only 30 percent receive postpartum care 40 Such lack 
of medical attention durlng dellvery and the postpar- 
tum period IS espec~ally serlous as these are t~mes of 
he~ghtened vulnerabihty, when 80 percent of all mater- 
nal deaths occur 41 

Overmedical~zat~on of delivery In some areas of the ANE 
region places women at unnecessary nsk for pregnancy- 
assoc~ated health complications In some urban areas, 
rates of cesarean deliveries are much higher than the 5 
to 15 percent estimated to be necessary by WHO, and 
can coex~st wth extremely low rates In other parts of a 
country, thus lnd~cat~ng a lack of accessible hfe-sawng 
semces In other cases, TBAs have innappropr~ately 
accelerated labor uslng oxytocln, wh~ch increases the 
potential for uterlne rupture and poor blrth outcomes 

11, Primary and Secondary Prevention 
Strategies for Maternal and Newborn 
Health 

WHO has called maternal mortal~ty the 'I~tmus test of 
the status of women in any given country because pre- 
vent~on requlres committed act~on and concerted ef- 
forts, which are unl~kely to be forthcoming from soc~et- 
les that undervalue women The distal determ~nants of 
women's ill health-poverty, powerlessness, and pref- 
erence for sons-exist in many ANE countries, mahng 
childbearlng a particularly dangerous undertahng Girls 
are fed too httle, worked too hard, marr~ed too young, 
and encouraged to have children before the~r own bod- 
ies have matured 

TacM~ng the d~stal determinants of 111 health is often 
v~ewed as outslde the manageable interest of the PHN 
sector, necessitating llnkages and partnersh~ps wth 
other sectors such as education and economlc growth 

These development sectors can address establishing 
or enforcing age-at-marr~age laws, increasing incen- 
tlves for girls to stay in school, and broadening eco- 
nomic opportunities for women It IS imperative that 
PHN actlwties work in tandem wth these efforts 

Primary Health Interventtons Before a Woman 
Becomes Pregnant 

Improving General Health 
Twenty percent of maternal deaths are attr~butable to 
indirect causes exlstlng health cond~t~ons that are ex- 
acerbated by pregnancy, such as diabetes or rheumatic 
heart disease Treating or preventing these conditions 
wlll Improve the health of women and help protect 
against death during pregnancy and childbrrth 

Ensurlng adequate nutrit~on for girls is a part~cularly 
powerful and protectwe general health intervention An 
est~mated 450 million women worldwde are stunted as 
a result of protemdcalorie malnutrition during ch~ldhood 
The highest levels of malnutrit~on are found in South 
Asia, where more than 60 percent of women are under- 
weight, 60 percent are anemic, and 15 percent are 
stunted 42 In Bangladesh, fully 99 percent of pregnant 
women are anemic To reduce this magn~tude of ane- 
mla requires intervent~ons during the preconcept~on and 
interpartum periods Prenatal supplementat~on alone, 
though Important, cannot remedy iron deficiency ane- 
mia 

Other actlwties that wll improve maternal and newborn 
health include erad~catlng female gen~tal mut~lat~on, 
preventing STls, prowding tetanus toxoid immunization, 
and treatlng parasitic ~nfestat~ons such as sch~stoso- 
miasls and hookworm 

Family Planning 
Pr~mary prevention Includes prowdlng family planning 
seruces for unmarried and married indiwduals and pro- 
motlng delayed childbearlng and blrth spacing UNICEF 
estimates that 175,000 maternal deaths could be 
avoided each year if global famlly planning needs were 
met, and that unmet need is h~gher in ANE countries 
than in any other reglon Nepal 3 1 percent, Phil~ppines 
26 percent, Jordan 22 4 percent, India 18 percent, 
Bangladesh 16 percent, Egypt 16 percent, Morocco 
16 percent Behavlor change and community mobili- 
zat~on efforts, such as Indones~a s Honey-Year ' cam- 



palgn, whlch encourages newlyweds to wa~t a year be- 
fore starhng a famlly, can Influence commun~ty norms 
that promote early and frequent pregnancies 

School-based family-hfe educat~on classes can contrib- 
ute to later sexual ~n~t~ation, a decrease in number of 
sexual partners, and delayed first blrths 43 Programs 
are evolwng that tram peer and parent counselors and 
lnvolve men and boys In educat~onal efforts that em- 
phas~ze male responsibll~ty In sexual expression and re- 
produchon 

Emergency Contraception 
For those women at r~sk for unwanted pregnancy after 
coerced or unprotected sexual relahons, emergency 
contraceptlon, where legal, is effectlve in up to 75 per- 
cent of cases d ~t IS taken wthm 72 hours after Inter- 
course Progesterone-only regmens appear to be even 
more effective than standard estrogedprogesterone 
comb~nat~ons This is a relatively new, nonaborhve op- 
t ~ o n  for preventing pregnancy Currently, lndones~a IS 

one of the few countries In the ANE regon that has a 
pollcy on the use of emergency contracept~on 45 

Secondary Prevention Once a Woman Becomes 
Pregnant 

Unwanted Pregnanc~es 
Some women wll seek to terminate unwanted preg- 
nancles Abort~on polic~es vary wdely among ANE 
countr~es In V~etnam and India, term~nat~on IS allowed 
on demand, In Nepal, abort~on IS illegal under any clr- 
cumstance Even m Incfia, however, where aborhons have 
been legal since 197 1, women have difficulty utlllzlng 
semces because of d~stance, cost, or lack of female 
prowders Out of 5 3 mlllion aborhons In 1989, more 
than 80 percent were performed outside approved health 
f a c ~ l ~ t ~ e s , ~ ~  and only 1 in 10 doctors has been tralned In 
the use of manual vacuum asplratlon, a safer and less 
costly procedure than dllat~on and curettage 47 Although 
abortlon IS illegal In Bangladesh, menstrual regulation 
is perm~tted up to 10 weeks after conception It IS estl- 
mated that 241,000 menstrual regulat~on term~nat~ons 
are performed each year 48 

B~rth Preparedness 
Cruc~al tasks for pregnant women and their fam~l~es 
are to pracbce and support health-enhancing self-care, 
access appropriate prenatal care, and dewse emergency 

plans should problems arlse Blrth preparedness often 
mandates a commun~ty approach, as lndlwdual house- 
hold plans may not be feas~ble In areas wthout trans- 
portat~on to health facll~t~es Collect~ve solut~ons to lack 
of transportation may be required, such as estabhsh- 
lng commun~ty "act~on groups" that wll hand-carry 
women to plckup sites, or worhng wth unlons to enlist 
the support of commerc~al carrlers for emergency trans- 
portat~on Community-generated and -managed re- 
volwng funds for semces or drugs help families sur- 
mount the cost barr~er to accessing care A program 
in N~gerla organ~zed prenatal blood donations from 
famlly members so that blood would be ava~lable In 
case of hemorrhage 

Prenatal Care 
Promot~ng self-care and faal~tating emergency plan- 
ning must be an Integral part of any prenatal care pro- 
gram Counseling about obstetrical emergencies 

should Include ass~sting women and thelr familres wth 
recognlvng the signs and symptoms of comphcat~ons, 
emphaslzlng the need to prearrange transportation and, 
potentially, payment, and identlfyrng the closest EOC- 
ready referral s ~ t e  This component of prenatal care can 
be extremely d~fficult to carry out In some cultures, such 
as Indonesia, where ~t IS bel~eved that acknowledging 
the poss~bllity of compl~cat~ons increases the Ilkellhood 
that problems wll occur 

Some semces, val~dated by thelr evldence of health 1m- 
pact on mothers and bab~es, can be delivered dunng 
prenatal care They include Iron folate and ~odlne supple- 
mentation, malarra prophylaxis and d~stnbut~on of In- 
sect~cide-~mpregnated bednets, tetanus toxoid Immu- 
nlzahon, treatment of helmlnth mfemons, diagnos~s and 
management of preeclamps~a, d~agnosis and treatment 
of hypertenson, urlnary tract infect~ons, and syphlhs, 
and, ~f add~t~onal funds are avallable (or as  less expen- 
sive dlagnostlcs become avallable), dlagnosls and treat- 
ment of chlamydia and gonorrhea Per~natal zldovudine 
admwistratlon, to decrease vertlcal transmlsslon of HN 
1s effectlve but is prohlbltlvely expensive for most prena- 
tal programs and does not affect maternal outcomes 

Another cruc~al issue that should be emphasized dur- 
lng prenatal care IS optimal maternal nutrit~onal intake 
In South and Southeast Asia, cultural food taboos dur- 
lng pregnancy and lactation further l~mlt access by 
women to protein and wtamins Many women also vol- 



untar~ly lim~t food intake in the hope that a smaller baby 
wll ensure an easler dellvery A recent study In India 
found that poor women were consuming only 1,400 
calorles a day and galning an average of just 1 5 kg49 
dur~ng the~r pregnancies, dramat~cally less than the 
WHO recommended 5 to 9 kgs 

Counsel~ng that promotes newborn care-~mmediate 
warmlng, proper hyg~ene, and early in~t~at~on of exclu- 
sive breastfeeding-should also be Included during pre- 
natal care ws~ts, along wth postpartum fam~ly plan- 
ning, especially the lactat~onal amenorrhea method In 
areas where smohng by women is lncreaslng, coun- 
seling regard~ng ~ t s  adverse health effects, ~nclud~ng 
higher r~sk of stillb~rths, premature labor, and low-birth- 
we~ght bab~es, is warranted 

Some prenatal programs util~ze home-based maternity 
care records that are filled out by TBAs or midwves but 
kept by the pregnant woman The ~nformat~on recorded 
is used to ~dent~fy problem pregnancies that need closer 
follow-up Other programs, such as In Nepal, d~strib- 
ute or sell b~rthing hts that contaln the bare necess~t~es 
for a cleaner dellvery 

Clean and Safe Dellvery 
Harmful traditional practices at the time of dellvery are 
common, especially In South Asia, where birth itself is 
seen as a contaminating process Women and TBAs 
must be encouraged to preserve healthful tradit~ons 
wh~le d~scarding those that impenl the lives of the mother 
and newborn TBAs and family members are taught 
to follow the 'five cleans" during del~very-clean hands, 
clean surface, clean blade, clean string, and clean cloth 
to wrap the baby-and may be encouraged to use safe- 
blrthlng I t s  The use of a partograph by tra~ned atten- 
dants assists In closely monitor~ng labor for ~nd~cat~ons  
of ~mpendlng compl~cat~ons such as prolonged or ob- 
structed labor 

Postpartum and Newborn Care 
Many deaths to mothers and newborns occur d u n g  
the immediate postpartum penod, women dylng pn- 
manly from postpartum hemorrhage the first week and 
sepsis the second For the newborn, simple measures 
such as ~mmed~ate warming, proper hyglene, and early 
in~t~ation of breastfeed~ng wll protect many from sub- 
sequent compl~cat~ons Rout~ne ant~biot~c prophylaxis 

for the newborns eyes wll prevent ophthalm~a neona- 
torum 

Med~cal supemsion and access to emergency semces 
are ~mperat~ve should complicat~ons anse In those ANE 
countr~es such as Bangladesh, Jordan, Palustan, and 
Yemen, where ~t IS trad~tlonal for women to be secluded 
for 40 days after del~very, the first postpartum checkup 
does not occur for 6 weeks, ~f ~t occurs at all Thus, 
effective postpartum programs must be organized to 
wsit mothers and newborns in the~r homes wthin 24 
hours of dellvery and at other scheduled t~mes during 
the ensulng few weeks The components of these wslts 
are evolwng but may Include assistance wth newborn 
care, such as breastfeed~ng, umbil~cal cord care, nutrl- 
bon counsel~ng, Iron and wtam~n A supplementation, 
fam~ly planning, and anticipatory guldance regarding 
~mmun~zations A train~ng program developed for com- 
munlty m~dwives In Indones~a, Healthy Mother and 
Healthy Newborn Care, outl~nes the t~ming and content 
of serial postnatal wsits 

Secondary Prevent~on and Treatment ~f 
Compl~cat~ons Occur 

Women must have access to emergency semces should 
hfe-threatening complications arise during pregnancy, 
childb~rth, or as a result of incomplete, spontaneous, 
or unsafe abort~on It IS est~mated that 15 percent of all 
pregnant women w11 need these semces, at least 5 
percent w11 requlre a cesarean dellvery WHO adwses 
that EOC must be ava~lable In order to amelrorate or 
treat compl~cat~ons and effect a safe outcome for the 
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woman and her chlld 51 Flgure 2 lists the components 
of EOC semces 

Basic EOC can be delivered at health centers and, In 
some cases, at health posts by nonphysician provld- 
ers, ideally midwves It has been esbmated that two- 
thirds of senous compl~cat~ons could be treated or sta- 
bll~zed wth this subset of EOC semces 52 WHO recom- 
mends four fully funcbonlng basic EOC faclhhes for every 
500,000 people 

Comprehensive EOC ~ncludes baslc EOC plus surgery, 
anesthesia, and blood replacement WHO recommends 
that comprehensive EOC be available at first-referral or 
d~strict-level hospitals wth the goal of havlng one fully 
functionrng faclllty per 500,000 people Both baslc and 
comprehensive EOC must be accessible on a 24-hour 
basls 

Pathway to Survlval 
Gemng women wth complicahons to the 11fe-savmg care 
they need IS a multltask process An explanatory model, 
the Pathway to Survival, has been developed to break 
this process into a series of steps and to elucidate the 
causal linkages between events and outcomes Pro- 
grams can then be deslgned to Intervene at various 
polnts along the Pathway 

I The Pathway to Survival 
-- 
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I Slep Qualrty Care 

The Warmi Project 

Save the Chldren/Boliwa began Mothercare-ass~sted 
activltles in 50 communltles of the remote, rural 
Inqulsivl Prownce in July 1990 Blrths are typ~cally 
attended by the spouse, there are no TBAs and few 
health facilltles are available 

The "autodiagnosis" is a partlclpatory research pro- 
cess In whlch women's groups are organized m se- 
lected commun~ties and hold discuss~ons to explore 
thelr maternal and neonatal health problems A ma- 
jor goal of the process IS to foster womens confi- 
dence to speak up about health problems, explore 
the commonality of the Issues through d~scussions 
and intemews wlth other women, and learn to pr1or1- 
tlze the problems that are ~denhfied 

Examples of the acbons taken by women's groups 
as a dlrect result of the autodlagnosls Include the 
followng 

Prowslon of family plannlng semces through a 
local nongovernmental organlzatlon (NGO) 
Tralning of 42 community women as tradltlonal 
birth attendants (parteras) at a prlvate hospital 
in La Paz 
Income-generat~ng projects to prowde emer- 
gency funds for obstetr~c comphcat~ons, mclud- 
mg the production and sale of safe-blrthing h t s  
Credit and llteracy tralnlng programs 
Tralnlng of hundreds of community members- 
both men and women-ln various aspects of 
maternal and neonatal health and famlly plan- 
nlng 
The development of booklets by and for women 
on pregnancy, birth, postpartum care, and care 
of newborns 

(From Healthy Pregnancy, Safe Delivery-The 
MotherCare Expenence MotherCare Matters, Vol 14, 
No 2, 1997 Specla1 Edltlon ) 

I Survival I 



The Pathway to Surnval IS dep~cted In Figure 3 The 
four steps along the Pathway are recognizing the prob- 
lem, decldlng to seek care, gettlng to care, and receiv- 
ing quallty care At each step, targeted interventions help 
ensure that women get the Lfe-sawng emergency care 
they need, should compl~cat~ons arise 

Steps and Illustrative Intervent~ons 

Step 1 S ~ g n  and Symptom Recogn~t~on 
Problem ~dent~ficat~on in pregnancy and childbirth is not 
always straightforward Some condit~ons become "prob- 
lems" along a continuum from normal For example, 
when does normal bleed~ng become hemorrhage? 
When does labor become prolonged or obstructed3 
When does fever signal sepsis? In several recent stud- 
les, women could cons~stently ldentlfy only eclamps~a 
and anteparturn hemorrhage as complications, because 
"fits and bleedlng before labor were outside the range 
of normal 52 

Paradoxically, In varlous cultures, some slgns or symp- 
toms of Impending compl~cat~ons are Interpreted as 
normal or beneficial Studies from South Asla indicate 
that many women cons~der weakness, dlzzlness, and 
fatigue as part of a normal pregnancy, rather than as 
indicators of anemia Women wll not take iron supple- 
ments for fear of hawng a large baby and, potentdly, a 
more d~fficult labor 53 Other cultures vlew swelling of the 
feet, hands, and face as the bu~ldup of good blood to 
help expel the newborn54 or vlew heavy bleeding as 
cleansing the body 

Community d~agnoses, such as those done by 
Mothercare In Egypt and Indones~a, using focus 
groups and In-depth Internews to understand local 
concepts regarding compl~cat~ons and the terms 
used to descr~be them 
Autodiagnosis or other part~cipatory methods to 
facil~tate the ident~fication of compl~cat~ons by com- 
munity members 
Behav~or change and commun~cations efforts- 
using rad~o, comlc books, novellas, and sluts-that 
descrlbe compl~cat~ons and thew seriousness 

Commun~ty mob~lization wth d ls tnmde or nat~on- 
wde Safe Motherhood days, such as In Nepal 

The Falsalabad "Flyng Squad" Project 

Falsalabad, the third largest city In Palustan, wth 
a populat~on of 1 2 million people, has a teach- 
Ing hosp~tal wth full capaclty for emergency 
obstetr~c care Most blrths take place at home 
and are attended by a TBA The majorlty of 
maternal deaths occur at home even though 
many homes are only a few lalometers from a 
hospltal that can manage maternal complica- 

The Mother and Ch~ld Welfare Associat~on of 
Faisalabad, a local NGO, ~ n ~ t ~ a t e d  a project to 
address this problem in 1991 Key elements of 
the program Include the followng 

The establishment of a maternal health Fly- 
ing Squad,' an ambulance and paramedic 
team ded~cated solely to transporting ma- 
ternal emergency cases The Flyng Squad 
establ~shed an exclusrve phone number for 
emergency care 
Organ~zat~on and tralnlng of TBAs uslng the 
ne~ghborhood health center as  the base 
TBAs are Informed of both the availability 
and value of the Flyng Squad semce and 
are encouraged to call for help when com- 

e An IEC campalgn through a popular radio 
talk show Commun~ty members are given 
information about the ~mportance of seek- 
Ing med~cal assstance for maternal com- 
pl~cat~ons quickly and about the Flylng 
Squad s avallabll~ty 

The Flylng Squad has a good record of rapld 
response and has engendered enthusiastic sup- 
port from the community and TBAs The project 
has Increased referrals for maternal complica- 
t~ons, and the number of maternal deaths has 
decllned from 41 In 1991 to 19 In 1995 

(From Proceedings of Safe Motherhood Asla 
A 10-Country Consultation Workshop on Les- 
sons Learned, CanadIan International Develop- 



Counseling of pregnant women and lnfluentlal 
fam~ly members rn sign and symptom recognl- 
t ~ o n  and referral 

Step 2 Dec~sion to Seek Care 
Once symptoms have been recognized and determrned 
to be senous, a decision must be made to access ap- 
propnate semces Women In the ANE reglon are rarely 
empowered to make such decisions themselves, rather, 
the decision may be up to husbands, mothers-in-law, 
or other famlly members Furthermore, regardless of a 
woman's level of self-determmat~on, she may be mca- 
pacitated and thus unable to assess the seriousness of 
her cond~hon or arrange for transportahon 

The decrs~on to seek care can be based on mult~ple 
factors, lnclud~ng the relahve value placed on a woman's 
life ws h vls the cost for treatment, the bel~ef that com- 
pl~cat~ons are the result of fate or are retnbutron for pro- 
scrrbed behawors, wth the outcome unalterable, and a 
perceptron that the quallty of medlcal servlces IS poor 
and w11 not save a woman's life In some cultures, such 
as rn parts of Indonesia, women themselves prefer to 
remaln at home even In the face of hfe-threatenrng com- 
plrcatrons 

Emergency Loan Funds 

The Benifligena Prevention of Maternal Mortal- 
lty team worked wth the trad~tional clan leader- 
s h ~ p  to set up emergency loan funds for women 
wth complicatrons With a small amount of seed 
money from the team, community members con- 
trrbuted several hundred dollars to establ~sh the 
funds The funds were managed entlrely by the 
community, whlch dec~ded on a 6-month grace 
per~od wth nom~nal Interest charged thereafter In 
the first year of operation, several hundred small 
loans were granted, and almost all were repaid rn 
full 

(From The Deszgn and Evaluation of Maternal 
Mortahty Programs Columbia Unlversrty Center 
for Populahon and Famrly Health, School of Pub- 
lic Health, 1997 ) . 

Underlying thrs step In the Pathway IS the relatlve lack 
of power that women have in many soc~eties There- 
fore, achwhes that seek to elevate the status of women 
are necessary Health lnterventlons must be allied wth 
projects that open educahonal and employment oppor- 
tunihes to women Such ~nterventlons Include the fol- 
lowng 

Qual~tative research that rdenhfies the major decr- 
sion makers In a glven soclety and clarifies prevad- 
rng attitudes toward seelung care 
Counseling of gatekeepers on the importance of 
seelung care 
IEC campaigns that promote the Image of gender 
partnersh~p and caretalung by declslon makers 
Autodiagnosrs and other participatory plannlng 
methods that lead to women's empowerment 
Programs that focus on girls' educat~on and 
women's lrteracy and m~croenterpr~se business op- 
portunihes 

Step 3 Ability to  Access Care 
In the ANE reglon, several factors militate agalnst gain- 
mg access to care drstance, road cond~tlons, lack of 
transportat~on, and fees for drugs, servlces, and trans- 
portatron Many areas are served only once dally by 
public transportatron Taxl drlvers or boat operators of- 
ten rarse thew rates In emergency situat~ons or refuse 
to transport a bleeding woman because they fear con- 
tamlnat~on Roads may be ~mpass~ble  for several 
months of the year In some areas, the travel tlme to 
reach EOC may exceed the margln of safety for a glven 
complicahon For example, hemorrhage must often be 
attended wthin 2 hours 

Illustratrve Interventrons 

Program intervent~ons can bnng women closer to care, 
brlng care closer to women, and lessen the barr~er of 
cost Gettlng women to semces could lnvolve the fol- 
lowng 

Establ~shing commun~ty transportation funds 
Maklng prror arrangements w~th transportatlon 
unions, taxl dnvers, boat operators, and prrvate cltl- 
zens (such as through the use of hammocks to carry 
a woman) 



t~onal Strengthening In Indonesia 

In-sewce tralning for midwves and vlllage mld- 
wves has been integrated wth a system of mom- 
toring and support organized and implemented by 
the Natlonal Midwves Association of lndones~a 
(lB1) Through regular peer rewew, lndlvldual v11- 
lage mldwves recelve supervlslon and guldance 
from senior midwves who have been trained in 
the process of peer rewew Continuing education 
materials are developed from the informat~on col- 
lected durlng individual peer rewew wsits on knowl- 
edge and shlls requmng further reinforcement, and 
are presented to all m~dwves at IBI district-level 
monthly meetings to help them Improve their shlls 

The combined trainlng and continuing education 
system represents a partnership between the Mln- 
lstry of Health and IBl to maxlmize the use of local 
resources in supporting wllage m~dwves and to 
strengthen the quallty of servlces prowded at the 

To meet the challenges of a rap~dly expanding 
membership and Increasing prominence among 
donors working in Safe Motherhood, MotherCare 
is helping IBl to Improve management at the na- 
tlonal level and IS also worlung wth the Board of 
Directors on strateg~c plannlng 

(From MotherCare Matters, Vol 6, No 4, Octo- 

Devislng a system for radio contact wth ambu- 
lances and emergency boat servlces 

Bringing servlces to women could Include the followng 
interventions 

Demonstrat~on Project 

This project was deslgned to evaluate whether the 
quallty of delivery care was improved by providing 
l~fe saving shlls (LSS) t ra~n~ng to qualified c11n1- 
clans worlung in primary and referral health care 
faclllties, and by provldlng basic EOC equlpment 
and suppl~es to these facil~tles The major find- 
ings of the project are a s  follows 

Prows~on of LSS trainlng and equipment Improves 
the detection and management of Ilfe-threatening 
obstetrlc conditions at secondary health facillt~es 

Prowsion of LSS trainlng and equlpment Improves 
the detection but not the management of hfe-threat- 
enlng obstetrlc conditions In primary care faall- 

Overall obstetrlc management, including inappro- 
prlate management, was Increased by LSS train- 

Operating rooms in distrlct hospitals are essential 
for women wth dysfunctional labor requiring ce- 

The commonly ~dentlfied barriers to the use of In- 
stitut~ons for dehvery, lnclud~ng cost, locat~on, and 
transportat~on, were not overcome by upgrading 
facilities or staff 

(From Executive Summary, The Safe Motherhood 
Demonstration Projects, Critrcal Issues In Repro- 
ductzue Health The Population Councll New York, 
1998 ) 

Mahng b~rth~ng huts and community maternity cen- nurses, and actlve management of the th~rd stage 
ters available of labor wth oxytocln 

* Decentralizing care to the lowest-level fac~lity and Upgrad~ng health centers to offer comprehensrve 
tralned provlder whlle maintaining good outcomes EOC 
This includes wllage-based m~dwves, mldwlves at * D~stributlng Iron folate, wtamln A, and ~odlne at the 
health posts, cesarean del~veries performed by community level 



Establish~ng home-vls~t postpartum programs im- 
mediately followmg delivery 
D~stributing b~rthing h ts  to women and TBAs 

Lessen~ng the barr~er of cost can Include the followng 
interventions 

Government-subs~d~zed or free semces for hospl- 
tal stays, prowder semces, med~cines, blood, and 
supplles 
Community revolwng hnds  or loans 
ficroenterpnse act~vlt~es-birthmg luts, gardens, 
sewmg-wth profits reserved for obstetnc emergen- 
cles 

Step 4 Receipt of Timely, Appropr~ate Care 
Women who have stayed on the Pathway to Sumval 
may arrlve at a facil~ty only to find it closed or the phy- 
slcian or midwfe gone Medic~nes may be unavailable 
and equ~pment broken or mlssing Women may wait 
for long perlods of time before belng seen or recelvlng 
care They may be treated wth disrespect or humi- 
ated, part~cularly if they are of a lower class or caste or 
are seelung treatment for postabortion complications 
What is perhaps most drsturbing is that they may be 
m~sdiagnosed or incorrectly treated by speclal~st physi- 
cians A study in Egypt found that 47 percent of pre- 
ventable maternal deaths were attributable to obstetrl- 
clan error 55 

There are many ways to Improve qual~ty of care, in- 
clud~ng the followmg 

Establishing natlonal pol~c~es and regulat~ons for 
l~censure and relicensure, accreditation, standard 
sett~ng, protocol development, adopt~on, and dis- 
seminabon, and preservlce and ~n-semce tralning 
requirements 

0 Competency-based ~ n - s e ~ c e  and presemce train- 
~ n g  with curr~cula developed from nabonally adopted 
protocols, Interpersonal communicabon shlls train- 
ing, and, at the fac~lity level, tra~n~ng In uslng data 
for declslon-mahng 
Inst~tuting qual~ty assurance mechanisms at the 
fac~l~ty and d~str~ct  levels and commun~ty quahty- 
maintenance comm~ttees at the local level 

Sri Lanka 

S~nce independence in 1948, the Government of S ~ I  
Lanka has placed great emphasis on lmprovlng ma- 
ternal and child health In 1945 the MMR was 1,650 
per 100,000 b~rths, today it stands at 30 The infant 
mortality rate has declined from 140 to 20 Ail these 
have been accomplished In a low-resource setting, 
the per cap~ta gross national product of $700 IS slmi- 
lar to that of C6te d'lvo~re, where the MMR is 830 

Factors that have been credited with lmprovlng 
and protecting maternal health during this 50- 
year perlod include the followng 

Introduction of fam~ly planning In 1953 (the cur- 
rent total fert~l~ty rate IS 2 2) 
Early establ~shment of a network of MCH ser- 
wces that reach the commun~ty level 
Introduchon of a national safe motherhood pro- 
gram 
Integration of fam~ly plann~ng and MCH semces 
Into a separate sect~on of the fin~stry of Health, 
Expansion of midwfery semces 
Increases in trained assistance at dehvery-cur- 
rently 96 percent of del~venes are asslsted 
Increases in institut~onal deliveries--currently 90 
percent of deliver~es occur In hospitals or chn- 
ICS 

lntroduct~on of home-based mothers' records 
Introduction of the partograph 
Use of ant~biot~cs and expanslon of transfusion 
semces 
Rewew of maternal deaths at the central level 

(From Safe Motherhood m Srr Lank finistry of 
Health, Family Health Bureau, and UNICEF; 1997 ) 

Upgrad~ng facil~t~es and staff to allow 24-hour pro- 
vlslon of basrc or comprehensrve EOC, depend~ng 
on servlce-delivery level 
Establ~shing maternal and perinatal aud~ts at d ~ s -  
trict levels 
Upgrading health management lnformatlon sys- 
tems, ~nclud~ng records and reglstr~es and log~st~cs 
management systems, to ensure a constant and 
adequate stock of drugs and supplies, and well- 
ma~nta~ned essent~al equipment 



lmprowng worlung condlhons and salarles for health 
care personnel 

a Strengthening prowder assoc~at~ons to offer con- 
tinulng education and peer rewew 
Formallzlng referral systems from communities to 
health posts and centers to hospitals 

111. Lessons Learned 

After a decade of maternal health programming, many 
lessons have been learned that can inform future ef- 
forts to Improve and protect maternal health 

To substantially Improve and protect maternal 
health there must be zero tolerance for prevent- 
able maternal death and disability 

Political wll must be summoned and strengthened so 
that sufficient attention and resources are brought to 
bear on lmprowng and protecting maternal health Even 
low-resource countries such as  Sri Lanka, have 
achleved dramatlc improvements In their maternal health 
profiles through focused programming and hlgh politi- 
cal vlslbil~ty 

Delay first blrths, whether they occur ~ n s ~ d e  or out- 
s ~ d e  marriage 

Cultural norms that prescribe early marriage and child- 
bearing place adolescents, who are more vulnerable to 
pregnancy compl~cations, at great rlsk For example, 
48 percent of women In Bangladesh are married and 
sexually active by the age of 1956, 21 percent of AsIan 
women give blrth before their 18th blrthday 57 Address- 
Ing thls rlsk among adolescents w11 requlre ralslng the 
age for marriage or advocating enforcement of already 
exlstlng pollc~es, enforcing dowry laws, expanding em- 
ployment opportunities, and encouraging and faahtat- 
lng glrls' education, glven ~ t s  strong correlation wth de- 
layed childbearing Research In Palustan found that 54 
percent of uneducated women gave blrth before age 
20, whereas only 16 percent of women wth 7 years of 
education did so 58 

Although unmarr~ed adolescents in ANE countries are 
less llkely than glrls In other regions to be sexually ac- 
ttve, the ev~dent trend 1s toward earller sexual a c t ~ w t y ~ ~  
Efforts to extend famlly planning and other reproduc- 
hve health servlces to unmarried adolescents are needed, 

as most famtly planning programs in all three subre- 
gions currently serve only married women 60 A large 
percentage of reproductive-age women in ANE coun- 
tries are under age 20, mahng ~t particularly important 
that reproductive health programs reach out to adoles- 
cents in a culturally sensitive manner 

Ensure that all btrths are wanted 

More than 75 mllllon unwanted pregnancles occur 
yearly worldwde 61 In ANE countnes, wth a total fertd- 
ity rate (TFR) (excluding Ch~na) of 3 5 and a contra- 
ceptlve prevalence rate (CPR) of 38 percent, unmet need 
for contraception is estimated to range from16 to 38 
percent in Asia, and from16 to 25 percent tn the Near 
East If the need for contracept~on were met, approxl- 
mately 25 percent of maternal deaths In the reglon could 
be averted 62 

However, recent studtes have questroned whether lack 
of access to famlly planning semces 1s the prlmary rea- 
son that marrled women who do not desire a preg- 
nancy are not contraceptlng 63 Programs must promote 
culturally appropriate cl~ent education, mandate Im- 
proved prowder Interpersonal communicat~on shlls, and 
provlde high-quahty semces wth a reasonable muc of 
methods To foster concordance on fertility objectives, 
programs should also provlde reproductive and sexual 
health educatton for lndiwduals and couples 

Famlly plannlng programs should be incorporated Into 
postpartum and postabortlon care semces to facllltate 
birth spac~ng-an Important child sumval lnterven- 
t~on~~-and to protect against the attendant risks of re- 
peat, unwanted pregnanctes and unsafe abortions 

All pregnancies carry the r ~ s k  of compl~cations that 
are largely unpreventable and unpredictable 

It 1s esttmated that 15 percent of all pregnant women 
wll develop a senous complicat~on--80 percent of com- 
plicatlons occur at the time of dellvery or in the early 
postpartum perlod Various rlsk assessment tools, such 
as the "four toos -too early, too late, too soon, too 
many-or anthropometrlc measurement, have been 
dewsed to determtne whlch women are more likely to 
develop complications These "high-risk women are 
then adwsed to have closer prenatal follow-up and to 
dellver in a health care facllity 



Bangladesh Emergency 
Obstetric Care Project 

Thls project, carrled out by UNICEF, the mnistry 
of Health, and the Obstetrics and Gynecology 
Soclety of Bangladesh, targets the medlcal staff 
of 64 d~stnct hosp~tals for mentonng by med~cal 
college obstetric staff The mentoring is meant to 
lmprove clinlcal slulls and to strengthen the refer- 
ral system for complicated cases Program com- 
ponents ~nclude the followng 

Establishment of obstetr~c first a ~ d  at unlon- 
level fac~lrties 
Upgrading fac~lities to provlde baslc EOC at 
the thana level and comprehenslve EOC at the 
dlstnct level 
Increasing the use of health facilltles by women 
through behawor change efforts focused on 
the community 
Development of a proposal for a nat~onal plan 
of actlon 

Before the lntervenhon, only 5 percent of the pre- 
dlcted 544,000 complications were seen at health 
facllihes In the catchment area A knowledge, attl- 
tude and pradce survey (KAP) on community per- 
spect~ves found that access~bility and quality were 
crucial factors in the dec~slon to seek care and that 
husbands and mothers-m-law were the main de- 
cision-makers In whether to seek care 

Such assessment tools, however, do not have the pre- 
dlcbve power to save women's l~ves wlthout overwhelm- 
ing the health care system wth normal delrvenes A study 
in India found that 88 percent of women desrgnated as 
kgh-rrsk went on to deliver normally 65 Another study 

from Egypt found that only 15 percent of deaths oc- 
curred in women under age 20 or over 40 years of age, 
both considered hlgh-risk' categories Publlc confi- 
dence is also eroded when "low-nsk women develop 
compllcat~ons and d ~ e  66 

The programmatlc focus must shift from trylng to pre- 
d~ct,  durlng prenatal care, wh~ch women wll develop 
compllcat~ons to recogn~zlng compllcat~ons early and 
gettlng women to appropriate EOC Thus, greater 
programmatlc emphasis on the ~ntrapartum and 
neopartum periods IS essential 

All pregnant women must have access to EOC 

Although pregnancy-related comphcabons are largely 
unpred~ctable and unpreventable, deaths from these 
causes can be avoided Lfe-savlng therapies are well- 
established and are relat~vely low In cost Bas~c EOC 
can be provlded at per~pheral health care delivery sites 
and comprehenslve EOC at first-referral hospitals 

The evldence that prowdlng EOC wI1 save more llves 
than stand-alone prenatal care or TBA traln~ng ~nter- 
vent~ons 1s based on analyses of h~stor~cal trends In 
maternal mortality In the developed world Unhl the m~d-  
1930s, MMRs in the Un~ted States and Western Europe 
were as hlgh as they are in many developing countries 

Reductions In Maternal Mortality In 
Sweden, 191 1 to 1980 

Deaths per 100 000 Bllths 
400 

Years 
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today (see F~gure 4) Hrgh levels of maternal deaths 
had persrsted coincrdent wth nearly un~versal prenatal 
care, adequate nutritron, and a reasonable standard of 
livlng It was not unt~l surgical obstetrrcs, blood transfu- 
sions, and antlb~otlcs became available that maternal 
deaths began to drop dramat~cally 

A 1984 study of a religious commun~ty In the United 
States that refused access to emergency servlces when 



compl~cations arose lent further credence to the theory 
that EOC was necessary to save lives As fewer and 
fewer women died during chlldblrth In the general popu- 
lat~on, the number of maternal deaths In this relatively 
prosperous community remalned astonishingly high, 
translating to an MMR of 872 67 Prevent~on strateg~es 
must include lmproung self-care and commun~ty-based 
semces, but ~t is ~mperatlve that all women have ac- 
cess to lifesaung EOC servlces 6B 

Ensure sk~lled attendance at every blrth 

Hlgh maternal mortality levels correlate wth lack of 
shlled attendants at dellvery Afghanistan, Nepal, and 
Yemen all share MMRs of 1,400 or greater and have the 
lowest percentage of medlcal profess~onals attending 
births In the ANE region Conversely, countr~es that have 
ach~eved more than 90 percent dellvery coverage have 
MMRs near 100 Even countries wth low per capita In- 
comes, such as V~etnam and Sri Lanka, can attaln at- 
tendance rates of 50 percent or greater if there is strong 
political comm~tment 69 

Incorporate TBAs Into a treatment team that IS 

l~nked to EOC fac~lltles 

Durlng the early years of the SMI, a great deal of effort 
was expended to tram TBAs in clean and safe dellverles 
In the belief that thls would s~gnlficantly l~mit maternal 
mortality and morbldlty Such an approach was log~cal 
glven that the major~ty of women worldwde, and in 
much of the ANE reg101-1,~~ deliver at home, under the 
care of a TBA Evaluations of these programs have, 
however, faded to show that TBA trainlng alone results 
In a reduct~on of maternal deaths 71 Other projects have 
focused on TBAs as the first line of referral wth tralning 
in slgn and symptom recogn~tlon and appropr~ate dis- 
posit~on of compl~cated cases Results have been 
muted 72 

TBAs can, however, be tralned to recognize and treat 
neonatal pneumonia, whlch can lead to a significant 
reduct~on In neonatal deaths A study In Gadch~roll, In- 
d ~ a ,  found a 44 percent reduction In neonatal mortality 
in the lntervent~on area 73 

Even though TBAs may not have the capacity to pro- 
wde hfe-sawng care for women, ~t is clear that many 
women prefer their semces-wh~ch can Include clean- 

ing, coolang, and carlng for other children-to those of 
medically tralned professionals Programs wll need to 
incorporate TBAs Into the network of other shlled pro- 
wders, such as turlnnlng ' them wth commun~ty m~d-  
wves, to acknowledge and honor thls consumer pref- 
erence whlle ensurlng access to the professional slulls 
that wll save womens lives Programs In Indones~a, 
Myanmar, the Phihpplnes, and Thalland that encour- 
aged TBAs to accompany women to first-referral hos- 
p~tals and sensitized hospltal staff to welcome them have 
Increased util~zation 74 In Egypt, TBAs have been relm- 
bursed by the publlc sector for thelr referrals 75 

Commun~ty ~nvolvement 1s a wtal component of 
maternal health programs 

Many health care facil~tles are underused Th~s  leads to 
ineffic~enc~es and higher cost for publ~c health servlce 
dehvery, and negllg~ble health improvements In the tar- 
get populat~on There are many reasons for thls appar- 
ent disinterest In what modern health care has to offer, 
including strong cultural norms to deliver at home even 

In Myanmar, TBAs are approached through a 
pollcy of inclus~on TBAs are lnuted to usit health 
facilities regularly as VIPs in order to make them 
feel more comfortable wth the personnel and 
Increase the Ilkellhood that they w11 not hesitate to 
make referrals when necessary TBA trainlng con- 
sists of a short-term Intenswe course and a longer- 
term tralning whereby once each week TBAs work 
In local cllnlcs for a perlod of 6 months 

Thls lnteractlon effectively promotes a func- 
tional worhng relat~onshlp between TBAs and the 
health faclllty personnel TBAs who meet certain 
criter~a are trained to become awliary m~dwves, 
formal members of the health system At the same 
hme, newly tralned community nurse m~dwves are 
deployed throughout the country 

10-Country Consultatzon 



In the face of hfe-threaterung compl~cations, lack of funds 
for transportation, medicines, and servlces, and per- 
cept~ons that semces w11 be unava~lable on arrival or of 
poor quallty 

Dunng the last decade, the prlmary programmabc re- 
sponse to underuse of maternal health servlces has been 
IEC and behawor change efforts IEC campalgns can 
increase awareness and change att~tudes toward ma- 
ternal health semces and may result In behawor change 
rf they are carefully crafted for segmented audrences 76 
Such campalgns do not, however, enl~st commun~ty 
members a s  part~c~pants and stakeholders Rather, 
research IS done In the community to obta~n formabve 
~nformabon for IEC messages and campargns 

Addressing the Issue of underuse requires a commu- 
nlty response to make certain that solutions are cultur- 
ally appropnate, feas~ble, and sustainable NGOs can 
often fac~litate entry Into communrt~es, and many have 
a h~story of worlung at the grassroots level Although 
they are labor ~ntens~ve, mobrlizahon efforts are gener- 
ally rnexpensrve and serve to Increase community In- 
vestment in lmprowng and protedlng maternal health 
and in demandrng good-qualrty semces Though nec- 
essary, behawor change and commun~cahon efforts are 
not sufficient for ~nvolwng commun~bes 

The quality of existing servlces must be Improved 

Qual~tatIve research at the commun~ty level has con- 
sistently shown a wdespread lack of confidence In the 
quality of semces offered at health facil~ties Hosprtals 
are charactenzed as death palaces or "the place you 
never return from" rather than as hfe-saving inst~tut~ons 
Sltuahon analyses and tralning needs assessments in- 
dicate that many facil~tres are d~rty and rundown, equip- 

ment IS broken or mlsslng, supplies and medlcat~ons 
are out of stock, and personnel lack the shlls and mo- 
bvabon to carry out their dubes and effect a pos~tive 
outcome Add the barrlers of d~fficult access, high cost, 
and disrespectful treatment to these realities and ~t is 
easy to see why many women and their families elect 
to stay away 

Key components of good-quahty maternal health ser- 
vices have been Identified, and varlous assessment 
methodolog~es are ava~lable Some of the most impor- 
tant determinants of good-quality semces are the fol- 

Morocco Emergency 
Obstetr~c Care Project 

The obstetrrc care acbvlty in Morocco, sponsored 
by USAID and John Snow, Inc (JSI), began as a 
pilot In 1995 in two reglons, Fez Boulemane and 
Taza-a1 Hoce~ma-Taounate The project alms pn- 
mar~ly at ensurlng that t~mely and appropr~ate 
treatment is avallable at publrc health fac~lihes, 
trarrxng health care prowders to respond appro- 
pr~ately to obstetnc emergenaes, and prowdrng 
essential emergency obstetnc care equ~pment and 
bu~ldlng upgrades In addltion to renovabng the 
matern~ty wards of 7 referral hosp~tals, 55 lower- 
level health faclllhes were upgraded to brlng es- 
senbal servlces closer to the community, thereby 
Increasing access rn reglons where, before 
USAID'S ~ntervent~on, more than 75 percent of 
women delivered at home The referral hosp~tals 
prowde comprehensrve EOC and the lower-level 
fac~lrtres prowde bas~c EOC IEC efforts target- 
lng the commun~ty began In 1998, once the fa- 
cil~t~es were renovated In 30 of the sites, obstet- 
r ~ c  semces are avallable In the commun~ty for the 
first trme Accompl~shments to date are as  fol- 
lows 

Two hundred e~ghty-seven health providers 
have been tra~ned in bas~c and comprehen- 
slve EOC 
Sucty-two health facrlihes have been renovated, 
rncludrng four new matern~ty wards, which wII 
prowde comprehensive EOC 
Seventy-five thousand pregnant women now 
have access to EOC 
Medrcal school reproduct~ve health curr~cula 
have been rewsed to Incorporate EOC field 
real~tres " 
Awareness of the magn~tude of maternal mor- 
tal~ty in Morocco on the part of the country s 
most influential declsion makers has In- 
creased For example, as a result of USAID- 
sponsored publrc information campaigns, 
K~ng Hassan 11 declared maternal health a 
natlonal pnorlty 



lowng prowders must be competent In both clln~cal 
and lnterpersonal sktlls and be avallable on a 24-hour 
bass, facllltles must be open, clean, and functlonlng, 
protocols must be used for cllnlcal case management, 
necessary supplles and drugs and a system to prevent 
stock outages must exlst, essential equlpment must be 
well malntalned, health and management lnformatlon 
systems must be functional, and operatlve systems for 
patlent education, counsehng, follow-up, and referral 
must be followed 77 

Prowdlng good-quahty servlces also requlres commu- 
n~ty Input to define what good qual~ty means to con- 
sumers Community not~ons of qual~ty mlght Include 
more than that servlces be access~ble, affordable, and 
effectlve Commun~ty-defined quallty may Indicate that 
female prowders are avallable, that chlld health and other 
reproductive health servlces are prowded at the same 
locale and t ~ m e  as maternal health services, that on- 
slte chlld care IS prowded, that local languages are spo- 
ken, that nonharmful, tradltlonal pramces are respected 
and, ~f posslble, incorporated Into treatment regimens, 

and that pat~ents have a range of treatment optlons 
and can be Involved In clln~cal dec~s~on-malung 

The quallty of cllent and provlder lnteractlons IS an Im- 
portant determinant of utlllzatlon In Bol~ua, recent quah- 
tative research revealed that women cons~der respect- 
ful treatment to be of paramount importance and that 
condescending prowder attltudes are the greatest de- 
terrent to use of servlces 78 Clearly, lmprowng prouder 
attltudes through ~nterpersonal communicat~on shlls 
tralnlng wll help to Increase utlllzatlon of services 

Some program evaluations have shown that as the 
qual~ty and cultural sens~tlwty of health servlces Improve, 
utlllzatlon Increases, even In the absence of an IEC or 
community mobll~zatlon effort 79 Whether improvements 
In quallty can be malntalned wthout ongo~ng consumer 
pressure remalns unclear 

The marglnal costs of upgradlng facllltres and staff 
to  prowde EOC are not hlgh 

One of the stumbling blocks to prowdlng EOC for all 
women has been donor and government reluctance to 
pay for faclllty upgrades They clte the potent~al h~gh 
cost and seeming contradlctlon wth the concept of prl- 
mary care espoused at Alma Ata In 1978 Operations 

Upgrading Health Centers to Provlde EOC 

The Freetown, S~erra Leone Prevent~on of Mater- 
nal Mortallty team found an operatlng theater that 
was not belng used for lack of a structure on whlch 
to mount a lamp The lamp Itself was also slttlng 
unused In storage At little cost, the team Installed 
a beam and affuted the lamp Wlth the purchase of 
a laparotomy set and other equlpment, an obstet- 
rlc operatlng theater was put Into servlce The team 
also used low-cost equlpment, where posslble For 
example, Instead of buyng expenslve sterillzlng 
equlpment, they purchased a kerosene stove and 
several large pots In whlch the equlpment IS boded 

(From The Desrgn and Eualuatron of Maternal 
Mortalrty Programs New York Columb~a Unlver- 
slty Center for Populat~on and Famlly Health, 
School of Publlc Health, 1997 ) 

research In Ghana, Nlgena, and Slerra Leone through 
the Preventlon of Maternal Mortallty (PMM) network has 
shown how health centers and first-referral hospitals 
can be made EOC ready wth mlnlmal Investment 
Many faclllt~es have exlstlng Infrastructure that can be 
lnexpenslvely put back Into worhng order In the PMM 
experlence, even where such capablllt~es d ~ d  not exlst, 
the openlng of blood banks and operatlng rooms cost, 
on average, less than $15,000 per facll~ty, wth com- 
munltles often donatlng labor or supplies to asslst wth 
upgrades 80 Access~ble EOC can start at the commu- 
n~ty level and llnk to first-referral hopltals 

Other potent~al EOC faclllt~es emst wth suffic~ent staff, 
but are poorly managed and offer substandard care 
Thus, when projecting costs, only the marglnal costs 
of upgradlng staff capabllltles and operatlng systems 
should be considered Although there have been few 
cost-effect~veness studles done on maternal health ser- 
vices, the cost of these servlces IS not high In many 
ANE countries, ~t IS more expenslve to bury a woman 
than ~t would have been to prowde her wth 11fe-saving 
care 



Measuring program success IS posslblewth pro- 
cess ~ndicators 

Although attenhon to maternal health by policy mak- 
ers, donors, and pollcy ~mplementors has been mcreas- 
ing over the last 10 years, ongoing monitoring of the 
dimensions of mortality and morbidity and the assess- 
ment of programmatic success remain problematic It 
would seem ratlonal to mon~tor the changes In mater- 
nal deaths-1n the form of a rate or ratio-to gauge the 
effectiveness of interventions However, accurate and 
hmely stahstics on maternal mortality are difficult to 
obtain because of underreporhng, nonexistent vltal reg- 
istratlon systems, poorly kept facility records and reg- 
~stries, and m~sclass~ficat~ons Although household sur- 
veys can be used to enumerate deaths in an area, 
sample sizes must be very large for results to be reli- 
able given that maternal deaths, though profound, are 
rare events Such surveys are expensive and may not 
be a prudent use of limited funds for maternal health 
achwbes 

Experts have est~mated 
that to establ~sh an MMR 
of 300 per 100,000 live 
b~rths wth a margln of 

error of 20 percent, 
50,000 l~ve births would 

need to be identified 
Th~s could mean ws~t~ng 

some 200,000 house- 
holds The cost of such a 

survey IS proh~b~tlve In 
most countr~es 

(From WHO and UNICEF m e  
Ststerhood Method for Estzmat 
zng Maternal Mortaltty 
Gutdance Notes Geneva World 
Health Organlzat~on 
Aprll 1996 ) 

The use of maternal morb~dity as a proxy for maternal 
mortal~ty has also been proposed It IS, however, even 
more dfficult to stahshcally "capture" morbidity because 
1ts enumerat~on depends on recognition and recall, In 
the case of populahon-based surveys, or on correct di- 
agnosis and recording at a health care facrllty Recent 
studies have shown that women cannot reliably recall 
reproductlve morbidit~es Their self-reports of compli- 

cations do not 
closely correlate 
wlth conditions 
noted in records or 
registries 

It IS also posslble 
that wth successful 
interventions, more 
women w11 survlve 
I l f e - t h r e a t e n ~ n g  
compl~cations only 
to face long-term 
dlsabllitles In this 
~nstance, the level of 
morbidity would In- 
crease as mortality 
falls Another sug- 
gested proxy, pen- 

natal mortahty, does not consistently correlate wth 
maternal mortallty and thus IS not a rellable substitute, 
especially where the number of low-blrth-welght babies 
is high 82 Therefore, process indicators, rather than Im- 
pact Indicators, are more suitable for momtoring and 
evaluat~ng maternal health programs 83 

, 

The followng are some examples of frequently cited pro- 
cess ind~cators 

Prenatal Vitamin A 

Maternal wtamin A deficiency IS extensive in South 
Asla, but ~ t s  health consequences and the impact 
of 1t.s prevention on infant and maternal health and 
sumval are unclear The Nepal Nutrition Interven- 
hon Project (NNIPS-2) assessed the efficacy of 
supplementing women of reproductlve age each 
week wth 7,000 RE (23,300 IU), as e~ther pre- 
formed wtam~n A or beta-carotene versus a pla- 
cebo control, In reducrng fetal, early Infant, and 
maternal mortahty The preliminary analysis, based 
on more than 20,000 pregnancy outcomes, found 
that weekly, low-dose beta-carotene or wtamin A 
supplementation markedly reduced risk of preg- 
nancy-related mortality In malnourished popula- 
tions 

All-cause pregnancy-related mortallty among 
mothers through 12 weeks postpartum for the pla- 
cebo, wtamin A, and beta-carotene groups was, 
respechvely, 713,443, and 354 deaths per 100,000 
pregnancies, yeldlng relatlve nsks of 1 00, 0 62, 
and 0 50 By combining wtamin A and beta-caro- 
tene mtervenbon arms, supplementabon decreased 
pregnancy-related mortallty by 44 percent 

(From Opporturubes for mcronutnent Intewenhon 
M~croNutnent Update November 1997 ) 

Percent of pregnant women attended at least once 
(other variants use four wsits) by tralned health per- 
sonnel 
Percent of blrths attended by medically tra~ned per- 
sonnel 
Percent of pregnant women recelwng two tetanus 
toxoid immunizat~ons (or Iron supplements) 



Percent of women wth serlous obstetnc compl~ca- 
tions seen at EOC facil~t~es (the met-need for EOC) 

Another proposed lnd~cator, the maternal all-case fa- 
tal~ty rate (CFR), measures the number of obstetr~c 
deaths diwded by the number of obstetr~c complica- 
tlons managed at a glven facllity durlng a specified time 
per~od CFR is both a process and outcome indicator 
and can be useful as  a quality assurance tool In devel- 
oped countries, CFR IS expected to be around 1 per- 
cent CFR may, however, fluctuate wdely because both 
the number of compl~cations seen and deaths at one 
institut~on may be small Also, data to calculate this 
indicator may be absent or of poor qual~ty, necessitat- 
ing Improvements In the facil~ty's health informat~on sys- 
tem 

Appenduc D lists the recommended common lnd~ca- 
tors selected by a USAID technical group for mon~tor- 
ing and evaluating maternal and newborn health inter- 
venbons 

Fac~lity-based maternal and perlnatal audits that Involve 
In-depth rewews of maternal deaths can identrfy the 
causes of deaths and be used to facilitate quallty im- 
provements Audits that rewew all deaths of reproduc- 
tive-age women in a glven area, Reproductive Age Mor- 
tality Surveys (RAMOSs), can accurately capture ma- 
ternal deaths but are expenswe and complex, and have 
been used In only a handful of developlng countries 84 

The lnabllity to easlly, economically, and reliably monl- 
tor the effect of a package of servlces at multiple levels 
of the health care system has made cost-effectiveness 
stud~es d~fficult Governments must proceed wth scant 
data when plannlng and budgeting for maternal health 
interventions Yet, this dearth of cost-effect~veness data 
is not unique to the field of maternal health and should 
not jeopardize the provlslon of sennces that we know 
save llves At the same time, further refinement of ap- 
propriate effectrveness indicators must continue 85 

Prenatal care should be evidence-based 

Historically, the range of servlces provlded durlng pre- 
natal care has not been based on ~ t s  direct assoc~ation 
wth Improwng maternal and newborn health and sur- 
vlval An ongolng WHO multicenter tr~al IS testlng the 
cost-effect~veness and level of patlent sat~sfact~on wth 

a streamhned, four-ws~t prenatal care program versus 
a trad~t~onal regimen When available, this lnformat~on 
w11 be extremely useful for developlng rat~onal prenatal 
care programs 

Once EOC servlces are functioning, prenatal care can 
prowde a forum where ewdence-based intervent~ons are 
admln~stered Such interventions include the followng 

Counsellng on birth preparedness, including rec- 
ogn~t~on of danger signs and symptoms and plans 
for gainlng access to EOC 
Tetanus toxo~d administrat~on 
Iron folate distribution and nutrition counseling 
Detect~on and treatment of hypertensive disorders 
assoc~ated wth pregnancy 
Detect~on and treatment of urlnary tract infect~ons 
Diagnos~s and treatment of syph111s In high-preva- 
lence areas 
Counsellng on postpartum care of the newborn, in- 
cludlng warmlng, hygiene, and early ln~t~at~on of ex- 
clusive breastfeedlng 
Counseling on postpartum famlly planning, ~nclud- 
Ing the lactational amenorrhea method 
Iodine supplementat~on in low-iod~ne endemic ar- 
eas (goiter rates in ANE >25 percent in Nepal and 
Indones~a, < 15 percent In Bangladesh, Cambo- 
d~a ,  and India-UNICEF 1997) 
Malaria prophylaxis and antihelminth~c treatment 
rn endem~c areas 
Late ws~t to determine he of the fetus 

Other promlslng lntewent~ons that require further test- 
ing include the followng 

a Prepartum, low-dose wtamin A supplementat~on 
D~stribut~on of safe-birthing I t s  

a Dlagnos~s and treatment of addit~onal STIs 

Quality postabort~on care saves llves 

Regardless of the legal status of abortion, quality 
postabort~on care must be available to all pregnant 
women, as the consequences of unsafe abortion or 
miscarriage can be serlous The r~ght to postabortion 
servlces was mandated in both the ICPD s Programme 
of Action and the Fourth World Conference on Women s 
Platform for Act~on 



f idwves Provld~ng Postabort~on Care 
in Ghana 

The Ghana MotherCareAPAS Project to tram m~dwves 
in postabort~on care began by assessing exlsting 
postabortion care servlces fidwves worhng In pub- 
hc health centers and prlvate maternity homes, and 
physicians and mldwves worlung In d~strlct hospi- 
tals, were trained together In week-long sessions 

Before postaborbon care train~ng, m~dwves could only 
refer women to a nearby hospital Currently, tralned 
midwves are successfully treabng women locally who 
suffer from aborhon comphca~ons, including Incom- 
plete abort~ons The result is that hfe-sawng therapy 
can be prowded more conven~ently and cost-effec- 
tively fidwves are also prowding family plannlng 
counsellng and methods and referrals for other re- 
producbve health problems Polit~cal and community 
support IS strong, and m~dwves report greater confi- 
dence In the~r chnlcal abilibes 

General recommendahons from the project are the 
followng 

Identlfy postabort~on care as an Important com- 
ponent of comprehensive reproducbve health ser- 
vices and incorporate the decentrallzatlon of 
postabortion care t o  midwlves and other 
nonphysician prowders into nabonal policies and 
tralning programs 
Use operations research as a means to incorpo- 
rate the perspecbves of policy makers, physmans, 
m~dwves, and women Into new pohc~es, proto- 
cols, and tralnlng programs 
Train m~dwves worlung at the prlmary level and 
physicians worlung In dlstr~ct hosp~tals together 
to lnihate and strengthen referral mechanisms 
between these two levels of care 
Dewse ways for midwves at the prlmary level to 
galn supemsed clln~cal pradce 
Ensure that monltonng support v ~ s ~ t s  take place 
wth all trained prowders, and provlde refresher 
tralnlng as necessary 

(From Mothercare Matters, Vol 6, No 4, October 
1997 Spec~al Edihon ) 

Postabort~on care includes famlly plannlng counsellng 
and servlces and referral to other reproductive health 
servlces Postaborhon comphcabons can also be treated 
by manual vacuum aspiration, a safe, low-cost method 
to treat postabort~on complicat~ons that can be per- 
formed by nonphysician prowders at per~pheral semce 
delivery s~tes  Treatment does not require general anes- 
thesia or hosp~tal admiss~on Costs are lower, outcomes 
are better, and patlent sat~sfact~on IS h~gher than wth 
d~lat~on and curettage, the traditional method for man- 
aging incomplete abortions 

IV. Challenges and Opportunities 

1 To ensure lastlng benefits, the position, as well as 
the cond~hon, of women in the reglon must be Improved 
Inihahves that form partnerships wth other sectors, such 
as educat~on, agriculture, or microenterpnse schemes, 
w11 reap synerg~st~c benefits while helplng to remove 
the structural ~rnped~ments to improving and protect- 
mg maternal health Such llnkages should be encour- 
aged and supported 

Nepal f i s s ~ o n  Strategic Object~ve for 
Women's Empowerment 

The f i s s~on  and its partners are at the forefront of 
promoting Increased women s empowerment 
Commun~ty-based educational, economic, and 
advocacy lnltiatives have Increased women's Influ- 
ence over dec~s~on-mahng in their households and 
communlhes and Increased the number of women 
organmng to effect pos~tlve soc~al change In thelr 
communlhes In 1997, more than 200,000 women 
learned to read, wnte, and count through bas~c Ilt- 
eracy programs, 41,000 of those who acqulred 
baslc l~teracy shlls also learned about thew legal 
r~ghts In postllteracy classes, and almost 1,000 
advocacy groups were formed to enable women to 
advocate for the~r r~ghts and for pos~tlve soclal 
change In addihon, 23,000 women are now ac- 
tive account holders in savlng and credit groups 
and development banks, 20,300 have taken a first 
or second loan, and more than 5,600 women el- 
ther started or expanded mlcroenterprlses 

(From USAlD Nepal f i s s~on  R4 FY 2000 ) 



In most ANE countries, glven the strong preference for 
male chlldren and cultural patterns that reinforce gen- 
der inequltles, expanding options for women wI1 require 
that programs emphas~ze lnvolvlng males-husbands, 
communlty leaders, communlty elders, and others 

2 Some governments In the reglon have not yet fully 
embraced lmprowng and protecting maternal health as 
a health and development prior~ty worthy of substantlal 
attent~on and fundlng USAID advocacy for thls issue 
continues to be of critical Importance 

Governments should be encouraged to form maternal 
health coalit~ons if none exlst or to expand the base of 
exlsting groups to Include representat~ves from mlnls- 
trles of health, mlnlstr~es of educat~on, professional so- 
cletles, private sector health care prowders, trade unlons, 
NGOs, and women s groups 87 Although large coali- 
t~ons  are more unwieldy and requlre strong leadership 
to ensure that all oplnions are aired, the broader the 
base, the more lncluslve and sustainable the response 
wll be Safe Motherhood campaigns sponsored by 
mult~sectoral coalit~ons can ~nexpenslvely reach crltlcal 
masses of people 

Governments must also devlse ways of regulating the 
performance of health providers and facil~tles, both pub- 
11c and prlvate Performance regulation could Include 
setting standards for l~censure and rehcensure, accredi- 
tat~on, endorsements, and financ~al lncentlves USAID 
M~ssions are well positioned to encourage these efforts 

3 Low util~zation rates of public health servlces requlre 
that greater attention be focused on the demand side 
of the health and development equat~on to ensure com- 
munity support and particlpatlon 

Households and community members must be tralned 
to recognize compl~cat~ons of pregnancy and enabled 
to devlse appropriate responses, such as  ensuring 
transportat~on through various schemes or provldlng 
up-front funds for medical costs The FZlssions could 
work wth NGO partners or through exlstlng commu- 
n~ty-level structures, such a s  the Panchayatl Raj In In- 
dla or PKK In Indonesia, to effect thls 

4 Many basic EOC servlces can be provlded safely at 
the periphery by general practitioners, m~dwves, or 
tralned auxil~ary nurses Pollcies that hamper the 

Nepal Safe Motherhood Network 

In 1996, the Centre for Development and Popula- 
bon Actiwt~es (CEDPA) began to Integrate concepts 
of safe motherhood Into ~ t s  famlly plannlng pro- 
gram through the lntroduct~on of the Clean Dellv- 
ery Kit To enhance communlty awareness of the 
Importance of clean dellvery and general maternal 
health Issues, CEDPA and 10 other lnternatlonal 
NGOs and donor agencles planned and lmple- 
mented National Clean Dellvery Day, which was 
held on International Womens Day In 1996 The 
Prime finister s wfe, Arzu Rana, agreed to be the 
honorary chair and hosted the lead event in Patan, 
a suburb of Kathmandu The event used a festive 
approach with music, street drama, and even an 
elephant weanng a safe motherhood message! More 
than 30  of the 75 d~stricts in Nepal were Informed, 
a real accompl~shment in a country where Infor- 
mat~on dissemlnatlon to rural commun~t~es is d~ffi- 
cult By worhng as  a coalition, CEDPA and NGOs 
coordinated messages and sent them to the most 
remote sections of the country 

The trust and enthus~asm generated by the pro- 
cess stimulated the formation of the Safe Mother- 
hood Network Members now Include more than 
60 NGOs and government agencles By the sec- 
ond year of the event, the government had launched 
its Safe Motherhood Inltiatlve and participated In 
Network events and meehngs The 1997 Safe Moth- 
erhood Day theme was ' safe pregnancy as  the re- 
spons~bllity of the famlly In 1998, the event fo- 
cused on postpartum care Issues, reaching nearly 
all of the 75 districts 

ra t~onal  use  of health care personnel must b e  
addressed This may require greater efforts to work 
with min i s t r~es  of health and  professional 
organlzatlons 

Many operating theaters are underused because 
anesthesiologists are unavailable Operations research 
should be funded to  test the acceptabil~ty and  
effectiveness of nurse anesthetists at  f~rst-referral 
centers This may requlre training the existlng cadre 
of nurses in baslc anesthesia 



5 More than is the case wth other health problems, 
maternal health lntervenhons must pnonhze referral hnks 
among communltles, health centers, and first-referral 
hospitals and must emphasize a systems/team ap- 
proach wth a woman-centered orlentatton 

Examples of a systems approach are "Mother-Fnendly 
(Fam~ly-Friendly) Hosp~tals" at a distrlct level that are 
held accountable for provldlng good-quahty maternal 
care wthin the EOC facil~t~es themselves and are also 
respons~ble for outreach Into their catchment areas 
Outreach acttwttes mlght include ongolng supemslon 
of TBAs and communlty midwves, sponsoring TBA 
and famlly tours of the facilities, organmng communlty 
educational programs, collaborating wth profess~onal 
organlzatlons to prowde continuing med~cal educatton, 
ln~tiatlng and admlnisterlng maternal and perinatal 
death aud~ts, and reportmg maternal deaths to the next 
admm~strattve level 

6 Program acttvlt~es for the postpartum period have 
e~ther been neglected or focused pr~manly on famlly 
plannlng and child s u ~ v a l  around the forheth day Sev- 
eral ANE countr~es have exlsting postpartum programs 
that could be expanded to Include early maternal sur- 
ve~llance dunng the "neopartum penod (wthm 24 hours 
of delivery and per~odlcally durlng the first 2 weeks) and 
facll~tate access to EOC 

7 Programs have often c~ted d e n t  noncompliance as 
the chief Impediment to improwng maternal anemia, 
yet research has shown that women wll take Iron folate 
tablets ~f the formulat~on (I e , coating, slze, and color) 
and packaging are attractive, and if suppl~es are avail- 
able 88 Programs must guarantee that women have ac- 
cess to the full WHO-recommended course of Iron 
folate durlng pregnancy (60 mg of elemental Iron and 
250 micrograms of folate daily durlng the last two trl- 
mesters) e~ther through prenatal care or communlty- 
based dstnbuhon efforts, wth the goal of extending such 
distribution to all reproductive-age women ~n areas 
where anemla is endemic Dlstributlon programs at 
schools, places of employment, or linked wth marriage 
registration, such as in Indonesia, have shown prom- 
1se Iron deficiency anemia, often exacerbated by ma- 
lar~a or hookworm ~nfestat~on, contr~butes slgn~ficantly 
to maternal health risk and poor b~rth outcomes In the 
region 

Sfax Postpartum Program 

The first truly successful, comprehensive postpar- 
tum program began In 1983 In Sfax, the second 
largest clty in Tun~sia (pop 400,000), as a collabo- 
rahon between the Unlverslty Teachlng Hospital and 
the Maternal and Neonatal Hosp~tal To promote 
well-baby care and famlly plannmg, thls ~nnovatlve 
program treated a mother and Infant as a syner- 
glstlc pair (the "couple m&re-enfant") The mother 
and Infant together were scheduled for a follow-up 
wsit at the hospital 40 days postpartum The pro- 
gram ~mmed~ately proved to be very successful in 
getting women to return for follow-up care, and by 
1987, 83 percent of women who had delivered at 
the Sfax Maternity Hosp~tal that year returned for 
their postpartum vls~t (compared wth 60 percent 
In 1983) Of those women who returned, 56 per- 
cent accepted a fam~ly planning method Two fac- 
tors were most respons~ble for this success 

The appointment was for both the mother and 
child, for whom servlces were provlded at the 
same t ~ m e  and the same place, and 
The appointment at 40 days postpartum re- 
spected the cultural and religious significance 
of t h ~ s  day for the TunisIan mother and child 

8 All attempts should be made to establish compe- 
tency-based EOC training In medical, midwfery, and 
nurslng schools Curr~cula should be developed from 
nat~onally adopted treatment protocols Remed~al in- 
servlce trainlng cannot develop the knowledge and slulls 
that are necessary to malntaln quality wthout costly 
retraining Thls does not Imply that cont~nulng med~cal 
educat~on 1s unnecessary, but rather that fundamental 
knowledge and basrc clin~cal slulls must be imparted 
during presermce tralnlng To facilitate thls objective, 
competency-based training programs should be car- 
rted out In close coordination wth tralnlng ~nshtutions 
and relevant mlnistr~es 

USAID should also support programs that recru~t, tram, 
and deploy women physlc~ans and m~dwves, acknowl- 
edging that many women In the region can or w11 use 
emergency care only from women prowders Thls wl1 
requlre pollcy work at the h~ghest levels, across govern- 
ment sectors and professional societ~es 



9 Encourage the use of maternal and pennatal death 
aud~ts In d~str~cts T h ~ s  ~ntewent~on, d correctly imple- 
mented, can accompl~sh several objectlves As a pol~cy 
~ntewent~on, aud~ts focus attenhon on maternal deaths, 
as a fact-find~ng effort, they help to enumerate the prob- 
lem, and as a quallty assurance tool, they prowde a 
mechan~sm for lmprowng performance and outcomes 
To accompl~sh these objectlves aud~ts must be con- 
ducted In a nonaccusatory fash~on 

10 Programs that support the ava~lab~l~ty of manual 
vacuum asp~rat~on as a 11fe-sav~ng lntervent~on for 
postabort~on care should be encouraged and sup- 
ported Manual vacuum asp~rat~on IS one way to brlng 
qual~ty postabort~on care for unsafe abort~ons and mls- 
carriages to the per~phery at low cost and wth h~gh 
patlent sat~sfact~on Stud~es confirm, however, that dl- 
lat~on and curretage cont~nues to be the preferred 
method of treatment in the reglon 89 

11 Support the use of the Guzdelznes for Monztorzng 
the Avazlabrlzty and Use of Obstetrzc Seruzcesgo In as 
many countr~es as poss~ble as a cr~t~cal first step In 

The Government of Egypt jolned the Safe Mother- 
hood In~t~atlve In 1990 and pledged to decrease 
the number of maternal deaths, then unknown 
The government undertook a country-wde ma- 
ternal audit In 1992-93 to understand the magnl- 
tude of the problem Comm~ttees of spec~al~st 
phys~c~ans were formed In all governorates to In- 
vestgate the causes of maternal deaths 

The med~cal spec~al~sts rev~ewed a nat~onally rep- 
resentatwe sample of maternal deaths, Identified 
through the vltal reg~strat~on system, at governor- 
ate and central levels Among the leadlng avo~d- 
able factors contr~but~ng to maternal deaths were 
delay In seehng care (42 percent) and substan- 
dard care provlded by obstetrlc~ans (47 percent) 

(From Lessons Learnt A decade of measurzng 
the zmpact of safe motherhood programmes, Lon- 
don School of Hyg~ene and Trop~cal Med~c~ne, 

A 3-month train~ng-of-tra~ners (TOT) course was 
concluded In March 1997 It was the first major ac- 
t~vlty In the National Program to Expand Commu- 
n~ty hdwfery Traln~ng ln Yemen F~fty-one commu- 
n~ty mldwfe tra~ners graduated These 51 tra~ners 
are currently worhng at 27 sites selected for tralnlng 
commun~ty m~dwves In 17 governorates 

The 18-month performance-based curriculum re- 
quires tralners to use the tra~n~ng approach they 
learned dur~ng the TOT course It focuses on teach- 
lng the skllls necessary for m~dwfery pract~ce In 
Yemen and contams 81 checMists as  well as 1 1 prac- 
t~cal gu~des to ass~st tra~ners In teach~ng the com- 
mun~ty m~dw~ves and assessing thew job perfor- 

The curr~culum contalns sut units Commun~ty Health 
and Nurslng Prlnaples, Antenatal Care, Labor and 
Delivery, Care of the Mother Dur~ng the Puerperlum, 
Fam~ly Plannlng and Common Gynecolog~cal DIS- 
eases, Ch~ld Care, and Management and Supem- 
slon Thls curr~culum was needed to Implement the 
Nat~onal Tralning Program because there was no 
un~fied performance-based curr~culum ava~lable In 

(From PRIMEINTRAH Tnp Report #P-391, Yvonne 

assessing a country s EOC read~ness There are often 
vast d~fferences In EOC capab~l~ty and ut~l~zat~on be- 
tween urban and rural areas wth~n a glven country In- 
format~on garnered from the guidel~nes wll help pollcy 
makers and program spec~al~sts develop strateg~es that 
are locale-spec~fic 

12 Whereas ~t IS ~mperat~ve for program special~sts to 
keep records of costs, includ~ng employee-equ~valent 
salaries for volunteers and ~n-hnd contr~but~ons, it wll 
be d~fficult to calculate cost-effectiveness for mult~fac- 
eted packages of services and programs that are ~mple- 
mented at mult~ple service-dehvery levels Var~ous com- 
ponents such as drug delivery, use of alternate practl- 
t~oners, or use of streaml~ned prenatal care may be more 



r~gorously studied Such work is ongoing in Egypt and 
Indones~a While we are learnlng more about the cost- 
effectiveness of programs, we must not let our lack of 
defin~hve data rahonahze inact~on, nor should programs 
pr~or~t~ze such research over ~mplementahon Based 
on their use in developed countnes, we know that the 
therap~es needed to save women's bves are effechve and 
low cost, and should not be held hostage to a research 
agenda 

13 In thls era of shrinlung budgets for health and de- 
velopment work, USAID needs to forge strong program- 
mahc t ~ e s  wth other donors to ensure that ample at- 
tent~on and fundlng are directed to maternal health and 
to avo~d redundanc~es Such alllances 4 1  garner more 
than addrtive benefits S~milarly, all USAID-funded PHN 
programs in a given ANE country should coordinate 
thelr yearly work plans to decrease the f i s s ~ o n  man- 
agement burden and rat~onal~ze the use of fin~te pro- 
gram funds 

The /WE and Global Bureaus should also encourage 
all ~mplementors to use, at a mlnimum, some com- 
mon maternal health indicators so  that comparisons 
can be made among projects and results can be ag- 
gregated Process indicators, such as Increased utlli- 

Postabort~on Care Servlces 

JHPIEGO helped to  establish a model 
postabortion care service and trainlng program 
at Maternity Hospital in Kathmandu The goal of 
the postabort~on care in~tiatlve IS to reduce levels 
of maternal mortal~ty and morbid~ty stemmlng 
from compl~cat~ons of unsafe abortion by provld- 
Ing safe outpatlent treatment using manual 
vacuum asp~rat~on Postabort~on care also In- 
cludes family planning counseling and services, 

and referral for other reproductive health needs 

During its first 6 months of operation, the un~t  re- 
duced length of stay, reduced the number of op- 
erahons performed under general anesthes~a, and 
resulted in a family plannlng acceptance rate of 
70 percent It is semng as a model for the devel- 
opment of postabort~on care programs In seven 
countr~es in 1997-99 

zation of EOC services by women wth compl~cat~ons, 
should be used rather than outcome ind~cators Com- 
pillng accurate data for these lnd~cators wll requlre a 
programmatic focus on lmprovlng health ~nformat~on 
systems (See Appendlx C ) 

14 Research should cont~nue on the effect of prenatal 
vitamin A supplementation on blrth outcomes, of 
birthlng luts on postpartum ~nfections, of new ST1 diag- 
noshcs and treatment on birth outcomes, and of un~ject 
oxytoc~n and oral uterotonics (such as mefipr~stone) 
on actlve management of the third stage of labor and 
on postpartum hemorrhage 

Operations research 1s needed at all levels of service 
dellvery Models such as WHO s Mother-Baby Pack- 
age or PMM's rnult~disc~pl~nary team approach should 
be further tested to assess thew cost and pract~cality on 
a larger scale In add~t~on, conducting research on the 
nature and extent of reproductive morbidihes would ex- 
pand the present knowledge base and facil~tate strate- 
glc plannlng for lncreaslng and lmprowng maternal 
health serwces 

Lessons Learned 

In sum, the lessons of a decade have taught us that a 
mucture of intervent~ons focuslng on the woman, her 
family and community, and the health care system are 
needed to slgnlficantly impact maternal and newborn 
mortal~ty and morbidity Successful lnte~entions that 
are ready for repl~cation or scallng up In the ANE re- 
glon Include the followng 

. Ensurlng trained attendance at birth through physi- 
cian and m~dwfery tralnlng, deployment to penph- 
era1 s~tes, and coordlnat~on between the levels of 
care, as guided by protocols 
lmprowng the EOC capabil~t~es of a) prov~ders, 
through competency-based tran~ng based on na- 
tional standards and protocols, and b) facilit~es, 
through low-cost upgrades and improved health 
management lnformat~on systems 
Ralslng awareness and educat~ng commun~ties 
about maternal health issues to bu~ld comm~tment 
to safeguard~ng women s lrves and to organlze sus- 
tainable emergency responses, lncludlng transpor- 
tat~on, ass~stance wth service and drug fees, and 
blood donatrons 



For the last 10 years, the Maternal Health Project 
has been prowd~ng some useful lessons on how to 
reduce the number of maternal deaths Govern- 
ment-tra~ned nurse midwves were recru~ted to pro- 
wde prenatal care, home del~veries, and postpartum 
care, Identify compl~cat~ons related to pregnancy, 
treat complications when possible and refer the rest, 
organlze referrals and accompany patients to the 
Matlab central c l ~ n ~ c  prowding basic EOC wth a fe- 
male physic~an ava~lable 24 hours a day, work wth 
community health workers who would ~dent~fy preg- 
nant women and call the m~dwves when they are 
needed, and prowde practical tra~n~ng to TBAs In 
the Matlab model, efficient referral linkage was an 
important element Boat operators were ava~lable 
to transport emergency cases wthin an hour to the 
government hosp~tal that could prowde comprehen- 

There was a 50 percent drop in the number of ma- 
ternal deaths over a 3-year per~od Eighteen per- 
cent of compl~cated cases were referred to health 
facilit~es Mortality was also reduced In a compan- 
son area located closer to the referral hospital 

Tra~n~ng women, fam~lies, and TBAs in b~rth pre- 
paredness, self-care, and newborn care, ~nclud~ng 
early and exclus~ve breastfeed~ng 
Prowding ewdence-based prenatal servlces and post- 
natal follow-up 
D~str~buting iron folate tablets, designed for con- 
sumer appeal, through reliable d~stribut~on and sup- 
ply mechanisms, Including through the commercial 
sector 
Diagnos~ng and treating syph~lls dur~ng prenatal 
care 
Br~nging manual vacuum asp~rat~on for postabortion 
care and other appropriate technolog~es to the pe- 
riphery 
Establ~shing no-fault maternal and per~natal au- 
d ~ t s  at distr~ct levels 
Establishing maternal health coal~t~ons as advocacy 
groups at the national level 
Strengthening the ab111ty of professional organlza- 
tions to prowde cont~nu~ng medical educat~on and 
mon~tor the performance of their members 

Conclusion 

The ANE and Global Bureaus have a unlque opportu- 
nity to s~gn~ficantly Impact the global magn~tude of ma- 
ternal mortality and morb~dity glven the h~gh burden of 
d~sease In the reglon More than half of maternal deaths 
worldwde could be prevented if USAID, along wth its 
partners In health and development, succeed In address- 
ing the problems of maternal mortality and morb~d~ty 
in a more focused, susta~ned, and robust way 

Aded by the Global Bureau s maternal health strategy 
and the ~nformat~on and tools in this report, the ANE 
Bureau could cons~der developing a strateg~c plan for 
lmprowng and protect~ng maternal and neonatal health 
In the reglon Such a consideration would be a log~cal 
next step, but it should be taken only wth the active 
involvement of field fissions as prlmary stakeholders 
Any strateg~c plan should be jointly crafted wth the PHN 
Center and ~nvolved f iss~ons,  and should be well con- 
ceived, adequately funded, and pol~tically supported ~f it 
is to carry the moral force necessary for end~ng the 
needless death and suffering of countless women 

In developing such a strategic plan, goals and objec- 
tives must not have an exclus~vely technical focus 
USAID should never lose s~ght  of the most fundamen- 
tal objectlve of all health and development work in ma- 
ternal health Women themselves must feel empowered 
and ent~tled to survive pregnancy and ch~ldbirth in good 
health Women in the ANE regron must be strongly sup- 
ported to find their collect~ve voice to proclaim, We d l  
not d1e1 



VI. Subregional and Country Fact Sheets 

Data for the subregional and country fact sheets come 
from a varlety of sources, lncludlng USAlD field MIS- 
slons Attempts have been made to use a standard 
(smgle) source for a glven lnd~cator across countnes 
For example, the MMRs and hfehme risk (LTR) statrshcs 
In the report come from WHO/UNICEF's 1990 Rev~ed  
Estzrnates For the cases in wh~ch MMR and LTR data 
from USAID field f iss~ons d~ffer from the standard 
source, a footnote has been added, as these differences 
may have ~mplicat~ons for program development Indl- 
cators have been drawn, In most cases, from the fol- 
lowng data sources 

Demographic and Health Surveys 
Infant Mortality Rate 
Tetanus Toxoid 
Contracephve Prevalence Rate 
Most Common Method 
Unmet Need for Famlly Plannlng 
Total Fertlllty Rate 
Prenatal Care 
Slalled Attendance at Dellvery 
Med~an Age at Flrst Marriage 
Median Age at Flrst Blrth 
Adult Lteracy 

Populat~on Reference Bureau 
Female Population 
Women 15 to 49 
Percent Urban 
Female-Headed Households 

United Nat~ons 
Maternal Mortal~ty Raho 
Infant/Pennatal Mortal~ty Rates 

Un~ted Nat~ons Populat~on Divlsion 
Sex RaUo 

UNDP-Human Development Report 
Earned Income Share 
Per Capita Income 

UNICEF-State of the World's Ch~ldren 
Annual Number of Blrths 
Adult bteracy 
Secondary School Enrollment 



South Asia 
Bangladesh India 
Nepal Pakistan 

Women In South Asla suf- 
fer the effects of extreme 
gender discr~mlnation 
The Gender Development 
Index-a measure of gen- 
der d~spar~t~es  In human 
development-for South 
Asia IS 24 percent lower 
than the average for the 
rest of the world, and the 
Gender Empowerment 
Measure-which exam- 
ines access to social, po- 
litical, and economlc op- 
portunit~es-stands at Photo by USAID 

0 23, the lowest in the world Son preference IS stron- 
gest In this subregion, where males outnumber females 
by a ratlo of 100 to 94 It has been estimated that 
about 4 5 mill~on South AsIan women are mlssmg, ' 
and that one In SIX female Infant deaths in Palastan, 
Ind~a, and Bangladesh IS caused by dlscr~mlnat~on and 
neglect 91 

South AsIan women are among the least l~kely of all the 
world s women to receive prenatal, delivery, or postpar- 
tum care Only 52 percent recelve prenatal care, 34 
percent have slulled attendance at delivery, and 26 per- 
cent deliver in a health facllity Stat~stlcs enumerate the 
harsh consequences of such neglect MMRs In thls 
subregion are the highest in the region and, not sur- 
pnsingly, among the highest In the world Although 
contr~butlng 28 percent of the worlds b~rths, Ind~a, 
Bangladesh, and Pahstan account for 46 percent of 
global maternal deaths 92 WHO estimates that 6 mil- 
lion unsafe abortions-one-th~rd of the world total- 

I take place each year In South Asla 93 

South Asla has the h~ghest percentage of growth stunt- 
ing and anemla In women of any region In the world 
Women typ~cally consume 500 to 700 fewer calor~es 

than the dally recom- 
mended allowance, 
and many are 
chron~cally energy 
deficient Thls IS not 
solely a reflect~on of 
poverty but of cul- 
tural pract~ces that 
mandate that I women eat after 
men Low Iron and 

wtamln C intake coupled wth high tea Intake results In 
poor iron absorption and consequent anemla, accen- 
tuated by paras~tos~s The vast majority of women In 
South Asla are anemlc, more than 80 percent of preg- 
nant women In Indla are so 

There are areas in South Asla (Nepal-India, Bangladesh- 
India) where there IS substantial cross-border or wthm- 
country trafficlung In young glrls for prost~tut~on, an 11- 
llclt practice that violates human r~ghts and Increases 
health r~sks 

Women's Health Ind~cators In South Asia 
hfe Expectancy 61 
MMR 560 
LTR 1 in 35 
TFR 4 2 
CPR 39% 
Labor Force Parhc~pahon 30% 
Mean Years of Schooling 1 2  
Enrollment Rate in Pr~mary School 43% 
hteracy Rate 34% 
(Source Womens Health rn Pak~tan UNICEF 1997) 

To be effectwe, maternal health programs must address 
gender d~scrimlnat~on through programming that em- 
powers women and by linlung wth other sectors Em- 
phasls must be placed on improwng girls and women s 
nutr~tlon and educabon, on enforc~ng age-of-marrlage 
and dowry laws, on increasing the number of female 
prowders, and on brlnglng semces to women 



Country Profile 
Bangladesh has a population of approximately 125 
million and is one of the most economically d~sadvan- 
taged countries in the world Agriculture dominates the 
nabon s economy, accounbng for 30 percent of the gross 
domest~c product, and prowdes employment to 64 per- 
cent of the workforce Sucty-sur percent of women are in 
the labor force, 74 percent of these are in agriculture 
Literacy rates for women are only 26 percent About 
13  percent of girls and 25 percent of boys are enrolled 
in secondary school Only 2 4 percent of the gross 
domestic product is spent on health hfe  expectancy 
for women equals that of men, suggesting that differ- 
ential treatment has negated the expected biological ad- 
vantage of females 

Maternal Health 
Although child mortality has fallen by almost half and 
TFR by one-third in the past 20 years, maternal mor- 
tality remains unchanged A womans l~fetime r~sk of 
dyng from pregnancy or ch~ldbirth is 1 in 21 Only 16 
percent of deliver~es are assisted by a tralned provlder 
More than half of all babies are born wth low birth 
weight, indicat~ng that pregnant women are not receiv- 
ing adequate nutrition Insufficient dietary intake of nu- 

Legal Age for Marriage 18 
Med~an Age at Flrst Marrlage 14 2 

Reproductive Health 
Maternal Mortality 

Lifetime Rlsk (1 In) 
Contraceptive Prevalence 
Most Common Method 
Unmet Need for Family Planning 
Total Fertil~ty Rate 
Prenatal Care 
Tetanus Toxo~d 
Slulled Attendance at Dellvery 
Anemia in Pregnant Women 
Medlan Age at F~rst Birth 
HIV Prevalence (Adults) 

850* deaths per 100 000 
live b~rths 
21 
49% 
Oral contraceptives 
16% 
3 3 children per woman 
29% 
72% of women 
16% 
99% 
17 4 
0 03% 

Education 
Adult L~teracy (WF) 49%/26% 
Secondary School Enrollment (MIF) 24%/13% 

trients such a s  vltamln A, iron, and iodine remains wde- 
spread In Bangladesh Anemia affects an astounding +The fission reports an MMR of 450 per 100,000, which, 

99 percent of pregnant women Gender discrimination wth a total fertlllty rate of 3 3, would result In a l~fetime r~sk 

also places girls and women at a health disadvantage of mortality of 1 In 67 

before pregnancy because they have unequal access USAiD Health and Population Strategy 
to food and health services 

In 1997, USAID launched a new strategy using an in- 

Menstrual regulation is permitted up to 10 weeks after tegrated approach to family planning and family health 
The strategy focuses on the followng 

concept~on 

Demography 
Female Population (mllllons) 
Women 15-49 (mill~ons) 
Urban 
Female-Headed Households 
Life Expectancy (WF) 
Annual No of Blrths (mllhons) 
Blrths to Adolescents 
Sex Ratlo (M per 100 F) 
Per~natal Mortality 

Earned Income Share (WF) 
Per Caplta lncome 

60 5 
32 2 
19% 
9% 
58/58 years 
3 6 
15% 
105 
85 deaths per 
1,000 llve births 
76 9%/23 1% 
$240 

Increasing the use of high-impact family health ser- 
vices in target populations 

* Increasing the capab~lities of individuals, families, 
and communities to protect and provide for the~r  
own health 
lmprowng the quality of informat~on, semces, prod- 
ucts, and customer satisfaction 
Strengthening local service delivery organizations 
and support systems for famlly health semces 

* lmprovlng the sustainabil~ty of family health servlces 
and support systems 



USAlD Maternal Health Focus 
The USAID program IS emphasizing, In particular, Im- 
proved antenatal and postnatal care, lncludlng teta- 
nus toxoid immunizalons, Improved knowledge and 
response to danger slgns and emergency situat~ons, 
and blrth preparedness There are two lnd~cators for 
maternal health pregnancies attended by trained pro- 
wders, and tetanus toxoid vaccmnahon coverage of preg- 
nant women 

Maternal Health Activities 
Government Collaboratrve Programs 
The Government of Bangladesh has undertaken sev- 
eral programs that are des~gned to Improve maternal 
health and IS worhng wth a number of agencies In 
support of other initiatives For example, the govern- 
ment has inltlated the Health and Populabon Sector 
Program wth the World Bank and other agencies 
Among other thmgs, MCH hts  are d~str~buted through 
this program and TBA tralning IS provided 

UNICEF/World Bank In cooperahon wth UNICEF and 
the World Bank, the government has inltlated a nutrl- 
tlon program 

UNICEF/Ob/Gyn Soc~ety of Bangladesh Thls project 
targets the staff of 64 d~strict hospitals for mentorlng 
by med~cal college obstetr~c faculty (See h~ghhght, 
page 20 ) 

European Un~on (EU) W~th support from the EU, the 
government has in~t~ated the Thana Funct~onal Im- 
provement Pilot Project 

UNFPA MCH and EOC semces are being strength- 
ened through t h ~ s  program 

WHO With support from WHO, the government has 
lnitlated an intensified PHN project and the Maternal 
and Neonatal Health Pilot Project 

USAID Collaboratrve Programs 
USAID IS cooperating with the Government of 
Bangladesh and several local and lnternat~onal NGOs 
and PVOs on the followng lnihatlves 

OMNI Project This m~cronutrient project IS deslgned 
to address malnutrition Issues in the country 

PATH Carr~ed out by the Concerned Women for Fam- 
ily Planning, the project comblnes reproductive health 
informat~on wth parbcipat~on in small credit groups 

PATHFINDER The rural Semce Delivery Partnership 
project delivers an essent~al semces package to rural 
families 

JSI The Urban Family Health Partnersh~p project de- 
hers  an essent~al servlces package to urban famil~es 

Bangladesh Institute of Research for Promot~on of Es- 
sent~al and Reproductive Health Technology The instl- 
tute is conducting a study des~gned to focus on mater- 
nal mortality as part of the Maternal Morb~dlty Network 

Save the Chlldren This comprehensive maternal health 
project IS known as Mothercare 

The Populat~on Councll The council has in~t~ated van- 
ous programs that Include safe motherhood, prevent- 
lng the consequences of unsafe abortion, and new ap- 
proaches to postpartum care 

Other 
Other PVOs/NGOs ~nvolved in maternal health Issues 
include BAVS, Lamb Hospital, Kumudin~ Hosp~tal, 
Grameen Bank Health Project, and the Red Crescent 
Society 

BRAC Thls project supports multrsectoral projects wth 
an emphas~s on women s empowerment 

ICDDR,B Matlab Maternal Health Project Thls project 
deploys nurse m~dwves to the penphery and provldes 
bas~c EOC from a female physlclan at a central cl~nlc 
24 hours a day (See highlight, page 31 ) 

AVSC The Quallty Improvement Partnersbpproje& b,,,~ 

lnvolves upgrading standards and train~ng for mater- 
nal health, espec~ally for antenatal and postnatal care 



Country Profile 
With nearly a billion people, India IS the world s larg- 
est democracy and contains one-sutth of the world s 
population At its current growth rate, lndia s popula- 
tion wll reach 1 6 billion and surpass that of Chlna 
by the middle of the next century lndia has the world s 
greatest concentrahon of poor people, wth a per capita 
income of $340 and more than 400 million people 
llvlng In poverty One-third of its population lacks ad- 
equate food The number of Indians estimated to be 
HIV posltive IS between 3 and 5 m~llion lndia spends 
3 5 percent of its gross domestic product on health 

Forty-one percent of women are in the labor force, 
74 percent of these In agriculture The literacy rate IS 

38 percent for women, 66 percent for men About 38 
percent of girls and 59 percent of boys are enrolled in 
secondary school 

Maternal Health 
lndia represents 16 percent of the world's population 
and contributes 25 percent to 40 percent of global 
maternal deaths There are more than 125,000 ma- 
ternal and 2 7 mlllion infant and child deaths each 
year, wth 4 5 mill~on women suffering from pregnancy- 
related comphca~ons The ratio of severe maternal 
morbidity to mortality in India IS 100 to 1 Slulled 
medlcal professionals attend only 34 percent of births 
Abortion is legal Unsafe abortion is a major contribu- 
tor to maternal mortality It is estimated that 80 per- 
cent of all abortions in lndia are performed by un- 
qualified prowders 

More than 50 percent of all women and 80 percent of 
pregnant women In India are anemic, malung iron 
deficiency anemla (IDA) the most prevalent nutritional 
deficiency IDA has been identified as a major con- 
trlbutor to maternal mortahty, causlng up to 20 per- 
cent of deaths Women who are anemic also suffer 
three to four times the morbidity of nonanemic women 

Protein/calone malnutrition is also common One-thlrd 
of all babies born are low birth weight, reflecting poor 
maternal nutritional status Gender-based dlspari- 
ties In feeding are common Boys are more likely to 
be given fatty foods and dairy products, girls are four 
t~mes  more l~kely to suffer from malnutrition and 40 

times less llkely to be taken to the hospital (UNFPA 
1992) 

Demography 
Female Populat~on (millions) 
Women 15-49 (mlll~ons) 
Urban 
Female Headed Households 
L~fe Expectancy (MIF) 
Annual No of Blrths (m~llions) 
Blrths to Adolescents 
Sex Ratlo (M per 100 F) 
Pennatal Mortal~ty 

Earned Income Share (MIF) 
Per Cap~ta lncome 
Legal Age for Marr~age 
Med~an Age at F~rst Marr~age 

Reproductive Health 
Maternal Mortality 

L~fet~me Rlsk (1 in) 
Contracepbve Prevalence 
Most Common Method 

Unmet Need for Famlly Plannlng 
Total Fertlllty Rate 

Prenatal Care 
Tetanus Toxo~d 
Slulled Attendance at Dellvery 
Anemla in Pregnant Women 
Med~an Age at Flrst Blrth 
HlV Prevalence (Adults) 

471 5 
241 4 
27% 
9% 
59/59 years 
24 4 
7% 
107 
65 deaths per 
1 000 births 
74 3%/25 7% 
$340 
18 
16 1 

570' deaths 
per 100 000 blrths 
37 
41% 
Female 
sterihzation 
18% 
3 2 children 
per woman 
49% 
78% of women 
34% 
80% 
19 4 
0 82% 

Education 
Adult L~teracy (WF) 66%/38% 
Secondary School Enrollment (WF) 59%/38% 

*The h s s ~ o n  reports an MMR per 100,000 of 437 whlch, 
wth a total fertll~ty rate of 3 2, would result In a l~fet~me r~sk of 
mortality of 1 In 72 

44 



USAID Health Strategy 
USAID s health strategy for maternal health seeks to 
do the followng 

Improve the quallty of and access to family plan- 
nlng and reproductive health semces and Informa- 
$on In Uttar Pradesh, Ind~a's most populous state, 
In conjunct~on wth health and nutrition educat~on, 
lmprove MCH by delivering dally food supplements, 
to pregnant and lactating mothers in northern ar- 
eas 

USAlD Maternal Health Focus 
The fiss~on's strateg~c plan has the followng lndica- 
tors related to maternal health blrths attended, iron 
supplementat~on, maternal nutrition, and percent of 
pregnant women receiwng antenatal care semces In 
1996, $2 67 m~llion was spent on maternal health ac- 
bwbes 

Maternal Health Activities 
Government Collabora tlve Programs 
Government of Ind~a (GOI) The Family Welfare 
Programme aims to lmprove maternal health through 
varlous projects such as the Chlld Sumval and Safe 
Motherhood program, schemes to eradicate anemia In 
pregnant women, and train~ng of TBAs 

GOVWorld BankKINICEFISIDA Child Survlval and Safe 
Motherhood In~t~abve (CSSM) 1992-96 program com- 
ponents Included training of TBAs, anemla prophylaxis, 
establishment of subdistrict first-referral un~ts, Increased 
quallty and coverage of antenatal care, emphasis on 
referral mechanisms, promobon of lnstitut~onal dellv- 
ery, and encouragement of birth spacing 

GOI/World BanWEuropean U~IO~/UNICEFIDANIDA/ 
DFIDIUNFPA Reproductive and Chlld Health project 
The project, a follow-on to CSSM, wll Include compo- 
nents on STIs and RTIs The World Bank credit IS the 
largest support undertaken by the Bank or any other 
development agency for follow-up to the ICPD 

World Bank/SIDA/The Population Councll Safe Moth- 
erhood Operabons Research This project aims to In- 
crease knowledge of cost-effective strategies and spe- 
c~fic ~ntervenbons in reduclng maternal morb~dlty and 
mortality 

USAID Collaboratrve Programs 
USAID The OMNI project 1s prowd~ng technical assis- 
tance to Implement susta~nable, community-level 
projects for improwng the nutrltlonal status of target 
populat~ons and to support the (301's mlcronutr~ent 
goals 

CARE Maternal and Child Health Program The Inte- 
grated Nutr~t~on and Health program targets an esb- 
mated 6 6 m~llion women of childbearing age and ch~l- 
dren under 2, espec~ally glrls 

CARE Adolescent Girl's Health project 1s designed to 
address the reproductive health needs of nearly 32,000 
adolescent glrls, both married and unmarried, l~wng in 
the slums of Japalpur Clty In Madhya Pradesh 

CARE Improwng Women's Health in Urban Slums, 
Allahabad (Uttar Pradesh) 

USAIDIJohns Hopluns Unlversrty Population Commu- 
nicat~on Semces project The projects goal 1s to 1m- 
prove reproductive health through susta~nable IEC ac- 
hwbes 

IAEA Collaborat~on to Reduce Iron Defic~ency This 
project focuses on lmprowng knowledge about iron 
b~oavailabll~ty in local meals and foodstuffs Initlatlves 
for Ehminabng Vitamin A Defic~ency This program ad- 
dresses problems of wtamin A nutrition in children and 
pregnant or lactating women wth a special emphasis 
on d~etary improvement 

USAIDIINTRAHIACNM The PRIME project-Ob First 
Ad Th~s  project alms to Improve maternal health by 
tralning famrl~es and TBAs In obstetr~cal first a ~ d  uslng 
a parhcipatory, commun~ty-level, problem-solwng meth- 
odology called the Community Act~on Cycle 

PERFORM A Safe Motherhood Model for Uttar 
Pradesh, PERFORM IS a policy tool deslgned for use 
by those whose work 1s to apporbon the resources avad- 
able for rned~cal care coverage prowded to women dur- 
1ng three states of reproduction antenatal, delivery, 
postpartum 

USAIDIMotherCare PVOH Il project Mothercare 1s pro- 
vldlng NGOs wth state-of-the-art workshops on ma- 
ternal health, conducting qual~tabve research on STIs, 
and funding four NGOs (SWACH, St Johns Med~cal 



College, RUHSA, and Baroda Clt~zen s Counc~l) to ~mple- 
ment anemla control projects 

SWACH Thls maternal health project includes use of 
home-based maternity care records, deployng nurse 
midwves to villages, general practitioner tralning on 
obstetric compl~cat~on management at district hospi- 
tals, strengthening of the mldwves associat~on, and es- 
tabllshing a contlnulng medical education system 

Jawarhalal Inst~tution of Postgraduate Medical Educa- 
tion and Research Thls lnstltution IS performing a popu- 
latlon-based study of maternal morbidity as part of the 
Maternal Morbidity Network 

USAID Nat~onal Family Health Survey 



Nepal 
Country Profile 
Nepal has an est~mated populahon of 22 miLon people 
Seven centuries of authoritanan rule ended In 1990 wth 
the establ~shment of a const~tutlonal monarchy and a 
mult~party system Agriculture is the primary occupa- 
t ~ o n  for 80 percent of the population Women comprlse 
40 percent of the adult labor force, thelr earned lncome 
share 1s about 33 percent Annual per caplta Income 1s 
eshmated to be $200 The adult female l~teracy rate 1s 
only 2 1 percent About 50 percent of glrls and 75 per- 
cent of boys are enrolled In secondary school Nepal 
spends 5 percent of ~ t s  gross domesbc product on health 

Maternal Health 
Nepal has some of the worst maternal health mdlca- 
tors m the world Only 10 percent of all births are at- 
tended by tralned personnel, and 92 percent of blrths 
take place at home At 1,500 per 100,000, Nepal's 
MMR IS one of the hlghest In the world, a woman's hfe- 
tlme r~sk of dyng from pregnancy or ch~ldb~rth 1s 1 In 
10 Stud~es est~mate that 15 to 30 percent of maternal 
mortahty can be attr~buted to the compl~cat~ons of in- 
complete, spontaneous, or unsafe abortion, wth abor- 
bon-related compl~ca~ons the leadlng dlagnosls for hos- 
p~tal admissions Tuberculosis (TB) IS becomlng In- 
creaslngly common, and glrls trafficked to Ind~a for pros- 
tltutlon return suffering from HIV/AIDS and TB The 
average l~fe expectancy for women is only 54 years 

ficronutrlent malnutr~t~on leads to tens of thousands 
of needless d~sabll~ties and deaths each year Vitamln 
A defic~ency results in n~ght  bhndness, whlch affects 
16 to 52 percent of all women dur~ng pregnancy Iron 
defic~ency anemia IS an extremely serlous problem, 
population-based studles In the Tera~ show 86 percent 
of pregnant women to be anemlc, 8 percent severely 
so In addlhon to low consurnpt~on and poor absorp- 
hon of Iron, hookworm lnfestat~on is a llkely contr~butor 
to anemia Iodlne defic~ency affects an estimated 10 
mllllon Nepalese 

The Government of Nepal s (GON's) Nat~onal Safe 
Motherhood Action plan Includes partlc~pation In a Safe 
Motherhood Intersectoral Coordlnatlon Committee, 
strengthening, upgrading, and equlpplng dlstr~ct hos- 
p~tals to funct~on as the first-referral level for obstetr~c 
emergenaes, and tralnlng of physlc~ans, nurses, and 

auxil~ary nurse midwlves National Matern~ty Care 
Guidelines have been developed 

Demography 
Female Populahon (millions) 
Women 15-49 (mdlions) 
Urban 
Female-Headed Households 
Life Expectancy (MIF) 
Annual No of Blrths (milhons) 
Blrths to Adolescents 
Sex Raho (M per 100 F) 
Perinatal Mortality 

Earned Income Share (MIF) 
Per Capita Income 
Legal Age for Marriage 

Median Age at Flrst Marr~age 

Reproductive Health 
Maternal Mortality 

Lifet~me Rlsk (1 in) 
Contracephve Prevalence 
Most Common Method 

Unmet Need for Famlly Plannlng 
Total Ferbhty Rate 

Prenatal Care 
Tetanus Toxo~d 
Slulled Attendance at Delivery 
Anemia In Pregnant Women 
Med~an Age at Flrst Birth 
HN Prevalence (Adults) 

11 4 
5 4 
9% 
12% 
53/54 years 
0 77 
19% 
103 
75 deaths 
per 1,000 births 
67%/33% 
$200 
16 with consent, 
18 without 
16 2 

1,500" deaths 
per 100,000 
births 
10 
29% 
Female 
stenllzahon 
31% 
4 6 children 
per woman 
44% 
1 1 % of women 
10% 
68% 
19 8 
0 24% 

Education 
Adult Literacy (MIF) 56x12 1 % 
Secondary School Enrollment (MIF) 76x15 1 % 

*The fiss~on reports an MMR of 539 per 100,000 wh~ch, 
wth a total fertlllty rate of 4 6, would result In a lifetime r ~ s k  of 
mortality of 1 in 40 



USAlD Health Strategy 
USAID IS the leading donor for family planning pro- 
grams and IS a major contr~butor to selected maternal 
and ch~ld health programs USAlD s strategy provldes 
support to both publ~c and private sectors In the follow- 
Ing key areas 

lncreased use of qual~ty famlly plannlng sennces, 
o Increased use of selected maternal and child health 

sennces, 
lncreased HIVISTI prevention and control practices 
by h~gh-risk behavlor groups In targeted areas, and 
Strengthened capacity and programs to control se- 
lected ~nfect~ous diseases (proposed) 

USAID Maternal Health Focus 
The Nepal f i s s ~ o n  has a strateg~c objective for Re- 
duced fertlllty and Improved maternal and chlld health, 
and women s empowerment, and an indicator for births 
attended USAlD also supports the Safe Motherhood 
Network, TBA tralning, and postabortlon care servlces 
In three hospitals 

Maternal Health Activities 
Gouernmen t Collaboratrve Programs 
UNICEF In additlon to supporting the vltamin A ~ n ~ t ~ a -  
tlve, UNICEF IS worlung on universal salt iodlzat~on 

The World Bank, Nepal Populat~on and Famlly Health 
project Thls project includes construct~on of facil~t~es 
to Increase access to prenatal care and referral to EOC 
sennces 

Family Health International (FHI) assisted the GON 
Famlly Health D~vls~on to develop and dlssemlnate the 
governments Safe Motherhood Pollcy As part of the 
support, FHI provlded resource mater~als on safe moth- 
erhood, developed prototype advocacy materials, 
helped develop a documentary highl~ght~ng some key 
aspects of unsafe motherhood and the role of commu- 
nit~es In making motherhood safer, and asslsted In 
maternal health-related research 

USAID Collaboratrue Programs 
USAIDICEDPA Thls project has ass~sted In organiz- 
Ing the Safe Motherhood Network and serves as the 
network secretariat The network, a coalition of more 
than 60 NGOs, government, and other donors, also 
Includes IEC asslstance from JHUIPCS, has sponsored 
several well-attended safe-motherhood awareness 
events, and promotes key safe motherhood messages 
A recent assessment of lmpact showed that the 
network's messages and related act~vlt~es have resulted 
in greater consensus on the Issues affectrng maternal 
health and famlly at the commun~ty level Thls innova- 
tlve and creatlve program takes place In all 75  distr~cts 
In Nepal (See h~ghllght, page 27 ) 

JHPIEGO Provldes technical ass~stance to the Mater- 
n~ty Hosp~tal, Kathmandu, to strengthen lnfect~on pre- 
vention procedures and establ~sh a model outpatlent 
c l ~ n ~ c  Postabort~on care units have also been estab- 
lished In two other hosp~tals (one In Kathmandu, one In 
Pokhara), and further expanslon is be~ng  planned 
JHPIEGO IS worlang wth DFID to ~mprove tralning In 
crit~cal aspects of emergency obstetr~c care for ~ t s  Safer 
Motherhood project (See h~ghhght, page 30 ) 

Johns Hophns School of Publlc Health The Nepal 
Nutrlt~on lnterventlon Project (NNIPS-2) The project's 
research on the Impact of low-dose vltamln A admin~s- 
trat~on dur~ng pregnancy on maternal sumval and b~rth 
outcomes shows an apparent slgnlficant lmpact on 
maternal mortahty, which wll be validated through other 
country studies (such as  Bangladesh) (See highhght, 
page 24 ) 

World Educat~on, Health Educat~on Adult L~teracy 
(HEAL) Project Slnce 1995, approximately 12,000 
women have successfully completed 3-month l~teracy 
classes that ut~lize health messages, including safe 
blrthlng practices 

DFID, Nepal Safe Motherhood Project This project 
focuses on upgrading d~s t r~c t  hosp~tals, tralnlng key 
hosp~tal staff, and mobll~zlng commun~t~es around Safe 
Motherhood issues in 7 of 10 designated Safe Mother- 
hood distr~cts 



Country Profile 
Palustan has a populatlon of more than 132 million 
people and a populatlon growth rate of 2 2 percent 
Half of the labor force works In agnculture There is 
extensive use of chlld labor Women comprlse 24 per- 
cent of the adult labor force The literacy rate for women 
IS 24 percent, 50 percent for men About 21 percent of 
glrls and 38 percent of boys attend secondary school 

Maternal Health 
Palustan has an average blrth rate of 5 4 chlldren per 
woman, wth only 19 percent of births attended by medl- 
cal professionals Thlrty thousand woman a year die 
in pregnancy About 89 percent of dellver~es take place 
at home, the vast major~ty attended by TBAs It is estl- 
mated that on average, every vlllage has three prachc- 
ing TBAs Slnce 1981,50,000 TBAs have been tralned 
by the provincial governments 

Only 1 In 20 women wth complicahons reaches an 
EOC facil~ty Contribuhng factors Include long distances 
to a limited number of faclhtles, the lack of an effectlve 
referral system, and the low status of women wthln the 
famlly andor community In rural Punjab, 66 percent 
of women require the permission of a male fam~ly mem- 
ber to go to a health center 

Pregnant women consume less than 70 percent of the 
recommended dally allowance of calories, and an estl- 
mated 34 percent of pregnant or lactahng women are 
malnour~shed, 6 7 percent severely so Poor maternal 
nutrit~on results In more than 25 percent of all bab~es 
belng born wth low birth we~ght 

Abortlon IS permitted to preserve a womans physical 
or mental health or In cases of rape Incest, or fetal 
abnormal~ty 

Demography 
Female Populabon (mkons) 
Women 15-49 (millions) 
Urban 
Female-Headed Households 
hfe Expectancy (MF) 
Annual No of B~rths (millions) 
B~rths to Adolescents 
Sex Rabo (M per 100 F) 

71 5 
33 9 
35% 
7% 
61/61 years 
5 2 
7% 
107 

Pennatal Mortal~ty 70 deaths 
per 1,000 b~rths 

Earned Income Share (MIF) 79%/2 1 % 
Per Capita Income $460 
Legal Age for Marr~age 16 
Med~an Age at F~rst Marr~age Not ava~lable 

Reproductive Health 
Maternal Mortality 

bfet~me R~sk (1 In) 
Contracepbve Prevalence 
Most Common Method 

Unmet Need for Family Plann~ng 
Total Ferhlity Rate 

Prenatal Care 
Tetanus Toxo~d 
Slalled Attendance at Dellvery 
Anemia In Pregnant Women 
Med~an Age at F~rst B~rth 
HN Prevalence (Adults) 

340 deaths 
per 100,000 
b~rths 
38 
12% 
Female 
ster~llzahon 
Not ava~lable 
5 4 chldren 
per woman 
27% 
54% of women 
19% 
45% 
Not available 
0 09% 

Education 
Adult Lteracy (MIF) 50%/24% 
Secondary School Enrollment (MF) 38%/2 1 % 

USAID Health Strategy 
There is no USAID f i s s~on  In Palastan, but a l~m~ted 
number of achvlhes are currently ongoing as part of 
regional init~at~ves 

Maternal Health Activities 
Government Collaboratrve Programs 
The Government of Palustan has set the followmg ma- 
ternal health goals decrease the MMR to 150 In 100,000, 
increase the life expectancy of women to 63 years, and 
increase the number of tralned personnel attending 
childbirth to 90 percent 



Palustan's First Natronal Forum on Women s Health met 
rn December 1997 to draft a proposal for concrete ac- 
tions to address the natlon's hlgh MMR Recommenda- 
tions included provlsron of EOC, convergence of health 
and population semces, and addressing social and 
cultural constraints to improving women s health 

The World Bank sponsors famrly health projects cover- 
ing the Northwest Frontier, S ~ n d h ,  Punjab, and 
Baluchrstan, a populatron welfare program, and sup- 
port to Palustan's Social Actron Program 

Family Care lnternatronal IS assisting the National Com- 
mittee on Maternal Health wth adaptmg documents that 
were originally developed to strengthen reproduct~ve 
health educatron and communrcatron rn Anglophone 
Afrrca 

USAlD Collaborative Programs 
USAIDDhe Asia Foundat~onIAga Khan Foundatron 
The Palustani NGO Thrs project strengthens the ca- 
pacrty of Pahstani NGOs to mob~lrze community re- 
sources to galn access to and deliver soclal and health 
services, includrng maternal health semces, and en- 
courages women s involvement In decision-mahng pro- 
cesses 



Southeast Asia 
Cambodia Indonesia 
Philippines Vietnam 

There is wde variance In 
the status of women's 
health among the South- 
east Asla focus coun- 
tr~es MMRs (based on 
1990 estimates) range 
from 160 m Vietnam to 
900 in Cambodia What 
is perhaps most interest- 
ing and mstrucbve is that 
Vietnam achieved this 
MMR wth one of the low- 
est per capita Incomes 
w t h ~ n  the ANE reglon, 
through political w11 to 
prevent maternal deaths, an educated/literate female 
population, and a TFR of 3 1 A similar pattern is 
seen In China with a per capita Income of $620 and 
an MMR of 115 Both countries have achieved a 
greater than 80 percent sMled attendance rate 

Other countr~es in this subreg~on that have made 
s~gn~ficant strides toward presemng maternal health 
are Malaysia and Myanmar Both countr~es have 
been successful In phasing out TBAs In favor of aux- 
iliary midwves and in establ~shing maternal mortal- 
ity revlew mechanisms to monitor qual~ty of semces 

Indonesia s Mother-Fr~endly Movement has resulted 
in the tra~ning and deployment of 54,000 commu- 
nity mdwves Some ascribe Indonesia s persistently 
h ~ g h  MMR to women s overwhelming preference for 
staylng at home durlng childb~rth even d life threat- 
erwg comphcabons develop Even In countnes where 
maternal health has Improved, sigmficant urbadru- 
ral d~fferences remaln 

WHO e s t ~ m a t e s  
that Southeast 
Asla contr~butes 
3 7  percent of 
worldwde neona- 
tal tetanus deaths, 
~ n d ~ c a t ~ n g  that 
women are not re- 
cemng tetanus tox- 
old vacc~nat~ons  
dur~ng pregnancy 

Vaccination rates In the focus countries vary from 82 
percent to 36 percent HN infection is also of major 
concern for t h ~ s  subregion Incidence rates are rapidly 
Increasing in several of the focus countr~es and pol~c~es 
are lagg~ng behind 

Approximately 4 2 million abortions occur each year in 
Southeast Asla, many of them unsafe There IS a grow- 
ing problem of adolescent prostitut~on, part~cularly In 
Cambodla, the Ph~lippmes, and Tha~land W~th the eco- 
nomic deteriorabon of the subreg~on, thls trend may 
accelerate and encompass many other countries 
Smohng and alcohol abuse among women is also a 
growng concern In the subreg~on 



Country Profile 
Cambodla s economy and new democratic government 
are fragile The CambodIan people remaln among the 
poorest In the world, wth a per cap~ta income of less 
than $300 The population 1s approximately 11 m~llion 
people Cambodia s ~nfrastructure was devastated in 
the past 25 years by the V~etnam War, the harsh rule of 
the Khmer Rouge, and the Vietnamese occupat~on An 
estimated 10 milllon landm~nes contlnue to clalm as 
many a s  300 vict~ms per month and impede 
Cambodla's potenbal for food security by lirn~tlng agri- 
cultural product~on 

E~ghty-three percent of women are In the labor force, 
78 percent of these are In agr~culture L~teracy rates 
are 53 percent for women and 80 percent for men About 
7 percent of the gross domest~c product IS spent on 
health Less than 50 percent of Cambodians have ac- 
cess to any health care 

Maternal Health 
The maternal health s~tuatlon 1s grim The MMR 1s 900 
A womans l~fetlme risk of dyng from pregnancy or 
ch~ldb~rth 1s 1 in 17, even though slulled med~cal profes- 
slonals attend 47 percent of births HNIAIDS IS spread- 
lng rapidly, and Cambodia has the potential to become 
the most severely affected country In Southeast Asia 
Prote~n-calor~e undernutr~t~on is a problem for many 
pregnant and lactating women due to trad~t~onal feed- 
lng patterns and taboos L~fe expectancy for women IS 

only 51 years, the lowest of all ANE focus countries 
Abort~on 1s legal to save a woman s l~fe 

Demography 
Female Populahon (millions) 
Women 1 5 4 9  (mlll~ons) 
Urban 
Female-Headed Households 
Life Expectancy (WF) 
Annual No of B~rths (millions) 
Blrths to Adolescents 
Sex Ratlo (M per 100 F) 
Perlnatal Mortahty 

Earned Income Share (WF) 
Per Caplta Income 
Legal Age for Marr~age 
Med~an Age at Flrst Marr~age 

5 5 
2 7 
21% 
Not avallable 
4815 1 years 
0 36 
6% 
94 
65 deaths per 
1,000 births 
Not available 
$270 
Not available 
Not available 

Reproductive Health 
Maternal Mortality 

Lifebme Rlsk (1 in) 
Contracephve Prevalence 
Most Common Method 
Unmet Need for Famlly Plannlng 
Total Fertility Rate 

Prenatal Care 
Tetanus Toxoid 
Slulled Attendance at Dellvery 
Anemla in Pregnant Women 
Median Age at F~rst Birth 
HN Prevalence (Adults) 

900 deaths per 
100,000 
blN7S 
17 
7% 
Not ava~lable 
Not avallable 
5 8 chlldren per 
woman 
Not available 
36% of women 
47% 
Not ava~lable 
Not avallable 
3 2% 

Education 
Adult L~teracy (WF) 80%153% 
Secondary School Enrollment (WF) 32%/19% 

USAID Health Strategy 
S~nce 1995, USAID s strategy has been to improve re- 
productive health and ch~ld survlval USAID IS a leader 
In the maternal health sector, and works wth the MOH, 
local NGOs, and the pr~vate sector to improve and 
strengthen health care service dellvery The Nss~on has 
contributed to the development and lmplementat~on of 
pol~cies for reproductive health, ~ncludlng b~rth spaclng 
and HIVIAIDS testlng and prevention (Each year, 10 5 
mill~on condoms are sold through the USAID-supported 
soc~al marketing program to combat HIVIAIDS USAID 
Implements ~ t s  MCH activlt~es through Amencan, Inter- 
nat~onal, and local NGOs Grantees Include CARE, 
Helen Keller Internatlonal, Med~c~ns sans Front~eres, 
Partners for Development, Reproduct~ve Health Asso- 
ciat~on of Cambodla, Populabon Services Internat~onal, 
and World Vls~on 



Cambodia 
USAlD Maternal HeaIth Focus and tetanus toxoid injections, referral for delivery, and 
The USAlD fission strategic plan includes a strategic postnatal care and small-group education or indiwdual 
object~ve-lmproved maternal and ch~ld health-and counsel~ng on an array of health toplcs 
Immediate results for blrths attended by tralned health 
personnel, and Improved maternal health policies The 
fission has formed a maternal and child health strate- 
g ~ c  objective team composed of all ~mplement~ng part- 
ners-PVOs, cooperating agencies, donors, and the 
finlstry of Health, whlch meets monthly USAlD helped 
launch the first pr~vate-sector reproductive health cen- 
ter m Camboda In collaborahon wth the MOH, USAID 
helped develop a nahonal safe-motherhood policy and 
strategy, whlch 1s now be~ng implemented USAID has 
also encouraged the Integration of utamln A actlwties 
Into the national health system 

Maternal Health Activities 
Government Collaboratrve Programs 
The World Bank's Dlsease Control and Health project 
IS targehng the control of preventable dlseases and im- 
proving delivery of baslc health semces by rehabilltat- 
Ing the health system Infrastructure 

UNFPA supports a nahonal-level reproductwe health and 
birth-spac~ng project In collaboration wth the MOH, as 
well as continuing analyses of the recently collected na- 
honal census data 

USAID Collaboratzve Program 
JSIISEATS The Cambodia Maternal and Chlld Health 
program 

USAID/WHO/UNFPA/JICA The Natlonal Safe Moth- 
erhood Situation Analysls 

CARWEuropean UnlonKlNFPA The Adolescent Re- 
productive Health project alms to improve reproductive 
health conditions on a sustainable basis among work- 
mg slngle adolescents and young adults In Phnom Penh 
and Battambang 

CARE The Jiut Thmey Mother Ch~ld Health project alms 
to establish a government-supported, communlty-man- 
aged health care system to meet baslc needs, lnclud- 
ing postnatal care In Pursat, Banteay Meanchey, and 
Kampong Chnang Prounces 

Reproductive Health Association of Cambodia Safe 
motherhood interventions Include identification and 
treatment of STIs, prenatal care, lncludlng counsel~ng 



Country Profile 
lndones~a has more than 200 m~ll~on people, mahng ~t 
the fourth most populous country In the world Over 
the past 25 years, lndones~a s economlc progress has 
been accompanied by ~mprovements In qual~ty of l~fe 
for many segments of the population However, cur- 
rent pol~t~cal and soc~al unrest, and deter~orat~ng eco- 
nomlc condit~ons may impede further progress on im- 
proving the health status Indones~a spends 7 percent 
of its gross domest~c product on health 

F~fty-three percent of women are In the labor force, 67 
percent are in agr~culture hteracy rates are h~gh, 78 
percent for women and 90 percent for men About 53 
percent of girls and 65 percent of boys are enrolled in 
secondary school 

Maternal Health 
Although lndones~a has made great strides In reduc~ng 
~ t s  total fert~lity rate to 2 8 by increasing the modern- 
method contracept~ve prevalence rate to 55 percent, 
maternal mortal~ty IS st111 among the h~ghest In the sub- 
region Slulled m~dwves or other med~cal professionals 
attend fewer than half of b~rths, most of wh~ch take place 
In the womans home Approximately 70 percent of 
women experience some pregnancy-related complica- 
t ~ o n  dur~ng the~r lifetime, wth an est~mated ratlo of 
morbid~ty to mortal~ty of 59 1 to 1 (Family Health Inter- 
nat~onal, 1994) In a Maternal Morb~dity Network study, 
Indonesian women were much less l~kely to recognize 
complications than were women from Egypt, 
Bangladesh, or Ind~a Abortion IS prohibited by law 

Demography 
Female Populat~on (mlll~ons) 
Women 15-49 (millions) 
Urban 
Female-Headed Households 
L~fe Expectancy (MIF) 
Annual No of Blrths (miions) 
Sex Ratio (M per 100 F) 
Blrths to Adolescents 
Perinatal Mortal~ty 

Earned Income Share (MIF) 
Per Capita Income 
Legal Age for Marr~age 
Medlan Age at First Marrlage 

103 4 
50 
37% 
13% 
62/66 years 
4 7 
100 
6% 
45 deaths per 
1,000 births 
67 1x032 9% 
$1,080 
16 (female) 
18 1 

Reproductive Health 
Maternal Mortality 

L~fetlme Rlsk (1 in) 
Contraceptve Prevalence 
Most Common Method 

Unmet Need for Family Plannlng 
Total Fertility Rate 

Prenatal Care 
Tetanus Toxoid 
Slcllled Attendance at Dellvery 
Anemla In Pregnant Women 
Med~an Age at First Birth 
HN Prevalence (Adult) 

650" deaths 
per 100 000 
births 
4 1 
55% 
Oral 
contraceptves 
11% 
2 8 children per 
woman 
78% 
49% of women 
43% 
51% 
20 3 
0 05% 

Education 
Adult Literacy (MIF) 90%/78% 
Secondary School Enrollment (MIF) 65%/53% 

*The hssion reports an MMR of 390 per 100 000 whlch, 
mth a total fertility rate of 2 8 would result in a l~fet~me risk of 
mortality of 1 In 92 

USAID Health Strategy 
In fiscal year 1998, in response to the problems brought 
about by the AsIan financ~al crisis, USAID developed a 
5-year PHN strategy to address the immediate health 
Issues and their threat to the health system At the 
same time, the new strategy aims to bu~ld the founda- 
tions for a longer-term susta~nable program Its objec- 
tive IS to protect the health status of the most vulnerable 
women and ch~ldren, by ensurlng that households have 
access to essent~al primary health care semces 



The three key lntermed~ate results the strategy alms to 
achieve are 

Establ~sh effective crisls mon~torlng and dlseasel 
nutritional surveillance to enable the GO1 and donor 
partners to efficiently allocate program resources, 
Essential health serwces preserved, and 
Appropnate health semces prowded to famil~es un- 
der financial stress 

USAID Maternal Health Focus 
An Important element of USAID's current strategy 1s a 
cluster of maternal health interventions, includlng safe 
delivery, lmprowng the slulls of wllage m~dwves, prowd- 
lng prenatal and postnatal care, and strengthening na- 
honal maternal and child health pollcies 

The USAID f i s s ~ o n  strateg~c plan Includes these ma- 
ternal health lnd~cators b~rths attended, nutrihonl~ron 
supplementat~on, and referrals for obstetric comphca- 
t~ons 

Although the new strategy emphas~zes MCH and nutn- 
tion programs, attention to family planning and repro- 
duct~ve health w11 be malntalned In close collaboration 
wth the GO1 and other donors The contraceptive 
prevalence rate is expected to rlse from ~ t s  1998 level of 
55 percent to 60 percent by 2001 

Maternal Health Activities 
Government Collaboratzve Programs 
The GOI, wth ~ts "Mother Fnendly Movement," has taken 
on the challenge of reducing maternal mortality as  a 
pnorlty, cross-sectoral effort One GO1 objective 1s to 
ensure that every community has access to a wllage- 
based midwfe Thls has enta~led the tralnlng of more 
than 54,000 m~dwves and thelr deployment to rural 
areas The GO1 seeks to reduce the MMR to 225 per 
100,000 by the year 2000 

GO1 Varlous micronutrient interventions are belng 
made, includlng high-dose vltamln A, Iron, and iodlne 
supplementahon, food fortlficabon, food d~vers~ficatron, 
and nutrition educat~on 

GOVWorld Bank/UNICEF and other agencies Tram- 
ing program for 5,000 wllage midwves D~strict hospl- 
tals are also being strengthened wth the equipment, 
supplies, and drugs that wll enable them to offer com- 
prehensive emergency obstetric care 

USAID Collaboratzve Programs 
USAID Expans~on of Prlvate Sector Serwce Dellvery 
USAID has prowded extensive tralnlng for private m~d-  
wves and supported loans to start or expand the~r prac- 
Uces 

USAID Health Sector Financing USAID IS worlung 
wth the finlstry of Health to develop a pr~vate, man- 
aged-care scheme as a model for expansion nation- 
wde Regulations to govern managed care nat~onwde 
are also berng lnst~tuted 

USAIDIMotherCare Project This is a comprehensive 
maternal health demonstrat~on project In South 
Kal~mantan that Includes m~dwfe tralnlng, prenatal care 
wth Iron folate distribution, improvement of records 
and reg~stnes, maternal/perinatal death aud~ts, super- 
vlsory checkl~sts, ST1 d~agnosls and treatment, IEC, pro- 
fessional capac~ty building, and research on the effects 
of wtamin A on maternal and neonatal blrth outcome 
and health 

Family Care International/Yayasan Kusuma Buana, a 
local NGO These organ~zahons produced a pract~cal, 
low-cost health education resource, based on Healthy 
Women, Healthy Mothers, that can be wdely distrib- 
uted to rural health and community field workers 

JHPIEGOINational Fam~ly Planning Coord~natlng 
Board (BKKBN)lfinlstry of Health (Depkes)/lndone- 
sia Society of Obstetncians and Gynecologists Na- 
t~onal Clin~cal Tralnlng Network This 1s an effort to co- 
ord~nate and consol~date all tralning achvlties wthln the 
clin~cal training network 

PATHIOMNI Pro]ect/Helen Keller lnternatlonal This 
project IS undertalung four Interrelated actiwt~es to 1m- 
prove the general and reproductive health of women 
through improved micronutrlent status (vltamln A, ane- 
mla, adolescent nutrltlon, and mlcronutrlent status) 

JHPIEGO/INTRAH/PRIME These groups are perform- 
lng actiwtles to Improve the qual~ty of essent~al mater- 
nal and pennatal health care for mldwves and of re- 
productive health training for wllage-based m~dwves 

PATHIBHWVC Healthy Start for Chlld Sumval Thls 
project includes prenatal and postpartum care compo- 
nents 



In addlt~on, there are a number of ongoing actlwtles in 
conjunction wlth Macro (DHSIMeasure), the Pollcy 
project, other HIVIAIDS projects, and other maternal 
health actlwtles that are being carrled out along wth 
child survival projects 

Programs Sponsored by Other Donors 
World Bank/CIDA/The Population Council Safe Moth- 
erhood Operat~ons Research These groups are con- 
ducting research on lntegratlng RTVSTI semces Into 
famlly plannlng cllnlcs, monitoring quality of care, and 
advocating Integrated servlces 

The Padladjaran Univers~ty School of Medlclne is con- 
ducting a populat~on-based study of maternal morbid- 
ity as part of the Maternal Morbidity Network 

The Assoc~at~on for Voluntary Surgical Contracept~on 
is pdot-testlng a comprehensive, quality-improvement 
system for famlly planning services at the subdlstr~ct 
health center level 

The East-West Center IS prowding technical assistance 
to the BKKBN for a study of young adult reproduct~ve 
welfare 



Philippines 
Country Profile 
The Ph~lipp~nes has a populat~on of about 76 mill~on 
people The Phil~ppine economy has been affected by 
spillover effects of the Asian financial crisis that began 
in mid-1997, and which has led to a drop in gross na- 
tional product and employment figures Thus, the cri- 
sls has the potential to s~gnificantly Increase poverty 
levels Followng an economic downturn in the 1980s, 
the economy untll recently was growng at a rate of 
almost 7 percent per annum About 2 percent of the 
gross domestlc product is spent on health annually 

Women comprlse 31 percent of the adult labor force 
hteracy rates are very high 94 percent for women and 
95 percent for men About 65 percent of girls attend 
secondary school 

Maternal Health 
A woman's lifetime rlsk of dy~ng from pregnancy or 
childbirth 1s 1 In 75, wth an MMR of 280 In 100,000 
Although the vast majority of women have access to 
prenatal care, only half of dellvenes are attended by 
shlled med~cal profess~onals Aborbon IS permitted only 
to save a woman's life 

Demography 
Female Populabon (m~ll~ons) 
Women 15-49 (mllhons) 
Urban 
Female-Headed Households 
L~fe Expectancy (W) 
Annual No of Births (m~ll~ons) 
Births to Adolescents 
Sex Rabo (M per 100 F) 
Perlnatal Mortality 

Earned Income Share (M/F) 
Per Capita Income 
Legal Age for Marriage 
Median Age at First Marrlage 

35 8 
18 3 
52% 
11% 
65/68 years 
2 03 
5% 
101 
25 deaths 
per 1,000 blrths 
69 3%/30 7% 
$1 050 
18 
22 

Reproductive Health 
Maternal Mortality 280" deaths per 

100,000 live 
b~rths 

Lfehme Rlsk (1 ~n)  75 
Contracepbve Prevalence 30% 
Most Common Method Intrautenne 

devlce 

Unmet Need for Family Plann~ng 
Total Ferhlity Rate 

Prenatal Care 
Tetanus Toxoid 
Shlled Attendance at Dellvery 
Anemla m Pregnant Women 
Median Age at Flrst B~rth 
HN Prevalence (Adults) 

26% 
4 1 chlldren per 
woman 
83% 
47% of women 
53% 
43% 
23 
0 06% 

Education 
Adult L~teracy (WF) 95%/94% 
Secondary School Enrollment (MIF) 64%/65% 

*The fiss~on reports an MMR of 209 per 100,000 whlch, 
wth a total fert~l~ty rate of 4 1 would result In a lifetlme rlsk of 
mortal~ty of 1 In 1 17 

USAlD Health Strategy 
The objectwe of USAID's strategy IS to Improve the health 
of women and chlldren by expanding access to quallty 
family planning and other reproductive health semces 
In the publlc and pr~vate sectors, and to foster the con- 
tinued chlld survlval interventions at the local govern- 
ment level USAID has played a key role In decentraliz- 
lng health servlces In 66 local government unlts and In 
expanding Integrated dellvery of family and MCH ser- 
vices The HN seroprevalence of those at greatest risk 
of being infected wth AIDS remalns below 1 percent, in 
part because of USAID's surveillance and educational 
programs to reduce h~gh-r~sk behaviors USAID works 
wth NGOs and the commercial sector to reach those 
who can afford to pay for contracept~ves and quality 
MCH serwces at partla1 or full cost 

USAlD Maternal Health Focus 
The USAID msslon strategic plan Includes these ma- 
ternal health ~ndicators percent of blrths In high-nsk 
groups and percent of pregnant women ~mmun~zed 
against tetanus (TT2) 



Maternal Health Activities 
Government Collaboratzve Programs JHPIEGOIDepartment of Health Trarning for organl- 
Government of the Philippines (GOP) Fertlllty Reduc- zatrons that provlde adolescent reproductive health ser- 
tron and Improved Maternal and Child Health This IS vices 

an rntegrated family plann~ng/maternal and chlld health 
program designed to Increase the publlc and private East-West Center Conducted and produced the 1994 
sectors' provlsion of servlces at the local government Young Adult Fertilrty and Sexuality Survey 
level and strengthen the Department of Health's na- 
tional programs 

GOP Acceptance of the ICPD s Programme of Actron 
by positioning women s health and safe motherhood 
as one of SIX priority health Issues The reorgan~zation 
of the Department of Health placed famlly planning, 
maternal and chrld health, and nutrition programs un- 
der one office and llnked that office wth hospital ad- 
minrstratron, whlch IS essentral for ensuring care for ob- 
stetrlc emergencies 

GOP The Phrl~pprnes Plan of Actron for Nutrition, co- 
ordlnated by the National Nutr~tron Councll, calls for 
regular iron supplementatron, fortification of staples 
such as rlce and wheat, condiments such as salt, and 
possibly sugar, and a communrty-based nutrrtron pro- 
gram for improving dietary diversrty and micronutrrent 
intakes Vltamln A, iodrzed 011, and vegetable seed pack- 
ets are drstrlbuted durrng the annual ficronutrrent Day 

World Bank The Womens Health and Safe Mother- 
hood Project IS implementing a comprehensive, natlon- 
wde reproductive health program, wth specla1 empha- 
sis In 41 provrnces 

AsIan Development Bank Provldes a package of ser- 
vices to women, includrng iron supplements 

USAID Collaboratzve Programs 
OMNI project OMNI is worhng wth the National f i -  
cronutrient Actron Team, along wth Helen Keller Inter- 
national and PAMM on fortrficatlon, behavlor change, 
and advocacy 

USAIDIHelen Keller lnternatronal The VlTEX project IS 

working wth the nutrrtron semce of the Department of 
Health in three provrnces to tram health workers rn mr- 
cronutrrent deficrency prevention Project MATA prowdes 
NGOs wth nutrltlon education mater~als and Informa- 
tion Helen Keller International is also developrng and 
testlng a low-cost provlncral mlcronutrient surverllance 
system 



Country Profile 
Vietnam is a poor, densely populated country of 75 mil- 
lion people It is sbll recovering from the ravages of 

P~J - +  r-v 
war, but substantlal progress has been achleved over 

I A dJ;!4)R J r  
the past 10 years, economically and soclally Women 

% ... + 
make up half the adult labor force, wth an earned ~ n -  % ?--u f f - : ~  t, 

- 5  L] 
come share of about 36 percent hteracy rates are 
hlgh 91 percent for women and 96 percent for men Anemia In Pregnant Women Not ava~lable 
V~etnam spends approximately 5 2 percent of ~ t s  gross Med~an Age at Flrst Birth Not ava~lable 
domest~c product on health HN Prevalence (Adults) 0 22% 

Maternal Health Education 
Although ~t is a resource-poor country wth a per caplta Adult Literacy (MF) 96%/91% 

Income of only $240, Vletnam has made improwng and Secondary School Enrollment (M/F) 44%/4 1 % 

protecbng maternal health a top pnonty Currently, more 
than 90 percent of births are attended by slulled medl- USAlD Health Strategy 

cal profess~onals, and the MMR is one of the lowest In There is no USAlD fission In Vietnam, but act~vltles 

the reglon, at 160 per 100,000 The total fert~hty rate IS are currently tahng place as part of reg~onal lnltlatlves 

3 1 chlldren per woman Abortlon 1s legal (prlmarlly HN/AIDS) 

Demography 
Female Populahon (mill~ons) 
Women 15-49 (mdl~ons) 
Urban 
Female-Headed Households 
hfe Expectancy (W) 
Annual No of Blrths (m~llions) 
Births to Adolescents 
Sex Rabo (M per 100 F) 
Perinatal Mortal~ty 

Earned Income Share (M/F) 
Per Capita Income 
Legal Age for Marriage 
Median Age at First Marriage 

Reproductive Health 
Maternal Mortality 

hfet~me Rlsk (1 In) 
Contracephve Prevalence 
Most Common Method 

39 4 
20 6 
20% 
32% 
65/69 years 
1 98 
3% 
97 
25 deaths 
per 100,000 
births 
57 7%/35 7% 
$240 
18 
Not available 

160 deaths per 
100 000 births 
130 
65% 
Intrautenne 

Maternal Health Activities 
Government Collaborahve Programs 
Government of V~etnam (GOV)/JICA Reproductive 
Health Project T h ~ s  project alms to Improve access to 
safe dellvery care and family plannlng 

The Population Councll/World BanWCIDA Safe Moth- 
erhood Demonstration Project (See highlight, page 
17 

World Bank Populatron and Family Health Project This 
IS a mult~faceted program to prowde h~gh-qual~ty, reli- 
able primary health care In 15 provinces and enhance 
the management, plannlng, and pollcy formulation ca- 
pacity of the Nat~onal Committee for Populatlon and 
Famlly Plannlng 

UNDP/WHO/UNICEF/UNFPA S p e c ~ a l  Program for 
Safe Motherhood Thls program IS designed to reduce 
the h~gh  levels of maternal deaths and d~sab~lities In 15 
countnes, lncludlng V~etnam 

dewce 
Unmet Need for Famlly Plannlng Not ava~lable 

UNICEF Has a project to asslst communities to form 

Total Fertility Rate 3 1 children per networks so that women wth obstetric compl~cations 

woman can quickly reach med~cal servlces 
Prenatal Care Not ava~lable 
Tetanus Toxold 82% of women 
Slalled Attendance at Delivery 95% 



lnternatlonal Projects Assistance Semces Postabortlon 
Care Project 

USND Collaboratrve Programs 
CARE The Ha Bac MaternaKhdd Health Project and 
the Cam Son Lake ANR Project address the maternal/ 
chlld health lssues of nutntlon, reproductive health, and 
access to community health cllnlcs 



Near East 
Egypt Jordan Morocco Yemen 

West Bank and Gaza 

As ~n the Southeast Asla Abort~on laws are 
subregion, there are signlfi- qute restrime, m- 
cant d~fferences m maternal plylng that post- 
health parameters among abortion care pro- 
the Near East focus coun- grams using 
tr~es-Egypt, Jordan, Mo- manual vacuum 
rocco, Yemen, and the West a s p ~ r a t ~ o n  would 
Bank and Gaza Thls is not l~kely benefit many 
surpnslng given their vaned women who seek 
levels of development and unsafe abort~ons 
the sevenfold d~fference in and suffer compll- 
per cap~ta lncome between cat~ons A survey 
these countries MMRs of several publlc hospitals in Egypt confirms that large 
(1 990 esbmates) vary more numbers of women are seen for treatment of aborhon 
w~dely In thls subreg~on comphcabons 
than ln South or Southeast world Bank photo by Curt Ciunernork 

Asla, ranglng from 150 to 1,400 CPRs are s~mllarly Further stud~es from Egypt have exposed high levels of 
d~verse, from more than 50 percent in Egypt to 10 per- maternal and reproduct~ve morbidity Researchers con- 
cent In Yemen, TFRs range from 6 7 to 3 1 clude that there IS a ' culture of endurance" shared by 

women In thls subregion, endurance of gen~tal prolapse, 
Maternal health conditions vary so  wdely that plannlng vaginal dscharge, and the fat~gue of severe anemia 
and ~mplemenbng through a subreg~onal approach may Anemla cont~nues to be a major health concern ~n this 
be problemahc, though such a strategy 1s lncreaslngly subregion as in the others, on average, more than 50 
attracbve given USAID's decllnlng country-level pres- percent of pregnant women are anemlc 
ence Where country-level programs remain, ap- 
proaches that incorporate distinct urban/rural strate- Egypt, Jordan, and Morocco are carrylng out strate- 
gles would be more productive given that even coun- gies that lncreaslngly focus on maternal mortality is- 
tnes wth more favorable overall maternal health indl- sues Egypt and Jordan wth their maternal mortal~ty 
cators often demonstrate significant d~fferences within audlts and emphasis on postpartum services, and Mo- 
country, based on locale Lmlted access to hfe-savlng rocco with I ~ S  exemplary emphasis on EOC semces 
care a s t s  throughout rural areas In the subreg~on 

The ANE reglon s maternal health strategy for t h s  sub- 
In general, women In the subregion share low status reglon must recognize its slgnlficant dlverslty and tailor 
and can exercise l~ttle self-determinabon, particularly programs to fit each focus countrys needs and re- 
~n rural areas This lack of power has been re~nforced sources, paying parhcular attention to the needs of ru- 
durlng a recent wave of conservat~sm Female genital ral women 
mutdabon continues In Yemen and Egypt and, wth the 
exception of Jordan, s~gn~ficantly less than half the fe- 
male populabon is literate The majority of worhng 
women are employed In the Informal sector and have 
Irregular, ~f as tent ,  access to cash lncome 



Country Profile 
Egypt has a population of nearly 65 mllllon Although 
the Egypt~an economy IS expanding, rap~d populat~on 
growth wll place ~ncreaslng demands on l~mlted ser- 
vices Women s earned lncome share IS about 25 per- 
cent Llteracy rates are 39 percent for women, 64 per- 
cent for men Almost 70 percent of glrls and 80 percent 
of boys are enrolled In secondary school Egypt spends 
4 9 percent of its gross domest~c product on health 

Maternal Health 
Womens overall use of health care servlces In Egypt 
has expanded, part~ally because there are more female 
phys~cians provld~ng prlmary health care Maternal mor- 
tal@ remalns hlgh In Upper Egypt A woman s l~fetlme 
risk of dyng from pregnancy or childbirth IS 1 In 120 
Home blrths are still favored wth dyas In attendance, 
slulled profess~onals attend less than half (46 percent) 
of all blrths 

Abort~on IS Illegal A recent survey found that 28,000 
women go to public-sector hosp~tals monthly for 
postabortlon treatment (Egyptran Fertrllty Care Socr- 
ety Postabortron Caseload Study, Cairo, EFCS, 1997) 
Female genltal mutllatlon IS wdely practiced, wth the 
1995 Demographic Health Survey showng 97 percent 
prevalence More than 75 percent of pregnant women 
are anemic Sch~stosomiasls 1s believed to be a major 
contrlbutlng factor to anemla 

Demography 
Female Populat~on (mllhons) 
Women 15-49 (mdhons) 
Urban 
Female Headed Households 
L~fe Expectancy (WF) 
Annual No of B~rths (mllllons) 
Sex Ratlo (M per 100 F) 
B~rths to Adolescents 
Pennatal Mortality 

Earned Income Share (WF) 
Per Cap~ta Income 
Legal Age for Marr~age 
Med~an Age at Flrst Marr~age 

32 3% 
16 3 
45% 
13% 
62/65 years 
1 7  
1 03 
6% 
45 deaths per 
1 000 blrths 
75 1%/24 9% 
$790 
16 
19 7 

Reproductive Health 
Maternal Mortal~ty 

Llfetlme Rlsk (1 In) 
Contracepbve Prevalence 
Most Common Method 

Unmet Need for Famlly Plannlng 
Total Fertll~ty Rate 

Prenatal Care 
Tetanus Toxold 
Shlled Attendance at Dellvery 
Anemla In Pregnant Women 
Med~an Age at F~rst Blrth 
HN Prevalence (Adults) 

1 70Y deaths 
per 100,000 
births 
120 
55% 
lntrautenne 
dewce 
16% 
3 3 chlldren per 
woman 
39% 
55% of women 
46% 
75% 
21 4 
0 03% 

Education 
Adult L~teracy (WF) 64%/39% 
Secondary School Enrollment (WF) 80%/68% 

*The fission reports an MMR of 1 74 per 100,000, whlch, 
wth a total fertlllty rate of 3 3, would result In a l~fetlme r~sk of 
mortality of 1 In 120 

USAlD Health Strategy 
USAID's prevlous emphas~s on access to servlces has 
shifted to a focus on decreasing Illness and mortality, 
targeting the seven governorates of Upper Egypt, where 
maternal, Infant, and ch~ld mortal~ty rates are dlspro- 
port~onately hlgh In comparison wth the rest of the 
country 

USAlD Maternal Health Focus 
The USAID strategic plan Includes lndlcators for MMR, 
Increased utll~zatlon of prenatal care, d~strlcts In Upper 
Egypt providing EOC, and favorable pollcy changes 



Maternal Health Activities Egypt Fertll~ty Care Society The society IS support~ng 
Government Collaboratrve Programs a population-based study of maternal morbid~ty as part 
Egypt ~n~bated the National Maternal Mortal~ty Study ~n of the Maternal Morbidity Network 
1992-93 as part of the government's commtment to 
lower the number of maternal deaths Thls study wll 
be repeated in 1999 and every 4 years thereafter (See 
highlight, page 29 ) 

World Bank Egypt Health Sector Reform Project The 
objectives of thls program are to reduce infant and 
maternal mortal~ty and contribute to a redudon in popu- 
lation growth 

USAiD Collaboratrve Programs 
USAlD The Chlld Survlval project supported the deliv- 
ery of a comprehensive package of chlld health and 
reproductive health semces Project accompl~shments 
Included the 1992 Maternal Mortality Study, dya train- 
mg, a strengthened expanded program of immunlza- 
bon, creauon of an acute respiratory lnfect~on program, 
and the restoration of dellvery rooms and laboratories 

USAID Health Care Financing and Health lnsurance 
USAID supports lmproved management of the nabonal 
health Insurance organ~zatlon and the expansion of prl- 
vate clin~cs This financing and health insurance helps 
Egypt ~mplement cost-recovery acbwtles Ass~stance 
in policy development Increases Egypt's health budget 
and its capaclty to plan, manage, and monltor health 
actrvltles 

JSI Healthy Mother/Healthy Child Project Th~s project 
is a follow-on to the chlld survlval project, and is belng 
Implemented in Upper Egypt 

Centers for Disease Control and Prevention F~eld Epl- 
demiology Training Program This project prowdes 
tralnlng for nat~onal epidem~olog~sts and support for 
varlous public health studies 

CEDPA Girl s Empowerment/Education project 

RAINBO Thls project developed educational maten- 
als on female gen~tal mutilation 

UNICEF Through a grant from USAID/Egypt, UNICEF 
is worhng in three governorates-Asslut, finla, and 
Sohag-in Upper Egypt The focus of the project is 
Increasing access to EOC semces An earlier project 
focused on TBA trainlng 



Country Profile 
A country of 4 6 mlll~on people, Jordan has a b~rth rate 
of 2 6 percent Populat~on growth has put tremendous 
pressure on the water supply, Jordan's most scarce re- 
source About 92 percent of the country IS desert 

Women make up 16 percent of the adult labor force 
L~teracy rates are hlgh 79 percent for women, 93 per- 
cent for men About half of g~rls and boys attend sec- 
ondary school Jordan spends almost 8 percent of ~ t s  
gross domest~c product on health 

Maternal Health 
Extenslve progress has been made to Increase and 
Improve family plann~ng and maternal and chlld heath 
services, wth more than 96 percent of women access- 
Ing prenatal care and 87 percent of deliveries attended 
by tra~ned profess~onals The rates of maternal mortal- 
~ t y  are moderate, a womans l~fetime risk of dylng In 
ch~ldb~rth is 1 In 95 Abortion IS perm~tted to preserve a 
womans physlcal or mental health or In the case of 
rape 

Demography 
Female Populat~on (m1111ons) 
Women 15-49 (millions) 
Urban 
Female-Headed Households 
Llfe Expectancy (WF) 
Annual No of Births (m~ll~ons) 
Blrths to Adolescents 
Sex Rabo (M per 100 F) 
Perlnatal Mortal~ty 

Earned Income Share (WF) 
Per Cap~ta Income 
Legal Age for Marr~age 
Med~an Age at First Marrlage 

2 9 
1 1  
78% 
Not avallable 
66/70 years 
0 16 
4% 
1 05 
30 deaths per 
1 000 births 
Not avallable 
$1 720 
15 
19 6 

Reproductive Health 
Maternal Mortal~ty 150% deaths 

per 100,000 
births 

L~fet~me Rlsk (1 ~ n )  95 
Contracepbve Prevalance Rate 38% 
Most Common Method lntrautenne 

devlce 
Unmet Need for Famlly Planning 22 4% 

Total Fertil~ty Rate 4 4 ch~ldren per 
woman 

Prenatal Care 96% 
Tetanus Toxoid 4 1 % of women 
Sllled Attendance at Dellvery 87% 
Anemla m Pregnant Women 29% 
Med~an Age at Flrst Birth 23 2 
HN Prevalence (Adults) 0 02 

Educaiion 
Adult L~teracy (WF) 93%/79% 
Secondary School Enrollment (M/F) 51%/55% 

*The Mlsslon reports an MMR of 44 per 100 000, whlch, wth 
a total fertility rate of 4 4, would result in a lifetlme rlsk of 
mortal~ty of 1 m 5 17 

USAID Health Strategy 
Jordan s health and female education ~ndlcators are 
comparatively better than those In other fiddle Eastern 
countries, however, ~t IS unl~kely that soc~al semces wll 
be able to keep pace with population growth 

According to the f i s s~on ,  the MMR has leveled off at 
about 40 In the past 5 years One way of addressing 
thls strateg~cally and cost-effect~vely IS through a na- 
tlonal comprehensive postpartum program that syner- 
glstrcally addresses the needs of both mother and child 
at the same place and tlme 

Maternal Health Activities 
Government Collaboratrve Programs 
World Bank Jordan Health Management project The 
project Includes tra~nlng of pr~mary care doctors, nurses, 
and m~dwves Other act~vlties Involve facllity upgrades, 
management programs, and financ~al cost recovery 



Jordan 
USAD Collaboratrue Programs 
USAID/Quality Assurance Jordan Family Services 
Project/Family Health Services Delivery Under this pro- 
gram, a quality assurance model hospital has been es- 
tablished as well as a maternal and child healtWfamily 
planning center in Balqa' Governorate Standards for 
maternal health were developed at the national level 

PATHFINDERIPATH Comprehensive Postpartum 
Project This project calls for the establishment of 21 
comprehensive postpartum care centers in major ma- 
ternity hospitals where women can go for postpartum 
checks and family planning counseling and semces 



Country Profile 
The Klngdom of Morocco 1s a stable, lower-mlddle- 
income country with about 29 mrlllon people Mo- 
rocco has enjoyed a modest growth rate over the past 
decade and continues to make economlc progress 
Structural adjustments have brought progress In 
macrolevel economic stab~llzat~on, but poverty and 1111t- 
eracy rates (69 percent) remaln hrgh, especially among 
women Natural resources are scarce Only 20 percent 
of the land 1s arable and, because of perlodlc drought, 
stable agriculture IS dependent on lrrlgatlon 

Reproductive Health 
Maternal Mortality 610" deaths per 

100,000 births 
L~fet~me Risk (1 ~ n )  33 
Contraceptive Prevalence 59% 
Most Common Method Oral 

Population growth and rural-urban mlgratlon are con- contraceptives 

trlbuting to hlgh unemployment and lack of access to Unmet Need for Family Planning 16% 
Total Fert~lity Rate 3 1 children per housing, land, credlt, and other productive resources woman 

Women constitute 40 percent of the adult labor force, Prenatal Care 42% 
and thelr earned lncome share IS 28 percent About 33 Tetanus Toxold 100% of women 
percent of glrls and 44 percent of boys are enrolled In Slalled Attendance at Delrvew 43% 
secondary school Morocco spends 3 4 percent of ~ t s  
gross domestlc product on health 

Maternal Health 
In Morocco, a woman s llfetlme rlsk of dyng from preg- 
nancy or chlldbrrth is 1 in 133 Slulled medlcal profes- 
slonals attend only 43  percent of births 

Abortlon 1s permitted to preserve a woman s physlcal 
or mental health or In case of rape, Incest, or fetal ab- 
normality 

Demography 
Female Population (m1111ons) 
Women 15-49 (millions) 
Urban 
Female Headed Households 
Life Expectancy (WF) 
Annual No of Brrths (m~llions) 
Brrths to Adolescents 
Sex Ratlo (M per 100 F) 
Perlnatal Mortality 

Earned Income Share (MIF) 
Per Capita lncome 
Legal Age for Marr~age 

Med~an Age at First Marriage 

14 
7 4 
53% 
15% 
66/70 years 
0 714 
4% 
100 
45 deaths 
per 1,000 
births 
7 1 6%/28 4% 
$1 110 
Parental consent 
required 
20 2 

Anemla In Pregnant Women Not ava~lable 
Med~an Age at First B~rth 22 7 
HlV Prevalence (Adults) 0 03% 

Education 
Adult L~teracy (MIF) 57%/3 1 % 
Secondary School Enrollment (WF) 44%/33% 

*The fission reports an MMR of 332 per 100 000 whrch 
wth a total fertillty rate of 3 1, would result In a llfetlme risk of 
mortality of 1 In 97 

USAID Health Strategy 
There IS currently a limted-presence msslon In Morocco, 
whlch manages actlvlties to lmprove economlc growth, 
the environment, baslc education for girls, and mater- 
nal and chlld health serwces USAID bilateral assls- 
tance to the healtNpopulat~on sector wll be phased out 
by the year 2000 

USAID s current strategic objective in the healthlpopu- 
latlon sector IS to reduce fertillty levels and Improve the 
health of women of reproductwe age and children un- 
der age 5 The postbllateral perlod wll focus on hu- 
man capaclty development, health system sustalnab~llty 
Issues, and expansion of maternal and chlld health ser- 
vices In the prlvate and NGO sectors 



USAlD Maternal Health Focus 
The USAID mssion has a strategic object~ve-level ~ndl- 
cator for the MMR, and Intermediate results for births 
attended, antenatal care, and the met-need for EOC In 
target areas 

Maternal Health Activities 
USAID Collaborahve Programs 
USAIDIJSI Family PlanninglMCH Project Phase V The 
two-pronged strategy of th~s  project includes a sophis- 
hcated publ~c educat~on and advocacy campalgn on 
maternal mortality and safe motherhood, and the In- 
troduct~on of improved EOC In two reglons (See h~gh- 
light, page 22 ) 



Country Profile 
W~th almost 16 m~llion people, the Republic of Yemen IS 

the most populous country on the Arablan pen~nsula 
and remalns one of the least developed countries In the 
world Yemen has one of the world's highest populat~on 
growth rates (3 75 percent), and spends only 2 6 per- 
cent of ~ t s  gross domestic product on health 

There is wdespread ill~teracy, only 26 percent of women 
are l~terate, and 10 percent of g~rls are enrolled In sec- 
ondary school Average l~fe expectancy for women is 
53 years Women comprise 30 percent of the adult 
labor force, pr~marily In agriculture 

Maternal Health 
Yemen has one of the h~ghest rates of maternal death 
and disabil~ty in the world A woman's lifetime r~sk of 
dying from pregnancy or ch~ldbirth is 1 In 10 Most 
women do not recelve prenatal care Only 10 percent 
of women currently use modern contraception, result- 
ing In an average birth rate of 6 7 ch~ldren per woman 
Lack of knowledge and rel~gious proh~bitlons are the 
maln reasons c~ted for low contracept~ve use Abortion 
IS permitted only to save a woman's life 

Demography 
Female Population (mdhons) 
Females 15-49 (mdhons) 
Urban 
Female-Headed Households 
Llfe Expectancy (WF) 
Annual No of B~rths (mdhons) 
B~rths to Adolescents 
Sex Ratlo (M per 100 F) 
Perinatal Mortality 

Earned Income Share (WF) 
Per Caplta Income 
Legal Age for Marrlage 
Medlan Age at F~rst Marrlage 

Reproductive Health 
Maternal Mortal~ty 

Llfetlme Rlsk (1 ~ n )  
Contraceptive Prevalence 
Most Common Method 

8 4 
3 6 
25% 
12% 
57/60 years 
0 76 
8% 
101 
70 deaths 
per 1,000 
blrths 
Not ava~lable 
$260 
Not avallable 
16 

1 400 deaths per 

Unmet Need for Fam~ly Plannlng 
Total Fertlllty Rate 

Prenatal Care 
Tetanus Toxold 
Slulled Attendance at Dellvery 
Anemla In Pregnant Women 
Medlan Age at Flrst Blrth 
HN Prevalence (Adults) 

Not Available 
6 7 chlldren per 
woman 
35% 
55% of women 
16% 
Not avallable 
20 4 
0 01% 

Education 
Adult L~teracy (WF) Not ava1lable/26% 
Secondary School Enrollment (WF) 36%/10% 

USAID Health Skategy 
There IS no USAlD M~ss~on in Yemen, but some act~vl- 
tles are currently ongoing as  part of regional ln~t~at~ves 

Maternal Health Activities 
Government Collaboratrve Programs 
German Techn~cal Assistance Pr~mary Health Care 
Project T h ~ s  project in Haja Governorate offers train- 
ing to women selected by the community to become 
primary health care workers 

Netherlands Development Agency Comprehensive 
community-based primary health care projects In 
Dhamar and Hode~da 

USAID Collaborat~ve Programs 
USAID Nat~onal Program to Expand Community Mid- 
wfery Traln~ng (See h~ghlight, page 29 ) 

JSIIPATH Options for Fam~ly Care Project 

ADRA Commun~ty-Based Maternal Health Project 

World Bank The Fam~ly Health Project alms to improve 
access to and the qual~ty of maternal and ch~ld health 

Oral and fam~ly plannrng semces In prlmary health care 
contraceptrves 



Country Profile 
The West Bank and Gaza are two geographically sepa- 
rated areas with a comblned slze of 6,000 km2 The 
1997 census counted a populabon of 2,890,631 About 
25 percent of the West Bank populat~on and 56 percent 
of the Gaza populabon are reg~stered refugees The 
pol~bcal status of the West Bank and Gaza is subject to 
the prlnc~ples of the Israeh-Palest~n~an Inter~m Agree- 
ment, whlch was signed in September 1993 The In- 
terim per~od IS transitional and charactenzed by com- 
plex peace negot~abons Negot~ahons have been slow 
and traumatic Development constraints In the West 
Bank and Gaza Include deteriorated ~nfrastructure, hm- 
ited natural resources and basic pubhc serwces, and a 
rapidly growng populabon Approxlmately 70 percent 
of the population is under age 30 Unemployment was 
eshmated at 50  percent In 1996 

Populahon growth rates (West Bank, 3 6 percent, Gaza, 
3 8 percent) and ferhhty rates are among the h~ghest in 
the world Although ~mmunizatlon rates are high and 
Infant mortality IS relabvely low, early marriage, closely 
spaced births, and high ferhlity all adversely affect ma- 
ternal and chlld health By WHO standards, Palestin- 
ian households have access to only one-th~rd of the 
minimum water requirement Periodic closing of the 
borders between the West Bank, Gaza, and Israel se- 
verely hampers Palestln~ans' mobll~ty and access to 
commerce, employment, health, and other basic ser- 
vices Poverty IS espec~ally endemic In Gaza, where one 
out of three families live below the poverty line of $470 a 
year 

Maternal Health 
The World Bank esbmates that the maternal mortality 
rabo IS 70-80 per 100,000 live births The United Na- 
t~ons Rellef and Work Agency (UNRWA), whlch admin- 
lsters bas~c servlces for refugees, esbmates that mater- 
nal mortal~ty is 70 in the West Bank and hlgher than 
100 for Gaza According to the Mlnlstry of Health, 
pregnancy- and matern~ty-related complicattons are 
the thlrd leadlng cause of death among Palestinian 
women of reproductive age Eclamps~a, postpartum 
hemorrhage, and chron~c diseases assoc~ated with 
pregnancy are the leading causes of maternal death 
About 30 percent of mothers experience a birth inter- 
val of 15  months or less 

Lack of care for mothers and newborns dur~ng the pen- 
natal per~od IS the most senous gap In the pnmary health 
care system Approxlmately 60 percent of pregnant 
women are anemlc Approxlmately 50 percent of preg- 
nant mothers recelve adequate antenatal care, and only 
17-30 percent of mothers recelve postpartum care 
Approxlmately 70 percent of mothers dellver In hospi- 
tals, but because publlc hospitals are overcrowded, 
mothers can be discharged as early as one to SIX hours 
after delivery 

West B a n k  
Demography 
Female Populabon 
Females 15-49 (m1111ons) 
Urban 
Female-Headed Households 
Lfe Expectancy (MF) 
Annual No of Blrths 
Blrths to Adolescents 
Sex Raho (M per F) 
Pennatal Mortallty 
Earned Income Share (MIF) 
Per Cap~ta Income 
Legal Age for Marriage 
Medlan Age at First Marr~age 

Reproductive Health 
Maternal Mortallty 

Lifehme Rsk (1 in) 
Contraceptive Prevalence 
Most Common Method 
Unmet Need for Famlly Planning 
Total Ferhllty Rate 

Prenatal Care 
Tetanus Toxotd 
Shlled Attendance at Dehvery 
Anemla In Pregnant Women 
Medlan Age at F~rst Blrth 
HN Prevalence (Adults) 

921,783 
Not avallable 
Not avallable 
8 3% 
70 7/74 3 years 
66,600 
6% 
1 02 
Not available 
Not avatlable 
Not avallable 
Not avatlable 
18 

70-80 deaths per 
100,000 blrths 
Not available 
34% 
Intrauterine dewce 
Not Ava~lable 
5 6 chlldren per 
woman 
80 3% 
Not avallable 
90% 
40% 
20 
Not avallable 



Education 
Adult L~teracy (WF) 
Secondary School Enrollment (WF) 

Gaza: 
Demography 
Female Populabon 
Females 15-49 (m~lllons) 
Urban 
Female-Headed Households 
L~fe Expectancy (WF) 
Annual No of Blrths 
Blrths to Adolescents 
Sex Ratlo (M per F) 
Pennatal Mortality 
Earned Income Share (WF) 
Per Cap~ta Income 
Legal Age for Marr~age 
Med~an Age at Flrst Marrlage 

Reproductive Health 
Maternal Mortal~ty 

L~fet~me Rlsk (1 In) 
Contracepbve Prevalence 
Most Common Method 
Unmet Need for Famlly Plannlng 
Total Fertility Rate 

Prenatal Care 
Tetanus Toxo~d 
Skdled Attendance at Dellvery 
Anemla in Pregnant Women 
Med~an Age at First Blrth 
HIV Prevalence (Adults) 

Education 
Adult Literacy (WF) 
Secondary School Enrollment (WF) 

Not avallable 
Not available 

503 394 
Not available 
Not available 
6 4% 
68 9/70 3 years 
53,900 
3 5% 
1 01 
Not available 
Not avallable 
Not avallable 
Not avallable 
18 

70-80 deaths per 
100,000 blrths 
Not ava~lable 
25% 
lntrautenne devlce 
16% 
6 9 chlldren per 
woman 
80 3% 
Not available 
90% 
40% 
20 
Not available 

Not avallable 
Not avallable 

USAID Health Strategy 
In May 1998, the USAID Mlsslon made the pollcy dea-  
slon to begln engaglng In the health sector through a 
two-year Pllot Health Project to Improve the health sta- 
tus of mothers and chlldren, especially newborns An- 
tenatal and postpartum care systems are extremely lim- 
~ t ed  In thelr coverage, the most serious gap IS durlng 
the perlnatal period, when mother and baby are at h~gh- 
est rlsk of lllness and death Hlgh fertility rates and closely 
spaced b~rths aggravate the health nsks, and an al- 
ready stressed health system is unable to provlde ad- 

equate care Wlth NGO partners, the USAID Mlsslon 
wll Implement the pllot project In three regions, testing 
a select~on of lntewentlons to expand and Improve ma- 
ternal and child health and family plannlng education 
and servlces Chnical, outreach, and management sys- 
tems wll be upgraded, and operat~ons research wll test 
the effectiveness of alternative health education and 
servlce dellvery approaches The project wll be ~mple- 
mented In close coordlnat~on wth the mnlstry of Health 
and other donors engaged In maternal and chlld health 
programs Successes and lessons learned from the pllot 
project wll be used as  foundations for a prospective 
and more comprehensive program In the future 

Four major sectors currently provlde health servlces 
The PalestinIan Authority through the An~stry of Health 
(3 1 percent), UNRWA (12 percent), NGOs (40 percent), 
and the commercial sector (17 percent) 

Mtnzstry of Health 
The fin~stry of Health took over responsiblllty for health 
servlces from the Israeli ciwl admin~stration in May 1994 
for Gaza and in November 1994 for the West Bank 
The Palestlnlan Authority IS comm~tted to an ambitlous 
goal of ach~evlng Health for All by 2000 by dellvenng 
prlmary health care Pr~mary health care IS delivered 
through 261 sltes, and 14 hosp~tals dellver secondary 
care Only the 250-bed Al Makassed Hosp~tal In Jerusa- 
lem provldes tertiary care, but thls IS augmented by the 
mn~stry of Health, whlch purchases servlces from Is- 
rael~, Egypt~an, Jordan~an, and NGO hospitals 

The natlonal health pollcy and plan contalns speclfic 
objectives for lmprovlng women s reproductive health 
and reduclng maternal mortal~ty and morbld~ty There 
are expllclt approaches and targets for lmprowng pre- 
natal and postnatal care, reduclng h~gh-r~sk pregnan- 
aes ,  and increasing contraceptive use Two parallel and 
autonomous Women s Health and Development De- 
partments, one In Gaza and another In West Bank, 
administer the Mlnlstry of Health s women s programs 

UNRWA 
UNRWA provldes health servlces for refugees through 
22 primary health care cl~nlcs in the West Bank and 17 
In Gaza, lncludlng SIX maternal and chlld health cen- 
ters These cllnlcs provlde a full range of preventive, 
curatwe, and community health care, all free, including 
drugs UNRWA also runs one hosp~tal, and purchases 
secondary and tertlary servlces from Mlnlstry of Health, 



NGO, and Israel1 hospitals Reproductive health and 
famlly plannlng are prlorlty concerns for UNRWA 

In the West Bank, UNRWA and the Palestlnlan Author- 
lty have formed several committees, whlch have set tech- 
nical standards for famlly planning, maternal and chlld 
health, and immunizat~on The highest reported con- 
tracephve prevalence rate, 34 percent, IS In areas served 
by UNRWA 

NGOs 
NGOs pr~marily serve communities that are not cov- 
ered by e~ther the finistry of Health or UNRWA, and 
through their 12 hosp~tals, they are a major prowder of 
secondary servlces Maternity semces are available at 
many of these hospitals NGOs employ the largest 
numbers of doctors and wllage health workers, and were 
the first to offer family plannlng semces and to lnte- 
grate family planning and reproductive health servlces 
~ n t o  pnmary health care NGOs suffered serious fund- 
Ing cutbacks followng the 1991 Gulf War and were 
forced to close some of thelr cllnlcs 

The Patients Frlends Society (PFS) IS a nonprofit 
organizat~on, that offers PHC and medical semces to 
lmprove health care standards and prowde charitable 
semces to the poor and handicapped With comp11- 
mentary donor support, PFS has been operating a hos- 
p~tal and health clin~cs in the Jenin area 

The Union of Palestman Medical Rel~ef Comm~ttees, 
the premier Paleshnian NGO, began In 1968 It IS ac- 
hve In both the West Bank and Gaza, and has affiliates 
In many districts It has strong central management 
and can muster volunteer med~cal servlces through 
numerous clin~cs, which offer comprehensive maternal 
and chlld health and family planning semces Cllnics 
have community outreach workers who perform edu- 
cat~on mohvatlon, and follow-up semces for cl~nlc ch- 
ents 

The Union of Health Work Comm~ttees (UHWC) 
also has distr~ct affil~ates and a private, nonprofit hos- 
p~tal in Gaza, which is supported by lnternatlonal NGOs 
UHWC facilities prowde maternal and chlld health and 
family plannlng semces and use volunteer outreach 
workers as well 

focuses on primary health care, Including maternal and 
chlld health HDIP works closely wth the Palestinian 
Author~ty to develop health pohcies, standards, and pro- 
tocols 

The Center for Development in Pr~mary Health Care 
(CDPHC), a nonprofit organizatlon, IS dedicated to Im- 
prowng prrmary health care and conducts regular tram- 
ing courses for health personnel CDPHC IS at the fore- 
front of developing health policies and receives fundlng 
from the Palestln~an Author~ty and ~nternahonal donors 

For-Profzt Sector 
A flourishing private sector of pract~t~oners, hosp~tals, 
and private med~cal companies, particularly In West 
Bank urban areas, prowdes a wde range of primary 
and secondary semces and diagnost~c testlng There 
are more than 160 prlvate clinics In the West Bank, and 
a few in Gaza The for-profit sector IS rapidly expanding 
because an lncreaslng number of physlclans are enter- 
mg prlvate practice 

Other Donor Actzvytzes 
UNFPA approved $7 2 mlll~on In 1996 for a four-year 
program to strengthen the lnistry of Health's Women's 
Health and Development and Primary Health Care dl- 
rectorates The program supports reproductive health 
semces in 100 publlc health and women's health cen- 
ters, women-led NGOs, and populat~on educat~on and 
gender advocacy actlwtles 

The European Unlon (EU) has become the lead donor 
In the health sector It began prowding assistance to the 
Palestlnlan Author~ty In 1990 and IS currently spending 
about 20 million Euros a year on health acbwties Thls 
IS supplemented by bilateral fundlng from lndiwdual 
European countries The EU is fundlng the construc- 
tlon of a tert~ary-level hospltal In Gaza, health educa- 
tion for adolescents primary health care pollcy reforms 
and pharmaceut~cal management The EU uses 
UNRWA as ~ t s  agent for lmportlng med~cal equ~pment 
and contracept~ves 

IPPF, through its affiliate, Palestlnlan Family Plannrng 
and Protection Assoc~at~on (PFPPA), has been support- 
ing family plannlng services In the reglon slnce 1963, 
and IS currently the central contraceptive procurement 
agent for UNFPA and other donors 

The Health Development, Information and Pollcy 
Institute (HDIP) IS a prlvate, nonprofit organizat~on that 



Appendix A wth hfe-threatening compl~cations such as hemorrhage 
or sepsls 

USAID Strategy to Promote Increased Use 
of Key Maternal Health and Nutrition 
Interventions 

Maternal Mortal~ty Reduct~on A Conceptual 
Framework 

Maternal s u ~ v a l  IS the primary focus for USAID's Glo- 
bal Center for Populahon Health and Nutnhon's (G/PHN) 
Strategic Support Objectlve 2 (SS02) The conceptual 
framework designed for SO2 cons~ders two contexts 
the l~fe cycle of a woman, ~ncludlng the needs of the 
adolescent female and the pregnant and postpartum 
female, and the Agency's and Center's overall goals 
All pregnancles pose some risk If pregnancy leads to 
complicat~ons (I e , spontaneous or unsafe abortion, 
hemorrhage, obstructed labor, eclampsia, and/or sep- 
as)  the mother IS at increased rlsk of dyng Research 
has shown that specific interventlons enhance a 
woman's overall chances of survlvlng pregnancy and 
ch~ldb~rth 

Famlly planmng helps reduce the number of unwanted 
pregnancles and abortions Thls IS currently under the 
Center's Strateg~c Support Objectlve 1 (SSO I), in- 
creased use by women and men of voluntary prac- 
tzces that contrzbute to reduced fertzhty 

High rates of maternal sumval are achleved when the 
major compl~cat~ons of pregnancy are prevented, or 
rapldly recognized and treated A program for mater- 
nal mortallty reduction also contributes to reductions In 
maternal morbidity and Infant mortallty This concep- 
tual framework, therefore, considers the Importance of 
intervent~ons to Improve survival outcomes for the 
mother-infant palr 

lntervent~ons on the Pathway to  Maternal Survlval 

Promotzon of Improved Nutntzonal Status Mater- 
nal nutr~tion includes adolescent (pre-pregnancy), preg- 
nancy and Interval (between pregnancy) nutr~t~on Im- 
prowng maternal nutrltlonal status demands attention 
to both micro- and macronutrit~on throughout the life 
cycle Appropriate micronutrlent lnterventlons include 
Iron to reduce anemia, low-dose wtamln A In areas of 
defic~ency, and others, enabl~ng women to better cope 

Appropriate macronutr~t~onal mntenrenhons Include In- 
creasing overall nutrit~onal stores and welght galn dur- 
Ing pregnancy, whlch IS the strongest pred~ctor of In- 
fant blrth weight 

Brrth Preparedness Every pregnancy carrles rlsk 
Thus, prenatal care must include lnformat~on that can 
help save the llves of mothers and newborns Blrth 
preparedness Includes lntenrentlons such as prenatal 
care, planmng for a clean and safe delrvery, attended 
by a shlled attendant, adequate nutrition, lncludlng ml- 
cronutrlent supplements, ~mmunlzabon for tetanus tox- 
old, malarla chemoprophylax~s and ST1 treatment when 
Indicated, recognltlon of complications, and plannlng 
for emergency transport and payment of fees assoa- 
ated with emergency care 

Management of Comphcatzons Familles and com- 
munity members need to recognize compl~cat~ons of 
pregnancy and of abort~on (e g , bleeding, fever, pro- 
longed labor, and slgns of pre-eclamps~a) They also 
need to have the necessary dec~s~on-mahng shlls and 
economlc resources to access care and obtaln trans- 
port to a facillty Care for obstetric compl~cahons needs 
to be timely and of hlgh quality While some severe 
cases may require surgical ~ntervent~on, many I~fe- 
threatening complications can be treated by mldlevel 
front line providers (I e , m~dwves) uslng bas~c medica- 
tlons and manual procedures 

Safe Delrvery, Postpartum, a n d  Newborn Care 
Clean del~very, ellmlnatlon of harmful trad~t~onal prac- 
tlces and promotion of evidence-based modern medl- 
cal practices are the prlmary components of a safe 
delivery Since approximately 70 percent of all mater- 
nal deaths occur In the seven-day per~od followng de- 
Iwery, recogn~t~on, referral, and treatment of maternal 
compllcat~ons must cont~nue Into the postpartum pe- 
nod Good postpartum care Includes counsel~ng on 
family plann~ng, espec~ally b~rth spacmg, proper rest, 
nutrlbon and hygiene for the mother, awareness of pos- 
s~ble slgns of comp11cat1ons, and other reproductive 
health lnformatlon 

For infants, the most vulnerable bme 1s also the first 
seven days of life Keeping the newborn warm, resus- 
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c~tatlon, ~f necessary, proper hyg~ene, and ~mmed~ate  
ln~tiat~on and support for exclusive breastfeedlng are 
cr~t~cal I~fe-sawng lntervent~ons 

Approach t o  Maternal Health and Nu t r~ t~on  Key 
P r~nc~p le s  

The approach to maternal mortallty reduction IS based 
upon the fundamental bellef that women must be able 
to make dec~s~ons  regardlng thelr pregnancies and the 
birth of their children Programs In support of the strat- 
egy w1I be based upon the followng prlnc~ples 

Womens reproductive r~ghts Include the r~ght to 
knowledge regardlng the~r own bod~es and to make 
dec~s~ons  regardlng becomlng pregnant and seek- 
lng care, 

Women s full partlc~patlon In planning, ~mplemen- 
tat~on and evaluat~on of maternity care programs 
In thelr communit~es IS essent~al, 

Maternal mortal~ty reductron IS supported by gen- 
der equ~ty In access to education, Income, and de- 
c~slon-mahng In the commun~ty, 

Successful efforts to empower women must also 
lnvolve men 

Other Key Elements of the Approach 

Geographic Focus 
Over half of the world s maternal deaths occur in just 
e~ght  countries-lnd~a N~gena, Bangladesh, Eth~opla, 
Indones~a, Palastan, Nepal and Uganda A number of 
other countries have extremely h~gh  maternal mortallty 
ratios but, because of thew smaller populat~on slze, con- 
tr~bute relatively fewer deaths to the global total In or- 
der to maxlrnlze ~ t s  lmpact on reduclng the number of 
maternal deaths, pr~or~ty should be glven to USAID s 
Jolnt Programming Countr~es and, wthln that category 
and to the extent feas~ble, prlnclpally on those identified 
above Seventy cntena, and other relevant crttena, are 
also used to ~dentlfy addlt~onal countr~es that may be 
el~g~ble to recelve funds 

Program Focus 
The four technical areas ldent~fied as lntervent~on on 
the pathway to maternal survlval wlll be addressed 
through research, lncludlng operations research, ad- 
vocacy and pollcy ~nlt~atlves, increasing knowledge of 
and demand for care, and improvements In the qual~ty 
of servlces 

Research Research wll be focused on filllng cr~t~cal  
gaps In our knowledge of how to des~gn successful and 
cost-effect~ve maternal mortallty reduction programs 
In many cases, the best i n t e~en t~ons  have been ~dentl- 
fied In a few cases, such as  the use of low dose wta- 
mln A In pregnancy, further research needs to be done 
Models for dellverlng mlcronutr~ent supplements and 
for detect~on and treatment of rnfect~on and comphca- 
t~ons  wll be evaluated and dlssemlnated Models of 
Integrated famlly plannlnglmaternal health and nutn- 
tion, lncludlng postabort~on care, w1I be tested and as- 
sessed Measurement Issues, particularly the field test- 
lng of indicators to assess program ach~evements, wll 
recelve focused attent~on 

Pollcy and Advocacy The policy environment for ma- 
ternal health and nutr~bon can be Improved at all levels 
Health pollcy and systems reform is essential to lay the 
foundat~on for sustalnable programs The support of 
nat~onal-level pollcy makers can be a key factor In en- 
abllng communltles to take act~on There IS consen- 
sus, however, that the commun~ty level (as opposed to 
the national level) IS the most approprlate focal polnt 
for most maternal health l n t e~en t~ons  The commu- 
nlty must have the shlls to advocate effectively for the 
requ~red resources (personnel, fundlng, equipment), as  
well as for cllent-centered semces In the Interest of 
promoting sustalnable development, USAID wll seek 
to address deficlenc~es In supplies, loglstlcs, and trans- 
port through policy and systems reform, rather than 
through provlslon of commod~t~es The prlvate sector 
must be encouraged to ~ncrease ~ t s  partlcipat~on In pro- 
tect~ng the llves of women Add~t~onally, appropr~ate 
standards of pract~ce need to be In place to gulde the 
dellvery of servlces Barr~ers to promsion of care must 
be reduced and el~mlnated 



Knowledge and Demand Many women do not know 
how to safeguard their health during pregnancy or how 
to recognue potentlal complications In some settmgs, 
maternal mortallty IS so common that the woman, her 
fam~ly, and the commumty do not realize that lt IS pre- 
ventable Furthermore, the declslon to seek care is rarely 
up to the woman alone Therefore, efforts to Increase 
knowledge of and demand for care must be targeted at 
a varlety of decision-makers, wth pahcular attention 
to gender Issues and cultural norms Community sys- 
tems must be strengthened In order to support families 
to access health servlces, especially in the face of hfe- 
threatening obstetr~c complications 

Qualrty hograms and Services Slgnlficant lmprove- 
ments must be made in the provlslon of maternal health 
and nutrltlon servlces and women's access to those 
semces The existence of appropnate standards and 
norms and competency-based presemce education m 
accordance wth those standards are necessary ele- 
ments of any sustainable approach to improwng ser- 
wce quality 

Mon~toring and Evaluatron 
USAID is commtted to morutonng, evaluabng and docu- 
menbng progress toward achlevlng Strateg~c Support 
Objective 2 Testing the lndlcators that relate to mater- 
nal health and nutribon w11 be part of the research ef- 
forts implemented under this strategy In particular, 
measures of serwce quallty w11 be field-tested Indica- 
tors need to be developed for assessing pollcy ~nterven- 
tlons and women's parhcipation 
Significant work remalns to be done in ldentlfylng ap- 
proprlate lndlcators for maternal mortallty reduction 
The maternal mortahty ratlo IS best utlllzed as an 1nd1- 
cator of the magnitude of the problem for the purposes 
of advocacy, but IS unsatisfactory for measunng pro- 
gram progress over intervals of less than ten years 
USAID and its partners also collaborate wth WHO, 
UNICEF the World Bank and others to develop inter- 
national standards and indicators for maternal mortal- 
ity reduction 



Appendix B Puerperal Sepsrs Module Geneva World Health Or- 
ganizatlon, 1996 

Tools for MaQernaI and Newborn Health 
Programming 

Clrnrcal Management of Abortron Complrcatrons A 
Practrcal Guzde WHOIFHEIMSMI94 1 Geneva World 
Health Organlzatlon, 1994 

Complrcatrons of Abortron Technical and Managerial 
Guzdehnes for Preventron and Treatment Geneva World 
Health Organization, 1995 

Postabortzon Care A reference manual for lmprovrng 
qualrty of care Postabortion Care Consorturn, 1995 

Studyrng Unsafe Abortzon A Practrcal Gurde WHO1 
RHTIMSMI96 25 Geneva World Health Organlzatlon, 
1996 

Compllcat~on Management 

Detectrng Be-eclampsza A Practrcal Gurde Geneva 
World Health Organization, 1994 

Eclampsra Module Geneva World Health Organiza- 
tion, 1996 

Maijal, M , et a1 Management of Obstetrrc and Neona- 
tal Emergencres rn Communrty Health Centers Ar- 
lington, VA MotherCare, 1993 

Obstetrrc and Contraceptrve Surgery at the Drstrrct 
Hosprtal WHOIMCHIMSW2 8 Geneva World Health 
Organization, 1992 

Obstructed Labor Module Geneva World Health Or- 
ganlzatlon, 1996 

Postpartum Hemorrhage Module Geneva World 
Health Organlzatlon, 1996 

Preventrng Prolonged Labour The Partograph WHO/ 
FHEIMSMI93 8 Geneva World Health Organlzat~on, 
1993 

Campbell, 0 ,  et a1 Off to a Rapid Start Appraising 
Maternal Health and S e ~ c e s  Internatzonal Journal of 
Gynecology and Obstetrics, Vol 48 (Suppl ) June 
1995 

Guldellnes for Monitoring the Avallabll~ty and Use of 
Obstetric Servlces UNICEF/WHO/UNFPA 

filler, R , et a1 The Srtuatzon Analys~s Approach to 
Assesszng Famrly Plannrng and Reproductive Health 
Servlces A Handbook New York Populatlon Council, 
1997 

MotherCare Dlagnost~c Tools Anemla Prevalence and 
Etiology Survey, Arlington, VA MotherCare, 
Autodiagnos~s, 
Communlty Basellne Survey, 
Communlty Dlagnosls, 
Sltuat~on Analysis, and 
Tralning Needs Assessment 

Safe Motherhood Needs Assessment Methodology 
WHOIFHWMSMI95 1 Geneva World Health Organl- 
zation, 1995 

Srtuatron Analysrs Tool for Obstetric Servrces New 
York Populatlon Counc~l, 1995 

Emergency Contraceptives 

Emergency Contraceptrve Pr 11s A Resource Packet for 
Health Care Provrders and Programme Managers 
Welcome, MD Consortium for Emergency Contracep- 
tlon, 1997 

Funding 

Drrectory of Fundrng Sources for Safe Motherhood 
ProJects WHOIFHEIMSM95 2E Geneva World Health 
Organlzabon, 1995 



Implementat~on of Safe Motherhood Programs 

Care of Mother and Baby at the Health Center A Prac- 
tical Guide WHO/FHE/MSM/94 2 Geneva World 
Health Organlzatlon, 1994 

Cost Estrmatron for Reproductive Health Commodr- 
tres RPMIMC 1997 

Essential Elements of Obstetrical Care at First Refer- 
ral Level Geneva World Health Organ~zabon, 1991 

Feuerstein, M T Turnrng the Tzde Safe Motherhood A 
Dzstnct ActLon Manual London, U K Save the Chll- 
dren, 1993 

Home Based Maternal Records Guidelrnes for Devel- 
opment, Adaptron and Evaluation Geneva World 
Health Organlzatlon, 1994 

Malne, D Lessons for Program Design from PMM 
Projects lnternatronal Journal of Gynecology and 
Obstetrics, Vol 59 (Suppl 2) November 1997 

Mame, D Safe Motherhood Programs Optrons and 
Issues New York Columbla Univers~ty Center for Popu- 
labon and Family Health, 1991 

McG~nn, T, et a1 Settrng Pnontres rn lnternatronal 
Reproductrve Health Programs A Practrcal Frame- 
work New York Columbia Unlverslty Center for Popu- 
labon and Family Health, 1996 

Measham, D , Koblinsky, M , and Tinker, A Toward the 
Development of Safe Motherhood Program Gurdelines 
Report of a Workshop Organized by the World Bank 
and MotherCare, 1993 

The Mother-Baby Package Costrng Spreadsheet 
Geneva World Health Organization, 1997 

Mother-Baby Package Implementrng safe motherhood 
zn countrzes WHOIFHWMSMI94 11 Geneva World 
Health Organization, 1994 

The Mother-Baby Package Open~ng the Gates to Lrfe, 
A Vrdeo and User's Guide Geneva World Health Or- 
ganlzatlon, 1997 

Mothercareme Manoff Group Applylng Soclal Mar- 
ketrng to Maternal Health Prcyects The MotherCare 
Experience 

Mothercarelsave the Children-Bohvla The Warmr 
ProJect A Partrczpatory Approach to Improve Mater- 
nal and Neonatal Health An Implementor's Manual 

Where Women Have No Doctor Berkeley, CA The 
Hespenan Foundation, 1997 

Maternal Death Audlts 

Safe Motherhood Needs Assessment Part VI Mater- 
nal Death Review Guidelrnes WHOIFHVMSW95 1 
Geneva World Health Organlzabon, 1995 

Verbal Autopsres for Maternal Deaths WHO/FHE/ 
MSW5 15 Geneva World Health Organization, 1995 

Mon~tor~ng and Evaluat~on 

Assessrng Maternal and Pennatal Health Took and 
Methods-The MotheKare Expenence Arlington, VA 
MotherCare Project, 199 1 

Bertrand, J , and Tsul, A lnd~cators for Reproductive 
Health Program Evaluatron Chapel Hill, NC Unlver- 
slty of North Carolina, September 1995 

Guidelines for Maternal Mortality Epidemrologrcal 
Surveillance Washington, DC Pan American Health 
Organlzatlon, 1992 

Hamson, A Assessing Maternal and Pennatal Health 
Tools and Methods Arlington, VA MotherCare and John 
Snow, Inc , 1994 

lndrcators to Monrtor Maternal Health Goals WHO/ 
FHE/MSMI94 14 Geneva World Health Organlzatlon, 
1994 

Maine, D , et al The Deslgn and Evaluatron of Mater- 
nal Mortalrty Programs New York Columbia Un~ver- 
sity Center for PopuIat~on and Family Health, 1997 

Measuring Health System Perjormance A Handbook 
of lndrcators PHR, 1997 



Raprd Evaluatron Method Gurdelrnes for Maternal and 
Chrld Health, Famrly Plannrng and Other Health Ser- 
vrces Geneva World Health Organlzatlon, 1993 

Revrsed 1990 Estrmates of Maternal Mortalrty A New 
Approach by WHO and UNlCEF WHOIFRHIMSMI 
96 1 1, UNICEFlPLNl96 1 Geneva World Health Or- 
ganizatlon, 1996 

UNICEF/WHO/UNFPA Gurdelznes for Monztorrng the 
Avarlabrlrty and Use of Obstetrrc Serulces New York 
Un~ted Natlons Children s Fund, 1997 

Anemra Detectron rn Health Services Gurdelrnes for 
Program Managers Seattle, WA PATH, 1996 

Preventrng and Control1 rng iron Defzcrency and Ane- 
mra Through Przmary Health Care Geneva World 
Health Organizatlon, 1989 

Safe Vrtamrn A Dosage Durrng Pregnancy and Lacta- 
tron Geneva World Health Organizatlon, 1997 

Protocols 

finistry of Human Development, Natlonal Secretanat 
of Health, and MotherCarelBoliwa Care for Women and 
the Newborn m Health Posts, Health Centers and Drs- 
trrct Hosprtals LaPaz Bollwan Health Norm NB-SNS- 
02-96, 1996 

Obstetrrc Management Protocols for Regronal- 
Departmental Hosprtals, Gurdelznes for the 
Management of the Princrpal Neonatal Emergencres 
for Regronal Departmental Hosprtals, and 
Management of Obstetrzc and Neonatal Emergenczes 
rn Communrty Health Centers and Health Posts 
Guatemala City Quetzaltenango Maternal and Neonatal 
Health Project INCAPIPan American Health 
Organization, 1993 

Research 

Bentley, M , et al A Protocol for Usrng Ethnographrc 
Methods to lnuestlgate Womens Health New York 
The Ford Foundation and Johns Hopluns University, 
1993 

Chambers, R Rural Apprarsal Raprd Relaxed and 
Partzcrpatory lnstltute of Development Studles Discus- 
slon Paper 33 1, October 1992 

Graham, W , et a1 Askrng Questrons About Women's 
Reproductrve Health rn Communrty-Based Surveys 
Gurdelrnes on Scope and Content London London 
School of Hygiene and Tropical Medicine, Aprll 1995 

Weller, S C , and Romney, A K Systematrc Data Col- 
lectlon Newbury Park Sage Publicat~ons Qual~tatlve 
Research Methods Ser~es No 10, 1988 

Syphll~s Control 

Brady, W, et a1 , eds Tramrng Package for Preventron 
and Control of Syphrlrs m Maternal and Chrld Health 
Programs Arlington, VA MotherCare and John Snow, 
Inc , 1996 

Beck, D , Buffington, S , and McDermott, J Healthy 
Mother and Healthy Newborn Care A Reference for 
Care Grvers 1997 

Care m Normal Brrth A Practrcal Guzde WHOIFRHI 
MSM/96 24 Geneva World Health Organlzatlon, 1996 

Care of Mother and Baby at the Health Center WHO/ 
FHEIMSMI94 2 Geneva World Health Organizatlon, 
1994 

Foundatzon Module The Mrdwrfe zn the Communrty 
Geneva World Health Organization, 1996 

interpersonal Communrcatron and Counselzng Cur- 
rrculum for Mzdwrves Arlmgton, VA MotherCare/Family 
Health Services Project In Nigena, 1993 

INTRAHIPRIME Sourcebook 

Kleln, S A Book for Mrdwzves A Manual for Trarnrng 
Tradztronal Brrth Attendants and Communrty Mrd- 
wrues Palo Alto, CA The HesparIan Foundation, 1995 

Management of Lrfe Threatenrng Obstetncal Emer- 
genczes Arhngton, VA MotherCare 



Marshall, M , and Buffington, S Lrfe Saurng Skrlls 
Manual for Mrdwrues, Lrfe Saurng Skzlls Clrnrcal Prac- 
trce Guzde, Lrfe Saurng Skzlls Manual for Polzcyrnakers 
and Earners, 3rd ed Washington, DC Amencan Col- 
lege of Nurse-mdwves, 1998 

Mzdwzfery Educatzon Modules (5-volume set ) WHO/ 
FRH/MSM/96 1 Geneva World Health Organ~zat~on, 
1996 

Mrdwrfery Practrce Measunng, Deueloprng and Mo- 
brl~zrng Qualrty Care WHOIFHEIMSMI94 12 Geneva 
World Health Organlzatlon, 1994 

Safe Motherhood Traznzng Package New York Umted 
Nations Ch~ldren's Fund, 1994 

Schleber, B , et a1 Traznrng Manual for Trarners of Tra- 
drtronal Brrth Attendants Arhngton, VA Mothercare, 
1993 

Strengthenrng Cornmunrcatron Skrlls for Women's 
Health A Aarnzng Guide New York FCI 

Thermal Control of the Newborn WHOIFHEIMSMI 
93 2 Geneva World Health Organ~zabon, 1993 

hfebme rlsk The rlsk of a woman dylng from preg- 
nancy or childbirth dunng her Lfetlme, based on mater- 
nal mortality and fertility rate 

Maternal death The death of a woman whlle pregnant 
or wthln 42 days of terminabon of pregnancy, lrrespec- 
tive of the durat~on and slte of pregnancy, from any 
cause related to or aggravated by the pregnancy or ~ t s  
management, but not from accidental or inc~dental 
causes 

Maternal health Maternal mortal~ty and morbidity re- 
lated to pregnancy and ch~ldbearing, 

Maternal mortality rate Number of maternal deaths per 
100,000 women of reproductive age (15-49) 

Maternal mortal~ty ratlo Number of maternal deaths 
per 100,000 live blrths 

Met need for essent~al obstetric care Percent of women 
wth serlous obstetr~c compl~cations seen at essent~al 
obstetr~c care facll~ties 

Neonatal deaths Deaths wthin the first 28 days of life 

Perinatal deaths Stillbirths and deaths wthin the first 
week of hfe 

Pennatal mortality rate Perlnatal deaths per 1,000 
b~rths 

Rectovaginal fistula An openlng between the rectum 
and vaglna that allows fecal mater~al to pass Into the 
vagina 

Slulled attendance at delivery Attendance by a shlled 
person (doctor, midwfe, nurse) at dellvery per 100 l~ve 
births 

Unmet need Women not desir~ng pregnancy who are 
not uslng contraceptives 



Unsafe abortion The termination of pregnancy per- 
formed or treated by untrained or unslulled persons 

Uterine prolapse Dropping down of the uterus into the 
vaginal cavlty In extreme cases, the utenne c e w  may 
extend beyond the vaginal opening 

Vesicovaginal fistula An opening between the bladder 
and vagina allowng the seepage of urine into the va- 
gina 



Appendix D 

USAID Ind~cators for Maternal and Newborn Health 

3 3 Indicator Early neonatal mortal~ty rate (ENMR) 
Defin~tion The death of a I~ve-born ~nfant dur~ng the 
first week of hfe (0-6 days) The rate IS the number of 
early neonatal deaths per 1,000 l~ve b~rths WHO estl- 
mates that there were 3,370,000 early neonatal deaths 
In 1995 The numerator is the number of ~nfants dyng 
wthin the first SIX days of life, the denom~nator is the 
number of llve births 

Data source The pnnclpal source of the early neonatal 
mortallty data IS the demograph~c and health surveys 
The early neonatal mortallty rate can also be calcu- 
lated from a WHO database that rncludes data from 
vltal reg~strat~on, sample reg~strat~on, and commun~ty 
studles 

3 3 Ind~cator Percent of women ages 15 to 49 wlth 
anemla 
Definibon An esbmate of the propohon of women ages 
15 to 49 who are anemlc (as ~nd~cated by hemoglob~n 
less than 11 for pregnant women and 12 for nonpreg- 
nant women) The numerator IS the number of women 
ages 15 to 49 wth hemoglob~n below the cutoff cr~teria 
for anemla (1 1 for pregnant women, 12 for nonpreg- 
nant women), the denom~nator is the number of women 
ages 15 to 49 who are surveyed 

Data source Spec~al populat~on-based household sur- 
veys or surve~llance, routine maternal records In health 
servlces fac~l~t~es  

3 3 3 a Indicator Natronal maternal health strategy 
operatronalrzed 
Definition The percent of a government s adm~nlstra- 
tive un~ts that have operationallzed the nat~onal mater- 
nal health strategy 

Measurement Th~s  lndlcator may best be measured 
through a compos~te of several ~nd~cators such as the 
existence of a maternal health strategic plan or opera- 
bonal plan that (1) defines the objectrves of the country s 
maternal health program, (2) defines a clear strategy 
for attaining these objechves, (3) establishes an orga- 
n~zational structure for the program that IS consistent 
wth the strategy coverlng both public and private sec- 

tors, (4) est~mates and projects the resources requ~red 
to implement the strategy and a spec~ficatlon of how 
these resources are to be secured, and (5) ~dent~fies 
resources allocated A maternal health plan may be 
~ncluded or named as a safe motherhood, reproduct~ve 
health, women s health, nutr~tlon, or other plan These 
policies may ~nclude other determinants of maternal 
sumval such as g~rls' nutr~tron, female genital mut~la- 
tion, famtly planning, ~nfect~on, prevention, or control 
Spec~fic guidelines on essent~al components of a ma- 
ternal health plan are to be determ~ned nationally 

Data source Documents and budget and financ~al re- 
ports from the nat~onal government agency responsible 
for maternal or reproductwe health 

3 3 4 a Ind~cator Percent of bzrths attended by medr- 
cally trarned personnel 
Defin~tion The proport~on of births that are attended by 
health personnel who have rece~ved med~cal tra~ning 
The numerator is the number of births attended by 
med~cally trained personnel dunng a spec~fied t ~ m e  pe- 
riod, the denom~nator 1s the number of live b~rths dur- 
mg the same time period Note Other attendants (such 
as TBAs) should be excluded from this category TBAs 
are those who have acquired shlls by del~vering bab~es 
themselves, through apprentlcesh~p to other TBAs, or 
who have l~mlted (less than 6 months) t ra~n~ng Other 
attendants such as family members des~gnated by an 
extended fam~ly should also be excluded 

Data source Us~ng rout~ne health ~nformat~on system 
data reported by med~cal personnel, which are collected 
annually Alternat~vely, less frequent household surveys 
could be done 

3 3 4 b Indicator Percent of women attended at least 
once durrng pregnancy by trarned health personnel 
Defin~t~on The proport~on of pregnant women seen at 
least once dur~ng thelr pregnancy by trained health per- 
sonnel The numerator 1s the number of pregnant 
women attended by tra~ned health personnel at least 
once dur~ng thew most recent pregnancy, the denomi- 
nator IS the number of l~ve blrths (this IS a proxy for the 
number of pregnant women) 



Data source Household surveys may provlde a reh- 
able method of coverage information and provlde a 
means of collect~ng data that can be dlsaggregated by 
type of attendant Where poss~ble, facllity records and 
registries can be used 

3 3 4 c lndlcator Percent of women wrth serrous ob- 
stetrrc complrcatrons seen at essentlal obstetrrc care 
facrlrtres (met need for EOC) 
Defin~tion The proportion of women estimated to have 
serious obstetric complications that are seen at fac~li- 
tles reporting to offer essent~al obstetr~c care The nu- 
merator IS the number of serious, complicated obstet- 
nc cases in all fac~litles reporting to offer essentlal ob- 
stetr~c care ( ~ n  a defined tlme penod), the denominator 
IS the number of cases of serlous obstetrlc compl~ca- 
tlons among pregnant women (In the same t ~ m e  pe- 
nod) The denominator can be calculated by talung 15 
percent of the total number of live blrths 

Data source Estimates for the numerator may be found 
In health fac~lity records 

3 3 4 d Indicator Number of facrlrtres provrdrng basrc 
essentral obstetrrc care 24 hourslday (per 500 000 
people) 
Defin~t~on The number of health facllities that provlde 
basic essentlal obstetr~c care (avallable 24 hours a day) 
In the 6 months prlor to the time of data collection, per 
500,000 population 

Data source Data may be available from routlne health 
servlces statistics but may also be obtained from health 
faclllty surveys 

3 3 4 e lndlcator Percent of pregnant women recerv- 
rng any rron supplements 
Definition Proportion of pregnant women who recelve 
any Iron supplements The numerator IS the number of 
pregnant women recelvlng any lron supplements ( ~ n  
targeted areas), the denomlnator IS the number of 
women who have delivered In the past 6 months (In 
targeted areas) 

Note Ideally, the denomlnator should be the number 
of pregnant women however, considering the sample 
slze would have to be extremely large, ~t IS recommended 
that women who have delivered In the past 6 months 
be used instead 

Data source Health semce data or population-based 
household surveys and surve~llance A cross-sectional 
survey that asks pregnant women to recall recelpt of 
supplements over a per~od of time (the past month) 
may be useful 

3 3 4 f Indicator Percent of adults who are knowl- 
edgeable about maternal complzcatrons ofpregnancy 
and chrldbrrth 
Defin~t~on The percent of all adults who can ldent~fy 
four of seven warning signs of maternal complicat~ons 
of pregnancy and ch~ldb~rth antenatal vaglnal bleed- 
Ing, h~gh  fever, abdominal pain, swelling of hands and 
face, active labor for more than 12 hours, placenta re- 
tamed for more than 1 hour, and selzures The numera- 
tor IS the number of adults who can Identify four of seven 
warnlng signs of maternal comphcatlons, the denoml- 
nator IS the number of adults surveyed (men and 
women) 

Data source Population-based household surveys of 
adult men and women 

3 3 4 g lndlcator Percent of facrlrtres offerrng basrc 
obstetnc care that have current standards and proto- 
cols for essential obstetrrc care utrlrzed by the provrd- 
ers and a process for assessrng complrance 
Definition The number of fac~l~t~es  offering bas~c  ob- 
stetrlc care that have current standards and protocols 
for essential obstetric care that are utilized by the pro- 
viders The numerator is the number of facllltles offer- 
Ing basic obstetric care that have current standards and 
protocols for essential obstetr~c care that are utlllzed by 
providers, the denominator IS the number of faclllt~es 
offer~ng essential obstetrlc care 

Data source Facil~ty records and reg~stry data or health 
facll~ty surveys, and supemsory vislts 

3 3 4 h Indicator Percent of facrlrtres offering essen- 
tral obstetrrc care that have had no stock-outs rn the 
last 6 months of any of the followrng tetanus toxord, 
oxytocrn drugs, antzbrotrcs, won, and famrly plannrng 
commodrtres, rncludrng emergency contracept~on 
Definition The number of facllities offerlng essentlal 
obstetr~c care and that have had tetanus toxoid, oxyto- 
cin drugs, antlb~ot~cs, Iron, and famlly plann~ng com- 
modlties avallable throughout the 6 months prlor to the 
data collection The numerator is the number of fac111- 



ties offerlng essentlal obstetric care that have had no 
stock-outs during the 6 months prlor to the data collec- 
hon, the denommator IS the number of facilities provld- 
mg essent~al obstetric care 

Data source Health facility surveys 

3 3 4 i Ind~cator Percent of facrhtres offenng essentral 
obstetric care that have adopted prototype systems 
for monltonng matemi case fatalrty rates 
Definition The proportion of facilities offenng essential 
obstetric care that have adopted standards for moni- 
torlng maternal case fatallty rates The numerator is 
the number of facllltles offerlng essentlal obstetr~c care 
that record and aggregate data on obstetric comphca- 
hons and deaths, the denommator IS the number of 
fadlhes offenng essential obstetric care 

Data source Health faclllty registers and chent records 



Appendix E 

Gender Plan of Act~on 
Statement by J Br~an Atwood, Admln~strator, U S 
Agency for lnternat~onal Development 
March 12, 1996 

More than twenty years ago, the U S Agency for Inter- 
national Development (USAID) officially recognized the 
cr~t~cal  role of women in development by establishing 
an Office of Women In Development T h ~ s  was only a 
first step In a long journey to fully address gender IS- 
sues In USAID programs 

USAID has played a leadership role In the donor com- 
munity In focuslng on the cruc~al role of women In ad- 
vanclng social and economic development slnce the 
early 1970s Dur~ng the last several years, USAID has 
made slgnlficant Increases m the level of funding di- 
rected to programs that dlrectly benefit women and glrls 
The agency has also launched major new lnitlat~ves In 
the areas of reproduct~ve health for women, g~rls edu- 
cation, women and mlcroenterpr~se, and women s po- 
l~trcal participation and legal r~ghts 

These represent s~gn~ficant accomplishments But per- 
haps the greatest accompl~shment IS the ~ncreasrng 
realzat~on that for development to be effecttve, programs 
must pay attention to the central role of women In the 
economic and soclal advancement of a nat~on 

But does the agency stdl mlss opportunities because 
we have not designed and Implemented our activlt~es in 
l~ght of the different roles and needs of women and men 
In development' Undoubtedly 

We must make the most of our opportunities to achleve 
last~ng results 

Our efforts to strengthen democrat~c ~nstltutlons 
must always cons~der the obstacles that women 
face as  they attempt to galn access to thelr own 
polltical and legal systems, 

Our efforts to lmprove lncomes must regularly con- 
s~der  whether the new earnlngs wl1 be controlled by 
mothers who-research has found-who are more 
l~kely than fathers to spend it on chlldren s nutr~tlon, 
and, 

* USAID's cred~t semces and tra~ning programs must 
always make sure that office hours and course 
schedules take into account the different tlme con- 
straints that men and women face 

To make sure that USAID programs continue to achieve 
thew best results, we wll make some changes in the 
way we do business We wll ensure that our systems 
fac~lltate and encourage attentlon to gender Issues, and 
we wll strengthen our technical capacity to address 
women s lssues as  development lssues 

Some actlons can be taken right away-and we are 
tahng these act~ons Thls year, the Agency Sector Re- 
views, In whlch we examlne Agency performance aga~nst 
each of ~ t s  object~ves, wll focus part~cularly on gender 
lssues We wll mod~fy the Agency s Strateg~c Frame- 
work to reflect the key role of gender conslderat~ons In 
the achievement of USAID goals We have appointed a 
senlor policy adv~sor on Women In Development, In the 
Bureau of Pollcy Planning Coordlnatlon, to re~nforce 
the lntegrat~on of gender lssues Into Agency pollc~es 
across sectors We are ~mplementing a Women in De- 
velopment Fellows program to help bu~ld our technical 
expertlse Several other key measures, noted In thls 
Gender Plan of Act~on, wll soon be underway 

Equally important, we explore additional measures that 
wlll ensure continued attention to gender lssues in 
USAID-measures that m~ght  be taken In the areas of 
data collection and analys~s, personnel recru~tment, 
traln~ng and performance, or procurement systems 

To thls end, I have charged the Agency s Counselor to 
draw on your expertlse, and to work closely wth the 
staff who will ultimately be held respons~ble for ~mple- 
mentlng such actions Whlle there may be some op- 
tlons that we wll not be able to pursue for lack of re- 
sources, I am confident that act~ons we take wrll yeld 
results In program performance I look forward to re- 
celvlng the results of the Counselors work by May 31 

Through attent~on to gender Issues, our development 
assistance programs w11 be more equ~table, more ef- 
fectlve, and-ultimately-more sustainable We can 
all do a better job of mahng thls come to pass 



USAID Gender Plan of Actron 
March 1996 

For more than 20 years, USAID has worked to ensure 
the lntegratlon of gender cons~derattons Into its pro- 
grams The Agency IS continuing to foster the lnst~tu- 
tronal changes needed to support women m develop- 
ment Hawng rewewed a varrety of options for "~nstrtu- 
t~onahzing" attent~on to lssues concerning women In 
development, USAlD has developed this Gender Plan 
of Actlon 

In order to bulld commitment to cons~deration of gen- 
der Issues as key development Issues, USAID wll 

Modify the Agency's strateg~c framework - objec- 
tlves, approaches and ind~cators, as  appropnate - 
to reflect under each strategic object~ve the key role 
of women m development, 

Update and strengthen the Agency's Women In 
Development Polrcy Paper, and, 

Ensure that gender cons~derabons are incorporated 
Into the key strategic framework, forthcoming ~mple- 
mentat~on guidance 

In order to burld capaclty to address women In devel- 
opment issues In all Agency programs, USAID wll 

Appolnt a senior policy advlsor on Women In De- 
velopment In the Pollcy Plannlng Coord~nation Bu- 
reau to reinforce the lntegratron of gender lssues 
Into Agency policies across sectors, 

Implement a Women In Development Fellows pro- 
gram to help build a techn~cal cadre to support the 
rntegration of gender issues into development pro- 
grams, and to allow for the ass~gnment of adwsors 
In all USAlD Bureaus, 

Develop gurdance regarding the authority, mandate, 
and technlcal qualifications of Women In Develop- 
ment officers and coordinators throughout the 
Agency, and 

Incorporate gender cons~derabons Into Agency gu~d- 
ance on re-engmeer~ng and re-englneer~ng tra~ning 
that encompasses all functions, lncludlng monltor- 
rng and evaluation, CDlE trainlng rn the develop- 
ment of ~ndlcators, new entry tra~nlng, and sectoral 
tralnlng 

In order to build lncentlves for the cons~deration of gen- 
der Issues, USAID w11 

Establ~sh a Women In Development Performance 
Fund to award supplementary program funds to 
Agency programs that best address gender lssues 
as rntegral components of effectwe development as- 
slstance 

Finally, the Agency's Counselor w11 

Report to the Admlnlstrator regarding the feaslbrl~ty 
of actions such as  addressing program perfor- 
mance on Women in Development wa the Agency's 
system for evaluating the performance of person- 
nel, improwng d~rect-hire staff expert~se In Women 
rn Development through the Agencys system of 
technlcal backstops and/or tralning of personnel, 
rmprovlng USAID's collection and use of sex de- 
segregated lndrcators of results, and, prowding In- 
centlves for improved Women m Development ex- 
pertise among contractors and collaborators vla 
USAID's procurement procedures, 

Develop and report to the Admln~strator on imple- 
mentat~on plans for those acbons deemed neces- 
sary and feas~ble, and 

Monrtor the overall ~mplementabon of the Gender 
Plan of Acbon, lncludrng such addihonal feasible 
actlons as are agreed 

In undertalung thrs charge, the Counselor wll consult 
wth, and recelve the strong support of USAID central 
and reg~onal Bureaus The Counselor wll also consult 
wth the USAlD partner community - nongovernmen- 
tal organizations (and, in particular, the Advlsory Com- 
m~ttee on Voluntary Fore~gn Ad), univewt~es, and con- 
sultlng firms The Counselor wll report to the Admlns- 
trator as follows 



By May 3 1, 1996, provlde recommendations re- 
garding the feas~b~l~ty of various opt~ons for further 
bu~ld~ng USAID's abil~ty to ~ncorporate Women in 
Development cons~derat~ons throughout its pro- 
grams 

By July 3 1, 1996, prowde implementat~on plans for 
feasible act~ons approved by the Adm~n~strator 

By October 31, 1996, report on the overall imple- 
mentat~on of the Gender Acbon Plan It IS expected 
that, at this point, the Plan In ~ t s  ent~rety wl1 be sub- 
stantlally implemented 

USAID Gender Plan of Act~on Addit~onal Measures 
June 12, 1996 

Pos~tion descr~ptions for Agency Program Officers 
wll be revlsed to specifically Include responsibil~ty 
for addressing gender issues 

Experience and understand~ng of Women In Devel- 
opment issues w11 be taken into cons~deration In 
recru~tment for Program officers and appropr~ate 
techn~cal officers 

Gu~dance concerning the cr~t~cal need to address 
gender Issues in development wll be Issued to the 
staff and committees that rate the performance of 
both c~vll semce and fore~gn semce personnel, and 
to the boards that select fore~gn semce personnel 
for promot~on 

USAID compet~t~ve assistance guidelines w11 Include 
a requlrement that applicants for assistance dem- 
onstrate thew abil~t~es to address gender/WID IS- 

sues In contracting, a methodology w11 be devel- 
oped for ~nclud~ng a technical requlrement regard- 
Ing genaer issues In statements ot work tor RFFs 

Indicators of program Impact on the soc~al and eco- 
nomic status of women w~ll be Included in the 
menu of ind~cators be~ng developed for USAID 

m~sslons In addition, the Agency Strateg~c Frame- 
work wll be supported by sex d~saggregated results 
indicators and the collect~on and analys~s of sex d~s-  
aggregated data, as appropriate 

* Language wll be included In the Automated Dlrec- 
tlves System spec~fytng that strategic planning and 
results report~ng documents should indicate how 
gender cons~derations are be~ng addressed 

Each full mlssion wI1 revlew and rewse ~ t s  mss~on 
Orders as necessary in order to apply to its dlrec- 
t~ves the forthcoming rewslon of the Agency s WID 
Policy 



Appendix F 

hst of PHN Strateg~c Object~ves/Interrnedlate Results 
Includ~ng Maternal Health by USAlD fissions 

USAID rnlsslon 

Bangladesh 

India 

Nepal 

Cambodla 

lndonesla 

Phlllpplnes 

Egypt 

Jordan 

Morocco 

Object~ves and Results In  the PHN Sector 

SO-1 Ferfrlrty Reduced and Famrly Health lmproved 
SO level lndlcator Pregnancies Attended by Tralned Provlder 
lntermed~ate Results 1 1 Use of Hlgh Impact Fam~ly Health Sewlces lncreased 
IR lndlcator 1 1 5 Tetanus Toxo~d Vacc~nat~on Coverage of Pregnant Women lncreased 

SO 2 Reduced Ferlrlrty and lmproved Maternal and Chrld Health 
SO level lndlcator 2 I Percent of Pregnant Women Rece~v~ng Antenatal Care 
SO level lndlcator 2 2 Percent of Recent Blrths Attended by a Tra~ned Prov~der 
IR level lndlcator 2 3 1 NumberlPercentage of Pregnant Women Rece~vlng Antenatal Care (ANC) 

Sew1ces 
IR level lnd~cator 2 3 2 Number and Percentage of Del~ver~es Attended By Tra~ned Provlder 

SO 2 Reduced Fehlrty and lmproved Maternal and Chrld Health 
lntermed~ate Result 2 3 lncreased Use of Selected Maternal and Child Health Sewlces 
lnd~cator 2 3 4 Blrths In the Last Three Years In Whlch Mothers Recelved Antenatal Senrlces 

from a Tra~ned Provlder 

SO 2 Improved Maternal and Chrld Health 
Intermediate Result 2 1 Leadersh~p for Quallty Maternal and Chlld Health Assumed by Public 

Sector 
IR level lndlcator 2 1 1 Key Pollcles In Place for Reproduct~ve Health Chrld Suw~val and 

Sustalnablllty 
lntermedlate Result 2 2 Improved Sewlce Dellvery In the Publ~c and Prlvate Sectors 
IR level lnd~cator 2 2 1 B~rths Attended by Tralned Health Personnel 

SO 5 Sustarned lmprovemenfs m Health and Reduced FertI11ty 
SO level lnd~cator 5 2 Proportlon of Blrths Attended by Tralned Health Personnel Durlng Dellvery 
lntermedlate Result lncreased Use Qual~ty and Sustalnablllty of Fam~ly Plannlng and Other 

Reproductwe Health Sewlces 
1R level lndlcator 5 1 3 Proportlon of Obstetrlc Compllcat~ons Referred to Treatment Facll~tles In 

Demonstratlon Areas 
IR level lndlcator 5 1 4 Proportlon of Pregnant Women Who Consume Appropriate Iron 

Supplementat~on In Demonstrat~on Areas 
lnd~cator 5 1 6 Number of Provinces and Dlstrlcts W~th a Fully Functlonlng and lnst~tut~onal~zed 

Natlonal Cllnlcal Tralnlng Network (NCTN) 

SO 3 Reduced Fertrlrty Rate and lmproved Maternal and Chrld Health 
SO level lndlcator Percent of Blrths In Hlgh Rlsk Groups 
lntermed~ate Result lncreased Publlc Sector Prov~s~on of FPIMCH Sewlces 

SO 5 Sustarnable Improvemenfs m the Health o f  Women and Chlldren 
SO level lnd~cator Maternal Mortal~ty Ratlo 
lntermedlate Result 5 1 lmproved Quality and lncreased Ut~llzat~on of Maternal Per~natal and 

Chlld Health Sewrces 
IR level lndlcator 5 1 1 Dlstrlcts In Upper Egypt Prov~d~ng Effectlve Essential Obstetrlc Care 
lntermed~ate Result 5 3 lmproved Env~ronment to Plan Manage and Flnance Susta~ned Maternal 

& Ch~ld Health Systems 
IR level lnd~cator 5 3 1 Annual Increase In MOHP Fundlng Allocated for Prrmary and Preventwe 

Sew1ces 

SO 3 lmproved Access to and Quality o f  Reproductive and Pnmary Health Care 

lntermedlate Result 3 2 lncreased Ava~lablllty of Reproductlve and Prlmary Health Care S e ~ l c e s  In 
Publ~c Sector 

IR level lnd~cator 3 2 1 Percentage of Women Who Dellver In Hospitals wlth Comprehensive 
Postpartum Centers (CPP) and Return for Postpartum Care 

SO 1 Reduced Fertrlrfy and lmproved MCH 
lntermedlate Result 1 1 Greater Access to Qual~ty FPIMCH Sewlces Responsive to Cllent 

Demand 
IR level lndlcator 1 1 3 Met Need for Emergency Obstetrical Care In Target Areas 
lntermed~ate Result 1 2 lmproved Pol~cy Env~ronment Supporting FPIMCH Sewlces 
IR level lndlcator 1 2 1 lncreased Proportlon of Operat~ng Costs Assoc~ated With USAID FPIMCH 

Program Flnanced by the GOM 
IR level 1 2 2 Pol~c~eslRegulat~ons Supportive of lmproved FPIMCH Sew~ces Access and Quallty 

- 

- - 
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