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NOTE 

The views expressed in this report are those of the participants in the Joint WHO~CEF/UNFPA 
Meeting on Improving Progress in Mate.rna~ and Newborn Mortality ReductIon and do not 
necessarily reflect the policies of the OrgamzatIon. 

This report has been prepared by the World Health Organization Regional Office for the Western 
Pacific for governments of Member States in the Region and for those who participated in the Joint 
WHOIUNICEFIUNFPA Meeting on Improving Progress in Maternal and Newborn Mortality 
Reduction, held in Ho Chi Minh City, Viet Nam from 18 to 21 November 2008. 
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SUMMARY 

The maternal mortality ratio (MMR) remains high in some countries in the Western 
Pacific Region. Seven priority countries - Cambodia, China, the Lao People's Democratic 
Republic, Mongolia, Papua New Guinea, the Philippines and Viet Nam - have shown variable 
progress in the reduction ofMMR. In order to address high maternal mortality in the Region's 
priority countries, and to assess progress made in these countries, it is necessary for a follow-up 
review of their progress in implementing their plans of action to reduce maternal and newborn 
mortality. Since the last review meeting in 2003, it is expected that countries would have made 
progress, but also would have faced challenges, in particular in terms of increasing skilled birth 
attendance and facility-based deliveries, and in strengthening capacity in emergency obstetric 
care. Challenges would also have been faced by countries in the counting of skilled birth 
attendants and maternal deaths. The exchange of ideas on these challenges is necessary for 
tracking Millennium Development Goal 5. Best practices as well as constraints can be shared 
among countries. 

In this follow-up meeting, various programmes and policies being implemented by the 
seven priority countries were reported and shared. The various issues related to human resource 
training and deployment, information and monitoring systems, definitions and standardization of 
functions, and implementation issues were discussed, particularly in relation to how these would 
lead to a reduction of maternal mortality and morbidity, to achieve MDG5. Discussed in 
particular detail were sources of health statistics and information related to the maternal and 
newborn health indicator for monitoring, definitions and functions of skilled health professionals 
attending to pregnancy and delivery, access to deliveries in health facilities, and the provision of 
emergency obstetric and newborn services. 
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1. INTRODUCTION 

A Joint WHOIUNICEFIUNFPA Meeting on Improving Progress in Maternal and 
Newborn Mortality Reduction was held in Ho Chi Minh City, Viet Nam, from 18 to 
21 November 2008. The meeting was organized as a follow-up to meetings held from 2000 to 
2003 to review progress made in implementing plans of action to reduce maternal and newborn 
mortality. It was intended to provide a forum to discuss efforts made by priority countries in 
reducing maternal and newborn mortalities by several interventions especially preventing 
unwanted pregnancies, increasing deliveries by skilled birth attendants, and improving 
emergency obstetric care. 

1.1 Background 

The disparity in maternal mortality ratios (MMR) among countries of the Western Pacific 
Region is unacceptably large. The ratio ranges from extremely low single-digit rates, as in 
Singapore and Australia, to very high rates, as in Cambodia and the Lao People's Democratic 
Republic, where the MMR is more than 400 maternal deaths per 100 000 live births. These very 
high rates suggest that an unacceptable number of women die each year due to conditions in 
pregnancy, childbirth and the pueperium. Seven countries in the Western Pacific Region are 
classified as priority countries in terms of their high maternal mortality ratios. These countries 
are Cambodia, China, the Lao People's Democratic Republic, Mongolia, the Philippines, Papua 
New Guinea and Viet Nam. Every effort must be made to reduce maternal mortality in these 
countries. While China's ratio for the whole country is relatively low (47.5 per 100 000), it is 
much higher (up to about five times higher) in the less accessible western part of the country. 

The call for reducing maternal mortality is enhanced by the Millennium Development 
Goals (MDG). The fifth goal (MDG5) aims to improve maternal health by reducing the number 
of women who die in pregnancy and childbirth by three quarters between 1990 and 2015. The 
two key indicators for this target are: (1) maternal mortality ratio; and (2) proportion of births 
attended by skilled health professional. 

In the WHO Mid-Term Strategic Plan (2008-2013), Making Pregnancy Safer is an area of 
work under Strategic Objective 4 (S04), which is "to reduce morbidity and mortality and to 
improve health during key stages of life, including pregnancy, childbirth, the neonatal period, 
childhood and adolescence, and to improve sexual and reproductive health and promote active 
and healthy ageing for all individuals", with the following regional indicators and targets: 

(1) proportion of births attended by skilled personnel (at least 85%); 

(2) MMR (four countries or less have MMR above 100 per 100 000 live births); 

(3) under-5 mortality (at least 30 countries are on track to achieve MDG4, which is to 
reduce under-5 mortality rate by two thirds by 2015; or have under-5 mortality rate lower 
than 20 per 1000); and 

(4) contraceptive prevalence rate (60%). 

Through the Making Pregnancy Safer (MPS) P,.rogramme, WHO has played a very 
significant role in assisting the priority countries to reduce maternal and newborn mortality and 
to improve the health of mothers and newborn infants, through various forms of technical 
support; in doing so, WHO assists countries to achieve MDG5. Reducing maternal death has 
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remained a long-standing agenda in health systems; it is not a new concern. Factors leading to 
maternal deaths or the causes or reasons of maternal deaths are well known. In like manner, the 
answers to questions of "what to do" and the "how to" are also well known. Yet this needless 
tragedy persists in some countries. 

A long-standing issue is the lack of reliable data, due mostly to poor vital registration and 
health information systems in most countries, making it difficult for MDG5 to be tracked. This is 
further compounded by the lack of clarity and agreement across countries as to what is meant by 
a "skilled birth attendant", another variable to be measured for MDG5. 

The performances of the seven priority countries in terms of reduction of maternal 
mortality in the past decade have not been uniform, with appreciable progress having been made 
in Mongolia and Viet Nam, and China having to pay attention only to the western provinces. 
This disparity in achievement can be explained by the different challenges in these countries, 
especially the weak health systems. 

Of all the Millennium Development Goals, MDG5 has seen the least progress. There is 
evidence that some of the priority countries in the Region will not achieve MDG5. Intensified 
strategies and activities need to be put in place as soon as possible for them to have an impact by 
2015. To identify these intensified strategies and activities, especially for deliveries by skilled 
attendants and emergency obstetric care (which require health systems strengthening), meetings 
to review country activities for accelerating reduction of maternal mortality and for improving 
maternal and newborn health have been convened since 2000. In October 2003, a biregional 
meeting (with the South-East Asia Regional Office) was convened in Manila to review progress 
made in maternal mortality reduction. Nineteen countries with 46 participants attended the 
review meeting. Each country developed a plan of action. The meeting highlighted the urgent 
need to increase deliveries by skilled birth attendants, improve emergency obstetric care and 
strengthen the role offamily and the community. 

1.2. Objectives 

(1) To review the progress made in the reduction of maternal mortality in priority 
countries (progress towards MDG5) and to identify gaps. 

(2) To analyze and discuss in-depth the factors that led to this situation, and the 
difficulties related to reliability of data to track MDG5, and to recommend remedial 
actions. 

(3) To make recommendations for WHO and partner agencies on how to further 
strengthen collaboration with Member States to reduce maternal mortality and to achieve 
MDG5, and to propose the way forward. 

(4) To discuss mechanisms and measures to reach out to relevant stakeholders for a 
higher political commitment for maternal health. 

1.3 Temporarv advisers and consultant 

The meeting was attended by 16 temporary advisers from the seven priority countries and 
10 representatives and observer from partner agencies (United Nations Children Fund, United 

• Nations Population Fund, the International Planned Parenthood Federation and the Medical 
Women's International Association). WHO was represented by staff from relevant units in 
Headquarters, the Regional Office for the Western Pacific and country offices. A consultant was 
also recruited for the meeting. Please see Annex 1 for the complete list. 
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1.4 Organization of the meeting 

The workshop was organized by the Making Pregnancy Safer unit of the WHO Regional 
Office, with support and cooperation from other relevant units and divisions, including Gender, 
Women and Reproductive Health, Child and Adolescent Health, Health Information Systems and 
Nursing. The meeting consisted of plenary sessions, during which background papers were 
presented, as well as three group sessions, in which country experiences and plans were prepared 
and presented for discussion. 

1.5 Appointment of Chaimerson, Vice-Chaimerson and Rapporteur 

Dr Dinh Thi Phuong Hoa of Viet Nam was appointed Chairperson, Dr Honorata Catibog 
of the Philippines as Vice-Chairperson and Dr Tung Rathavy of Cambodia as Rapporteur. 

2. PROCEEDINGS 

2.1 Opening ceremony 

Dr Narimah Awin, Regional Adviser, Making Pregnancy Safer, welcomed the participants 
and gave the introduction. 

In her message, Dr Awin reminded the group that the maternal mortality ratio (MMR) 
remains high in the seven priority countries in the Western Pacific Region. It was therefore 
necessary to review and assess progress made in implementing plans of action to reduce maternal 
and newborn mortality. She also gave the objectives of the meeting. This meeting was organized 
as a follow-up to meetings that were held between 2000 and 2003. 

Dr Jean-Marc Oliver, WHO Representative in Viet Nam, delivered the opening speech on 
behalf of Dr Shigeru Omi, WHO Regional Director for the Western Pacific (Annex 2). 

2.2 Summary of previous action plans 

Dr Mario Festin, WHO consultant, presented a summary of country plans of action from 
the 2003 meeting and the progress made by countries. After mentioning the major causes of 
maternal mortality, he stated that reduction of maternal mortality has been effected largely 
through the utilization of skilled care including emergency obstetric care. 

Dr Festin then outlined some strategic approaches recommended by WHO, which include: 

(I) promote government commitment; 

(2) provide support to countries and areas for dissemination, adaptation and 
implementation of evidence-based standards and guidelines; 

(3) provide support to countries and areas for trained skilled attendants; 

(4) empower individuals, families and communities to increase their control over 
maternal and neonatal health; 

(5) provide support to improve monitoring and evaluation programmes; and 
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(6) strengthen partnerships with international agencies and nongovernmental 
organizations. 

The priority countries have reported achievements in some or all of these strategic 
approaches. 

Relevant statistics taken from estimates made by WHOIUNICEFIUNDP in 2005 were 
presented. These included MMR, newborn mortality rate (NMR), infant mortality rate (IMR) and 
delivery by a skilled birth attendant (SBA). 

The priority countries faced several challenges and barriers (geographic, socioeconomic, 
educational, fmancial, health infrastructure, lack of medical equipment and drugs) as they 
worked towards achieving MDG5. The following observations were made when reviewing the 
country progress reports: 

(1) Data vary from country to country and sometimes are unreliable and 
underestimated. 

(2) In difficult geographical areas, maternity waiting homes can help women to access 
health care services. 

(3) Financial barriers to health services for poor women can be reduced by government 
or private subsidization, exemption schemes, health equity funds and community-based 
health insurance programmes. 

(4) Initiatives to provide incentives to mothers or to health care providers exist and 
need further evaluation. 

(5) Many contributing factors are not within the mandate of the health sector, such as 
education, transport and poverty alleviation, and therefore intersectoral collaboration is 
crucial. 

2.3. Experience from the South-East Asia Region 

Dr Atef el Maghraby, UNFPA project coordinator in Bangladesh, presented the Joint 
UNFPAlUNICEFIWHO Maternal Newborn Health (MNH) project that will be implemented in 
four districts in Bangladesh. It has taken the country 14 years to reduce the MMR from 
547 to 320 per 100 000 live births, with 19.9% of births delivered by a skilled birth attendant, 
9.69% of facilities equipped with emergency obstetric care, 1.8% of caesarean section and 
contraception prevalence rate (CPR) of 44% . 

The joint project involves many partners, namely, three United Nations agencies working 
together as implementers, two donors (Department of International Development [DFID] and the 
European Community, the Government of Bangladesh and various local and international 
nongovernmental organizations. Planned actions include: 

(I) increase access to emergency obstetric and newborn care; 

(2) improve service quality in both the public and private sector; 

(3) build the capacity of health workers and managers; 

(4) improve effective management and integration of services; and 
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(5) increase awareness and promote maternal and newborn health. 

The project is still challenged with difficulties and problems, such as: need for a funding 
mechanism, human resource deficiencies, inadequate national ownership and leadership on 
maternal and newborn health, fragile sociopolitical system, culture of centralization, pressures 
from donor agencies to accelerate progress, and international agency bureaucracy and 
differences. 

2.4 Maternal and perinatal mortality estimates: Experience from the Western Pacific Region 

Dr lun Gao, Regional Adviser in Health Information, briefly described the methodologies 
used in the report produced jointly by WHOIUNICEFIUNDP on estimations ofMMR. He 
explained that the Regional Office does not do any estimation, and uses data reported by 
countries. He highlighted some of the problems encountered with both approaches, especially the 
inability of estimated figures to be used for comparison across time, making tracking of MDG5 
impossible. 

Bearing in mind the numerous difficulties in measuring MMR, it was stressed that there is 
a need to improve routine information systems, especially vital registration systems. Each 
country should compare different collection techniques, introduce quality assurance measures, 
assess the level of under-estimation regularly, improve transparency of data reports and quality 
assessment results, combine other related indicators, and use alternative indicators for small 
countries. 

Mr Gao explained that data on the SBA rate has been routinely collected since 1994, but 
like MMR, several difficulties have been encountered, including the lack of clarity in the 
defmition of SBA. 

2.5 From understanding MNMR estimate to measuring progress in countries 

Dr lelka Zupan, Team Coordinator, Norms and Technical Support, began by emphasizing 
that the MMR is not easy to measure, and that this poses a problem of countries wanting to track 
progress towards MDG5. It requires a good vital registration system to measure maternal deaths. 
Dr Zupan then explained the difference between maternal death and pregnancy-related death. 
There are other indicators besides MMR to help measure the status of maternal health, such as 
births attended by skilled health professionals, availability of obstetric care, antenatal care 
coverage, fertility rates, and perinatal mortality. 

One problem related to skilled birth attendants is its defmition, which may vary from 
country to country. There are many types of skilled health personnel, including medical doctors, 
primary midwives and state midwives. Institutional delivery is also often considered to be by a 
skilled birth attendant, based on the usual birth practices in the various countries although this 
may not be accurate. There are several monitoring systems for skilled birth attendants such as 
facility-based survey, population survey, routine management and information system (MIS) and 
others. However, the routine MIS usually does not include reports from the private sector. 
Skilled birth attendants is a useful indicator for monitoring maternal health status, but it needs to 
be looked at in combination with other maternal outcome indicators such as antenatal or essential 
obstetric care to evaluate how women get access to care. Another problem in the use of this 
indicator is that its denominator is live births, thereby excluding stillbirths, spontaneous and 
induced abortions. 
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2.7 Country plans of action to improve information and data 

2.7.1 Cambodia 

Cambodia will improve monitoring of MMR and skilled birth attendants by: 

(1) implementing the HIS strategic plan 2008-2010 by increasing the availability of 
accurate, timely and complete health data from public and private sources, together with 
enhanced coordination and resources for the HIS; 

(2) improving data sharing, management, analysis, dissemination and use across all 
levels of the health system, including population and socio-demographic data; 

(3) improving patient medical record systems in public facilities, strengthening case 
reporting, monitoring and response, advocating for more participation in the national HIS 
by the private sector, and facilitating data use for planning, resource allocation and 
management of human resource infrastructure and supplies; 

(4) improving the system for conducting a maternal death audit including facility-based 
audit and confidential enquiry into maternal deaths; 

(5) advocating with the National Institute of Statistics to improve census data use for 
planning and resource allocation; and 

(6) advocating with the Ministry of Interior and local authorities to improve the vital 
registration system. 

2.7.2 China 

The team presented its plan to strengthen the monitoring of MMR by strengthening data 
collection from all counties, townships and provinces. It also plans to speed up registration of all 
medical doctors and midwives nationwide, especially in poor provinces, to monitor skilled birth 
attendants. 

2.7.3 Lao People's Democratic Republic 

The_Lao People's Democratic Republic plans to improve awareness of the definitions of 
MMR and skilled birth attendants, extend data collection of vital events by community health 
workers, introduce a maternal and perinatal deaths reporting system by the villagers, and 
encourage the maternal mortality committee to explore all maternal deaths. The country team 
also plans to disseminate the approved definition of skilled birth attendants to other stakeholders, 
such as the National Statistics Center, maternal and child health staff and nursing schools. 
Activities are planned for mapping the number of staff in health facilities and ensuring that these 
staff are adequately trained. 

2.7.4 Mongolia 

Mongolia plans to improve the quality of information flow, which currently uses three 
channels: (1) civil vital registration; (2) regular monthly reports on the health information system 
by the Ministry of Health; and (3) maternal death record~ (sent on special registration cards to the 
maternal and child health research centre of the Ministry of Health by the local hospitals). The 
country will compare all data from the three channels and will conduct quality checks on hospital 
records in order to identify who assisted during the delivery. The plan will also improve the 
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coding of maternal deaths. United Nations agencies will work jointly with the Government to 
mobilize resources to monitor MDG. 

2.7.5 Viet Nam 

In the medium term, the country will incorporate MMR questions into the annual 
population change survey and census for 2009 (RAMOS and facility based), which will be 
conducted soon by the General Statistics Center. At the same time, the country will improve the 
routine HIS and expand maternal death audit (verbal autopsy) nationwide. For its long-term 
strategy, Viet Nam will improve vital registration, which is handled by the Ministry of Justice, by 
conducting an assessment, followed by re-establishing the network, training registration 
personnel and providing incentives to these staff. To improve the monitoring of skilled birth 
attendants, the country will conduct a situation analysis in 2009, which will be supported jointly 
by UNICEF, UNFPA and the Ministry of Health. 

2.7.6 The Philippines 

The Philippines plans to adopt the sisterhood method in the Demographic and Health 
Survey 2013 to estimate MMR and SBA data. It also plans to introduce and institute quarterly 
"zero reporting" on maternal deaths in health facilities, encourage provincial teams to review and 
validate the status of skilled health professional (SHP), conduct quality data assurance, and 
introduce registration of pregnant women in the villages. The plan is also to revisit the flow of 
death certificate, strengthen the system to ensure the accountability for the reports, strengthen 
vital registration, adoption of maternal death review conduct special studies and health facility 
assessment to determine distribution and quality of care for attendance of delivery. 

2.7.7 Papua New Guinea 

Papua New Guinea will improve the quality of its existing HIS using radio programmes on 
the health radio network to collect information on maternal deaths at district, provincial, regional 
and national hospitals; conducting yearly maternal death audits and yearly review meetings at 
national and provincial level; suggesting to conduct demographic and health surveys every five 
years instead of 10 years, and conducting yearly SBA audit by using standard questionnaires. 

2.8 Availability of essential obstetric care: basic and comprehensive 

Dr Jelka Zupan explained that there are six indicators for monitoring essential obstetric 
care: 

(l) number of essential obstetric care facilities; 

(2) geographic distribution of essential obstetric care facilities; 

(3) percentage of births in essential obstetric care; 

(4) met need for essential obstetric care; 

(5) quantity of critical services; and 

(6) quality of care. 

Signal functions to monitoring essential obstetric care of health facilities are: 



- 9-

(1) Basic essential obstetric care services: administration of parenteral antibiotics; 
parenteral anticonvulsant drugs; parenteral oxytocics; manual removal of placenta; 
removal of retained products of conception; and assisted vaginal delivery. 

(2) Comprehensive essential obstetric care services: all basic essential obstetric care 
services, plus caesarean section and blood transfusion. 

The term essential obstetric care is synonymous with Emergency Obstetric Care (EmOC). 
There are two criteria for monitoring essential obstetric care: 

(1) six signal functions of health facilities as mentioned above, and 

(2) minimum acceptable level (one comprehensive essential obstetric care facility and 
four basic essential obstetric care facilities per 500 000 popUlation). 

In this regard, process indicators for maternal mortality programmes should focus on the 
following: prevention of deaths or disability in 15% of all pregnant women who will develop 
serious obstetric complications in the basic essential obstetric care facilities; caesarean rate of 
between 5% to 15%; and less than 1% of women with obstetric complications admitted to 
comprehensive essential obstetric care facilities die. Facility assessment on functioning of 
essential obstetric care facilities should focus on the last three months. 

2.9 From understanding perinatal mortality estimates to measuring progress in countries 

Dr Jelka Zupan noted that perinatal mortality is defined in order to avoid misclassification 
of very early neonatal deaths and stillbirths, including deaths of pre-term infants. The perinatal 
period commences at 22 completed weeks (154 days) of gestation, the time when the fetus 
normally weighs 500 grams, and ends at seven completed days oflife. Neonatal period 
commences from birth to 28 completed days after birth. 

A survey on perinatal death found that health personnel tend to extract perinatal death 
information from pregnancy history. This approach can be problematic because recall is 
generally difficult. There is also concern that stillbirths are not being weighed, small babies are 
often considered as miscarriages, and information on infants of women who died is not easily 
available. 

In addition to the above mentioned problems, many countries rely on the demographic and 
health surveys (DRS), which may have sample sizes that are too small. Facility-based 
surveillance is often incomplete because it captures only perinatal deaths that occur in the facility 
such as a hospital. 

2.10 Country plans of action to reduce maternal mortality 

Please see Annex 3 for the detailed country plans of action for further reducing maternal 
mortality. 
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3. CONCLUSIONS AND RECOMMENDATIONS 

3.1 Conclusions 

The Joint WHOIUNICEF IUNFP A Meeting on Improving Progress in Maternal and 
Newborn Mortality Reduction held in Ho Chi Minh City, Viet Nam was conducted effectively, 
and all the objectives were met. 

3.2 Recommendations 

The meeting made the following recommendations for countries to consider when revising 
their plans of action: 

(1) Focus on health system interventions, based on the values and principles of the maternal-
newborn--child health continuum of care, to address the poor health and associated health risks of 
population groups most vulnerable, especially the poor, geographically rural and/or remote, 
mobile sectors of society and ethnic minorities, in improving maternal and child health. 

(2) Put people and communities at the centre of health care, taking into account sociocultural 
preferences of consumers and communities and supportive intersectoral structures and processes, 
to enable efficient functioning of facilities, community- and home-based service provision, 
referrals and transport. 

(3) Explore possible sources of additional financial support to expand the funding for 
improving the health of women, mothers, newborn infants and children, including making 
special efforts to tap into resources and funds for improving maternal and newborn health 
through health system strengthening, such as the Global Fund to Fight AIDS, Tuberculosis and 
Malaria. 

(4) Accelerate actions to support integrated human resources for health (HRH) plans and 
policies, inclusive of skilled birth attendants (or skilled health professionals), as key components 
of the overall national HRH plan, addressing production, deployment, retention and 
management, including skill-mix options which permit maximum functioning and overall 
efficiency of all health professional team members. 

(5) Implement, by the end of 2009, national skilled birth attendant and midwifery analyses, 
utilizing standardized evaluation tools and methodologies to determine the demand, availability, 
utilization and quality of maternal, perinatal, newborn, infant and child care, including but not 
limited to: 

(a) facility functioning and distribution; 

(b) use of facilities by women and children; 

(c) service provision and utilization; 

(d) staffing patterns, essential equipment and dru~s, and workforce competencies to 
provide critical services; 
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(e) quality of services, including identifying gaps and providing options to address 
such gaps; and 

(f) legislative, regulatory, educational institutional capacities and needs. 

(6) Promote shared ownership and the achievement of agreed-upon maternal, newborn and 
child mortality reduction goals and targets through an inclusive, broad-based multi-disciplinary 
approach. Be sure to involve front-line health workers, particularly nurses and midwives, 
professional associations, WHO collaborating centres, partner institutions, nongovernmental 
organizations, civil society representatives and the private sector in relevant strategy 
development, policy-making and implementation plans, addressing constraints within and 
outside of the health sector. 

(7) Support improved capacities in designing, implementing, evaluating and strengthening 
information systems, including national vital registration systems, to improve the coverage and 
quality of measurement for better monitoring, 

(8) Develop, strengthen, impl=ent and monitor health legislation aimed at improving overall 
safety and quality, including professional scopes of practice, standards, ethical codes, 
competency measurement and validation methods, and the recognition andlor accreditation of 
academic institutions, facilities and services across public-private sectors. 

(9) Promote and support networks of institutions and multidisciplinary stakeholders with 
appropriate skills and experience to develop and strengthen health policies, systems and 
interventions aimed at improving overall health system functioning and, in tum, reducing 
maternal, neonatal, infant and child morbidity and mortality, as important components of the 
reproductive health framework. 
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ANNEX 2 
Opening speech of the Regional Director, delivered by WR, Viet Nam at the Joint 

WHOIUNICEIUNFP A Meeting on Improving Maternal and Newborn Mortality Reduction 
18-21 November 2008 

Ho Chi Minh City, Viet Nam 

Maternal death is an unmitigated tragedy, not only for the woman who loses her life while 
trying to bring forth a new life, but also for her family and society. It also reflects the sad 
situation in the bigger context - a maternal death is evidence of gross disparities between rich 
and poor, and of the low status that society and policy-makers accord to women. Something can 
and must be done to prevent maternal deaths. The causes of maternal deaths and the 
technologies for interventions are known and available, but the tragedy continues. 

Since the last review meeting in 2003, I am sure that the priority countries of the Region 
have implemented the strategies and activities to reduce maternal and newborn mortality in their 
respective countries. 

Statistics related to maternal mortality have always been, and will continue to be a source 
of controversy and uncertainty. I am very pleased that this review meeting will not only find 
solutions to reduce maternal mortality in order to achieve Millennium Development Goal 5 
(MDG5), but also discuss issues related to information on maternal mortality especially with 
regards to accuracy and reliability, for it to be useful and meaningful to track MDG5. 

Notwithstanding the issues related to reliable information, we know that globally each 
year, more than half a million women die as a result of pregnancy and childbirth, with an 
overwhelming proportion being in poor developing countries. 

In the Western Pacific Region, about 30 000 maternal deaths are reported annually, and 
most of these are in the seven priority countries that are participating in this important review 
meeting. Let's take a closer look at one source of statistics, the W orId Health Statistics of 2007. 
As we are all aware, these are computed by WHO to ensure comparability, and are not 
necessarily the official statistics of these Member States. From this, the overall MMR for the 
Western Pacific Region is 80 per 100 000 live births, but this average does not show the vast 
disparities among countries of the Region. Seven countries in the Region (not including the 
smaller Pacific island countries) have high MMR that places them as "priority countries". The 
seven countries can be seen as belonging to three groups: 

(I) Very high maternal mortality ratios exceeding 400 per 100 000 live births, are from 
Cambodia (450) and the Lao People's Democratic Republic (650). While the MMR 
for Papua New Guinea is recorded as 300, we have reason to believe that is a gross 
under-estimate. 

(2) A relatively high ratio of 100 to 200 per 100 000 live births is reported by the 
Philippines (200), Mongolia (110) and Viet Nam (130). 

(3) Very encouraging progress is being seen in China, with an MMR of only 56, 
although the low overall national figure for China hides the reality of vast 
geographical disparities within the country. 

We must always remember the close link between maternal survival and survival of the 
newborn, which is an integral part of the Making Pregnancy Safer initiative. 
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(1) Neonatal mortality rates are highest in the countries where MMRs are high - the 
Lao People's Democratic Republic, Cambodia and Papua New Guinea - where the 
rate exceeds 30 per 1000 live births. 

(2) The other four countries report neonatal mortality rates between 15 and 20 per 1000 
live births. 

The Millennium Development Goals (MDGs) underscore that human development is not 
possible unless we save women from dying in pregnancy and childbirth. The fifth MDG sets the 
target to reduce maternal mortality ratio by three quarters from 1990 to 2015. There are two 
reasons why it is urgent to reduce maternal deaths. Firstly, the disparity between the rich and the 
poor countries is unacceptably big, a reflection of social injustice, and, secondly, almost all these 
deaths are preventable. We have the knowledge and the technologies to prevent them. 

To achieve MDG5, the basic pillars of making pregnancy need to be in place: (1) family 
planning - to ensure that every pregnancy is wanted and planned; (2) antenatal care and skilled 
attendance at birth; and (3) emergency obstetrics care. 

Besides maternal mortality ratio, another indicator for MDG5 is the proportion of births 
attended by a skilled birth attendant (SBA), with the target of universal coverage. I recognize 
that this indicator is fraught with controversies and is not an easy parameter to measure. Four of 
the seven priority countries need to significantly improve the SEA rates - the Lao People's 
Democratic Republic (19%), Cambodia (44%), Papua New Guinea (42%) and the Philippines 
(60%). The SBA rates in the other three countries are very encouraging, with Mongolia having 
100%, Viet Nam 85% and China 83%. 

I am sure that the priority countries have been implementing strategies and activities 
especially in relation to these three pillars of making pregnancy safer, to reduce maternal 
mortality, especially since the last review meeting in 2003. The meeting in 2003 was a 
biregional meeting - for priority countries in South-East Asia Region (SEAR) and the Western 
Pacific Region (WPR), but this time countries of the South-East Asia Region are not able to 
participate. 

I am pleased that this review meeting is a joint effort between WHO and two of its 
important partners in maternal health, UNFP A and UNICEF. I would like to take this 
opportunity to thank UNICEF and UNFP A for their collaborative efforts in improving maternal 
and newborn health. I also welcome the participation of observers from interested and relevant 
organizations. 

WHO assists countries in improving maternal and newborn health, especially in reducing 
mortality rates, through generating and disseminating evidence, support in policy and strategy 
development, high-level policy advocacy, national capacity-building, technical support in 
specific areas of concern, monitoring progress and evaluation, promoting continuum of care and 
integrated service and resource mobilization. These roles of WHO are within a broad ambit of 
work because reduction of maternal and newborn mortality requires a wide range of approaches, 
strategies and activities, which include strengthening health systems, strengthening community 
and family commitment, forging partnerships with partners and developing a reliable information 
system for monitoring, including the tracking ofMDG5. Therefore, a regional meeting such as 
this, wh:;re countries have opportunities to share experiences and learn from one another, is an 
important WHO-activity. 

I look forward to knowing the following after this meeting: 
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(1) how the seven priority countries have progressed since 2003 in reducing maternal 
and newborn mortality; 

(2) what are the issues they face regarding information on maternal mortality and 
skilled birth attendance rates, and what they plan to do to to improve the quality of 
these data in order to track the progress of MDG5; and 

(3) what are the renewed plans of action for reducing maternal and newborn mortality 
in the respective countries. 

I take this opportunity to thank the Government of Viet Nam for hosting this meeting, and 
I welcome all of you to beautiful and historic Ho Chi Minh City. With that, ladies and gentlemen, 
I wish you a fruitful meeting. 
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ANNEX 3 

DETAILED COUNTRY PLANS OF ACTION TO REDUCE MATERNAL MORTALITY 

Cambodia 
ISSUE ACTIONS 

POLITICAL 1- Advocate senators, parliamentarians, governors, ministers 
COMMITMENT/Continuing support on of line ministries to continuing support SBA 
SBA 2- Advocate mass media 

3- Advocate line ministries for completeness of vital 
registration 

4- Advocate midwife council to accelerate midwife 
registration 

5- Advocate medical council to complete registration and 
accreditation/licensing 

TECHNICAL INPUT/ 1- Revise SM protocol 
Improve standard tools and guidelines to 2- Standardize in-service midwifery training curricula 
ensure quality of emergency obstetric 3- Revise and standardize MCR handbook; registers for 
care (EOC) services ANC, delivery, PNC, NBC; facility patient's records; 

referral slip 
4- Revise MDA protocol to extend to FCI 
5- Conduct EONC assessment, costing and plan 
6- Development of clinical pathways in referral system 

HUMAN RESOURCE l- In-service training and refresher training of health 
TRAINING/ensure that PMW and SMW workers (primary and secondary midwives, medical 
has EOC competency and skills and doctors and medical assistants)on EONC by using revised 
ensure there is an on going system to standard in-service midwifery training curriculum 
maintain the competency of SHP. 2- Training on EONC ofRTC trainers and teaching 

hospital's preceptors 

HUMAN RESOURCE 1- Place MW in all RCs in selected area currently without 
DEPLOYMENTlhaving appropriate having MWs by producing new MWs, immediate enroll 
staff for 24hours services at health them into civil servant, retention and redistribution of 
centers them. 

IMPLEMENTATION 1- Building of maternity waiting home in difficult and 
ACTIVITIES/improve access to EOC remote area 

2- Equip health facilities for appropriate basic and 
comprehensive obstetric care 

3- Midwifery forum 
4- MCR symposium 

INFORMATION SYSTEM AND 1- Increase the availability of accurate, timely and complete 
MONITORING/ monitor progress quality health data from public and private sources, 
towards MDGs together with enhanced coordination, and resources for 

the HIS. 
2- Improve data sharing, management, analysis, 

dissemination and use across all levels of health system, 
including population and socia-demographic data 

3- Expand the participation in the National HIS by the 
private sector, and facilitate data use for planning, 
resource allocation and management of human resource 
infrastructure and supplies 

4- Strengthen maternal death audit 
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China 
Government commitment on MPS l. Development of national strategy plan on MPS 
modified 2. National consultation or workshop on advocacy in the 

following month 
Universal access to qualified l. Promote free hospital delivery in North-western provinces 
essential obstetric care 2. Improve the quality of obstetrical care and newborn care 
New 3. Essential emergency obstetric care is applied 

4. Integrating MCR into NRMCS and community health 
system 

Capacity building l. Midwife and tnidwifery situation analysis 
New 2. Training curriculums for improving skills of nurses who 

are working or plan to work for delivery 
3. pre-service and in service training 

The quality ofMCR information l. improving the quality of data collection and utilization 
improved 2. Missing data collection 
Modified 
Strengthening the paternal ship l. Integrating the MORlUNslNGOs programmes 
between different agencies on MPS 2. Consensus meeting 
Modified 
Financial inputs on MPS is l. Costing of essential MCR packages 
increased 2. Financial inputs on free hospital delivery is ongoing in 
Modified north western provinces of China 
Monitoring and supervision l. Development of national guideline on monitoring and 
New supervision 

2. Conducting the M&E activities regularly 
Monitoring MMR l. Improving the quality of MCR information annual report 

system(whole country); 
2. Improving the quality of MCR information surveillance 

system(in 336 counties); 
3. Strengthen the network on MCR services; 
4. Development of national guideline on monitoring and 

supervision; 
5. Strengthening M&E 

Monitoring SBA (skilled birth l. Situation analysis on midwife and tnidwifery 

attendance) 2. Training curriculums for nurses who are working or plan 
to work for delivery 

3. Missing data collection 
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L R l' D ao eopje s 'R emoeratie epu bl' Ie 
Political Commitment I. Launching and dissemination of SBA development plan 

2. Advocacy for MNCH at the NCMC at all levels 
3. Advocacy for removal of the fee for MNCH care (delivery care) 
4. Review the regulation/policies on MNCH service provision 

Technical Input 1- Develop training curriculum for Midwifery and review curriculum of 
nurses improve midwifery competencies 

2- Review of training materials 
3- Develop midwifery standards( clinical guidelines) 
4- Develop supervision plan 

Human Resource 1. Prepare midwifery teachers 
training 2. Upgrade training centres with new technology (e-Iearning etc.) 

3. Conduct Training-of-trainors 
4. Implement training for existing health staff (nurses, medical assistants 

and medical doctors) 
5. Implement training of new cadres (community midwife and registered 

midwife) after 4 years 
6. Train community health care workers and mass organizations members, 

volunteers, etc. to promote maternal and newborn care and skilled birth 
attendance 

Human Resource 1. Review job descriptions and terms of references of health personnel 
Deployment concerned (doctor, nurse, midwife, obstetrician, etc.) 

2. Review salary scale and incentives system 
3. Adjust recruitment according to demand and SBA workload indicator 

Implementation 1. Develop national strategy and plan of action for MNCH integrated 
Activities services 

2. Conduct annual national review meeting on MNCH 
3. Develop annual provincial and district plans for the implementation of 

MNCH services 
4. Ensure provision of equipment, medicines and supplies for MNCH 

services 
5. Conduct outreach activities for increasing coverage ofMNCH 

interventions and health promotion 
6. Conduct meetings with local authorities and community resources to 

increase involvement of individuals, families and communities 
7. Conduct IEC activities in the community 

Information 1. Review recording and reporting system and harmonize the different 
S ystemlDatabase recording and reporting forms 

2. Computerize the system from central to district level by 2010 
3. Expand vital data recording by community health volunteer 
4. Introduce vital registration system 

Financial Systems 1. Increasing of government budget allocation for MNCH programmes 
2. Use of Equity fund for MNCH services 
3. Expansion of community health insurance 

Supervision and 1. Develop standard supervision tools 
Monitoring 2. Set the monitoring indicators and Conduct quarterly monitoring 

3. Conduct quarterly monitoring 
4. Conduct evaluation of SBA plan and MNCH pilot implementation 

Role of Partnerships l. Conduct joint Twa on MNCH 
2. Coordination meeting (SWAP meetings) among Development partners 
3. Conduct Jointly Monitoring/Evaluation 
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ongola 
Political commitment 1. Develop advocacy fact sheet on MDG4, MDG5, MDG6, 

2. Organize introductory meeting for newly elected high level decision 
makers to distribute fact sheets and advocate MDG4, MDG5, MDG6 

3. Introduce progress of implementation ofMDG to parliamentary 
4. Introduction of progress of implementation of 3d National RH 

Program and 2nd MMR strategy to the Government Cabinet 
5. Organize two sub-national consultative meeting on Making 

Pregnancy Safer for heads and leaders of departments 
6. Develop third MMR strategy 

Technical inputlhuman 1. Review and update and print/distribute previous or existing clinical 
resource development guidelines on managing complications of pregnancy and childbirth. 

2. Refresher training of various level service providers on updated 
clinical guidelines 

3. Conduct assessment of EmOC and ENC, print and distribute 
4. Organize consultative meeting on follow-up actions based on 

findings of assessment of EmOC, ENC 
5. Develop manual/guidelines on integration of ANC with prevention 

HIV/STI 
6. Train all level service providers on introduction of ANC+HIV/STI 

guidelines 
Information system/database 1. Develop guidelines on improving of registration and ANC coverage 

of sub-urban poor and migrants by strengthening of collaboration of 
Health insurance, civil registration authorities and family general 
practitioners unit, local government 

Supervision and Monitoring I. Put quality assurance mechanism for checking accuracy of data on 
maternal mortality reported to civil registration authority, MOH, 
MCHRC 

2. Improve quality assurance of reporting of skilled birth 
attendant/internal facility, yearly monitoring from MOH, quality 
assurance agency 

3. Review and update of undergraduate and postgraduate training 
curricula on RH for midwives and doctors and nurses 

Financial system Allocate and increase budgets for: 
1. Fully equip the province and capital city maternity hospital with 

modern diagnostic and treatment apparatus and equipments required 
referral health care standards 

2. Establish new maternity hospital in capital city 
3. Include in essential drug list obstetrics drugs and contraceptives for 

EOC and neonatal care 
4. Social health insurance coverage for migrants and rural mothers 

Strengthening partnership 1. Joint action plan on MNH for UN Agencies 
2. Coordination mechanism for all partners through regular meeting 
3. J oint monitoring and evaluation strategy 
4. Involve Mongolian Society obstetrics and gynaecology and the 

Mongolian Midwife Association in MNH activities 
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Papua New Guinea 

Objectives Activities 

Objective 1: l. Organizing Maternal and Newborn Mortalities Summit 
To increase advocacy for 2. Designing and implementation of advocacy media campaign to address 
reduction of maternal and maternal and newborn mortalities 
neonatal mortalities 3. Holding meetings with politicians and different decisions makers to 

address maternal and newborn mortalities. 
4. Organizing visits on advocacy for maternal and newborn survival to all 

provinces 
5. Preparing awareness campaign for communities to address maternal and 

newborn mortalities 
6. Advocacy for establishing village health workers as paid public servants 

to support access to basic maternal and newborn services at community 
level 

Objective 2 l. Revising human resources needs to address maternal mortality at 
To improve skills of health provincial and district levels. 
workers in EOC and to 2. Increasing number of doctors trained as specialist in O&G at UPNG 
increase number of new 3. Reinforcing clinical attachments training at regional levels. 
staff trained in midwifery 4. Developing policy to introduce competency based training for "CWH -
skills Midwife Assistants" 

5. Developing curriculum for the competency of "midwife assistants" 
6. Establish regional centres for training of "midwife assistants" 
7. Training appropriate number of midwife assistants and other staff 

according to human resource plans 
8. Increase number of supervisory visits with case management 

observations at provincial and district levels 
Objective 3 l. Revising and printing a guideline for health workers on antenatal care 
To increase access to . procedures and services 
quality antenatal care 2. Retraining all relevant staff and village health volunteers in antenatal 

care services on basics EOC 
3. Ensure availability of all antenatal care services at hospitals, health 

centres and sub-centres 
4. Upgrading aid posts to offer all antenatal care services (including TT, 

syphilis testing and malaria prevention and treatment) 
5. Increasing number of out-reach activities at the district levels 
6. Establishing new aid posts facilities to increase access to antenatal care 

services 
7. Planning and implementing awareness campaign to increase utilization 

of antenatal care services 
Objective 4 l. Preparing and implementing awareness campaign to promote planning 
To reduce maternal for institutionalised deliveries 
mortality by increasing 2. Introducing and promoting the concept of "waiting houses" 
number of institutionalised 3. Assessing the number of "waiting houses" at the district and provincial 
deliveries levels 

4. Constructing and maintaining the required number of "waiting houses" 
in selected provinces and districts 

5. Improving access to emergency evacuation by air 
6. Improving infrastructure to support referral and emergency evacuation 

by land and sea 
Objective 5 l. Revising and distributing guidelines for health workers on EOC 
To reduce maternal procedures and services . 

2. Increasing frequency of regular radio rounds for healtJi. staff addressing mortality by addressing 
direct causes of maternal prevention of maternal deaths 
deaths 3. Improving awareness of the causes of mate mal deaths in women of 

reproductive age. 
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Objective 5A I. Ensuring and improving availability of ergometrine, oxytocin, 
To reduce risk of maternal misoprostol" IV tubing and fluids at health facilities 
deaths due to PPH 2. Introducing misoprostol for prevention and treatment of PPH where 

ergometrine and oxytocin is not available 
3. Training health workers in usage of misoprostol for prevention and 

treatment ofPPH 
Objective 5B I. Ensuring availability of antibiotics to prevent and treat sepsis related 
To reduce risk of maternal with deliveries and abortions (ampicillin injections, gentamycin 
deaths due to sepsis injections, intravenous metronidazole) 

2. Retraining the staff in early diagnosis and treatment of sepsis 
3. Improving access to sterile equipment and consumables for deliveries 

Objective 5C I. Ensuring availability of blood pressure machine, stethoscope and urine 
To reduce risk of maternal tests at all facilities 
deaths due to eclampsia 2. Ensuring availability of magnesium sulphate, diazepam and hydralazine 

where appropriate and staff trained 
3. Training new staff in usage of magnesium sulphate, diazepam and 

hydralazine in prevention and treatment of eclampsia 
4. Education of communities about early signs of pre-eclampsia and 

eclampsia and need of referral to health facility 
Objective 5D I. Ensuring proper counselling and care for women after spontaneous or 
To reduce risk of maternal induced abortions 
deaths due to abortion 2. Education the woman about the need of seeking professional care after 

abortions to prevent complications 
3. Preventing abortion by promotion of Family Planning (refer to objective 

no. 6) 
Objective 5E I. Improving access to EOC services including episiotomy, 
To reduce risk of maternal symphysiotomy, caesarean section and hysterectomy and diagnosis of 
deaths due to obstructed foetal distress with cardio-tocographs (CTG) 
labour 2. Re-training existing relevant staff and training new staff in obstetric 

surgical procedures 
3. Improving existing or establishing new operating theatres where 

applicable, to secure all obstetric surgical cases at provincial and 
districts levels 

4. Monitoring and sustaining quality of obstetric surgical services at 
provincial and district levels 

Objective 5F I. Ensuring availability of antimalarial drugs for pregnant women 
To reduce risk of maternal including drugs such as : quinine tablets an vials, c1indamycin tablets, 
deaths due to malaria Artemether/Lumefantrine CAL or Co-artem) tablets and Artesunate 

suppositories at all health facilities 
2. Training the health staff in usage of malaria RDTs and new malaria 

treatment regimens 
3. Ensuring availability of mosquito nets for pregnant women as part of 

antenatal care services 
Objective 6 1. Planning and implementing national awareness campaign to address 
To decrease maternal and Family Planning 
newborns mortality by 2. Translating family planning materials to local languages 
promoting Family Planning 3. Ensuring availability of family planning counselling at all health 

facilities 
4. Ensure availability of family planning commodities and services at all 

levels of health system including communities 
Objective 7 1. Revising the list of minimum standard equipment and services at all 
To improve health system levels of health system 
support for maternal care 2. Identifying the gaps of equipment and services at the district levels . through health facility surveys, reporting, monitoring and supervisory 

visits 
3. Addressing the identified gaps through micro- planning exercises at 

district levels 
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4. Establishing monitoring system to improve supply of antenatal and 
EOC drugs and equipment 

5. Improving reporting of maternal deaths and establishing surveillance 
and reaction systems 

6. Initiating actions to imJ'fove referrals 
Objective 8 l. Revision of training materials on newborn care based on IMP AC, !MCI 
Reduction of neonatal and existing standard management guidelines 
morbidity and mortality 2. Training relevant staff in newborn care (including: giving vitamin K, 

eye ointment, hepatitis B and BCG immunizations, cord care and 
others) 

3. Initiating breastfeeding within fIrst hour of delivery and counselling on 
breastfeeding 

4. Avoiding hypothermia by keeping the newborn child warm and dry 
5. Counselling about caring of newborn at home 
6. Printing and distribution of IEC materials on newborn care 

Objective 8A l. Training in recognizing and management of fetal distress 
To reduce newborn 2. Training on neonatal resuscitation 
mortality due to birth 3. Ensuring availability of vacuum extractors, neonatal resuscitation 
asphyxia and meconium equipment and supplies (including ambu bags), oxygen therapy/oxygen 
aspiration supply/, suction devices and related consumables (like nasal catheters, 

suction and nasogastric tubes) 
4. Increasing access to caesarean section and other emergency obstetric 

procedures 
Objective 8B 5. Early recognition and management of complications of preterm babies. 
To reduce newborn 6. Training and promoting of kangaroo care 
mortality due to prematurity 
and associated 
complications 
Objective 8C l. Training in management ofRDS and sepsis 
To reduce newborn 2. Increasing access to oxygen therapy 
mortality due to RDS and 3. Ensuring availability of essential drugs and consumables: Injectable 
sepsis antibiotics like penicillin, amoxicillin, cloxacillin, gentamycin and 

streptomycin and arninophylin, iv cannulas and nasogastric tubes 
Objective 8D I. Ensuring availability of syphilis testing (RDTs, VDRL, TPHA) at 
To reduce newborn delivery if mother not tested at antenatal clinics 
mortality and morbidity due 2. Ensuring availability of syphilis treatment (penicillin) for mothers and 
congenital syphilis newborns 

Objective 8E l. Ensuring availability of HIV counseling and testing for pregnant women 
To reduce parents to child at antenatal clinics and during or after delivery if necessary. 
transmission of H/V 2. Ensuring availability of ART (Nevirapine, Zidovudine, Lamuvidine) for 
(pPTCT or former PMTCT mothers 

3. HIV prophylaxis measurements for babies (counselling on feeding 
options) 

4. Revising policy on HIV/ AIDS in newborns on ART 
5. Ensuring availability of prophylactic ART drugs (Nevirapine, 

Zidovudine) for newborns and prophylactic treatment for opportunistic 
infections (co-trimoxazole and isoniazid). 
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Philippines 

Objective I: I. Organizing Maternal and Newborn Mortalities Summit 

To increase advocacy for 2. Designing and implementation of advocacy media campaign to 

reduction of maternal and neonatal address maternal and newborn mortalities 

mortalities 3. Holding meetings witb politicians and different decisions makers 
to address maternal and newborn mortalities. 

4. Organizing visits on advocacy for maternal and newborn 
survival to all provinces 

5. Preparing awareness campaign for communities to address 
maternal and newborn mortalities 

6. Advocacy for establishing village health workers as paid public 
servants to support access to basic maternal and newborn 
services at community level 

Strategy I: Policy/Standard! a. Develop MOP for MNCHN 

guidelines development 
b. Develop CPG on ENC 
c. Develop OPB for MCH 
d. Dissemination ofMNCHN MOP 
e. Lobby for amendment of midwifery law 
f. Lobby for a nationally established criteria for identifYing tbe poor 
g. Develop Local guidelines for Local Health Board - Roles and 

responsibilities 

Strategy 2: Capacity Building a. Scale up facility mapping and needs assessment 
b. Establishment and strengtbening of EMOC training institutions 
c. Establishment and strengtbening of EMONC provider facilities 

(training and upgrading of facilities) 
d. Institutionalizing AO 29 in the medical and paramedical 

curriculum 
e. Incorporate ENNC in BEMONC & CEMONC curriculum 

Strategy 3: Advocacy to LGUs a. Partnership and alliance building among all stakeholders (NAPC 

and other stakeholders & DSWO) especially LCEs 
b. Advocacy for buy-in of LGU on the implementation of the 

MNCHN 
c. Develop mechanism for LGU accountability 

Strategy 4: Resource Mobilization a. Political advocacy for financial sustainability and adequate 

and Financing budget for MNCHN (eg. Senate & Congress budget hearing) 
b. Expanding PHILHEALTH emollment and utilization 
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Strategy 5: Improving family & a. Behavior Change (provider & beneficiaries) 

Community support b. Modeling of a community based intervention and support (e.g. 
conditional cash transfer) 

Strategy 6: Strengthening a. Nationally established criteria for identifying the poor 

service delivery b. EMONCIRH supply security 

Strategy 7: Strengthening a. Institute quarterly zero reporting of maternal deaths 

information system b. Tap provincial health team to review quality/validate using 

Strengthen vital registration standard tool 
c. Data quality assessment (DQA) system 
d. Revisit flow of death certificate 
e. Strengthen reporting system to ensure accountability 
f. Review 2007 census of births by provinces and compare with 

2007 
g. Agree on national indicators for Quality monitoring (with 

database) 
h. Organize National Working Group 
i. Agree on National indicators that will be collected and 

presented quarterly to S takeho Iders meeting 

Strategy 8: Quality Assurance - a. Special study and HF assessment to determine % distribution 
Study on quality of delivery by and competency ofMD, RN, RM for attendance during 
SHP deliveries 

Strategy 9: M & E and Research a. Nationwide adoption ofMDR 

Succeeding NDHS 20 l3 with a. Include sisterhood survey for MMR in the 2013 NDHS or next 
sisterhood survey FPS 
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VietNam 

Strategy Activities 

1. Continue to 1. Training ofMD, nurse, midwife on EMOC 
strengthen the RH 2. Training of "ethnic minorities" midwives to serve the under-
delivery system served (9 months and 18 months training) 

Note: it is a transitional model applying for ethnic minority areas 
3. Provide equipment, essential drugs to health facilities at 
commune and district levels 

2: Maternal and 1 Develop guidelines and tools (2004) 
perinatal mortality 2 Pilot in 7 provinces, review meeting each year (2005-06) 
audit 3 Conduct review planning workshops 

4 Implement for whole country (2009-2012) 
- Institutionalize the guidelines 
- Adjust the current policies on reward/punishment re MMR 
- Application in 14 target provinces 
- Application nationwide 

3: Intergration of safe 1 AMSTL (with intergration with newborn care) 
motherhood 2 Collaborate among different programmes (immunization, nutrition, 
projects/programmes malaria, PMTCT, ASRH) 
with other programme 3 Provide clean delivery kits to remote areas 

4: Coordination and collaboration of two national master plans on 
child survival and safe motherhood 
5 Coordination between projects/programmes that work on health 
care system and women/child health 

4: Raising awareness of 1 Develop lEC materials to 
women, family and - increase community awareness of HR prog (2006) 
community about - increase antenatal care and childbirth at health facilities 
maternal mortality and - on family planning 
EMOC - on STD prevention 

5: Strengthen M&E 1. Integration ofMMR measurement into Annual Population 
system for MMR Change survey (3% of National households) and Census 2009 

2. Improving routine reporting system (IThUS) 
3. Re-establish the vital registration on birth and dead at Ministry of 
JusticelMinistry of Health 

6: Strengthening Skilled 1. Situation analysis of skilled birth attendants in Viet Nam 
Birth Attendant at all 2. Develop a national action plan on SHPs integrated with National 
levels Safe Motherhood Plan 

3. Standardize miwifery training at college level (3 year 
competency-based training 
4. Development/update clinical guidelines and protocols on 
SMINBC 
5. Establishment oflegal system for SPHs lisencing 
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