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Assistant Director-General
Family and Community Health
World Health Organization

Women are dying bringing life into this 
world. And many continue dying as 
they battle malaria, TB, HIV/AIDS and 
other preventable illnesses. The time 
has come for all of us to work together 
to apply the right to life to matters re-
lating to health by addressing the pos-
itive nature of the right, and providing 
a real context for health and human 
dignity. It is steadily happening but 
most times it’s too little, too late. 

Since its inception in 2005, the De-
partment of Making Pregnancy Saf-
er (MPS) has worked to strengthen 
WHO’s role in providing technical, 
intellectual and political leadership in 
the	fi	eld	of	health	and	human	rights.	
In our daily work, we are all striving to 
make this right a reality by turning as-
pirations and policies into practice. 

At WHO, we believe that health sec-
tor interventions are essential and can 
be strengthened by using the prin-
ciples and tools underscored in inter-
national human rights standards. This 
may involve reviewing and modifying 
laws and policies so that they protect 
people’s health interests; but it will 
also mean ensuring that health ser-
vices and information are provided 
in a way that respects and protects 
human rights.

A viSiON FORWARd:     

mAKiNG A RiGHT TO 

HEALTH A REALiTy

Every country in the world is now party 
to at least one human rights treaty 
that addresses health related rights, 
including the right to health and a 
number of rights related to conditions 
necessary for health. In many coun-
tries, however, the tragic reality is that 
the high level of preventable mortal-
ity remains. 

Furthermore, the likelihood for sur-
vival in pregnancy and childbirth or 
due to other illnesses or to succumb-
ing to death, varies greatly not only 
between rich and poor nations, but 
also between the rich and poor within 
countries. Differential survival rates in-
dicate international and internal na-
tional injustices.

International, regional and national 
legal instruments and institutions offer 
a variety of opportunities to establish 
best standards for observance of hu-
man rights and to uphold States ac-
countable to the levels of respect for 
human rights that prevail within their 
territories. Failure to enforce stand-
ards of observance may be due in 
part to institutional defects, but may 
also be due to the low health status 
of a country’s citizens that constitutes 
a violation of international human 
rights law to enforce legal remedies 
for violations and to require the main-

tenance of legal standards. A vari-
ety of agencies, including WHO, are 
working to support initiatives to hold 
States to account for their human 
rights record.  

With evidence of practice and ad-
vocacy of principle, appropriate 
mechanisms at all levels can deter-
mine the appropriate standards of 
observance of the human right to 
health that will identify injustice and il-
luminate the path to reform. We have 
created a momentum; the time has 
come	to	combine	our	efforts	to	fi	ght	
for peoples’ right to health and right 
to life.  
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Every year, there are more than 210 
million pregnancies, where nearly 
75 million are either unwanted or 
unplanned. This is primarily due to a 
lack of access to information and 
good quality family planning ser-
vices. Many of these women may 
have married early and did not get a 
chance to continue their education. 
Children may be the only goods they 
were expected to produce. 

As a consequence, every day nearly 
1600 women and more than 10 000 
newborns die due to pregnancy-re-
lated and other complications and 
thousands more children are dying 
due to childhood illnesses. What is 
more shocking than these statistics is 
the fact that these deaths are all pre-
ventable.  

It is there in the village or district or an 
urban slum where most of the mothers 
and newborns are dying and suffer-
ing from morbidities. It is the poor and 
disadvantaged who are excluded 
and need our urgent attention. The 
time of crying for deaths is over. We 
need to go beyond the numbers and 
address practical issues for scaling 
up interventions and ensure universal 

coverage. We must work to promote 
the continuum of care approach.

Let us all work together to make a 
difference to all those mothers and 
newborn in countries. There is a great 
window of opportunity to improve 
maternal and newborn health. We 
must not let it pass by like we did in the 
last century. Our efforts and invest-
ments need to be equal to the tasks 
and	intensifi	ed	if	maternal	and	new-
born morbidity and mortality are to 
be reduced.

In our daily work we are all striving 
to make these efforts come to frui-
tion. Survival is about mothers and 
their newborn it is about understand-
ing the bigger picture, the greater 
macroeconomic impacts and the 
linkages with development and con-
comitant derivatives, such as poverty 
alleviation, thinking out of the box.

Achieving the Millennium Develop-
ment Goals to reduce child mortality, 
improve maternal health and com-
bat HIV/AIDS, malaria and other dis-
eases, will require coordinated action 
to improve and  strengthen health 
systems and to reduce inequalities in 

access to and use of the effective in-
terventions for maternal health. 

Our focus must be countries and we 
must increase the capacity of coun-
tries. WHO is committed to continuing 
and strengthening its support of the 
government vision of a world where 
healthy mothers and their babies can 
attain their full potential.
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In January 2005, the late Dr 
Lee Jong-wook, former WHO Director-
General announced the creation of a 
new Department of Making Pregnancy 
Safer (MPS). The particular aim of this 
Department is to strengthen WHO’s 
capacity to support countries in their 
endeavour to improve maternal and 
newborn health. The Department was 
tasked with strengthening advocacy, 
technical support, monitoring, surveil-
lance and evaluation and partnership 
in countries to ensure that WHO can 
provide the most up-to-date informa-
tion and guidance on maternal and 
newborn health. 

MPS has set out a way forward for mak-
ing pregnancy and childbirth safer for 
women and their newborn, and thus 
accelerating the reduction of maternal 
and perinatal mortality and morbidity 
– especially in the developing world, 
where 98% of these deaths occur. The 
key goal of the Department is to provide 
technical support and through build-
ing national capacity for managed 
care and universal coverage, to ensure 
skilled care for every birth within the con-
text of a continuum of care. Integrated 
Management of Pregnancy and Child-
birth (IMPAC) will help shape technical 
support to countries in strategic and 
systematic ways to improve maternal, 
perinatal and newborn health. 

introduction
NEW dEpARTmENT:  RENEWEd 
HOpE,  mAKiNG A  diFFERENCE 
iN  COuNTRiES

THE NEEd FOR ACCELERATEd ACTiON: impROviNG 
mATERNAL ANd NEWbORN HEALTH ANd SuRvivAL

Region

Maternal 
mortality 
ratio (deaths 
per 100 000 
live births)

Number of   
maternal 
deaths

Lifetime risk 
of maternal 
death, 1 in:

Perinatal 
mortality 
rate (deaths 
per 1000 
births)

Number of 
perinatal 
deaths

Africa 830 251 000 20 55.4 1 722 000

Northern 130 4 600 210 31.8 149 000

Sub-Saharan 920 247 000 16 59.6 1 573 000

Asia 330 253 000 94 45.7 3 599 000

Eastern 55 11 000 840 32.1 666 000

South-central 520 207 000 46 56.9 2 319 000

South-
eastern 210 25 000 140 34.8 417 000

Western 190 9 800 120 36.7 196 000

Latin America & the 
Caribbean 190 22 000 160 21.0 244 000

Oceania 240 530 83 44.7 11 000

World total 460 529 500 74 42.4 5 707 000 

Developed countries 20 2 500 2 800 10.2 130 000

Developing 
countries 440 527 000 61 45.8 5 577 000

Source: WHO

7
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The Millennium 
Development Goals have placed 
maternal	and	newborn	health	fi	rmly	
on the international agenda. But there 
remains the need to develop stronger 
evidence to convince policy-makers 
and donors that interventions to im-
prove maternal and newborn health 
are a worthwhile investment and will 
actually reduce poverty.

MPS notes with great concern that at 
current trends, the international com-
munity will fail to meet its Millennium 
Development Goal target 4 (in re-
ducing	by	two-thirds	the	“under-fi	ve”	
mortality rate) and 5 (in reducing by 
three-quarters the maternal mortality 
ratio) by 2015. The HIV and malaria-
related MDG target 6 will also not be 
achieved by 2015 without focusing 
on HIV- and malaria-related illnesses 
before, during and after pregnancy. 
If these targets are to be met, the 
international community will need 
to redouble its efforts at the country 
level to translate these international 
commitments into lives saved. 

Investing in maternal and newborn 
health is one of the best strategic 
choices for improving the health of a 
population and it makes economic 
sense because it offers opportunities 
to address MDG 5, as well as MDG 4 
(by reducing newborn mortality) and 
MDG 6 (by addressing malaria and 
HIV/AIDS in pregnancy).

key  work ing  areas

Strengthening National Capacity

Assessing the technical capacity, in-
terventions and health systems and 
policy guidelines of maternal and 
neonatal programmes in countries.

Building Partnerships

Working with governments, partners, 
health managers, communities, in-
dividuals and households to build 
on existing maternal and newborn 
health strategies for poverty reduc-
tion and cost-effective interven-
tions.

Monitoring Progress 

To measure attainment for achiev-
ing the MDGs by preventing and re-
ducing maternal, newborn and child 
morbidity and mortality through glo-
bal surveys and data analysis.

Advocacy

Mobilizing resources at the national, 
regional and global levels, in order 
to increase maternal and newborn 
health investments, promote the 
continuum of care approach, en-
sure universal coverage and skilled 
care at every birth and thus improve 
maternal and newborn health and 
survival.

miLLENNium dEvELOpmENT GOALS � ,  5  ANd 6
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Following the efforts 
of the Safe Motherhood Initiative 
launched in 1987, and with the goal 
to promote the MDG goals, MPS in 
partnership with the Department of 
Reproductive Health and Research 
has stepped up efforts to support 
countries and advocate for improve-
ments in policies related to maternal 
and newborn health. The Department 
works in 75 priority countries with staff 

THE mpS TEAm

WHO WE ARE

based in Geneva, WHO/HQ, regional 
and	country	offi	ces.	

The Department uses evidence-
based information on what works 
in policy processes and content to 
encourage countries to review and 
improve their legal, policy and regu-
latory framework to better support 
important maternal and newborn 
health interventions. Messages focus 

iNTROduCTiON

Afghanistan 

Angola

Bangladesh

Belize

Benin

Bhutan

Bolivia

Brazil

Burkina Faso

Burundi

Cambodia

Cameroon

Cape Verde

*mpS L ist  of  75 pr ior i ty  Countr ies

on how countries can ensure there is 
skilled care at every birth, especially 
for members of poor and marginal-
ized groups, by improving their hu-
man resource policies and plans, im-
plementing quality evidence-based 
interventions	 and	 developing	 fi	nan-
cial mechanisms to ensure universal 
coverage of services for all women 
and their newborn children. 

*Please see Annex (page 50) for quantifying evidence

Central African 
Republic

Chad

China

Comoros

Congo

Côte d’Ivoire

Democratic 
Republic of the 
Congo

Djibouti

Ecuador

Egypt

El Salvador

Equatorial 

Guinea

Eritrea

Ethiopia

Gabon

Gambia

Ghana

Guatemala

Guinea

Guinea-Bissau

Haiti

Honduras

India

Indonesia

Iraq

Kazakhstan

Kenya

Lao People’s 
Democratic 
Republic

Lesotho

Liberia

Madagascar 

Malawi

Mali

Mauritania

Mozambique

Myanmar

Namibia

Nepal

Nicaragua

Niger

Nigeria

Pakistan

Papua New 
Guinea

Paraguay

Peru

Philippines

Rwanda

Senegal

Sierra Leone

Somalia

South Africa

Sudan

Swaziland

Tajikistan

Timor-Leste 

Togo

Uganda

United	Republic	
of Tanzania

Viet Nam

Yemen

Zambia

Zimbabwe
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WORKiNG iN  pARTNERSHip

In 2005, the Department participat-
ed in the newly established in-house 
working group on primary care-led 
health systems. This group was de-
signed to strengthen collaboration 
between the Departments of Repro-
ductive Health and Research, Child 
and Adolescent Health and Devel-
opment, HIV/AIDS, Nutrition, Global 
Malaria Programme and Stop TB with 
those of Health Systems Policy and 
Operations, and Human Resources 
for Health to demonstrate the effec-
tiveness of an integrated approach 
to improving human resources for pri-
mary care and contributing to meet-
ing the MDGs. 

The Department collaborated with 
the team for Gender and Reproduc-
tive	 Rights	 to	 conclude	 fi	eld-testing	
of	 the	 tool	 known	as	 “Using	human	
rights to improve maternal and new-
born health through a multisectoral 
approach for strengthening laws, 
policies	 and	 standards	 of	 care,”	 in	
countries and followed up on result-
ing recommendations.

Actions taken on the part of MPS will 
contribute to the achievement of 
international development goals, in-
cluding the MDGs and the goals and 
targets articulated at the Internation-
al Conference on Populations and 

Development (Cairo, 1994) and the 
Fourth World Conference on Women 
(Beijing, 1995). 

MPS completed the mapping of 
midwifery with data from at least 50 
countries. Efforts continued to pro-
vide support to regions, countries and 
professional associations to improve 
access to skilled attendants. The pa-
pers on poverty and maternal and 
newborn	health	were	also	fi	nalized	in	
2005. This included the development 
of a full report on poverty as well as 
publication of a series of papers in the 
Bulletin of the World Health Organiza-
tion. 

Additional efforts were undertaken to 
promote the continuum of care ap-
proach and recommendations for 
implementing evidence-based ap-
proaches to maternal and neonatal 
health interventions that targeted 
members of poor or marginalized 
groups.

Success stories and guidance related 
to	options	for	fi	nancing	services	were	
incorporated in the 2005 World Health 
Report and in one of the accompa-
nying policy briefs. 

Ms Archana Shah (left), MPS Technical Officer 
with Dr Zaitoon Qazi, WHO Islamabad 
and Dr Matthews Mathai, MPS Medical 

Officer during Pakistan earthquake recovery 
operations in November 2005.
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Pregnancy is 
not just a matter of waiting to give 
birth.	 Often	 a	 defi	ning	 phase	 in	 a	
woman’s life, pregnancy can be a 
joyful	and	fulfi	lling	period	for	her	both	
as an individual and as a member of 
society. It can also be one of misery 
and suffering, when the pregnancy is 
unwanted or mistimed, or when com-
plications or adverse circumstances 
compromise the pregnancy, cause 
ill-health or even death. Pregnancy 
may be natural, but that does not 
mean it is problem-free. 

Rarely is a pregnancy greeted with 
indifference. When a pregnancy 
occurs, women, their partners and 
families most often experience a 
mixture of joy, concern and hope 
that the outcome will be the best of 
all: a healthy mother and a healthy 
baby. All societies strive to ensure that 
pregnancy is indeed a happy event. 
They do so by providing appropriate 
care during pregnancy to promote 
health and cope with problems, by 
taking measures to avoid unwanted 
pregnancies, and by making sure 
that pregnancies take place in so-
cially and environmentally favour-
able conditions. Women around the 
world face many inequities during 
pregnancy. At this crucial time wom-
en rely on care and help from health 
services, as well as on support systems 

in the home and community. Exclu-
sion, marginalization and discrimina-
tion can severely affect the health of 
mothers and that of their babies.

Improving maternal and newborn 
health

The subject of World Health Day 
(WHD) 2005 was maternal and child 
health.

In Great Expectations, an initiative of 
WHD 2005, six mothers living in differ-
ent countries of the world shared their 
experiences of pregnancy, childbirth 
and life with a young baby.

One year after giving birth, our moth-
ers – Damiana from Bolivia, Samah 
from Egypt, Hiwot from Ethiopia, 
Renu from India, Bounlid from the Lao 
People’s Democratic Republic and 
Claire	from	the	United	Kingdom	–	cel-
ebrate	their	baby’s	fi	rst	year.

At one year, our babies are becoming 
little	people.	They	are	taking	their	fi	rst	
steps	and	 speaking	 their	 fi	rst	words.	
They are also, thankfully, healthy. 
Every child, with the exception of 
Lang in the Lao People’s Democratic 
Republic, is fully immunized against 
childhood diseases. All six children 
are now eating solid foods and four 
are still breastfeeding.

GREAT ExpECTAT iONS:  mAKiNG pREGNANCy SAFER
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NEWbORNS: 

NO LONGER GOiNG 

uNNOTiCEd

One of the major challenges for ma-
ternal and newborn health (MNH) 
programmes remains that of how to 
accelerate the implementation of 
appropriate interventions so that:

	 all women and their newborns, 
especially among the poor and 
marginalized communities, have 
access to skilled care; 

 evidence-based practices are 
implemented and quality of 
care is ensured; as well as ef-
fective collaboration with key 
stakeholders, including women, 
families;

 mobilization of the communities 
and the health sector is done to 
achieve improved maternal and 
newborn health as well as allevi-
ate poverty. 

The Department of Making Pregnan-
cy Safer proposes to meet this chal-
lenge by implementing these actions 
to achieve the Millennium Develop-
ment Goals. 

Five months pregnant
At	 fi	ve	 months	
into their preg-
nancies, Dami-
ana, Samah, 
Hiwot, Renu, 
Bounlid and 
Claire begin 
sharing their 

stories from different parts of the 
world: Bolivia, Egypt, Ethiopia, India, 
the Lao People’s Democratic Repub-
lic,	and	the	United	Kingdom	of	Great	
Britain and Northern Ireland.

Seven months pregnant: Hopes and 
fears
Damiana, Sa-
mah, Hiwot, 
Renu, Boun-
lid and Claire 
share their 
hopes and 
fears. They share their thoughts about 
having a girl or a boy, and describe 
their support from loved ones and the 
medical care they are receiving at 
seven months pregnant. 

Birth: When a child is born
Brought to life 
with dramatic 
photographs, the 
six new mothers 
share their feel-
ings and experi-
ences about the 

birth of their babies and the medical 
care they received.

One week old: On the seventh day
Damiana, Sa-
mah, Hiwot, 
Renu, Bounlid 
and Claire are 

beginning to see what their newborn 
babies will be like – and get a sense of 
what life will be like with a new addi-
tion to the family.

Six weeks old: Flourishing new lives
At six weeks old, the 
babies are thriving. 
Their mothers – Da-
miana, Samah, Hi-
wot, Renu, Bounlid 
and Claire – are be-

coming more used to life with a new 
baby, and share their feelings about 
each child’s health and about return-
ing to work.

Six babies at six months
Half a year after 
giving birth, our 
mothers report 
back on their ba-
bies’ progress. Are 
they still breast-
feeding? What im-
munizations have the babies had? 
Are the mothers receiving enough 
support and information from their lo-
cal health authorities?

The world of a nine-month-old
Nine months after giv-
ing birth, our mothers 
report back on their 
babies’ progress and 
the environment in 
which their babies 
are growing. Do the 
mothers have ac-

cess to clean water for drinking and 
bathing? Are they able to protect 
their children against the threat of dis-
eases like malaria?

iNTROduCTiON

At	 fi	ve	 months	
into their preg-
nancies, Dami-
ana, Samah, 
Hiwot, Renu, 
Bounlid and 
Claire begin 
sharing their 

GREAT ExpECTAT iONS impLEmENTiNG  
THE mdGS –  SuCCESS STORiES

At six weeks old, the 
babies are thriving. 
Their mothers – Da-
miana, Samah, Hi-
wot, Renu, Bounlid 
and Claire – are be-

coming more used to life with a new 

Brought to life 
with dramatic 
photographs, the 
six new mothers 
share their feel-
ings and experi-
ences about the 

Nine months after giv-
ing birth, our mothers 
report back on their 
babies’ progress and 
the environment in 
which their babies 
are growing. Do the 
mothers have ac-
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Each year, 99% of 
the estimated 529 000 maternal 
deaths and 98% of the estimated 
5.7 million perinatal deaths occur 
in the developing world. In some 
areas, a woman is more than 140 
times at risk of dying from a preg-
nancy related cause compared 
with a woman in a developed 
country. Maternal and perinatal 
mortality, then, are indicators of a 
disparity and inequity between rich 
and poor. The poorer the woman, 
the less access she has to social, 
health and nutrition services and to 
economic opportunities.

The Safe Motherhood Initiative 
has strengthened international ef-
forts to address maternal mortality. 
Since the start of the initiative, some 

countries have made great progress 
in reducing mortality for mothers and 
their newborn, and important lessons 
have been learnt from their achieve-
ments. In many other countries, how-
ever, the situation has remained un-
changed; yet, here too lessons have 
been learnt from the ineffective strat-
egies of the past.

It is now widely recognized that exist-
ing	efforts	will	be	insuffi	cient	to	reduce	
maternal and newborn deaths at a 
rate that will achieve these goals and 
that an accelerated programme is 
needed. This sense of urgency lies at 
the heart of the strategy of MPS. The 
guiding principle of this strategy is the 
creation of an equitable global soci-
ety that promotes the rights of women 
and newborns to life and the highest 
attainable standards of health.

iNTROduCTiON

OuR miSSiON:ENSuRiNG SKiLLEd 
CARE FOR EvERy b iRTH

Accelerated country support to scale up 
access to essential interventions in order to 
reduce maternal and newborn morbidity and 
mortality and improve universal coverage.

28
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40
41

61

62

34
64

41
76

51
82

74
86

41
57

Southern Asia

Sub-Saharan Africa

Western Asia

South-Eastern Asia

North Africa

Eastern Asia

Latin America & the Caribbean

Developing regions

More deliveries are attended                                   
by skilled health care personnel

Proportion of deliveries attended by               
skilled health care personnel, 1990 and 2003 
(Percentage) 

1990

2003

0 20 40 60 80 100
Source:	2005	UN	Report	on	Millennium	Development	Goals
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T he statistics continue 
to shock even the most seasoned 
aid worker: 10.6 million children die 
before	 age	 fi	ve,	 and	 half	 a	 million	
women die in childbirth.

Hundreds of millions of women and 
children have no access to potential-
ly life-saving care with often fatal re-
sults.  The shocking fact remains that 
in regards to maternal and newborn 
health, the resulting death toll could 
be sharply reduced through wider 
use of key interventions and a “con-
tinuum	of	care”	approach	for	mother	
and child that begins before preg-
nancy and extends through childbirth 
and into the baby’s childhood.

WHO estimates that out of a total of 
136 million births a year worldwide, 
less than two thirds of women in less 
developed countries and only one 
third in the least developed countries 
have delivered in the presence of a 
skilled attendant.

Advocacy

The global 
Strategic Approach
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A
AdvOCACy

THE GLObAL       
STRATEGiC AppROACH

new global strategic 
approach for Making Pregnancy Saf-
er	was	fi	nalized	in	2005.	Based	on	the	
latest evidence-based knowledge 
and lessons learnt from country expe-
riences, the strategic approach pres-
ents clear steps that can be taken to 
tackle maternal and newborn health 
issues effectively in order to obtain the 
required decreases in maternal and 
newborn mortality and morbidity. 

The MPS global strategic approach 
comprises four strategic areas: 

	 Strategic direction 1: Building a 
conducive social, political and 
economic environment to sup-
port timely actions in countries

	 Strategic direction 2: Responding 
to country needs to achieve uni-
versal coverage of essential in-
terventions that will ensure skilled 
care at every birth within the 
context of a continuum of care

	 Strategic direction 3: Building 
effective partnerships across rel-
evant programmes and partners 
for coordinated actions in coun-
tries

	 Strategic direction 4: Strengthen-
ing assessment, monitoring and 
evaluation for better decision-
making by policy-makers and 
planners

System Requirements
Commitment
Policy/regulations
Tools and guidelines
Capacity building
Human resources
Infrastructures
Supplies and logistics
Management
Supervision and monitoring
Budget	and	fi	nancing
Improving demand
Family/community empowerment
Information, advocacy

Essential 
Interventions 
and strategy

Government

UN	and	other	
development partners

NGOs,
Civil Society     and 
the       Private 
sector

Operat ional  framework  of  support  to  countr ies

Monitoring and 
Evaluation

Implementation

District Plan

National plan

WHO/MPS main inputs: building capacity, supporting implementation of evidence-based norms and 
interventions, policy and programme support, providing technical support and assistance, monitoring and 
evaluation, building partnerships and consensus, information, advocacy and resource mobilization

RESOuRCE            
mObiLiZATiON

The Department of Making Pregnan-
cy Safer works with donor agencies 
and governments to promote ma-
ternal and newborn health and sur-
vival partnerships in priority countries 
with the greatest burden of maternal 
and newborn mortality and morbid-
ity. In 2005, MPS received funding 
from Australia, Austria, Canada, 
Denmark, Ireland, the Netherlands, 
Norway,	 Sweden,	 the	 United	 King-
dom	and	the	United	States	of	Ameri-
ca. The Commonwealth Secretariat, 
JHPIEGO Corporation and the World 
Bank provided additional funding. 

In addition to yearly contributions, 
Sweden through the Swedish Interna-
tional Development Agency (SIDA) 
allocated	6	million	US	dollars	to	MPS	
to jumpstart the Department’s pro-
grammes and initiatives.
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mpS pubLiCATiONS ANd AdvOCACy mATERiAL

Making Pregnancy 
Safer Newsletter.  On the basis of a 
readers’ survey, the content, lay-
out and format of the Making Preg-
nancy (formerly Safe Motherhood) 
Newsletter was updated.  One of 
the published issues focused on key 
issues related to the work of the new 
Department’s mandate. Current cir-
culation	fi	gures	are	in	excess	of	20	000,	
and the readers’ survey indicates that 
one copy serves 10 readers.

	 World Health Report 2005                  
< http://www.who.int/whr/2005/
en/index.html >

	 Factsheet: Ensuring skilled care 
for every birth 

 < http://www.who.int/making_
pregnancy_safer/publications/
MPS_factsheet_ensuring_skilled.
pdf >

	 Working with Individuals, 
Families and Communities to 
Improve Maternal and Newborn 
Health (2003) 

 < http://www.who.int/mak-
ing_pregnancy_safer/mps_work-
ing_with_individuals.pdf >

	 Making Pregnancy Safer news-
letter – April 2005                          

 < http://www.who.int/mak-
ing_pregnancy_safer/publica-
tions/MPSnewsletterApril05.pdf >

	 Low birthweight: Country, 
regional and global estimates 
(2004)                                           

 < http://www.who.int/making_
pregnancy_safer/publications/
archived_publications/low_birth-
weight_estimates.pdf >

	 Making Pregnancy Safer: The 
critical role of the skilled atten-
dant (2004)                                   
 < http://www.who.int/making_
pregnancy_safer/publications/
archived_publications/skilled_at-
tendant.pdf >

	 Beyond the numbers: Reviewing 
maternal deaths and complica-
tions to make pregnancy safer 
(2004)                                    < 
http://www.who.int/making_
pregnancy_safer/publications/
archived_publications/btn_text.
pdf >

Communication and advocacy
The team’s strategies for communica-
tion and fundraising were developed 
and	 fi	nalized	 in	 2005.	 This	 strategy	
works across departments such as 
Reproductive Health and Research, 
Child and Adolescent Health and De-
velopment and the Evidence and In-
formation for Policy Cluster and builds 
synergies to ensure coherence with 

the WHO strategy as a whole and, 
more particularly, with the MPS strate-
gic approach.

 Launching Making pregnancy 
safer: the critical role of the 
skilled attendant;

	 Holding	regular	briefi	ngs	for	
journalists	at	the	United	Nations	
offi	ce	in	Geneva,	Switzerland;

 Building long-term partnerships 
with the media (discussions with 
the BBC about developing radio 
and television programmes 
focusing on maternal and neo-
natal health);

 Building long-term partnerships 
with stakeholders, such as the 
Commonwealth Secretariat, 
NGOs and the private sector;

 Appointing Liya Kebede as 
Goodwill Ambassador for Mater-
nal, Newborn and Child Health;

 Training journalists, in conjunc-
tion	with	the	Regional	Offi	ces,	
about issues surrounding mater-
nal and neonatal health.

Key achievements in the advocacy 
and information area of the Depart-
ment included taking an active role 
in the development of the WHR 2005 
that underscored WHO efforts in the 
continuum of care approach for ma-
ternal and newborn health. MPS used 
this report as an advocacy tool at the 
regional and country level. MPS, in 
collaboration with the BBC, also de-
veloped a Fight for Life series detailing 
the maternal and newborn situation 
and health systems response in eight 
countries in Asia, Africa, the Eastern 
Mediterranean, Europe and Latin 
America.

AdvOCACy
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mpS pubLiCATiONS ANd AdvOCACy mATERiAL Fight for Life 

AdvOCACy

The BBC series was made possible 
by	generous	fi	nancial	support	from	
the Department for International 
Development	(DFID),	UK.	We	would	
like to thank The Commonwealth 
Secretariat	 and	 UNFPA	 for	 their	
support. Also included in the DVD 
package is the BBC Panorama se-
ries	“Dead	mums	don’t	cry”.	

Fight for Life	chronicles	the	diffi	culties	
experienced in the lives of women 
giving birth in developing countries 
and illustrates best practices that can 
help reduce the high rates of mater-
nal and infant mortality. Each of the 
programmes	in	this	series	was	fi	lmed	
in a different country. 

The programme was broadcast on 
BBC World and later on numerous na-
tional television stations around the 
world. Filming for the programmes 
took place in Afghanistan, Bangla-
desh, Bolivia, India, Malawi, Mon-
golia, the Republic of Moldova and 
Uganda.	
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AdvOCACy

Recognizing the importance of 
the role of the media, EMRO held 
a Joint Workshop on Media and 
Health in Satellite Channels in 
Damascus, Syria from 11 to 13 De-
cember 2005. The Workshop was 
a joint activity between the World 
Health Organization Regional Of-
fi	ce	for	the	Eastern	Mediterranean	
(WHO/EMRO) and the Islamic Edu-
cational,	Scientifi	c	and	Cultural	Or-
ganization (ISESCO), where Mak-
ing Pregnancy Safer constituted a 
major theme of this activity. 

Media professionals from 13 satel-
lite channels broadcasting in the 
Eastern Mediterranean Region 
attended the Workshop. Repre-
sentatives from ministries of health 
and information (Bahrain, Egypt, 
Iraq,	Syria	and	Yemen),	UNDP	and	
UNFPA,	nongovernmental	organi-

zations, as well as 10 WHO staff mem-
bers participated. 

The Workshop dedicated most of 
the second day to the Making Preg-
nancy Safer Initiative. Participants 
were introduced to the topic, includ-
ing the situation of maternal health, 
challenges and strategies for moving 
forward. This was outlined through the 
technical presentation “Moving To-
wards the Millennium Development 
Goals:	Investing	in	Maternal	Health”,	
which was especially tailored in order 
to better address the participants of 
this Workshop. This was followed by 
another presentation describing the 
experience of the Ministry of Health 
in Syria in promoting maternal and 
neonatal health using media mes-
sages. After a brief introduction, an 
episode of the BBC series Fight for Life 
was shown, after which the partici-

pants took part in an open discussion 
on the ways through which health 
messages, especially those relating 
to maternal health can be best de-
veloped and disseminated through 
satellite channels.

FROm THE FiELd: EASTERN mEdiTERRANEAN

edia advocacy for 
maternal and newborn health issues 
involves identifying partners, estab-
lishing networks and coalitions, mo-
bilizing public support and enlisting 
support	of	benefi	ciaries	to	ensure	that	
all parties work with the media in a 
coordinated fashion. Strategic meet-
ings in 2005 were critical for seeking 
views and identifying spokespersons 
for	specifi	c	issues	through	advocacy	
networks.

Advocacy networks provided useful 
in	 partnership	 with	 Regional	 Offi	ces	
and	Country	Offi	ces	in	the	training	of	
female journalists on maternal and 

newborn health issues in India in 2005. 
WHO promoted the work of media 
organizations and individuals work-
ing together to achieve changes 
in policy, law or programmes. In the 
successful advocacy model case 
in	Uganda	this	past	year,	the	role	of	
the Population Secretariat was to co-
ordinate the implementation of the 
media advocacy strategy and to 
bring together the media and profes-
sional	bodies	as	well	as	benefi	ciaries	
to better understand maternal and 
newborn health issues. The following 
framework depicts how to operation-
alize the network:

mpS ANd THE mEdiA
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mAKiNG pREGNANCy SAFER WEbSiTE mEETiNGS ANd 
CONFERENCES 

The MPS Team continued to work with 
the Commonwealth Secretariat and 
the British Council to prepare meet-
ings for ministers of health and to 
develop associated advocacy ma-
terials. The Team also collaborated 
with the Commonwealth Secretariat 
to strengthen the role of chief nurses 
and midwives working at the ministe-
rial and policy level in contributing to 
policy change and in advocating for 
more skilled attendants. The role of 
nurses and midwives in providing an 
appropriate policy and regulatory 
environment to support those with 
midwifery skills was especially impor-
tant. The MPS Team also collaborated 
with Société Africaine de Gynéco-
Obstétrique (SAGO) and the French 
Government	on	the	AQUASOU	proj-
ect, which aims to provide access to 
emergency obstetric care in franco-
phone African countries.

Immediately prior to the International 
Confederation of Midwives Trien-
nial Congress in July 2005 in Brisbane, 
Australia, WHO, the Confederation 
and other partners presented a pre-
congress workshop on keeping the 
mother–baby dyad safe. During the 
congress, WHO, the Confederation 
and other partners undertook a num-
ber of activities to highlight the need 
for skilled care, in particular for wom-
en and neonates. Other meetings 
focused on promoting joint planning 
activities and technical advocacy ef-
forts in regions. 

In 2005, the MPS web site received an estimated total of 651 242 hits.
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S
NORmS ANd                      

TECHNiCAL SuppORT

ince its inception, the 
Department of Making Pregnancy 
Safer (MPS) has provided technical 
support to countries in all six regions 
through ongoing discussions and in 
collaboration	 with	 regional	 offi	ces	
and country staff to increase capac-
ity for improving quality care, and to 
enhance equitable access to, and 
use of, maternal and newborn health 
services, while improving family and 
community practices for maternal 
and newborn health. MPS also pro-
vided support to countries on inte-
grated management of pregnancy 
and childbirth, and improved access 
to quality care in family planning and 
reproductive health services through 
strengthening health system interven-
tions and management, in particular 
for poor and disadvantaged com-
munities.

In partnership with the Department of 
Reproductive Health and Research, 
guidelines were developed to support 
the integrated management of preg-
nancy and childbirth, and documen-
tation on improving access to quality 
care in family planning was revised to 
incorporate	 the	 latest	 scientifi	c	 de-
velopments. Operations research in 
maternal health, family planning, re-
productive tract infections and sexu-
ally transmitted infections was car-
ried out in a range of countries in all 
six regions. Goals were carried out to 
provide evidence for interventions on 
countries’ needs to implement and 
improve reproductive health services 
and to reduce disease burden from 
reproductive–in particular maternal 
and newborn–ill-health. Research 
studies were also completed on key 
sociobehavioural, clinical, epidemio-

bu ild ing  country 
capac i ty  to  meet  the 

challenge

TECHNiCAL SuppORT 
iN  COuNTRiES
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logical and policy issues in all areas of 
maternal and newborn health, and 
their	 findings	were	used	 to	promote	
change in policies and programmes.

The work undertaken in 2005 by the 
MPS Department at country level, re-
gional level and global level, ranged 
from community-based interventions 
to technical advocacy; and pro-
vided a solid base for the expected 
move into a more country-focused 
strategy. A key to achieving success 
in meeting the new Department’s 
objectives and aspirations was the 
further reinforced collaboration be-
tween all levels within WHO and with 
WHO’s partners. 

Global programmatic efforts to con-
tribute effectively to strategies to re-
duce mortality and morbidity among 
mothers and their newborn children 
were integrated by implementing an 
innovative, feasible, collaborative 
and, most importantly, focused-on-
needs-of-countries programme. The 
priority of this programme was to iden-
tify knowledge gaps by developing 
systematic reviews of screening, epi-
demiology and etiology of important 
maternal and perinatal pathological 
conditions. This ensured that program-
matic interventions were targeted ef-
fectively. 

The Department provided technical 
advocacy support to partners includ-
ing	 UNICEF,	 UNFPA	 and	 the	 World	
Bank, and the donor-supported proj-
ects and programmes in countries. 
MPS took an active role in the forma-
tion of a global partnership on Mater-
nal, Newborn and Child health.

MPS also provided support to rehabili-
tate health services for maternal and 
newborn health in natural disasters 
including the Tsunami in South-East 

Asia and earthquake in Pakistan, and 
evaluated needs to increase further 
capacity to build support and to bet-
ter prepare for future crises in real 
time. In 2005, the Department started 
improving the technical capacity 
of	 regional	offices	 to	provide	 timely	
backstopping of technical support to 
countries.

PS Joint Planning 
meetings were organized in 2005, 
bringing together representatives of 
HQ,	 WHO	 Country	 Offices	 and	 the	
regions to provide an excellent op-
portunity for all three layers of WHO to 
build synergy in order to accelerate 
universal access and coverage to 
maternal, newborn and child health. 
The main outputs of the joint planning 
meetings were:

 A harmonized and coordinated 
MPS work plan for 2006-2007 
between the three layers of the 
Organization;

 A list of priority country activities 
needing joint technical support 
and missions from HQ and the 
regions;

 A joint work plan on CAH and 
MPS collaboration.

HEALTH ANd 
HumAN RESOuRCE 
mANAGEmENT

With the objective of strengthening 
health management, in 2005, MPS 
continued its efforts to identify key is-
sues in the management of maternal 
and neonatal health services, to de-
velop guidance and provide techni-

NORmS ANd TECHNiCAL SuppORT

impROviNG mATERNAL 
ANd pERiNATAL 
HEALTH 

Timor Leste made efforts to in-
crease skilled birth attendants 
through the recruitment, train-
ing and deployment of midwives 
in community health centres. 
SEARO provided assistance in 
improving the skills of health-
care providers through train-
ing in safe and clean delivery, 
breastfeeding counselling and 
management of sexually trans-
mitted infections using the syn-
dromic approach. Adaptation 
and implementation of the WHO 
standards of midwifery practice 
were also undertaken, as well as 
the development of a national 
reproductive health strategy. 

JOiNT pLANNiNG 
WiTH REGiONS
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Twenty-three	 years	 of	 confl	ict	 have	
nearly destroyed Afghanistan’s infra-
structure	and	the	health	profi	le	is	ap-
palling. The country is rated among 
the highest in terms of maternal 
mortality worldwide. The Maternal 
Mortality Ratio in the country is a star-
tling 1600/100 000 and 40% of primary 
health care facilities have no female 
provider and skilled attendants are 
present in only 8% of the births. Af-
ghanistan is also plagued by an ex-
traordinary high rate of women and 
girls dying from pregnancy-related ill-
ness, a situation partly revealed by the 
poor socio-economic situation and 
lack of infrastructure. Afghan women 
are often married under the age of 14 
and have little or no experience with 
married life and childbirth.

One of the central problems is the 
scarcity	of	qualifi	ed	providers	namely	
midwives. In 2002, there were only an 
estimated 467 midwives in Afghani-
stan. Midwifery schools had essen-
tially been closed from 1996 to 2002 
and the human resource need was 
critical, especially given the high ma-
ternal mortality and the uneven distri-
bution of these few midwives.

In response to this shortage, there 
has been substantial effort to edu-
cate midwives for work at both hos-
pital and health centre levels. In early 
2006, there will be nursemidwifery 
programmes in six of the country’s 
campuses of the Institute of Health 
Sciences (IHS) and 17 community 
midwife programmes implemented 
by NGOs. Both will utilize a new skill-

focused	“fi	t	 for	purpose”	curriculum	
and an accreditation programme to 
ensure standardization and that the 
quality of midwifery education have 
been successfully implemented. 

dying	in	childbirth”	said	Sheena	Cur-
rie, a Midwifery Adviser working with 
REACH (Rural Expansion Afghanistan’s 
Community- based Healthcare) on 
promoting effective midwifery prac-
tices throughout the region. 

In cooperation with the Ministry of 
Public	Health	(MOPH)	and	with	fi	nan-
cial support and technical assistance 
from donors, nongovernmental orga-
nizations (NGOs), WHO and other in-
ternational	 organizations,	 signifi	cant	
investment is now being made in the 
training of midwives. Additionally, the 
WHO/EMRO	offi	ce	in	Afghanistan	of-
fers	fi	nancial	and	technical	support	to	
programmes such as REACH as part 
of the Safe Motherhood Initiative. In 
conjunction	with	USAID,	WHO/EMRO	
also directly supports two of the Com-
munity Midwifery programmes – in Ba-
myan and in Badakshan. This support 
includes resources and small mon-
etary incentives for student midwives 
which assists them with recruitment es-
pecially if they are coming from very 
remote communities. The Badakshan 
province is particularly challenging 
and is notable for having the highest 
maternal mortality ever recorded. 
To date, there has been consider-
able progress in building the capac-
ity of midwives and this will continue 
through strengthening the midwifery 
profession and in improving the qual-
ity of services provided. Future donor 
support will be needed to continue 
these programmes.

FROm THE FiELd: AFGHANiSTAN

NORmS ANd TECHNiCAL SuppORT

A demonstration by a local Afghan
Community Midwife Trainer.

WHO is working with the Ministry of 
Health and partner agencies in Afghani-
stan to train the approximately 680 
midwives currently in the region, and to 
put in place a Midwife Education Policy 
to support the countrywide framework 
for appropriate and successful recruit-
ment, education and deployment of 
midwives throughout the country and 
the accreditation of those institutions 
assigned to educate these midwives. 
A National Midwife Education Accredi-
tation Board has been created and 
accreditation guidelines are based on 
mutually agreed explicit standards. 

“The need for training midwives for the 
rural areas is clear, too many women are 
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cal support in the planning and 
management of quality maternal 
and neonatal health services, and 
to ensure that these services were 
accessible to all, especially those 
who are poorer and underserved by 
health-care services. 

The education and training strategy 
for making pregnancy safer was fur-
ther developed. The strategy aimed 
to improve the skills of midwives and 

obstetricians. A similar workshop to 
the one conducted for anglophone 
countries on education, regulation 
and practice in midwifery was held 
in 2005 for francophone countries 
in Africa. The Making Pregnancy 
Safer toolkit to strengthen midwifery 
was used as material for a two-re-
gion WHO workshop in 2005 in New 
Delhi (to include the South-East Asia, 
Western	Pacifi	c	and	Eastern	Mediter-
ranean Regions) aimed at improving 
the regulation and licensing of skilled 
birth attendants.

Literature reviews were used to 
establish a maternal and neonatal 
health standards package as well 
as standards related to commu-
nity engagement and community 
linkages, which include community 
involvement in quality processes of 
the services.

Working with individuals, families and 
communities for improved Maternal, 
Newborn and Child Health (MNCH) in 
Moldova

WHO supported the Republic of Mol-
dova in the development of a national 
MNCH strategy designed to strength-
en individual, family and community 
involvement in MNCH. During 2005, a 
WHO-supported consultant worked 
with the National Working 
Group to develop a work plan 
for the implementation of the 
strategy. To support this plan, 
MPS in collaboration with the 
Department of Child and Ado-
lescent Health (CAH), devel-
oped an orientation package 
for district managers on key 
concepts and interventions 
for working with individuals, 
families and communities to 
improve MNCH. The package 
which consists of a facilitator’s 
guide and participants manual will 
be tested in September 2006. A three-
day workshop in Chisinau will bring to-
gether members of the National Work-
ing Group as well as representatives 
of three districts. The participants will 
be asked to provide feedback on the 
workshop in terms of content, method-
ology and its usefulness at the district 
level. Subsequently the package will 
be	modifi	ed	 and	 orientations	 will	 be	
held in all districts. The WHO Regional 
Offi	ce	for	Europe	(EURO)	intends	to	use	
the project in Moldova as a model for 
the Region in addition to successful 
WHO collaboration between the ma-
ternal and newborn health and child 
health programmes, the package 
responds to country demands to inte-
grate MNCH, particularly at the com-
munity level.

building Health Networks              
in Latin America

Linking partnerships to optimize resources and technical assist-
ance has been an important lesson learnt. During 2005, the Pan 
American Health Organization (PAHO) promoted connections 
between different partners regarding MNH, which has resulted in 
the optimization of technical cooperation and the improvement 
of advances in the public health MNH agenda at regional and 
national levels. For example, a strong linkage has occurred be-
tween the Regional Task Force partnership and the collaborative 
Partnership for nursing and midwifery in the Dominican Republic, 
resulting in the development of an assessment to better imple-
ment skilled attendance at birth. PAHO is in the position to guide 
this process among partner agencies and institutions. 

NORmS ANd TECHNiCAL SuppORT
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SuCCESS STORy: bHuTAN

As part of its strategy for improving maternal and newborn health, the Royal Govern-
ment of Bhutan partnered with WHO to improve the quality of basic and emergency 
maternal and newborn care in facilities. In an ongoing programme with WHO sup-
port,	Bhutanese	doctors	and	nurses	working	at	fi	rst	referral	units	are	deputed	to	train-
ing institutions in neighbouring countries to upgrade knowledge and skills in maternal 
and	newborn	health.	The	fi	rst	batch	of	medical	offi	cers	and	nurses	from	Bhutan	have	
recently returned home after successful completion of training in basic and emer-
gency obstetric and newborn care at the Christian Medical College, Vellore, India. 

impAC TOOLS

Promoting Norms, Standards and 
Tools

To broaden the provision of quality 
maternal and newborn health ser-
vices, work in 2005 focused on com-
pleting and implementing the Inte-
grated Management of Pregnancy 
and Childbirth (IMPAC) toolset; and 
important progress has been made. 

Midwifery Modules 
A set of training manuals was devel-
oped to equip midwives with essential 
life-saving skills. The manuals, which 
were	widely	fi	eld	tested	prior	to	fi	nal-
ization, respond to the major problem 
of preventable maternal deaths. Log-
ically organized and well illustrated, 
the manuals aim to communicate in 
an imaginative way the knowledge 
needed by midwives in order to think 
critically, make the right decisions 
and apply the appropriate clinical 
skills, particularly in life-and-death 
emergencies. The modules have 
been prepared for in-service training 
of midwives and nurse-midwives, and 
rely on a range of problem-based 
learning methods designed to maxi-

mize student involvement. Emphasis is 
placed on the application of theory 
to practice, making visits to the com-
munity an integral part of the learning 
process.

The six modules include:

 Foundation Module: The Midwife 
in the Community

 Postpartum Haemorrhage   
Module

 Obstructed Labour Module
 Puerperal Sepsis Module
 Eclampsia Module
 Managing Incomplete Abortion

The Midwifery Modules have been 
revised in line with Managing compli-
cations in pregnancy and childbirth; 
a guide for midwives and doctors 
(MCPC). The series now includes a full 
module on the management of in-
complete abortion and post-abortion 
care. The foundation module for mid-
wives working in the community has 
been substantially revised to include 
more elements on HIV/AIDS and hu-
man rights. This includes a community 
profi	ling	section	is	in	line	with	the	man-
ual Beyond the numbers. Copies on 

NORmS ANd TECHNiCAL SuppORT

CD-ROM have been made available 
to countries currently working on de-
veloping educational materials and 
updated training programmes, and 
development of the curriculum for 
midwives in the case of Afghanistan, 
Nepal and the Sudan. 

midWiFERy TOOLKiT

The	“Strengthening	Midwifery	Toolkit”	
deals with the range of issues in order 
to strengthen midwifery in countries. 
More	 specifi	cally,	 the	 Toolkit	 aims	
to strengthen the contribution mid-
wives can make to country efforts to 
achieve good reproductive health 
for all, as well as achieve the goals of 
Safe Motherhood.
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SuCCESS STORy: bHuTAN

As part of its strategy for improving maternal and newborn health, the Royal Govern-
ment of Bhutan partnered with WHO to improve the quality of basic and emergency 
maternal and newborn care in facilities. In an ongoing programme with WHO sup-
port,	Bhutanese	doctors	and	nurses	working	at	fi	rst	referral	units	are	deputed	to	train-
ing institutions in neighbouring countries to upgrade knowledge and skills in maternal 
and	newborn	health.	The	fi	rst	batch	of	medical	offi	cers	and	nurses	from	Bhutan	have	
recently returned home after successful completion of training in basic and emer-
gency obstetric and newborn care at the Christian Medical College, Vellore, India. 

The Toolkit is primarily a guidance 
document in six separate parts, each 
dealing with a key component for 
strengthening the capacity of mid-
wifery regulation, education and 
practice, including the core compe-
tencies required to be able to func-
tion as a midwife, and guidance on 
developing midwifery curriculum and 
programmes for the preparation of 
midwife teachers.

It is aimed at policy-makers, profes-
sional leaders in midwifery and their 
associations, midwife teachers and 
managers. Each section offers a 
number of practical action points 
and checklists.

It was prepared in 2005 in collabora-
tion with the International Confed-
eration of Midwives (ICM), with inputs 
from numerous international midwife-
ry	experts	working	in	the	fi	eld	of	edu-
cation and policy and legislation, par-
ticularly from low-resource settings, as 
well as Making Pregnancy Safer part-
ners:	United	Nations	Children’s	Fund	
(UNICEF),	United	Nations	 Population	
Fund	 (UNFPA),	 The	 American	 Col-
lege of Nurse Midwives Foundation 
(ACNM),  JHPIEGO Corporation (an 
international health organization af-
fi	liated	with	Johns	Hopkins	University),	
and others.

The Toolkit includes:

 Strengthening Midwifery: A 
Background Paper

 Legislation and Regulation: Mak-
ing Safe Motherhood Possible 

 Competencies for Midwifery 
Practices 

 Developing Standards to Assist 
Practitioners to Provide Quality 
Midwifery Care

 Guidelines for the Development 
of Midwifery Education Pro-
grammes 

 Guidelines for the Development 
of Programmes for the Educa-
tion of Midwife: Teacher 

The Toolkit was further elaborated in 
2005 and now contains a simple need 
assessment tool for helping users to 
prioritize actions within each com-
ponent. The tool is a joint publication 
with the International Confederation 
of Midwives (ICM) and has been used 
in a number of settings to help frame 
the midwifery agenda, undertake 
a rapid assessment of the country 
situation and plan future activities at 
both regional and country level.  The 
Modules	and	Toolkit	will	be	fi	nalized	in	
2006.

Framework for midwifery workforce 
planning in MNH services From 2004—
2005,	in	collaboration	with	the	Nuffi	eld	
Institute for Health, the MPS team de-
veloped a conceptual framework for 
workforce planning in MNH services 
that can be used to determine: 

a) the likely demand in terms of the 
volume and variety of maternal  need 
for skilled care

b) the standards of care to be met

c) the number of hours of skilled birth 
attendants’ (and later medical) skills 
required to meet that demand and 
to	 meet	 the	 defi	ned	 standards	 of	
MNH care

Using	 the	 workforce	 staffi	ng	 frame-
work, estimates were developed 
to calculate the number of skilled 
birth attendants needed to obtain a 
95% coverage of midwifery services.  
These calculations are part of the 

scaling up estimates published in the 
2005 World Health Report.

STANdARdS FOR 
mATERNAL ANd 
NEONATAL CARE

The document Standards for ma-
ternal and neonatal care was com-
pleted to complement MPS’s clinical 
guidelines by providing clinical and 
health systems recommendations to 
policy-makers and programme man-
agers. The Standards are provided in 
the form of standardized evidence-
supported statements on the cost 
effectiveness and feasibility of inter-
ventions. There are also descriptions 
of actions that were taken to imple-
ment the standards and indicators 
that were used to monitor and evalu-
ate each standard. Thirty-two clinical 
standards for maternal and neonatal 
care have been completed and peer 
reviewed and the evidence for them 
has been graded. An additional 12, 
including seven health-system stan-
dards, are in an advanced state of 
development. 

NORmS ANd TECHNiCAL SuppORT



26NORmS ANd TECHNiCAL SuppORT

Recommended interventions for improving   
maternal and Newborn Health

Maternal and newborn health can be improved through in-
terventions at home, in the family and community and those 
delivered through health services. Several possible combina-
tions of interventions are possible and available in this area. 
The Department has developed a set of four tables to provide 
guidance on effective-based interventions in maternal and 
perinatal health. These include interventions to be provided 
through the health services, the family and community to im-
prove maternal and newborn survival. 

The tables list interventions delivered to the mother during 
pregnancy, childbirth and in the postpartum period, and to 
the newborn soon after birth - important preventive, curative 
and health promotional activities. The tables also refer to: 

a.	 “Routine	essential	 care”,	which	 should	be	offered	 to	all	
women and babies; 

b.	“Situational	care”,	which	is	dependent	on	disease	patterns	
in the community;

c.	“Additional	care”,	which	 some	women	and	babies	with	
moderately severe diseases or complications require; and 

d.	 	“Specialized	care”,	which	those	with	severe	diseases	or	
complications require.

The tables identify where care should be provided through 
health services, the type of providers required and the rec-
ommended interventions and commodities at each level. The 
third table includes interventions provided to women before 
conception and between pregnancies, while the fourth table 
lists interventions provided during pregnancy and childbirth 
by the family, community and workplace.  

The list of recommended interventions is based on cost-effec-
tive and evidence-based practices in maternal and newborn 
health included in WHO’s Integrated Management of Preg-
nancy and Childbirth (IMPAC) clinical guidelines. 

The table of interventions will also be available on the MPS web 
site.
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Making Pregnancy Safer planning 
guide. Intended to assist district man-
agers and planners in the planning 
and implementation of the Making 
Pregnancy Safer strategic approach, 
this guide includes information on the 
health systems issues and evidence-
based interventions related to MNH 
services, as well as guidance in plan-
ning these services. It focuses on how 
to select the most relevant program-
ming processes, methods and tools 
and on how to adapt these to the 
local context. Guidance on the plan-
ning processes including budget-
ing, monitoring and evaluation was 
included. Finalization will take place 
in 2006, along with the Making Preg-
nancy Safer planning workshop man-
ual developed during this biennium.  
Issues related to human resources, 
especially midwifery are given high 
priority in the document.

With the publication of Pregnancy, 
childbirth, postpartum and new-
born care—a practice guide for 
care at the primary health care level 
(PCPNC) and Managing newborn 
problems: a guide for newborn care 
at the referral hospital (MNP), work on 
the clinical series of guidelines under 
the Integrated Management of Preg-
nancy and Childbirth (IMPAC) came 
to an end. These guidelines, togeth-
er with Managing complications in 
pregnancy and childbirth: a guide for 
midwives and doctors (MCPC), have 
been	endorsed	by	the	United	Nations	
Children’s	Fund	(UNICEF),	the	United	
Nations	Population	Fund	(UNFPA),	the	
World Bank, the International Federa-
tion of Gynecology and Obstetrics 
(FIGO), and the International Con-
federation of Midwives (ICM). The 
International Pediatric Association 
(IPA) has also endorsed the MNP. 

Terefa is 14 years old. She lives in a small 
village in Africa, more than 200 km from 
the country’s capital. She is the sixth 
child in a family of eight children and 
has never been to school. Her father, 
a farmer, did not have enough money 
to send all of his children to the village 
school. The older children – two boys 
–	thus	benefi	ted	from	schooling,	while	
Terefa stayed at home to help her 
parents to survive. Her chores were to 
gather	fi	rewood,	draw	water	and	help	
work	the	fi	elds.

When she was 13, her father married 
her to one of his friends who was a little 
better off. Terefa could only accept 
this marriage and, a few months later, 
she became pregnant. Throughout 
her pregnancy she continued working, 
as if nothing had changed. The closest 
antenatal clinic was a few dozen kilo-
metres from her house, but she didn’t 
go to it because she didn’t have mon-
ey to pay for transport. Also, everyone 
in the village said that pregnancy was 
not an illness and that the other wom-
en had always given birth without any 
problems, so why shouldn’t she?

Terefa’s husband and mother-in-law 
let the village traditional birth atten-
dant know when labour started. The 
contractions became more and more 
violent, and more and more painful, 
but the baby did not seem to want to 
come out. Terefa saw the sun rise and 
set three times. She was exhausted by 

the long ordeal. The village birth atten-
dant	tried	to	speed	up	events,	fi	rst	with	
herbal potions, then by inserting various 
substances	into	the	vagina	and,	fi	nally,	
by making incisions with a rusty knife in 
her vagina, but nothing worked.

The village elders then met to take a 
decision: Terefa had to be sent to the 
health centre. It took several hours to 
collect the necessary money, transport 
Terefa in a cart to reach the road and 
fi	nd	a	driver	 to	take	her	 to	the	town.	
Terefa was afraid, for she knew no one 
there and wondered how she, a simple 
peasant, would be received.

At the health centre she was exam-
ined by a midwife. The midwife was not 
happy that Terefa had come so late 
and told her that the baby was dead, 
but that an operation was required. As 
the doctor who performed caesarean 
sections was away for several days for 
a training course, she had to go to an-
other hospital.

After the operation, Terefa realized that 
she could not retain her urine. Back at 
the village she was ashamed because 
she had lost her child, was constantly 
wet and continually gave off the smell 
of urine. Seeing that the situation did 
not improve, her husband rejected her 
and chose another wife and, little by 
little, the entire village turned its back 
on her.

Since then Terefa and her mother have 
lived in a tent at the edge of the village. 
The two women subsist on charity, but 
Terefa’s health is becoming a little more 
precarious every day. No one knows 
how much longer she will survive.

terefa’s story

NORmS ANd TECHNiCAL SuppORT
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health interventions recommended 
in the WHO Integrated Management 
of Pregnancy and Childbirth clinical 
guidelines. Resource requirements 
estimated include medicines, equip-
ment, supplies, physical infrastructure 
and human resources. An earlier ver-
sion of the tool was tested in Malawi in 
2005. This regularly updated software 
now provides for the comparison of 
existing services with the ideal situa-

tion for the given population accord-
ing	to	disease	and	health	profi	les,	clin-
ical practice and service coverage, 
as well as availability and constraints 
of the technologies. The tool can also 
be used to estimate incremental costs 
when services are scaled up. The soft-
ware will be available on a CD-ROM 
free	of	charge	and	MPS	will	be	fi	eld	
testing this in several countries.

Making Pregnancy Safer – Essential 
Health Technology Package (MPS-
EHTP). The Making Pregnancy Safer-
Essential Health Technology Package 
(MPS–EHTP) is a resource planning and 
costing tool developed jointly by the 
Department of Making Pregnancy 
Safer and the Department of Health 
Systems Polices and Operations. The 
tool estimates the requirements for 
implementing maternal and newborn 

The report of a technical consulta-
tion to review evidence on birth-
spacing was completed in 2005 
as a policy brief. The document is 
currently available on the MPS and 
RHR websites.

Recommendations for birth spac-
ing made by international organi-
zations are based on information 
that was available several years 
ago. While publications by the 
WHO and other international orga-
nizations recommend waiting at 
least 2–3 years between pregnan-
cies to reduce infant and child mor-
tality,	and	also	to	benefi	t	maternal	
health, recent studies supported 
by	the	United	States	Agency	for	In-
ternational	 Development	 (USAID)	
have suggested that longer birth 
spacing, 3–5 years, might be more 
advantageous. Country and re-
gional programmes requested that 
WHO	clarify	the	signifi	cance	of	the	
USAID-supported	studies.

With support from 
USAID,	the	two	WHO	
Departments of Re-
productive Health 
and Research and 
Making Pregnancy 

Safer undertook a review of the evi-
dence. From 13 to 15 June 2005, 37 
international experts, including the 
authors of the background papers 
and	WHO	and	UNICEF	staff,	partici-
pated in a technical consultation 
held at WHO Headquarters in Ge-
neva. The objective of the meeting 
was to review evidence on the re-
lationship between different birth-
spacing intervals and maternal, 
infant and child health outcomes 
and to provide advice about a 
recommended interval.

The participants came to separate 
conclusions for the different out-
comes considered, which were 
encompassed in two overall rec-
ommendations:  one on birth spac-

ing after a live birth and one on 
spacing after an abortion.  Addi-
tional analyses and issues to be ad-
dressed in the research reviewed 
were	 identifi	ed.	 	 The	 authors	 are	
currently undertaking additional 
analyses to respond to the ques-
tions raised at the meeting.  These 
analyses	and	 the	fi	nal	papers	will	
be reviewed when they are avail-
able. A supplementary report will 
be issued at that time.  

Issues for future research in this area 
were	also	identifi	ed.

A subsequent meeting is planned 
for early 2007. MPS will continue to 
collaborate and work with partners 
to strengthen the implementation 
of birth spacing and family plan-
ning in MNCH and RH programmes. 
The technical group’s recommen-
dation will also be incorporated 
into existing guidelines.

With support from 
USAID,	the	two	WHO	
Departments of Re-
productive Health 
and Research and 
Making Pregnancy 

REpORT OF A  TECHNiCAL CONSuLTAT iON ON biRTH SpACiNG



29

al concerns of the pregnant woman 
and her family are limited in this model 
of care. 

The WHO Antenatal Care (ANC) 
Model recommends fewer visits for 
healthy pregnant women. Each visit 
has	 specifi	c	objectives	and	 specifi	c	
evidence-based interventions. Since 
visits are less frequent, more time is 
available at each visit to provide bet-
ter quality of antenatal care. Studies 
have shown that the WHO ANC Mod-
el is as effective as the standard mod-
el and is in general, well accepted 
by women and providers. The WHO 
ANC model costs less for women and 
health services.

In collaboration with the Boston 
University,	 WHO	 conducted	 a	 mul-
timedia 6-week web-based course 
in 2005. This course introduced the 
learner to the WHO ANC Model, in-
cluding the evidence and principles 
underlying the Model, an overview 
of the basic components and the 
procedures to follow regarding late 
enrollment and missed visits, as well 
as recommendations for implemen-
tation of the WHO Model. Interactive 
modules and online discussion boards 
made learning more engaging and 
allowed	 time	 for	 learner	 refl	ection	
and sharing of experiences.

Eighty-one participants from different 
parts of the world, from the Americas 
to	Pacifi	c	island	countries	participat-
ed in this course. The course was mod-
erated	 by	 “e-Professors”	 from	WHO	
HQ and other countries. Participants 
developed action plans for imple-
mentation of the WHO ANC Model. 
Follow-up is ongoing.  Preliminary re-
sults will be presented at an interna-
tional meeting in 2006. 

CLiNiCAL GuidELiNES

The series of complementary clinical 
guidelines for the Integrated Man-
agement of Pregnancy and Childbirth 
toolset have been completed with 
the publication of two clinical prac-
tice guides (Pregnancy, childbirth, 
postpartum and newborn care: a 
guide for essential practice and Man-
aging newborn problems: a guide for 
doctors, nurses and midwives). These 
two guidelines, were widely translat-
ed together with Managing compli-
cations in pregnancy and childbirth: 
a guide for midwives and doctors, 
and	have	been	endorsed	by	UNICEF,	
UNFPA	 and	 the	 World	 Bank,	 which	
have all been sensitized to the need 
to make concerted efforts to dissemi-
nate these materials. Managing new-
born problems is already available 
in English and Bahasa Indonesian. A 
learning package to accompany it is 
available from JHPIEGO Corporation, 
an international health organization 
affi	liated	with	 Johns	Hopkins	 Univer-
sity. 

HANdbOOK FOR 
COuNSELLiNG ANd 
COmmuNiCATiON

A Handbook for 
counselling and 
c o m m u n i c a -
tion in maternal 
and newborn 
health will be 
a companion 
to Pregnancy, 
childbirth, post-
partum and 
newborn care. 

The handbook is designed to im-
prove the communication skills of 
birth attendants. 

ObSTETRiC FiSTuLA

This	document	was	 fi	nalized	 in	 2005	
and underscores the guiding princi-
ples for clinical management and pro-
gramme development in combating 
obstetric	fi	stula.	Sections	highlight	un-
derstanding the 
problem and 
developing a 
national ap-
proach, and 
the basic prin-
ciples for car-
ing for women 
u n d e r g o i n g 
obstetric	 fi	stula	
repair.

OTHER TOOLS

Kangaroo mother care: a practical 
guide has been translated by WHO 
into French and Spanish and by oth-
er countries into Albanian, Bengali, 
Indonesian, Italian, Mongolian and 
Vietnamese. An essential newborn 
care manual is close to completion 
after	revisions	and	fi	eld	testing.	

Implementation of the WHO Web-
based Antenatal Care course
Routine antenatal care programmes 
are often poorly implemented. In the 
standard model of antenatal care, 
women are asked to return frequently 
for routine visits. This may result in over-
crowding of antenatal clinics (as well 
as being overburdened with work) 
and in women having to wait for long 
periods before being attended to. 
The time available to provide quality 
care and time to address the person-
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Feedback from participants was posi-
tive. Similar web-based courses are 
therefore being planned for better 
dissemination and implementation of 
WHO IMPAC guidelines. 

Strengthening policies for skilled at-
tendance

Making pregnancy safer: the critical 
role of the skilled attendant is a joint 
statement that was published by 
WHO, the International Confedera-
tion of Midwives and the International 
Federation of Gynaecology and Ob-
stetrics (FIGO); it was endorsed by the 
International Council of Nurses and 
disseminated in 2005. This document 
provides	an	updated	defi	nition	of	a	
skilled attendant, which has been 
endorsed	by	all	UN	agencies	and	the	
World Bank; this endorsement is criti-
cal at a time when countries have to 
report the percentage of births at-
tended by a skilled attendant. The 
document is especially aimed at 
countries in which the coverage of 
skilled attendants at births is less than 
85%.	It	defi	nes	clearly	who	is	consid-
ered to be a skilled attendant, what 
skills she or he should have and how 
she or he should be trained and sup-
ported. 
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mONiTORiNG  
ANd EvALuATiON

Help ing  health 
managers  and  pol icy -

makers  to  promote 
better  plann ing

The Depart-
ment also provided assistance to 
improve monitoring of maternal and 
perinatal health outcomes at the 
country level.  Developing methodol-
ogies and tools for monitoring, evalu-
ation and implementation included 
the country adoption and implemen-
tation of the Department’s strategic 
approach, IMPAC (Integrated Man-
agement of  Pregnancy and Child-
birth) tools, and provision of technical 
support to countries. 

mAppiNG midWiFERy 
SERviCES iN THE 
WORLd 

Work commenced to compile data 
on midwifery services throughout the 
world. This work will allow a more de-
tailed analysis of the situation in terms 
of service coverage, equipment and 
staffi	ng	 patterns	 of	 health	 facilities,	
adequacy of policies and regulations 
regarding midwifery. It will assist in 
identifying gaps and inform decision-
makers on norms and models of care 
needed to provide equitable qual-
ity midwifery services, under differ-
ent scenarios. This work is being con-
ducted in close collaboration with 
other departments in headquarters, 
regional	and	country	offi	ces	as	well	
as partners such as ICM, the Interna-
tional Confederation of Nurses (ICN), 
FIGO and relevant NGOs. 

2005 GLObAL 
ESTimATES 

Estimates for skilled attendants at 
birth. The Departments of Making 
Pregnancy Safer and Reproductive 
Health and Research compiled na-
tionally representative data of births 
attended by skilled health workers 
available up to 2005 and including 
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global, regional and subregional 
estimates. This can be found on the 
MPS web site: http://www.who.int/
making_pregnancy_safer/global_
monitoring/skilled_attendant_at_
birth2005_estimates.pdf. 

A recent study into how Malaysia and 
Sri Lanka have reduced their death 
toll shows that sustained, long-term 
investment is required to make skilled 
care available to pregnant women 
and the newborn.

Maternal mortality is a matter of long-
term public health – as opposed to 
disease – and what we need is an ap-
proach that is different from the way 
we tackle disease. There is no quick or 
simple	“solution”,	what	is	needed	is	a	
wide-ranging, holistic approach, with 
fundamental changes in perceptions 
– for no country can build human 
development and reduce poverty 
without establishing a robust health 
system that makes maternal health a 
priority.

But many countries have yet to make 
skilled attendants a priority. WHO is 
working with these countries to iden-
tify key health workers, to upgrade 
their skills where necessary and to 
make sure they are meeting women’s 
needs by providing the most effective 
and considerate care.

“This approach has the potential to 
transform the lives of millions of peo-
ple,”	said	the	late	Dr	Lee	Jong-wook,	
WHO Director-General. “Giving moth-
ers, babies and children the care they 
need	is	an	absolute	imperative.”

In 2005, the MPS team made efforts 
to increase its knowledge base and 

understanding of key elements of 
health systems including laws, poli-
cies and socioeconomic, sociocul-
tural and demographic parameters 
as a prerequisite to developing and 
implementing maternal and new-
born health programmes. To this end, 
it created the Making Pregnancy Saf-
er health systems country profi les da-
tabase.	Profi	les	of	health	systems	are	
being developed in order to build the 
foundation for monitoring progress 
and evaluating achievements and 
to facilitate comparisons within and 
among countries. Work has contin-
ued in collaboration with the Initiative 
for Maternal Mortality Programme As-
sessment (IMMPACT) project of the 
University	 of	 Aberdeen	 in	 Scotland	
to	 fi	nalize	 the	 health	 system	 profi	le	
template and increase the number 
of desk reviews, which now include 
Burkina Faso, Ghana and Indonesia 
in addition to Ethiopia, Mozambique 
and Nigeria.

bEyONd THE 
NumbERS 

Beyond the numbers: reviewing ma-
ternal deaths and complications 
to make pregnancy safer was pub-
lished and introduced to the public 
on 29 September 2004 in Nairobi, 
Kenya,	 where	 the	 fi	nalized	 printed	
version and a CD-ROM of sample 
questionnaires were presented to a 
gathering of partners, policy-makers, 
programme managers and journal-
ists. The launch was accompanied by 
a workshop designed to train experts 
from different WHO regions in the 
methods used by Beyond the num-
bers. 

A global partnership of interested 
agencies and organizations has also 
been established to build on the 
strengths and experiences of those 
involved with Beyond the numbers 
and to develop a coherent global 
approach to maximizing the effec-
tive use of resources and skills and to 
avoid duplicating efforts. In the South-
East Asia Region a self-learning guide 
has been developed. 

In Indonesia, a guide was adapted 
from Beyond the numbers and from 
the distance-learning course on ma-
ternal and perinatal health that has 
been developed in and utilized in 
South Africa. Pilot-testing of methods 
of reviewing maternal death is ongo-
ing in Bangladesh, India, Nepal and 
Myanmar.	The	WHO	Regional	Offi	ce	
for Europe has conducted, with sup-
port from Headquarters, a workshop 
involving six countries (the Republic 
of	Moldova	plus	the	fi	ve	Central	Asian	
Republics) to introduce the methods 
described in Beyond the numbers.

mONiTORiNG ANd EvALuATiON
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The services provided the impact achieved

The WHO Global Survey on Maternal and Perinatal Health 
aims to building a network of randomly selected health 
service institutions from within a total of 54 countries from 
all the WHO subregions. The goal of this project was to cre-
ate an online global data system to monitor information 
on maternal and perinatal health services, and how they 
relate to maternal and perinatal outcomes.  

The data system produces real time information focused 
on performance of services offered to women and identi-
fies	areas	for	expanding	coverage	to	underserved	popu-
lations. Therefore, information is immediately available to 
practitioners to apply at their health institutions. Further-
more, the online data management and the large scale 
of the survey (nearly 200 000 women studied in each con-
tinent in a year) allows researchers to evaluate the pres-
ent situation of health services, as well as less frequent, yet 
fatal, maternal and perinatal conditions. It also assists plan-
ners and policy-makers to take immediate and appropri-
ate decisions. 

Between 15 September 2004 and 15 March 2005, over 200 
health facilities in Latin America and Africa were randomly 
selected	and	contributed	to	the	first	survey	with	a	cover-
age of 95% of deliveries occurring in the facilities (close 
to 200 000). Data were available for analysis by May 2005 
and results were immediately provided back to countries 
on	health	activities.	For	example,	it	is	possible	to	confirm	
now that the increase in caesarean sections observed in 
the last decade reached levels close to 40% in most coun-
tries, including public and private institutions.  

These	efforts	are	significant	because	for	many	develop-
ing countries the lack of up-to-date reliable information 
for planning and evaluation are among the major chal-
lenges faced by health policy-makers, programme man-
agers and health practitioners in the area of maternal 
and perinatal care. Systematic efforts are being made to 
evaluate and summarize the available research data on 
effectiveness of medical treatments, health interventions, 
and screening test; however, obtaining good quality in-

formation on a continuous basis on the maternal and peri-
natal health services offered and the outcomes achieved 
remains a challenge. 

The achievements of the project:

	 An evidence-based evaluation of maternal health 
services in developing countries

	 Provision of a large-scale capacity-strengthening 
support to many developing countries

	 Identified	priority	areas,	where	intervention	should	
be focused to further improve services provided

The project is coordinated by MPS in collaboration with 
the research unit of the Department of Reproductive 
Health and Research and a network of country, regional 
and research institutions. Data entry and management is 
carried out online with collaboration and interaction be-
tween MPS and participating units. This project represents 
an	opportunity	to	create	a	scientifically	sound	system	for	
large-scale data gathering and real time use at the coun-
try level.  Results are expected to have direct applications 
to improve maternal and perinatal health care services, 
as well as provide a systematic approach to monitoring 
maternal and perinatal health, thus contributing to better 
health worldwide. 

mONiTORiNG ANd EvALuATiON

WHO GLObAL SuRvEy ON mATERNAL ANd pERiNATAL HEALTH

The boundaries and names shown and the designations used in this map do not imply the expression 
of any opinion whatsoever on the part of the World Health Organization concerning the legal status 
of any country, territory, city, or area or its authorities or concerning the delimitation of its frontiers 
or boundaries. Dotted lines on maps represent approximate border lines for which these may not yet 
be full agreement. Countries in white were not used in the survey.
WHO 2006 All rights reserved

AFRO region
AMRO region
EMRO region
EURO	region
SEARO region
WPRO region

Legend



��

LOW biRTHWEiGHT: 
COuNTRy, REGiONAL 
ANd GLObAL 
ESTimATES

This document, 
produced in 
collaboration 
with	 UNICEF,	
presents rec-
ommendations 
to improve the 
measurement 
of birth weight 
and is an inter-
agency effort 

to estimate the incidence of low birth 
weight globally including country 
and regional estimates. It critically 
explains the major challenges in 
measuring the incidence of lowbirth 
weight, especially in developing 
countries where more than half of the 
infants are not weighed. The docu-
ment also presents recommenda-
tions for improving measurement and 
results; it is estimated that worldwide, 
15.5% of infants are born with low birth 
weight accounting for about 20.6 mil-
lion infants of which 95% are in devel-
oping countries. The document was 
reviewed in a bioregional consulta-
tion of experts in reproductive health 
and nutrition with representatives 
from 16 countries of the South-East 
Asia	Region	and	the	Western	Pacifi	c	
Region where the incidence of low 
birth weight is the highest and thus 
concerns about their effect on popu-
lations the most pressing. 

Guide for programme monitoring at 
the district level

A meeting was held to advance work 
on a guide to monitoring district-level 

programmes in maternal and neona-
tal health; the guide was designed to 
meet the needs of Member countries 
in the South-East Asia Region. A group 
of experts developed criteria that 
were used to select indicators to al-
low monitoring of availability, acces-
sibility, utilization, continuity, quality 
of services and selected outcomes. 
The purpose of the guide is to dem-
onstrate how the use of the informa-
tion and indicators can help the dis-
trict management team in four main 
areas of work: health administration, 
health planning, training and super-
vision of health staff, and improving 
hospital and health facility care. 

The other indicators were used to pro-
vide second and third layers of infor-
mation, thus enriching information on 
the district situation. The group also 
identifi	ed	some	important	issues	that	
are in need of immediate review and 
guidance, such as how to monitor 
equity of access, how to determine 
the costs of maternal and neonatal 
services, how data can be used from 
surveys conducted by the Evidence 
and Information for Policy Cluster on 
maternal and child health services 
or activities outside the health sec-
tor (registration of births, deaths and 
pregnancies), and the availability of 
midwifery schools.

A research agenda was proposed 
that included monitoring referrals 
from primary care to higher levels of 
care, examining the sustainability of 
services and postpartum care and 
determining how to make inferences 
from process indicators to outcome 
indicators. The agenda also included 
specifi	c	topics	such	as	the	use	of	ac-
tive management during the third 
stage of labour and monitoring in-

terventions in areas where there is a 
signifi	cant	 prevalence	 of	 malaria,	
syphilis or HIV.

In 2005, the MPS Department ad-
vanced its agenda of promoting the 
use of skilled attendants, evidence-
based practice and ensuring effec-
tive collaboration with key stakehold-
ers to increase access to skilled care 
for women and neonates, especially 
among communities whose mem-
bers may be poor or marginalized. 
This was achieved through policy re-
views, advocacy and collaboration. 
MPS accelerated the work of gather-
ing evidence on policies and strate-
gies that may improve the provision 
of maternal and neonatal health ser-
vices to poorer members of society, 
which would improve outcomes and 
reduce poverty. Policy and advo-
cacy	work	contributed	signifi	cantly	to	
the World Health Report 2005 and to 
30 reviews on poverty and maternal 
and neonatal health, which provided 
vehicles for disseminating key mes-
sages and evidence-based policy 
recommendations. 

Mapping the magnitude of maternal 
and perinatal ill-health

A global effort has been initiated to 
assess the relation between the quan-
tifi	ed	burden	of	disease	and	services	
provided in the areas of maternal and 
perinatal health. This study is known as 
the WHO Global Survey for Maternal 
and Perinatal Health. It helped iden-
tify the gap between interventions 
shown to be effective and those 
actually implemented. A network of 
randomly selected institutions and 
geographical areas was created to 
collect focused information in order 
to monitor maternal and perinatal 

mONiTORiNG ANd EvALuATiON

This document, 
produced in 
collaboration 
with	 UNICEF,	
presents rec-
ommendations 
to improve the 
measurement 
of birth weight 
and is an inter-
agency effort 
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health services worldwide. This net-
work systematically and periodically 
conducts a global assessment using a 
simplifi	ed	but	specifi	c	short	data-col-
lection instrument. 

GLObAL SuRvEy 
ON mATERNAL ANd 
pERiNATAL HEALTH

For many developing countries, the 
lack of up-to-date reliable informa-
tion for planning and evaluation are 
among the major challenges faced 
by health policy-makers, programme 
managers and health practitioners in 
the areas of maternal and perinatal 
care. 

The WHO Global Survey on Maternal 
and Perinatal Health aims to building a 
network of randomly selected health 
service institutions from within a total 
of 54 countries from all the WHO sub-
regions. This effort requires the training 
of	qualifi	ed	human	resources	to	actu-
ally perform the data collection at the 
selected sites as well as data-clean-
ing procedures as appropriate at the 
district, country and regional levels. 
Furthermore, the data collected are 
used to evaluate morbidity and mor-
tality levels, and allow for the descrip-
tion of services provided, monitoring 
the delivery of recommended inter-
ventions, programme evaluation 
and	 the	 identifi	cation	 of	 trends	 in	
the use of technology. Furthermore, 
the online data management and 
the large scale of the surveys allows 

researchers to evaluate the present 
situation of health services, as well as 
less frequent, yet fatal, maternal and 
perinatal conditions.

The	fi	rst	survey	has	been	implemented	
in both African and Americas Regions 
between 2004 and August 2005. It 
aims at measuring the modes of deliv-
ery and obstetric outcomes simulta-
neously in randomly selected health 
institutions using a simple, web-based 
data collection system.

After the training of country coordina-
tors the system was made operational 
in both the regions in September 2004. 
The online data entry system was 
used	 for	 the	 fi	rst	 time	 in	 the	African	
and Americas Regions at the health 
facility level to collect real time data 
on maternal and perinatal health. 

HEALTH mETRiCS 
NETWORK

In today’s world, there are increasing 
public health challenges. Information 
through improved communication 
and technology has assisted us in our 
increased understanding of public 
health matters much more than it 
did 10 or 20 years ago. However, al-
though there have been important 
investments in data collection and 
in various similar initiatives in 2005, 
there remains a huge gap between 
what we know and what we need to 
know to improve health particularly in 
the area of Maternal and Newborn 
health. We believe that enhancing 

the availability, quality, consistency 
and use of MNH data requires greater 
harmonization among stakeholders 
around agreed technical standards. 
Our partners recognize the critical 
need to avoid duplication and re-
duce overlapping demands on frag-
ile health information systems.

Currently, WHO hosts the Secretariat 
for the Health Metrics Network (HMN) 
which aims to increase the availabil-
ity and use of timely and accurate 
health information in countries and 
globally through a shared agree-
ment on goals and coordinated in-
vestments in core health information 
systems. 
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Women	and	girls	often	bear	the	brunt	of	confl	icts.	It	
is estimated that at least two thirds of the millions dis-
placed	by	confl	ict	worldwide	are	women	and	girls.	
These women and girls face daily deprivation and 
insecurity. Many face the threat of violence when 
they engage in basic daily survival tasks such as fetch-
ing	water	or	gathering	fi	rewood.	They	often	lack	ac-
cess to health services that address the physical and 
mental	consequences	of	confl	ict	and	displacement,	
and have a higher risk of dying in childbirth because 
basic reproductive health services are not available. 
Cultural restrictions may also affect women’s access 
to care when female clinicians are not available or 
when male family members refuse to allow women to 
seek care or are not available to accompany women 
to clinics. In too many settings today, the devastation 
of	the	health	care	system	due	to	years	of	confl	ict	or	
neglect means that even those services that are avail-
able are woefully inadequate and do not always ad-
dress	the	specifi	c	health	needs	of	women.

In normal circumstances, during pregnancy and 
childbirth, it is estimated that about 15% of women 
and 10% of their newborn babies are at risk of life-
threatening complications that require immediate 
and appropriate care. However, relief efforts often 
focus primarily on treatment of injuries and control 
of communicable diseases. Maternal and neonatal 
health is often not considered an immediate priority. 
In the earthquake affected areas in Pakistan, for in-
stance, about 13 000 women were estimated to have 
given birth every month. Of these about 2000 would 
have required emergency obstetric care for compli-
cations.	However,	in	the	fi	rst	month	after	the	disaster,	
only 200 women were reported to have given birth in 
health facilities in the affected areas. Even if the ma-
jority of women living in the area were accustomed 
to delivering at home and some women left the af-
fected areas, there is little information on the fate of 
the remaining women or their newborns. The situation 
was further complicated by damaged health facili-

ties and the lack of locally available trained person-
nel (since many of them had also been affected by 
the disaster).

During the response to the earthquake in Pakistan, 
WHO emphasized the importance of women’s health 
care, coordinating this sector with local health author-
ities and partners, strengthening health information 
and training local professionals. Mechanisms for col-
lecting and monitoring data on women’s health were 
established,	 including	 specifi	c	 needs	 assessments.	
WHO helped local health authorities to revitalize the 
health services, including primary health care and 
the referral system, in order to ensure health care for 
mothers and their children. However, this experience 
highlighted	defi	ciencies	 in	key	technical	aspects	of	
providing women and children with health care in 
emergencies. Some of the major constraints encoun-
tered	were	lack	of	human	and	fi	nancial	resources	and	
coordination between partners for a funding mech-
anism to assist and manage a proposed women’s 
health	plan.	To	address	these	gaps,	WHO	and	UNFPA	
are collaborating with other partners in reviewing the 
current guidelines and strengthening mechanisms for 
joint work in future emergencies.

mATERNAL ANd NEWbORN HEALTH iN  CRiSiS

mONiTORiNG ANd EvALuATiON
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In 2005, MPS began assessment 
with the Center for Disease Con-
trol and Prevention(CDC) to sup-
port the implementation of an 
electronic tracking system for an-
tenatal delivery and postpartum 
care in developing countries. The 
system includes the use of a mag-
netic card (smart card) carried by 
each pregnant woman with their 
medical information that allows for 
continuity of care for each patient 
regardless of mobility issues. Smart 
cards are a secure credit card de-
vised for patients to bring to the fa-
cilities containing their information. 
CDC has started to implement this 
system in Zambia in the context of 
HIV/AIDS and MPS staff from Ge-
neva including the Director visited 
several clinics in Lusaka and Kafue 
in 2005.
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building partnerships 
bRiNGiNG TOGETHER   

NATiONAL, REGiONAL ANd 
GLObAL pARTNERS

The work of the Depart-
ment in this area covers not only clini-
cal but also all aspects of maternal 
and neonatal health and nutrition, 
from health planning and economics 
to health policy and the empower-
ment of communities. The Depart-
ment has established links with other 
programmes working on health issues 
affecting mothers and neonates, 
such as those dealing with health 
systems, children’s health, malaria, 
HIV/AIDS and nutrition. Furthermore, 
the Department has had close work-
ing relationships with WHO regional 
offi	ces	 and	 many	 country	 offi	ces,	
building networks with other WHO 
teams including Health Action in Crisis 
(HAC) and Department of Reproduc-
tive Health and Research (RHR) to 
support partnerships with ministries of 
health around the world. The Depart-
ment is working with partners, aca-
demic institutions, ministries of health 
and nongovernmental organizations 
to ensure safe motherhood.

Partnerships
The Department has continued to 
develop partnerships with other or-
ganizations concerned with improv-
ing maternal and newborn health. 

Hosting the Secretariat of the Partner-
ship for Safe Motherhood and New-
born Health at WHO’s Headquarters 
was important in this regard. The MPS 
team is also involved in different part-
nership task forces including those 
addressing advocacy, effective in-
terventions and country support. At 
the same time, the director of the 
Department of Reproductive Health 
and Research is a member of the 
partnership steering committee.

THE pARTNERSHip 
FOR mATERNAL, 
NEWbORN ANd CHiLd 
HEALTH (pmNCH)

The Partnership was launched in Sep-
tember 2005 when the world’s three 
leading maternal, newborn and 
child health alliances joined forces 
under the new name of The Partner-
ship for Maternal, Newborn & Child 
Health. These organizations were the 
Partnership for Safe Motherhood and 
Newborn Health, hosted by the World 
Health Organization in Geneva; the 
Healthy Newborn Partnership, based 
at	 Save	 the	 Children	 USA;	 and	 the	
Child Survival Partnership, hosted by 
UNICEF	in	New	York.	

The Partnership for Safe Mother-
hood and Newborn Health was an 
outgrowth of the Safe Motherhood 
Inter-Agency Group, which was es-
tablished in 1987. This Partnership was 
launched in 2004 with a broadened 
mandate to promote the health of 
women and newborns, focusing on 
the most vulnerable groups. It also 
lobbied for greater national and inter-
national commitment to achieve Mil-
lennium Development Goals 4 and 5. 

The Healthy Newborn Partnership was 
established in 2000 with three main ob-
jectives: (1) promoting awareness and 
action to improve newborn health; (2) 
providing a forum to communicate 
new advances and information in 
newborn health initiatives; and (3) in-
corporating newborn health into gov-
ernment policies and programmes. 

The Child Survival Partnership was cre-
ated	in	2004	to	improve	the	effi	ciency	
and the effectiveness of child health 
programmes, and to lobby for gov-
ernments to support and expand na-
tional child health initiatives. The Part-
nership strives to achieve these goals 
by bringing together national, region-
al and global partners in a shared ef-
fort to mobilize resources and achieve 
Millennium Development Goal 4.

�8
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building partnerships 

WHO	Regional	Offi	ces	have	worked	
together to develop and strengthen 
partnerships at the regional level, to 
contribute to global partnerships and 
to improve cross-country collabora-
tion and information sharing. The Re-
gional	Offi	ce	for	Africa	has	attended	
meetings of the steering committee 
of the Partnership. The Regional Of-
fi	ce	for	Europe	is	working	closely	with	
UNICEF	 in	many	 countries	 including	
the Republic of Moldova and the 
Central Asian Republics.

As the result of the establishment of 
a	new	UNICEF	team	and	a	meeting	
held in Geneva in September 2004, 
UNICEF	and	UNFPA,	together	with	the	
MPS team have renewed efforts on 
their joint project on skilled care. Work 
with	 regional	 offi	ces	 on	 this	 project	
has begun with the aim of adopting 
the project and selecting countries 
where collaboration between the 
three agencies could be successfully 
strengthened. Maternal and newborn 
health is a new component of a col-
laborative	project	with	UNFPA	with	the	
objective to disseminate norms and 
guidelines produced by WHO and 
support their use. This work has been 
developed	 within	 the	 WHO/UNFPA	
Strategic Partnership Programme.

UNICEF,	UNFPA	and	 the	World	Bank	
have endorsed the guidelines in Man-
aging complications of pregnancy 
and childbirth; Pregnancy, childbirth, 
postpartum and newborn care and 
Managing newborn problems. WHO 
is active through the MPS Team in the 
movement	 led	 by	 UNFPA	aimed	at	
ending	obstetric	fi	stula.	

The MPS Team is working with the Eu-
ropean	Union	(EU)	within	the	WHO–EU	
strategic partnership to establish, to-
gether	 with	 the	 Regional	 Offi	ce	 for	
Africa and PAHO, a project to accel-
erate the reduction of maternal and 
neonatal mortality in seven countries. 
The alliance between the Internation-
al Federation of Gynecology and Ob-
stetrics (FIGO) and WHO has decided 
to focus its efforts on human resourc-
es. The team is developing a collabo-
ration with professional associations 
in Africa (SAGO and ECSAOGS). This 
work represents an important con-
tribution	 towards	 defi	ning	 the	 com-
petencies of skilled birth attendants. 
PAHO has joined forces with FLASOG 
(the Latin American Federation of 
Obstetric and Gynaecological So-
cieties), FEPPEN (the Pan-American 
Federation of Nursing Professionals), 
FIGO and the International Confed-
eration of Midwives to integrate the 
idea of reducing maternal mortality 
into the daily practice of the profes-
sionals they serve.

Role of MPS in the prevention of HIV 
infection in infants and mothers, and 
the care, treatment and support for 
HIV-positive mothers
The FCH Cluster collaborated in 2005 
with the HIV Department and with rel-
evant partners in advocacy, policy 
development and strategic plan-
ning related to a comprehensive ap-
proach to the prevention of HIV infec-
tion in infants and mothers and the 
provision of care, including ARV treat-
ment when required, and support for 
mothers with HIV and their immediate 
family members. 

Hiv ANd mALARiA iN 
pREGNANCy

Malaria in Pregnancy (MIP)

Despite considerable progress in 
malaria control over the past de-
cade, malaria in pregnancy remains 
a serious public health problem, 
particularly in sub-Saharan Africa 
where about 90% of clinical cases re-
corded worldwide occur every year. 
Indeed, malaria in pregnancy has 
become the leading indirect cause 
of maternal mortality in Africa. The 
main achievement of the year 2005 
was	the	technical	and	fi	nancial	sup-
port provided by the Department of 
Reproductive Health and Research/
AFRO to countries to adapt their poli-
cies and programmes incorporating 
the MIP component. The issue of inte-
gration of MIP into maternal and child 
health services was the principal strat-
egy devised by the DRH Division in all 
Member States.

Main Achievements:

	 Capacity building in the integra-
tion of MIP into maternal and 
child health services

  Technical support to Member 
States to review their RH and 
MAL policies and programmes 
to integrate the malaria in preg-
nancy (MIP) component

  Contribution to the develop-
ment of tools and guide-
lines for the prevention and                      
control of malaria in pregnancy

  Strengthening partnerships

buiLdiNG pARTNERSHipS
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pREvENTiON OF THE 
mOTHER-TO-CHiLd 
TRANSmiSSiON OF Hiv 
(pmTCT)

Mother-to-child transmission of HIV 
continues to have a devastating 
impact on maternal, newborn and 
child health undermining efforts to 
achieve the MDGs in those related ar-
eas. The programme of prevention of 
mother-to-child transmission (PMTCT) 
of HIV is in the area of the work of Ma-
ternal Health and Safe Motherhood 
(MSM). Scaling up interventions for 
PMTCT	contributes	significantly	to	the	
achievement of the MSM objective 
of reducing maternal and newborn 
morbidity and mortality. 

The focus of activities in 2005 were: 
the scaling up of PMTCT interven-
tions, developing tool for integration 
of PMTCT in MNCH whilst at the same 
time supporting countries to integrate 
the services using the concept of 
learning by doing, and strengthening  
partnership.  

Main achievements: 

  Technical assistance to develop 
policies and systems for scale up 
of PMTCT 

  Increase access to core PMTCT 
interventions including paediat-
ric care and treatment 

  Geographic scale up of PMTCT 
interventions  

  Developing tool for integration 
of PMTCT in Maternal, Newborn 
and Child Health Services 

   Partnership 

MPS has promoted:

	 Policy support and strategy 
development related to all 
aspects of maternal and new-

born health, including as they 
interface with HIV

	 Development of norms, stan-
dards and guidelines related to 
maternal and newborn care for 
all women, including women 
with HIV

	 Development of programmatic 
guidance and tools on HIV 
issues integrated into maternal 
and newborn health services, 
including HIV prevention, HIV 
testing and counselling, care, 
treatment and support for posi-
tive women and prevention of 
MTCT, infant feeding, counsel-
ling and protection of breast-
feeding following birth

	 Collaboration with RHR and HIV 
in regular review and update 
of guidance on ARV drugs for 
treating pregnant women and 
preventing HIV in infants

	 Collaboration with HIV and CAH 
in developing tools for integra-
tion of HIV/AIDS with maternal 
and child health services, using 
prevention of mother-to-child 
transmission as an entry point

	 Support for capacity building 
in planning and implementing 
maternal and newborn health 
services in the context of HIV 

	 Technical support to regional 
offices	and	countries	for	scaling	
up of maternal and newborn 
health programmes, including 
components related to preven-
tion of HIV in infants and care, 
treatment and support for 
women with HIV

Collaboration with other who initia-
tives

Within the Reproductive Health and 
Research Department, the MPS team 
contributed to the development of 
the reproductive health strategy ad-
opted by the World Health Assembly 

in 2004 to research  HIV issues and in 
producing Safe abortion: techni-
cal and policy guidance for health 
systems. Support was also provided 
to the Reproductive Tract Infection 
Team to develop the congenital 
syphilis elimination strategy, which in-
cludes recommendations to increase 
the access to, and use and quality of 
maternal and neonatal services as 
one of the main pillars of the strategy.

The team has been working with 
other departments to ensure that key 
interventions from other programme 
areas are appropriately addressed 
within maternal and neonatal servic-
es. In particular, the team has been 
working closely with the Departments 
of HIV/AIDS, Roll Back Malaria and 
Child and Adolescent Health and De-
velopment and other units within Re-
productive Health and Research to 
ensure adequate integration of key 
interventions into programmes and 
services for mothers and neonates. 
The team has become part of the 
HIV 3 by 5 country plans as well as re-
views in order to ensure that activities 
to prevent mother-to-child transmis-
sion are well integrated into maternal 
health programmes. The team is also 
involved in developing a cross-cluster 
platform for HIV activities in the Fam-
ily and Community Health Cluster. In 
line with this effort, learning sites have 
been established in Mozambique 
and	 Uganda	 to	 provide	 guidance	
on integrating service delivery for 
mothers and neonates in the context 
of	 HIV/AIDS.	 In	 Uganda,	 this	 work	 is	
closely linked with the implementa-
tion of guidelines from Pregnancy, 
childbirth, postpartum and newborn 
care and scale up at country level to 
ensure involvement of stakeholders 
at all levels of the health care delivery 
system.

buiLdiNG pARTNERSHipS
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Indicators for monitoring and evalu-
ating programmes aimed at malaria 
in pregnancy have been pilot tested 
in	fi	ve	African	countries	in	collabora-
tion with Roll Back Malaria. A frame-
work for monitoring and evaluating 
malaria during pregnancy at the 
health	facility	level	is	being	fi	nalized.	
This framework will complement the 
document A strategic framework for 
malaria prevention and control dur-
ing pregnancy in the African Region 
published	by	the	Regional	Offi	ce	for	
Africa in 2004 (AFR/MAL/04/01).

The team is working with the depart-
ments of Essential Drugs and Medi-
cines Policy and Essential Health 
Technology to harmonize their lists of 
essential devices and medicines for 
maternal and newborn health and 
reproductive health. The team also 
works with the Department of Essen-
tial Drugs and Medicines Policy, the 
Programme for Appropriate Tech-
nology in Health and other partners 
to	promote	access	to	and	use	of	Uni-
ject, a device for dispensing oxyto-
cin to prevent postpartum haemor-
rhage. The team is also working with 
the Department of Essential Health 
Technology,	UNICEF	and	other	part-
ners to improve access to screening 
tools for anaemia, particularly the 
haemoglobin colour scale, and is 
aiding the Department of Essential 
Drugs and Medicines Policy.

From 20–28 November 2005, a MPS tech-
nical team went to Pakistan to evaluate 
maternal and newborn health services 
for a population of approximately 4 mil-
lion people who had been severely af-
fected by the earthquake. “Estimates 
based on recent statistics chronicle that 
over 13 000 women are expected to 
give birth every month. Approximately 
2000 of these women and 1500 of their 
newborn babies are expected to de-
velop life-threatening complications 
which	 will	 require	 emergency	 care,”	
said Dr Matthews Mathai, Medical Of-
fi	cer	for	the	MPS	team.	Seen	as	a	par-
allel crisis brewing, pregnant women’s 
survival is urgently dependent on the im-
mediate availability of emergency ob-
stetric care. The team discovered that 
in	 the	 fi	rst	 month	 following	 the	 earth-
quake, only 200 women were known to 
have given birth in the available health 
facilities in these areas. Compounding 
this problem is that maternal and new-
born health is not seen as a priority in the 
immediate response to the crisis.

The MPS team discussed the maternal 
and newborn health situation in the 
earthquake affected areas with Dr Bile, 

WHO Representative in Pakistan, mem-
bers of the WHO Humanitarian Action 
in Crisis team, focal points for mater-
nal and newborn health and primary 
health care in WHO Pakistan, senior of-
fi	cials	 in	the	Ministry	of	Health,	UNICEF,	
UNFPA	 and	 other	 partner	 agencies,	
and international and national NGOs 
working in the affected areas.

The Ministry of Health, partner agencies 
and	NGOs	 specifi	cally	 requested	MPS	
support in the provision of guidelines, 
training, monitoring and evaluation. 
The MPS team also visited health facili-
ties in Muzaffarabad, near the epicen-
tre of the earthquake. Severe damage 
to existing health facilities and the lack 
of	 suffi	cient	 female	 health	 providers	
have	 signifi	cantly	 affected	 care-seek-
ing behaviour by women in these dis-
tricts. Better maternal and newborn 
care	 could	 be	 provided	 effi	ciently	
if there were adequate numbers of 
health professionals particularly, locally 
labelled	“lady	health	visitors”.

The team also recommended the 
need to strengthen monitoring and 
evaluation mechanisms for maternal 
and neonatal health. One of the key 
mechanisms highlighted by the team 
was an MNH (maternal and newborn 
health) surveillance system. Also ad-
dressed were mapping of MNH serv-
ice providers and available human 
resources and facilities in the affected 
areas. In addition to improving referral 
services, the MPS team underscored 
that facilities for providing basic MNH 
technical services in the affected ar-
eas should be culturally sensitive. In 
the follow up with meetings and visits, 
it was agreed that provision of quality 
maternal and newborn health care by 
skilled attendants in the affected areas 
leads to better future utilization of MNH 
services that would result in improved 
health outcomes.

After the Quake
Ongoing MPS assistance in Pakistan

buiLdiNG pARTNERSHipS
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Consensus on the minimum compe-
tency of a skilled attendant

To address the disparities in the train-
ing of skilled attendants a meeting 
was organized for francophone 
countries to reach consensus on the 
minimum competencies of skilled 
attendants. The meeting brought to-
gether health professionals involved 
in midwifery training and practice, 
namely midwifery tutors, instructors 
and representatives of midwifery 
councils and associations. A similar 
meeting was organized for anglo-
phone countries in 2004. An expert 
consultation is planned in early 2006 
to examine the outputs of these two 
meetings and to propose regional 
standards and minimum competen-
cies for skilled attendants. The appli-
cation of the recommended stand-
ards for the training and practice of 
skilled attendants in the Region will 
bring about a common understand-
ing of a skilled attendant in the Re-
gion, harmonize training programmes 
for skilled care and facilitate the mon-
itoring of the coverage of deliveries 
assisted by a skilled attendant in the 
African Region.

Integration of competency-based 
EmOC training in pre-service mid-
wifery training

Concerned by the need for sustain-
ability, AFRO has put more emphasis 
on the integration of competency-
based EmOC training in midwifery 
schools. Competency-based training 
in EmOC has been integrated into 25 
midwifery schools in Nigeria. To scal up 
this initiative, teams composed of mid-
wifery tutors and instructors from eight 
countries received orientation on the 
assessment of midwifery education 
and practice. The results of these stud-

making pregnancy Safer 
in Regions: global response

WHO REGiONAL OFFiCE 
FOR AFRiCA (AFRO) 

I
Achievements

n the African region” as 
the regional strategy for maternal 
and newborn morbidity and mortal-
ity	reduction,	the	“Road	Map”	is	the	
cornerstone of the Making Preg-
nancy Safer programme both at the 
regional and country levels. The goal 
of Making Pregnancy Safer in the Af-
rican Region is support to countries 
to	 implement	 the	“Road	Map”	and	
increase the availability of quality 
skilled attendants. 

Development of National Road Maps

To date, 18 countries have devel-
oped national road maps for accel-
erated maternal and newborn mor-
bidity and mortality reduction in the 
respective countries. To ensure timely 
response to countries in the imple-
mentation	of	the	“Road	Map”	WHO	
in collaboration with the JHPIEGO/
ACCESS project trained a core group 
of 20 experts in the development and 
planning	of	 the	“Road	Map”.	 These	
experts will be used as consultants to 
provide technical assistance to coun-
tries. 

”
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ies formed the basis for curricula revi-
sion and training in midwifery. 

Capacity building in the conduct of 
maternal death reviews 

MPS also strives to improve the qual-
ity of maternal and newborn care 
through the institutionalization of ma-
ternal death reviews. Eighty health 
professionals from francophone and 
anglophone countries were trained 
in maternal death review method-
ologies and following the training, 
developed national plans for the in-
stitutionalization of maternal death 
reviews. This brings to 24 the number 
of	countries	that	have	benefited	from	
capacity building in the conduct of 
maternal death reviews.

Increased advocacy 
In the face of worsening maternal 
newborn and child health indica-
tors, the growing poverty and the 
run against the clock to deliver on 
the Millennium Development Goals, 
advocacy remains the paramount 
strategy for inciting governments to 
allocate adequate resource and 
create an enabling environment for 
maternal, newborn and child health. 
To increase awareness on the nega-
tive impact of poor maternal health 
on the socioeconomic development, 
Burkina Faso was supported to de-
velop national advocacy tools and 
plans. This brings to seven the number 
of countries in the African Region 
that have developed the national 
“REDUCE”	 advocacy	 model.	 The	
REDUCE	 model	 allows	 countries	 to	
estimate the productivity losses due 
to poor maternal and child health. It 
was proposed that WHO in collabo-
ration with partners convene a major 
regional meeting be held in 2010 with 
Ministers of Health and all partners for 
the midterm review of the state of the 

coverage in skilled attendance iden-
tification	of	opportunities	to	promote/
strengthen newborn health through 
maternal and child health interven-
tions	 and	 identification	 of	 opportu-
nities and modalities for resource 
mobilization at the country level for 
maternal and child health. 

Challenges
The main challenges that hamper 
progress in the implementation 
of Making Pregnancy Safer pro-
grammes and stall improvements in 
maternal and newborn care include 
the lack of resources for the scaling 
up of the key maternal and newborn 
health interventions. In most countries 
maternal and newborn interventions 
are implemented through vertical 
projects leading to fragmentation 
and duplication of efforts. Hence, this 
calls for an integrated approach that 
is based on the principles for providing 
the continuum of care. Also, maternal 
and child health is not adequately ar-
ticulated in the main health develop-
ment	and	health	financing	processes;	
and weak health systems, particularly 
the	lack	of	qualified	health	providers	
and essential equipment and sup-
plies compromise the coverage and 
quality of care.

Enabling Factors

	 Effective collaboration, supervi-
sion and high-level capacity 
in resource mobilization of the 
Divisional Director

	 Availability of extra-budgetary 
funds to undertake planned 
activities

	 Goodwill and collaboration with 
partners.

In the coming year, work will continue 
to focus on the implementation of 
the	“Road	Map”	and	the	scaling-up	
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of key interventions for maternal and 
newborn health morbidity and mor-
tality reduction. Efforts and resources 
will be channelled towards: i) consoli-
dation of the gains and scaling up of 
MPS to reach every country, every 
district and every woman; ii) strength-
ening partnerships and maximizing 
available resources; iii) improving 
coordination among partners and 
stakeholders; and  iv) advocacy for in-
creased resources and integration of 
maternal health services into the es-
sential Health Package components 
and streamlining into Sector Wide 
Approaches (SWAps) and Poverty 
Reduction Papers (PRPs) and imple-
mentation of the Human Resources 
for Health strategies, as well as plans 
to address the human resources crisis 
and the quality of care. 

WHO REGiONAL 
OFFiCE FOR THE 
AmERiCAS (AmRO) 

Achievements

AMRO developed a regional alliance 
along	 with	 USAID	 for	 strengthening	
newborn health care. AMRO’s work 
ensured that key partners, including 
UNICEF,	 USAID,	 Save	 the	 Children,	
CORE, ACCESS, and BASICS, as well 
as national stakeholders, were part 
of this process. Based on these efforts, 
AMRO will present a neonatal re-
gional strategy to the AMRO Directive 
Council in 2006, aimed at strengthen-
ing newborn care in maternal, new-
born and child health programmes. 

AMRO has also been providing tech-
nical support to countries and com-
munities in order to systematically 
collect information about their experi-
ences in reducing maternal mortality. 



��

The lessons learnt will be shared with 
countries that are working towards 
this goal. PAHO plans to continue 
country-level case studies on mater-
nal mortality and motherhood based 
on experiences in 11 priority countries. 
Case studies for Bolivia, Chile, Hondu-
ras, Jamaica and Peru were complet-
ed in 2005. 

Other key activities that have been 
used to advocate for better care for 
mothers and their newborn children 
include:

Empowerment of Women, Families 
and Communities (WFC) 

A comprehensive approach is being 
implemented at the country and local 
levels. While strengthening evidence-
based clinical practices, PAHO has 
also incorporated community-based 
interventions as a key component of 
the Regional Strategy to Reduce Ma-
ternal Mortality. These interventions 
will be developed and simultaneously 
linked to interventions at the service 
level. The target population for these 
initiatives is rural and indigenous com-
munities, who are recognized as the 
most vulnerable to maternal mortal-

ity in the Americas Region. During this 
year, efforts towards the implementa-
tion of the component, “Empowering 
women, families and Communities 
(WFC)”	have	been	one	of	the	impor-
tant elements of the technical coop-
eration agenda. The WHO concep-
tual framework (IFC) has been key to 
promoting understanding of the val-
ue of health promotion and the em-
powerment of women, families and 
communities to improving maternal 
and neonatal health. The focus of 
PAHO/WHO technical cooperation 
has been strengthening national ca-
pacities to implement and validate 
the regional and global framework of 
working with individuals, families and 
communities. 

An integrated approach across inter-
ventions and sectors at the country 
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level is also crucial. The synergy of in-
terventions and the collaboration of 
diverse agencies and institutions con-
tribute to expansion in the positive 
impact of each initiative and each 
actor’s efforts. El Salvador provides an 
example of the value of integration. 
Multiple institutions’ simultaneous 
support of several activities in El Sal-
vador, Paraguay, Nicaragua, Bolivia 
and Honduras has created momen-
tum in the area of maternal and neo-
natal health in 2005, and increased 
achievements in improving the health 
of mothers and newborns. 

Gender-based violence 
Gender-based violence has been 
one of the focus areas of the Region. 
Domestic violence and maternal and 
infant health are recognized public 

A SuCCESS STORy:  El  salvador

A training workshop was held in El Salvador in September 2005 and was 
a	great	success.		Thirty-fi	ve	professionals	from	the	Ministries	of	Health	of	
El Salvador, Honduras, Bolivia and Paraguay, along with representatives 
from PAHO and WHO partici-
pated. The participants reviewed 
and discussed the framework, 
background, objectives, variables 
and expected actions related 
to the Diagnóstico Comunitario 
Participativo (DCP – Participatory 
Community Assessment) which 
is the starting point for validating 
the framework.  The multicountry 
teams also travelled to Izalco, 
the site selected by El Salvador for local implementation of the DCP, to 
participate	in	a	fi	eld	test	of	the	different	instruments	developed,	including	
round table discussions with pregnant women, providers and other stra-
tegic actors as well as in-depth interviews with community members. This 
workshop	was	part	of	the	work	plan	elaborated	at	the	fi	rst	WFC	meeting	
in Santa Cruz, Bolivia in November 2004 and part of a process laid out to 
refi	ne	and	validate	the	Regional	Framework	of	Working	with	Individuals,	
Families, and Communities.
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health problems in the Region. The 
links between them, however, are not 
well understood. PAHO has therefore 
developed a research protocol to im-
prove the understanding of the asso-
ciation between domestic violence 
and maternal and infant health by 
designing research protocols to anal-
yse existing data and to propose ad-
ditional quantitative and qualitative 
studies in four countries in the Region 
(El Salvador, Nicaragua, Argentina, 
Guyana). A literature review was car-
ried out to explore the association be-
tween domestic violence and mater-
nal, infant and reproductive health at 
the international level and to identify 
the mechanisms through which do-
mestic violence affects the health of 
women and infants. PAHO is currently 
designing the research protocol for 
each of the four countries, which 
will include existing and additional 
data collection. Although it may be 
challenging to estimate the effect 
of domestic violence and maternal 
and child health, such information 
was used to develop a joint strategic 
framework on safe motherhood and 
gender health to address this issue in 
a comprehensive manner. This work 
has been coordinated with the PAHO 
Gender	 and	 Health	 Unit,	 including	
the	 use	 of	 fi	nancial	 and	 technical	
resources, particularly from Guyana 
and Argentina.

The dissemination of evidence-based 
interventions has been a vital element 
in the efforts to strengthen maternal 
and child health at the country level. 
Not only does it provide the opportu-
nity to ensure that the best available 
evidence is incorporated into public 
health interventions, but it also high-
lights the need to carry out activities 

that will ensure that health providers 
in hard-to-reach areas have access 
to this information. This is a challenge 
that will be addressed over the next 
few years.

WHO REGiONAL 
OFFiCE FOR 
THE EASTERN         
mEdiTERRANEAN 
(EmRO)

Achievements

The regional framework, Strategic 
directions for accelerating the reduc-
tion of maternal mortality in the East-
ern Mediterranean Region, underlines 
six priority actions: achieving political 
commitment; promoting a favour-
able policy and legislative environ-
ment;	ensuring	adequate	fi	nancing;	
strengthening the delivery of health 
care services; empowering wom-
en, families and communities; and 
strengthening monitoring and evalu-
ation for better decision-making. 

Strategic directions for accelerating 
the reduction of maternal mortality 
in the Eastern Mediterranean Region, 
which was published in Arabic, English 
and French serves as a regional mod-
el to guide planning, implementation, 

monitoring and evaluation of needs-
based interventions and programmes 
at country level. The document was 
reviewed during an intercountry con-
sultation in Casablanca, Morocco, 
for making pregnancy safer for the 
Eastern Mediterranean Region. The 
consultation also discussed opportu-
nities and challenges in addressing 
maternal and newborn health. 

Sensitizing the public to life-saving 
practices in maternal and neonatal 
health was given special attention in 
the workshop on media and health in 
satellite channels, which was held in 
collaboration with the Islamic Educa-
tional,	Scientifi	c	and	Cultural	Organi-
zation (ISESCO), in Damascus, Syrian 
Arab Republic. Programme directors 
and producers from major satellite 
channels broadcasting in the Region 
participated. The workshop highlight-
ed the need for evidence-based in-
formation that would direct and mo-
tivate the media to raise awareness 
among the public on issues related to 
making pregnancy safer. 

In order to develop an appropriate 
strategy to improve neonatal health 
in the Region, two technical consul-
tations on establishing national birth 
defect registries and on optimizing 
fetal growth and development, were 
organized	by	 the	Regional	Offi	ce	 in	
2005 in collaboration with the Center 
for Disease Control and Prevention 
(CDC), Atlanta, and WHO Headquar-
ters. The next step will be to review and 
explore the feasibility of implement-
ing the strategy with other maternal, 
newborn and child health strategies 
through the existing health care sys-
tems in the Region. 
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WHO REGiONAL 
OFFiCE FOR EuROpE 
(EuRO)

Achievements

The	WHO	Regional	Offi	ce	for	Europe	
(WHO/Europe) has been promoting 
family and community health inter-
ventions since 1992, with a special 
focus on countries in central and 
eastern Europe, including the Cauca-
sus and central Asia. The Family and 
Community	Health	Unit	of	 the	WHO	
Regional	Offi	ce	for	Europe	organized	
a meeting of focal points for these 
areas in 2004 and 2005 to review and 
discuss the challenges, achievements 
and developments with national 
counterparts and other partners in 
order to ensure the optimal health 
status of women, children and young 
people in the European Region. The 
programmes within the Family and 
Community	Health	Unit	were	present-
ed, as were issues and challenges at 
global and regional levels. A cross-
cutting issue of all of the programmes 
was that effective interventions exist, 
but there is a need to scale up all in-
terventions at the national level. The 
achievement of several of the Millen-
nium Development Goals depends 
on scaled-up family and community 
health interventions. These include 
increasing access to quality services 
and reaching those groups that are 
most vulnerable.

In April 2005, the Family and Commu-
nity Health Section, in collaboration 
with the Health Systems Financing 
Programme	of	 the	Regional	Offi	ce,	
convened a meeting for focal points 
to initiate dialogue on how WHO and 
its partners can provide support to 
integrate policies and strategies re-

garding reproductive health, gender, 
maternal and perinatal health as well 
as child and adolescent health into 
health systems at the country level. 
To address the issue of transform-
ing national policies into action, the 
meeting was organized in collabora-
tion with the Health System Financing 
programme.

The objectives of the meeting were 
to:

	 Provide an overview of policies 
and strategies in reproductive 
health, maternal, child and ado-
lescent health, young people’s 
health and gender mainstream-
ing, and how these intersect 
with various aspects of the wider 
health system.

	 Exchange information on 
experiences in developing and 
implementing national policies 
in these areas, noting health 
system obstacles to implemen-
tation and any evidence of 
success in overcoming these. 

	 Present examples of the imple-
mentation of existing national 
policies and tools that illustrate 
current best practices.

The outcomes of the meeting were:

	 Dissemination of examples of 
best practices with regard to 
policy development and imple-
mentation.

	 Identifi	cation	of	gaps	and	
health system obstacles to the 
development, implementation 
and monitoring of effective 
national policies.

	 Recommendations on effective 
development and implementa-
tion of policies and strategies at 
the national level, including joint 
planning of future activities.

	 Acknowledgement of the many 
existing conceptual frameworks 
related to national policy devel-
opment in Family and Commu-
nity Health.

	 Recognition of the need for a 
more integrated approach be-
tween Family and Community 
Health interventions and health 
system processes to improve 
implementation at country level.
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The overall theme of the meeting 
was the development, implementa-
tion and monitoring of policies and 
strategies regarding reproductive 
health, gender, making pregnancy 
safer and child and adolescent 
health with a particular focus on their 
integration in health systems at the 
country level.

A separate working session on the 
draft proposal for a Regional Strat-
egy for Improving Maternal and Peri-
natal Health (MPH) brought together 
participants from 14 countries; the 
Republic of Moldova, Kosovo, Alba-
nia,	 Tajikistan	 and	 Ukraine	 agreed	
that there is a need for a regional 
Making Pregnancy Safer strategy for 
improving maternal and perinatal 
health, and guidance in developing 
national strategies and plans.



�7

This calls for closer collaboration be-
tween governments, health systems 
specialists and Family and Commu-
nity Health experts at both national 
and international level. 

The Regional Strategy was devel-
oped in response to requests from 
European Member States based on 
their needs and draws on the global 
Making Pregnancy Safer initiative, as 
well as the World Health Report 2005.  
It hinges on the commitment by Mem-
ber States to improve quality of ma-
ternal and newborn care, and draws 
on lessons learnt in the Region. 

The strategic directions are also at 
the core of the wider Global Repro-
ductive Health strategy endorsed by 
Ministers of Health at the Fifty-seventh 
World Health Assembly in 2004.  It takes 
into account the global and regional 
Child and Adolescent Health strate-
gies, the regional Strategic Frame-
work for Prevention of HIV Infections 
in Infants and the Regional Repro-
ductive Health Strategy, as well as 
on other existing regional strategies, 
such as Promoting Effective Perinatal 
Care (PEPC). 

The Regional Strategy for Improv-
ing Maternal and Perinatal Health 
is intended for a broad audience of 
policy-makers within government, 
international agencies, professional 
associations, nongovernmental or-
ganizations and other institutions. It 
is a work in progress and will be up-
dated as and when new evidence 
becomes available or best practices 
are	identified.

The WHO Making Pregnancy Safer 
initiative can provide guidance, tools 
and models to work within countries in 
the Region, but partners are essential 
to scale up implementation. Without 

the support of partners, much of the 
work MPS does in countries would not 
be possible. 

More	 than	 providing	 financial	 sup-
port, partners support work done in 
countries with their particular techni-
cal expertise and networks. This ex-
change goes both ways – partners 
benefit	from	the	high-level	advocacy	
and	 first-rate	 expertise	 which	 WHO	
can provide. This recognition of the 
comparative advantage of each 
other’s contribution is very important, 
and should be carefully put to use. To 
ensure success and sustainability in 
cooperation with partners, govern-
mental leadership in management 
and coordination is essential. 

The following partners have been 
invaluable in implementing the MPS 
initiatives throughout the European 
Region:	 UNICEF,	 UNFPA	 and	 other	
UN	 agencies,	 USAID,	 OSI,	 PSF,	 JSI,	
SdravPlus, Project Hope, Health Prom 
and other international and national 
NGOs.

WHO REGiONAL 
OFFiCE FOR SOuTH-
EAST ASiA (SEARO)   

Achievements

In 2005, the SEARO team increased 
the development and implementa-
tion of activities on different aspects 
of human resources for maternal and 
newborn health in Bangladesh, In-
dia, Nepal and Timor-Leste. This also 
included scaling-up the adaptation 
and implementation of evidence-
based norms, standards and tools for 
MNH service in the Democratic Peo-
ple’s Republic of Korea, India, Myan-
mar, Thailand and Timor-Leste. This 
also included maternal and perinatal 

death reviews, i.e. in Bangladesh, In-
dia, Indonesia, Myanmar and Nepal.

The Region also stepped up efforts to 
increase human resource manage-
ment capacities to better strengthen 
the MNH programme. In 2005, the Re-
gion highlighted efforts in planning, 
problem solving at the district level, 
supervision, monitoring and informa-
tion systems in Bangladesh, Indone-
sia, Maldives and Timor-Leste and in 
advocacy in Member countries dur-
ing the commemoration of the World 
Health Day 2005. Efforts in training on 
emergency obstetric and neonatal 
care and other clinical trainings in 
the Democratic People’s Republic 
of Korea, Bhutan, India, Myanmar, Sri 
Lanka and Timor-Leste, and pre-ser-
vice training for MNH health providers 
at the community level strengthened 
in Indonesia and in Timor-Leste were 
also increased. Community partici-
pation was strengthened in MNH ac-
tivities, including birth planning, male 
participation, health education and 
campaigning in Bangladesh, Mal-
dives, Sri Lanka and Timor-Leste.

Support was also provided during the 
emergency and rehabilitation phases 
in tsunami-affected countries in India, 
Indonesia, Maldives and Sri Lanka. 
Different approaches were used in 
countries to create awareness, edu-
cate families and communities and 
address	 specific	 issues	 of	 maternal	
and newborn care. Also empha-
sized was the integration of relevant 
programmes related to maternal 
nutrition in the Democratic People’s 
Republic of Korea and India, and ma-
laria prevention and management 
in Bangladesh, India, Indonesia and 
Myanmar.

mpS iN THE REGiONS
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In Bangladesh, the Government was 
committed to train 10 000 female 
community-based family welfare and 
health staffs on midwifery for 6 months 
in a phased manner by 2010. In Ne-
pal, a strategy for human resources 
for MNH has been developed involv-
ing all key stakeholders. And in Timor-
Leste, improvement of midwifery pre-
service training has been initiated by 
updating curriculum and improving 
the training process. 

WHO REGiONAL 
OFFiCE FOR THE 
WESTERN pACiFiC 
(WpRO) 

Achievements

Government commitment to reduce 
maternal and newborn mortalities 
was promoted in fi	ve	priority	countries	
(China, Cambodia, the Lao People’s 
Democratic Republic, Mongolia and 
Viet	Nam).		The	countries	have	fi	nal-
ized and started implementing their 
national plans of action (2006–2010) 
on maternal mortality ratio (MMR) re-
duction and reproductive health.

Service capacity was increased at 
the community level and the refer-
ral level in all the priority countries 
and the guidelines and manuals on 
maternal and newborn health care, 
developed by WHO/HQ, have been 
translated or adapted by the priority 
countries. In 2005, national trainer’s 
training on the guidelines and manu-
als were conducted in most priority 
countries and island countries.  Mon-
golia developed a distance-training 
plan on Pregnancy, childbirth, post-
partum and newborn care: A guide 
for essential practice (PCPNC), to in-
crease the coverage of the training 
on essential obstetric care.

Information systems were strength-
ened to monitor the progress of 
achieving Millennium Development 
Goal (MDG) 5 and improving the 
quality of care. 

The mother friendly hospital initiative 
(MFHI) has been carried out in Mon-
golia during the last four years and 
the assessment and evaluation on 
MFHI was conducted in September 
2005. The Ministry of Health, Mongolia 
ordered that all hospitals should be 
mother friendly.In order to increase 
the rate on the use of delivery facili-
ties and timely referrals of pregnant 
women with complications, the Lao 
People’s Democratic Republic con-
structed maternity waiting homes in 
the two provinces as a pilot test. 

The WHO Regional and Country Of-
fi	ce,	on	the	request	of	the	Philippine	
Department of Health, developed 
a basic emergency obstetric care 
training manual, based on WHO/HQ’s 
PCPNC, to be used as a national ser-
vice standard. The new WHO manual 
on antenatal care was adapted and 
used	 in	Tibet	by	the	UNICEF	project,	
China.
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Success factors and impediments 

Government gave strong political 
commitment	and	fi	nancial	 input	 to-
wards maternal and newborn health 
in 2005. There was strong cooperation 
and teamwork between HQ, Region-
al	 offi	ce	 and	 country	 offi	ces	 which	
enhanced the technical and admin-
istrative capacity of the team.  

Impediments:

	 Lack of attention and recog-
nition on the importance of 
reducing maternal mortality due 
to lack of data. 

	 Insuffi	cient	government	com-
mitment	and	fi	nancial	support	
(shortage of basic equipment 
and lack of funds for training 
and monitoring).

	 Lack of human resources in the 
regional	and	country	offi	ces.	

	 The weakness of the existing 
health system. 

Lessons learnt 
Government	commitment	and	fi	nan-
cial investment should be followed up 
strongly (policies on maternal mortal-
ity reduction should be reviewed in 
2006–2007):

	 To use the limited funds cost-
effectively and make the 
programme sustainable, the 
government's capacity on 
cooperation and coordination 
with international agencies and 
NGOs should be strengthened. 

	 In order to strengthen the 
capacity of referral system, the 
comprehensive human resource 
development plan should be 
developed (training, monitor-
ing and supervision of the 
health workers' knowledge and 
practice will be strengthened in 
2006–2007).
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Tashi is sitting on a blanket set on 
the ground of the nomadic tent 
where his family lives during the 
warmer season. Next to him sit his 
son, Pemba, and his wife, Kyla, 
who	 is	 pregnant	 with	 their	 fi	rst	
baby. Both watch Tashi carefully 
while he is clearing the mouth of 
a	plastic	baby	with	his	index	fi	nger	
wrapped around a piece of clean 
cloth, then vigorously drying and 
stimulating the baby before wrap-
ping it into a blanket. Tashi’s face 
is lighting up with excitement: he is 
learning basic newborn care. Just 
a few moments ago, he and Pem-
ba were giggling as they practised 
how to do external uterine mas-
sage on each other.

The Tibetan society is one of the 
few in the world where a tradition 
of skilled birth attendants does not 
exist. Poor nutrition, lack of trained 
health personnel, long travel dis-
tances and extremely limited ac-
cess to emergency care place 
Tibetan women like Kyla and their 
infants at high risk of birth-related 
deaths. The vast majority of births 
take place at high altitude, in a 
cold environment and without ac-
cess to electricity or health care. 
Despite active campaigns by the 
authorities to encourage women 
to give birth in hospitals, it is a real-
ity that more than 95% of Tibetan 
women give birth at home. Most 

babies are born with the help only 
of a close relative whose sole as-
sistance is the cutting of the cord. 
Amazingly, many Tibetan women 
birth their babies completely on 
their own. As a result, the Tibetan 
area has one of the highest new-
born and infant mortality rates 
in the world. Postpartum haem-
orrhage is the leading cause of 
death. Likewise, babies are far 
more likely to die in these harsh 
conditions than anywhere else in 
the	world.	The	fi	rst	cause	of	death	
is asphyxia.

Tashi’s daughter-in-law will give 
birth in three months. By that time, 
the family will still live in their no-
madic tent pitched on the green 
pastures of Kham from which their 
yaks feed on. Kyla has learnt from 

the health educator who came 
to their community how to stay 
healthy during pregnancy. She 
will give birth in the tent and so the 
health educator taught in particu-
lar her husband and father-in-law 
about the danger signs of preg-
nancy, labour and postpartum, 
as the well as some basic life-sav-
ing skills, such as uterine massage 
and basic newborn care. Tashi is 
quietly smiling, holding the plastic 
baby in his arms: Kyla will not die 
in	childbirth	unlike	Tashi’s	fi	rst	wife	
when Pemba was born over 20 
years ago.
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mAKiNG pREGNANCy SAFER iN TibET

Story and photo credit: 
Mapu Tsenying, Tibet
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Antenatal 
care (%)**

Deliveries 
in health 
facilities 
(%)***

MMR+ Maternal 
deaths

Stillbirth 
rate

Stillbirths NMR Neonatal 
deaths

CMH 
classifi-
cation

RO Number  
of      
countries

Number      
of             
maternal 
deaths

% 
total

Number 
of       
stillbirths

%  
total

Number of 
neonatal 
deaths

% 
total

Sierra Leone 68 20 2,000 4,500 50 12 56 13 1 AFRO

Malawi 91 54.1 1,800 9,300 13 7 40 21 3 AFRO

Angola 66 16 1,700 11,000 48 33 54 35 1 AFRO

Niger 41 18 1,600 9,700 31 19 43 26 3 AFRO

United	
Republic of 
Tanzania

49 42.1 1,500 21,000 38 56 43 62 2 AFRO

Rwanda 92 25.5 1,400 4,200 42 14 45 14 2 AFRO

Mali 57 23.8 1,200 6,800 12 7 55 33 3 AFRO

Zimbabwe 93 65.1 1,100 5,000 17 7 33 14 3 AFRO

Chad 42 10.8 1,100 4,200 35 14 45 17 3 AFRO

Central         
African 
Republic

62 49.8 1,100 1,600 45 7 48 7 2 AFRO

Kenya 76 42.1 1,000 11,000 29 31 29 30 1 AFRO

Mozambique 76 43.7 1,000 7,900 42 33 48 36 4 AFRO

Burkina Faso 61 33.5 1,000 5,400 30 18 36 21 1 AFRO

Burundi 78 20 1,000 2,800 33 9 41 11 2 AFRO

Mauritania 64 49.2 1,000 1,200 63 8 70 8 1 AFRO

Democratic 
Republic of 
the Congo

68 NA 990 24,000 42 108 47 116 NA AFRO

Uganda 92 36.7 880 10,000 15 19 32 38 1 AFRO

Ethiopia 27 4.9 850 24,000 20 58 51 147 2 AFRO

Benin 81 78 850 2,200 37 10 38 10 1 AFRO

Nigeria 64 37.3 800 37,000 48 235 53 247 NA AFRO

Liberia 85 NA 760 1,200 58 9 66 10 2 AFRO

Zambia 93 42.9 750 3,300 31 14 40 18 NA AFRO

Guinea 71 29.4 740 2,700 45 17 48 17 1 AFRO

Cameroon 75 54.3 730 4,000 39 22 40 22 2 AFRO

Côte d’Ivoire 88 48.1 690 3,900 53 32 65 37 3 AFRO

Senegal 79 48.4 690 2,500 27 10 31 11 NA AFRO

Eritrea 49 17.3 630 930 23 4 25 4 1 AFRO

Togo 73 49.1 570 1,000 40 7 40 7 NA AFRO

Madagascar 71 34.2 550 3,800 29 21 33 23 2 AFRO

List of countries with very high (1000+),  high (500-999) and medium level (200-<500) MMR
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Ghana 88 44.2 540 3,500 19 12 27 18 2 AFRO

Congo 55 NA 510 690 29 4 32 5 1 AFRO

South Africa 94 84.5 230 2,600 18 19 21 22 3 AFRO 33 232,920 44% 879 26% 1,098 27%

Afghanistan 37 5 1,900 20,000 54 59 60 63 3 EMRO

Sudan 60 18 590 6,400 24 27 29 32 2 EMRO

Somalia 32 2 1,100 5,100 44 21 49 23 1 EMRO

Yemen 34 15.9 570 5,300 17 14 37 30 1 EMRO

Pakistan 43 14 500 26,000 22 118 57 298 1 EMRO

Iraq 77 49 250 2,000 32 28 63 53 2 EMRO

Morocco 42 30 220 1,700 17 12 21 14 3 EMRO 6 66,500 13% 279 8% 513 13%

Kazakhstan 92 NA 210 560 29 8 32 8 3 EURO 1 560 0% 8 0% 8 0%

Haiti 79 18.1 680 1,700 30 8 34 8 1 AMRO

Bolivia 83 55.9 420 1,100 11 3 27 7 1 AMRO

Peru 84 56.8 410 2,500 8 5 16 10 1 AMRO

Brazil 86 92.5 260 8,700 8 27 15 51 3 AMRO

Guatemala 60 41.7 240 970 9 4 19 8 2 AMRO

Nicaragua 86 66.1 230 400 11 2 18 3 1 AMRO 6 15,370 3% 48 1% 88 2%

Nepal 28 8.5 740 6,000 23 19 40 32 NA SEARO

India 60 33.6 540 136,000 39 1049 43 1098 3 SEARO

Bangladesh 40 6.1 380 16,000 24 105 36 153 2 SEARO

Myanmar 76 NA 360 4,300 36 45 40 48 2 SEARO

Indonesia 89 21.6 230 10,000 17 77 18 82 1 SEARO 5 172,300 33% 1,294 39% 1,413 35%

Lao People’s 
Democratic 
Republic

27 7 650 1,300 32 6 35 7 4 WPRO

Cambodia 38 7 450 2,100 37 18 40 18 1 WPRO

Papua New 
Guinea

78 NA 300 470 28 5 32 6 NA WPRO

Philippines 86 36.1 200 4,100 11 22 15 30 NA WPRO 4 7,970 2% 52 2% 61 2%

Total 
medium 
and large 
countries

495620 2560 3181 55 495,620 94% 2,560 77% 3,181 79%

% of total 94% 77% 79%

List of countries with very high (1000+),  high (500-999) and medium level (200-<500) MMR

Antenatal 
care (%)**

Deliveries 
in health 
facilities 
(%)***

MMR+ Maternal 
deaths

Stillbirth 
rate

Stillbirths NMR Neonatal 
deaths

CMH 
classifi-
cation

RO Number  
of      
countries

Number      
of             
maternal 
deaths

% 
total

Number 
of       
stillbirths

%  
total

Number of 
neonatal 
deaths

% 
total



52ANNEx 

Small     
countries

Guinea-    
Bissau 62 NA 1,100 590 43 3 48 3 NA AFRO

Equatorial 
Guinea 86 5 880 180 36 1 40 1 NA AFRO

Lesotho 85 50 550 380 26 1 28 2 NA AFRO

Gambia 91 NA 540 270 44 2 46 2 NA AFRO

Comoros 74 42.6 480 130 26 1 29 1 NA AFRO

Gabon 94 84.1 420 200 33 1 31 1 NA AFRO

Swaziland 87 56 370 120 34 1 38 1 NA AFRO

Namibia 91 67.5 300 190 26 2 25 2 NA AFRO 8 2060 0.4% 44 1% 286 7%

Djibouti 76 75 730 180 34 1 38 1 NA EMRO 1 180 0.0% 1 0% 25 1%

Tajikistan 71 92 100 160 34 6 38 6 3 EURO 1 160 0.0% 6 0% 38 1%

Democratic 
Rep. of 
Timor-Leste

43 NA 660 140 36 1 40 1 NA
SEARO 40 1%

Bhutan NA 11 420 310 22 2 38 3 NA SEARO 2 450 0.1% 2 0% 38 1%

Total small 
countries 2850 21.8 23.8 12 2850 0.5% 22 1% 441 11%

% of total 1% 1% 1%

Cape Verde NA NA 150 20 22 0 10 0 2 AFRO 2 20 0.0% 0 0% 10 0.3%

China 4 5 56 11,000 19 385 21 416 NA WPRO 1 11,000 2.1% 385 12% 21 0.5%

Egypt 53 NA 84 1,400 10 19 21 39 NA EMRO 1 1,400 0.3% 19 1% 21 0.5%

Belize 96 9.8 140 10 18 0 18 0 NA AMRO

Ecuador 69 NA 130 400 7 2 16 5 2 AMRO

Paraguay 89 55 170 280 10 2 16 3 NA AMRO

El Salvador 76 51 150 250 12 2 16 3 NA AMRO

Honduras 83 45 110 220 15 3 18 4 NA AMRO 4 1150 0.2% 9 0% 83 2.1%

Total low 
mortality 
countries

13580 414 469 8 13,560 2.6% 413 12% 136 3.4%

% of total 3% 12% 12%

Grand total 97% 90% 92%

Maternal 
deaths 529000 Stillbirths 3328

Neo- 
natal 
deaths

4002
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