The struggle to reduce
maternal mortality

onsider this: in the 20th cen-

tury, there were more maternal

mortalities than deaths from
tuberculosis, suicide, traffic accidents
and AIDS combined.

Even today, 2 decades after the
global health community signed on to
the Safe Motherhood Initiative and
vowed to halve the number of women
who die in childbirth by the year 2000,
almost as many women still die from
maternal causes as did in 1987.

During that interval, 10.5 million
women have died in pregnancy and 160
million babies were stillborn or died in
their first 4 weeks. Another 420 million
women had unsafe abortions and 315
million have lived with complications
such as fistula. Every day 1600 women
die during pregnancy, 9o% of whom
live in developing countries (Table 1).
Over her lifetime, an African woman
has a 1 in 16 chance of dying from preg-
nancy-related complications. In the in-
dustrialized world, the risk is 1 in 4000.

“It is a humbling experience that on
the 20th anniversary of these goals, we
still have a half-million women dying
every year,” said Dr. Dorothy Shaw, the
first woman to be president of the
Fédération internationale de gynécolo-
gie et d’obstétrique. “We haven’t ac-
complished enough, if anything,” she
told attendees at the Society of Obste-
tricians and Gynaecologists of Canada,
International Women’s Health Sympo-
sium, Safe motherhood and newborn
health: looking back, looking forward,
which was held June 21 in Ottawa.

There have been notable steps for-
ward in Uganda (see page 244) and 34
other African countries that have drawn
up national plans to reduce maternal and
newborn deaths. And there are scattered
successes worldwide. A pilot project in
India, for example, trained 100 physi-
cians at 3 centres to perform cesarean
sections and administer anesthesia; that
program is now expanding to 20 centres.
The Canadian International Develop-
ment Agency has spent $45 million on
myriad programs, including $350 ooo
toward creating an obstetrical centre at
Mirwais Hospital in Khandahar.

Table 1: Estimates of number of maternal deaths, lifetime risk and maternal mortality

rate, by region, 2000

No. of Lifetime risk of
maternal maternal death, Maternal deaths per
Region deaths 1in: 100 000 live births
World 529 000 74 400
Developed regions* 2 500 2800 20
Europe 1700 2400 24
Developing regions 527 000 61 440
Africa 251 000 20 830
Northern Africa 4 600 210 130
Sub-Saharan 247 000 16 920
Africa
Latin America and 22 000 160 190
the Caribbean
Asia 253 000 94 330
Eastern Asia 11 000 840 55
South-central 207 000 46 520
Asia
South-eastern 25 000 140 210
Asia
Western Asia 9 800 120 190
Oceania 530 83 240

*These include Canada, the United States, Japan, Australia and New Zealand.
Sources: World Health Organization, United Nations Children’s Fund, United Nations Population Fund.
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After labouring all night, this Mali
mother is tired but proud to present
her newborn child. This photo by Dr.
Francoise Couturier, entitled “Matin
Calme,” placed first in a contest run by
the Society of Obstetricians and Gynae-
cologists of Canada’s International
Women’s Health Program.

The recent progress may be partially
due to revitalization of political will,
with the world having committed in the
year 2000 to 8 Millennium Develop-
ment Goals, including 1 to “reduce by
three-quarters, between 199o and 2015,
the maternal mortality ratio.”

Prime Minister of Norway Jens
Stoltenberg has vowed to accelerate
progress towards that goal by launch-
ing a Global Business Plan at the United
Nations General Assembly in New York
City this September. It aims to reduce
duplication of efforts by allowing low-
resource countries to present 1 plan to a
consolidated group of funders.

“It will make better use of resources
and increase funding for national
health systems,” said Shaw, senior as-
sociate dean, faculty affairs at the Uni-
versity of British Columbia.

Further progress is also expected at
the Women Deliver conference in Lon-
don, UK, Oct. 18—-20 (womendeliver
.org), where more than 2000 major po-
litical and public figures, health profes-
sionals, social scientists and women’s
advocates will convene.

But while people meet and talk,
women continue to die. Many of the
529 ooo annual deaths are preventable,
since up to 80% of them result from 1
of 5 well-understood and relatively
common obstetric complications (see
Box 1) that can be readily treated with
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Box 1: Causes of maternal

mortality

* Hemorrhage 25%
« Infection 15%
« Unsafe abortion 13%
« Hypertensive 12%
» Obstructed labour 8%
o Other direct causes 8%
« Other indirect causes 20%

existing, inexpensive medical or surgi-
cal interventions.

The principle underlying medical
cause of high maternal mortality is that
about one-half of all women in devel-
oping countries don’t have a skilled
birth attendant at delivery; in fact,
many women deliver alone. In addi-
tion, 201 million women who would
like to use contraceptives, can’t access
them. Not surprisingly, many women
die from complications after undergo-
ing unsafe abortions.

Insufficient numbers of trained
health professionals is a widespread
problem. The Lancet’s frequently cited
series on maternal survival (September
2000) concluded that the health centre
model could achieve 73% coverage by

2015 for 75 priority countries if 334 0oo
more health care professionals could
be recruited and 24 ooo birthing units
plus 11 0oo maternity units established.

The Lancet estimated that achieving
Millennium Goal 5 would cost between
US$5.5 billion and US$6.1 billion in
additional funds. Yet, in 2004, donors
invested just US$530 million in new-
born and maternal health.

“Yes, we need a lot. But does that
mean we can’t do it? I don’t think so,”
said Shaw, adding that “decreasing
maternal mortality is the key to improv-
ing the health of the population.”

Depending upon the country, the
Fédération identifies as priority activi-
ties the need to track maternal mortal-
ity; establish partnerships with min-
istries of health, midwives and others;
establish effective family planning;
avoid unsafe abortions; institute com-
petency-based training for emergency
obstetrical services; and effectively
share more information.

“We know what to do,” said Shaw.
“We know how to do it. We can’t do it
alone. We can’t do it all at once.” The first
goal, though, is access to emergency ob-
stetric care. — Barbara Sibbald, CMAJ
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Mali nurse, Djeneba, poses with one of her 4 children, for photographer and long-time
colleague, Dr. Francoise Couturier, a physician in St. Lambert, Que. The photo was first
runner-up in a contest run by the Society of Obstetricians and Gynaecologists of
Canada’s International Women’s Health Program.
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Ugandan government
resolves to make safe

motherhood a priority

hile progress on reducing
maternal mortality is moving
at an excruciatingly slow

pace in much of the world, Uganda,
where 6000 women die annually of
pregnancy-related causes, recently
passed a resolution of Parliament mak-
ing safe motherhood a priority.

The resolution, introduced in De-
cember 2006 by Member of Parliament
Sylvia Ssinabulya and overwhelmingly
endorsed by all parties, establishes a
maternal mortality control to assess
how to deal with the problem and
makes registration of maternal deaths
compulsory, with the aim of targeting
remedial action, such as establishing
blood banks or obstetrical care, where it
is most needed.

More recently, and for the first time,
efforts to mitigate maternal mortality
were specifically funded in Uganda’s
mid-June budget. It provided funding for
emergency obstetrical care at local health
centers (level 3), which serve people in a
12 km radius. Currently, this level of care
is only provided at district health centers.
Funding was also committed to revitaliz-
ing family planning at these clinics in an
effort to limit unsafe abortion.

Not content to rest on this progress,
Ssinabulya, a member of Parliament
since 2001, has since organized a net-
work of 38 female members of parlia-
ment to create a master plan involving
all ministries. Transportation to clin-
ics, for example, is hindered by poor
roads. “We want to task government to
put up tangible things we can do to re-
duce maternal mortality.”

In Ottawa on June 21 as the featured
speaker at an international symposium
on maternal health (see page 243),
Ssinabulya told CMA]J that safe mother-
hood is everyone’s responsibility and
everyone — politicians, couples, jour-
nalists, local leaders, lawyers and reli-
gious leaders — has a role to play, be it
advocacy, community mobilization or
changing personal attitudes.

While acknowledging that obstetri-
cian—gynecologists “have done a lot





