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Vision	
Our vision is a world in which skilled care at every birth is ensured for all 
women and in which mothers and their newborn babies notwithstanding 
their social, cultural, ethnic or religious background are assured access to 
comprehensive quality health services throughout all phases of their lives.

Mission	
Every day, 1500 women and over 10 000 newborn babies die owing to 
complications in pregnancy and childbirth. Almost all of these deaths 
occur in the developing world, and most of them could be prevented 
through skilled care during childbirth and life-threatening complications.

The Department of Making Pregnancy Safer (MPS), with more than 120 
staff worldwide aims to reduce maternal, perinatal and newborn morbidity 
and mortality. MPS is working towards attaining the Millennium Develop-
ment Goals 4 and 5 by accelerating the implementation of essential meas-
ures to make pregnancy safer. In partnership with key stakeholders, MPS 
also supports the efforts of countries to strengthen their health systems. 

To this end, MPS focuses on four strategic areas, in cooperation with 
regions and countries:

Building a conducive social, political and economic environment to  
 support timely country actions

Responding to country needs and providing technical support  
 to achieve universal coverage of essential interventions that will  
 ensure skilled care at every birth within the context of a con- 
 tinuum of care 

Building effective partnerships across relevant programmes and  
 partners for coordinated actions in countries 

Strengthening assessment, monitoring and evaluation for better  
 decision-making by policy-makers and planners in countries. 

Pregnancy is special. MPS is helping to make it safer.

•

•

•

•
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It is common to hear that if the current trends are maintained the MDG 5 
target of reducing maternal deaths by 75% will not be achieved. Progress 
in sub-Saharan Africa, in particular, is far too slow. In the aggregate this 
may be true. But there are exceptions. Countries in Africa and Asia, such 
as Cape Verde and Nepal, show us what can be achieved. These and 
many other countries offer vivid testimony as to what is possible. All of us 
- in the international community - need to look hard at their experience 
and understand the factors that underpin success. 

In 2008, just over mid-way between the year 
when the Millennium Development Goals (MDGs) 
were set and when they should be achieved in 
2015, where do we stand?  

Foreword

By	Daisy	Mafubelu
Assistant	Director-General

Family	And	Community	Health
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You cannot deal with 
the complications that 
result in unnecessary 
deaths without access 
to emergency obstetric 
care around the clock.

We know, for example, that skilled care during preg-
nancy and delivery is crucial to reducing the numbers 
of maternal and newborn deaths. You cannot deal with 
the complications that result in unnecessary deaths 
without access to emergency obstetric care around 
the clock. This is why - if we are to support countries 
in delivering quality care to mothers and newborns 
- we have to invest in strong, effective and responsive 
health systems. 

We know too that midwifery training is a critical 
element of the strategy – not as a pilot, but rather 
at a scale which is commensurate with real needs. 
Of course, training is more than sheer numbers and 
quality is also important. Midwives need to be empow-
ered to use their skills to the full.  Recent experiences 
in task-shifting indicate a potential for midwives to 
adopt an expanded role in providing comprehensive 
emergency obstetric care.  This is just one example, 
of how we are exploring ways to address the human 
resource challenges in reducing avoidable death and 
disability.

Progress depends on political leadership: to highlight 
the problems, to mobilize the resources and to 
empower those that can make a difference on the 
ground. When some of the most prominent women 
leaders meet with the Director-General of WHO to 
discuss women’s health - as they did at the UN 
General Assembly in September this year - the world 
takes notice. 

Lastly, the challenges we face are too great for one 
agency to act alone. Partnerships, which play to the 

strengths of those involved, are integral to how we 
work in WHO. In September, WHO, UNFPA, UNICEF and 
The World Bank, jointly pledged to intensify support 
to achieve MDG 5. The partners are now working 
together in the 25 highest burden countries to raise 
resources and to harmonize efforts. 

As you will read in this year’s report, the activities of 
WHO’s Department of Making Pregnancy Safer (MPS) 
are aligned to WHO’s six-point agenda. The Depart-
ment works towards the achievement of  
MDG 5 and contributes to MDGs 4 (reduce child 
mortality) and 6 (combat HIV/AIDS, malaria and other 
diseases), which play a significant role in promoting 
development. It is committed to strengthening the 
health systems of countries through providing training 
and supporting the implementation of national road-
maps. MPS also provides a forum for sharing research 
and advocates for stronger systems of data-collec-
tion. It is an active partner both outside and within 
the organization to harness synergies, strengthen 
coordination and maximize resources. 

In 2009, let us build on our achievements and strive 
to go further by providing mothers and newborns with 
the skilled services they deserve. No mother or baby 
should die from preventable causes.
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World health stands at a critical juncture. While 
many people are living longer and more pro-
ductive lives, inequities in health outcomes 
continue to widen. Maternal mortality remains 
one of the most striking symbols of inequality 
between rich and poor.

99% of the over half a million maternal deaths that occur every year hap-
pen in developing countries. In settings where high fertility is the norm, 
women face the threat of death with each pregnancy. This means that a 
woman in Sierra Leone or Afghanistan has a lifetime risk of death during 
pregnancy and childbirth of one in eight, compared with a woman in 

From	commitment	
to	investment

By	Monir	Islam
Director

Making	Pregnancy	Safer
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99% of the over half a 
million maternal deaths 
that occur every year 
happen in developing 
countries

Sweden who faces a risk of only one in 17 4001.  That 
is the fundamental problem we aim to confront.
It is not a problem of knowing what to do. The tech- 
nical strategies for saving the lives of women and new-
borns are well known. The three pillars of the Making 
Pregnancy Safer agenda show clearly and simply what 
is needed to improve maternal survival2. Countries that 
are committed to implementing these strategies, such 
as for example El Salvador, Haiti, Rwanda and some 
states in India, have demonstrated what can be done. 
Their success proves that the lack of progress that ap-
peared in analyses at a regional level - particularly in 
sub-Saharan Africa and South Asia - is not inevitable. 

Lack of progress can in part be attributed to factors 
beyond the control of the health sector: the low status 
of women in society, political instability, civil conflict 
and the overall impact of poverty. However, what hap-
pens within the health sector matters. The difference 
between success and failure hinges on the political 
priority given to women’s health and the resources 
that are allocated to the programmes that address 
it. In addition, a focus on the countries where the 
problems are most acute - the high burden countries 
- must be a critical element of the strategy.

The Department of Making Pregnancy Safer works with 
its partners both to promote political leadership and 
to mobilize financial resources for improving mater-
nal and newborn health.  A series of international 
conferences have raised awareness of the issues 
and focused on strategies to reduce mortality. These 
include the Women Deliver Conference in London in 
October 2007; the Countdown to 2015 Conference in 

Cape Town in April 2008, the fourth Tokyo Internation-

al Conference on African Development and the 34th 

G8 Summit in Tokyo where maternal health featured 
on the G8 agenda for the first time. 

The work of the Department in this respect has 
been reinforced, since 2005, by the Partnership for 

Maternal, Newborn and Child Health (PMNCH). The 
messages of PMNCH are also echoed by the White 

Ribbon Alliance that convened the global Maternal 

Mortality Campaign championed by its patron Sarah 
Brown, wife of the British Prime Minister. This cam-
paign focuses particularly on the need for stronger health 
systems, recognizing that a reduction in maternal mortality 
is a key indicator of a well-functioning health system.

Other influential advocates have also made appeals 
for action to reduce maternal mortality. At the WHO 

Director-General’s Roundtable with Women Leaders 

on MDG 5, first ladies of 25 developing and devel-
oped countries and UN agency leaders discussed the 
stubborn issues surrounding maternal mortality and 
called for concerted action. Politicians and important 
stakeholders have made commitments to improving 
maternal health. Ban Ki-Moon, Secretary-General, 
United Nations; Jakaya Kikwete, President of the United 
Republic of Tanzania; Armando Guebuza, President 
of Mozambique; Gordon Brown, Prime Minister of the 
United Kingdom; Jens Stoltenberg, Prime Minister of 
Norway along with Dr Margaret Chan, Director-General 
of the World Health Organization, have joined their efforts 
and voices to a collective political will.

Despite this strong groundswell of awareness, political 

�.	Maternal	mortality	in	
2005:	estimates	developed	
by	WHO,	UNICEF,	UNFPA	
and	The	World	Bank.	Gene-
va,	World	Health	Organiza-
tion,	2007.

2.	“Family	planning	so	that	
women	only	get	pregnant	
when	they	want	and	are	
ready	to	do	so;	skilled	
care	during	pregnancy,	
and	particularly	delivery;	
emergency	obstetric	care	
to	deal	with	complications.”	
Department	of	Making	Preg-
nancy	Safer	Annual	Report	
2007.	Geneva,	World	Health	
Organization,	2008.
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Photo	credits:	Pregnant 
woman in labour in hospital in 
Haiti, a country that recently 
started to provide free obstet-
ric care to poor women
WHO/Stephane	Grandvaux
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Despite the strong 
groundswell of aware-
ness, political support 
and high level advo-
cacy, the problem of 
inadequate resources 
remains. The challenge 
has become more 
acute as a result of the 
economic crisis.

	3.The	Global	Campaign	
for	the	Health	Millennium	
Development	Goals.	First	
year	report	2008.

support and high level advocacy, the problem of inad-
equate resources remains. The challenge has become 
more acute as a result of the economic crisis.The 
Global Campaign for the Health Millennium Develop-

ment Goals, a partnership of leaders and donors, 
was formed to give renewed impetus to achieving the 
health-related MDGs. In the 2008 progress report, 
MPS joined partners in a call to increase investments 
in maternal, newborn and child health and strengthen 
services at primary health care level. The report called 
for an additional $2.4 billion in 2009 rising to $7 
billion in 2015 to save 3 million mothers and 7 million 
newborns by 2015. If delivered, it would achieve a 
70% reduction in the death rate of mothers and  
babies and would ensure the achievement of both 
MDGs 4 and 5 for the majority of the poorest coun-
tries3 . As a rapid response to the global campaign, 
world leaders announced the establishment of a 
High-Level Task Force on Innovative Financing to make 
recommendations to the Italian G8 Summit in 2009 
on how innovative aid mechanisms could complement 
other sources of finance to deliver the extra resources 
needed to save the lives of mothers and babies. 
The Task Force is expected to highlight the need for 
a country’s health system to provide a minimum of 
essential services including universal coverage of 
interventions proven to reduce mortality among moth-
ers and newborns. 

Health is a fragmented area of development. An 
important part of the Department’s approach is to 
engage in partnerships that strengthen coordination 
and forge consensus around joint agendas for mater-
nal and child health. In 2007 the International Health 

Partnership (IHP) was founded to coordinate the work 
of different stakeholders involved with development 
assistance. In 2008 following up on an idea that had 
come up during a MPS meeting  in Stockholm two 
years earlier, WHO, UNFPA, UNICEF and The World 
Bank decided to further harmonize their approaches 
towards improving maternal and newborn health at 
country level and to jointly raise resources.

Maternal death is one of the most egregious threats to 
women’s health in the developing world. It is deplor-
able that women in some countries and regions are 
still dying from preventable causes while giving birth 
to a new generation.  

Assuring donor funding of maternal health, coordinat-
ing resources and harmonizing approaches between 
UN agencies at the country level, are all positive steps.  
Countries with high rates of maternal mortality also 
have a vital role to play in prioritizing maternal health 
in the allocation of resources. But to make further in-
roads into reducing maternal mortality and to prevent 
any reversals in the gains made over recent years, 
leaders must be prepared to invest in saving womens’ 
lives. Lessons learned from achievements in the fight 
against HIV/AIDS, tuberculosis, malaria and polio, show 
that political will together with financial investment can 
catalyze widespread improvements.   

Our commitment to saving the lives of mothers and 
newborns must be matched with a financial investment 
in their health.  
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Photo	credits:	In a primary 
health care centre in India 
auxillary nurse midwives 
provide free antenatal and 
postnatal care to poor women
WHO/Marie-Agnes	Heine
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The 
Department
The Department of Making Pregnancy Safer (MPS) is working 
towards the achievement of Millennium Development Goals 5 and 4 
and aims to significantly reducing maternal and newborn mortality 
by 2015. The approach taken by MPS to reach the targets is by 
ensuring skilled care for every birth and strengthening national 
health systems in each of its 75 focus countries. MPS works in 
four strategic areas: norms and technical support, partnerships, 
monitoring and evaluation and advocacy.

Photo	credits: In a nursing 
school in India students are 
trained to deliver care before, 
during and after childbirth 
as well as newborn care and 
family planning
WHO/Marie-Agnes	Heine.
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2008 was a year of significant progress. The Depart-
ment closely collaborated with regions and coun-
tries, and expanded its partnership with a range of 
important stakeholders from both within and outside 
the organization. MPS successfully used the syner-
gies from these partnerships to increase the impact 
of programmes and initiatives at country, regional and 
global levels.

Work allocation within the Department proved effec-
tive. In-country staff analysed the local situation and 
suggested priorities in line with national roadmaps. 
In cooperation with Ministries of Health, Regional 
Offices supported countries through strengthen-
ing coordination and organization of strategies and 
activities across stakeholders, as well as monitoring 
and evaluating their interventions. Headquarter staff 
responded to the requests of countries and regions 
for technical support, initiated cross-regional projects 
and ensured that activities were consistent with WHO’s 
overall goal to provide health care along a continuum 
of care from pregnancy and childbirth to childhood 
and adolescence. 

These fruitful relations with other departments and 
programmes yielded a number of successful events 
and joint products to improve maternal and newborn 
health.  In collaboration with the Roll Back Malaria 

Partnership, MPS organized a lunchtime seminar on 
the promotion of malaria prevention and control in 
schools to mark the first World Malaria Day on 25 
April 2008. Together with the department of Health 
Action in Crisis (HAC) and other WHO units, MPS 
facilitated a discussion on the challenges and op-

In 2008, WHO launched its Medium Term Strategic Plan 
2008 - 2013. Within this framework, MPS contributes 
to the achievement of Strategic Objective 4 which aims 
to reduce morbidity and mortality and improve health 
during key stages of life. The Department intensified 
its efforts to ensure skilled care for every pregnant 
woman, through childbirth and the postpartum and 
postnatal periods, and to improve neonatal survival 
and health. It collaborated closely with other depart-
ments, in particular with Child and Adolescent Health 
and Development (CAH) and Reproductive Health 
and Research (RHR). MPS also contributed to other 
Strategic Objectives including SO 2, the combat of 
HIV/AIDS, tuberculosis and malaria; SO 5, the reduction 
of health consequences of emergencies; and SO 10, 
the improvement of health services.

The Department has more than 120 staff based in 
WHO’s six regional offices including three sub-regional 
offices in sub-Saharan Africa, with 20 professional and 
support staff at headquarters in Geneva. The country 
offices focus their efforts on strengthening national 
health systems through the provision of technical and 
managerial guidelines and other assistance. Regional 
Offices exercise a coordinating and planning function 
to ensure that country offices operate at maximum 
efficiency and effectiveness. Headquarter staff offer a 
range of technical expertise in support of country and 
regional initiatives and are involved in the development 
of tools and guidelines. In addition HQ staff assume 
programmatic responsibilities in a number of cross-
regional projects. Photo	credits:	Some materni-

ties in African countries are 
in need of better equipment 
to improve the quality of care 
WHO/	Marie-Agnes	Heine
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portunities for scaling up sexual 
and reproductive health in crisis 
settings during the Reproductive 

Health in Emergencies Conference 

2008 in Uganda in June. MPS, 
CAH and RHR developed together 
a position paper for adolescent 
pregnancy.

MPS enhanced its traditional 
partnerships with UNICEF, UNFPA, 
The World Bank, academic and 
professional organizations, the 
private sector and international 
non-governmental organizations. 
MPS participated with its global 
partners, in the Countdown to 

2015 Conference, a collaborative 

effort to track progress in mater-
nal, newborn and child survival in 
high mortality countries.

The Department also launched a 
new initiative - a series of capacity 
building workshops designed to 
help countries access resources 
distributed by the The Global 

Fund to Fight AIDS, Tuberculosis 
and Malaria for the prevention 
of mother-to-child transmission 
of HIV/AIDS and the fight against 
malaria in pregnancy. Further-
more, the Department continued 
to closely work with long-standing 
professional partners including 
the Féderation International de 
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Photo	credits:	Raising awareness of the need to 
improve maternal health and improving the situ-
ation in countries is at the core of MPS confer-
ences with parliamentarians, health profession-
als, journalists and technical experts
WHO/Marie-Agnes	Heine
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the international spending for health resulted for 
example in an unexpected limitation of financial re-
sources. The Department’s activities were interrupted 
and the implementation rate achieved was only 48%.

Despite these difficulties the Department is proud 
of its impressive achievements documented in this 
report. It shows the progress made in maternal health 
in countries where governments are committed to 
taking action and where the financial resources are 
made available to reduce maternal mortality. We need 
to build on this momentum. The current international 
and national interest in MDGs 4 and 5 provide the op-
portunity to intensify efforts and to achieve our goal of 
reducing maternal and neonatal mortality. 

Gynécologie et d’Obstétrique (FIGO), the International 
Confederation of Midwives (ICM) and the American 
Academy of Pediatrics (AAP). MPS and ICM initiated 
the “Making Pregnancy Safer Award”. At ICM’s 28th 
Triennial Congress an Indonesian midwife received the 
award in recognition of her outstanding performance 
under very difficult conditions. In June and in Decem-
ber, MPS held its 3rd and 4th Orientation Workshops 
on Maternal and Newborn Health Programming. In 
each of the workshops, participants coming from many 
different countries and representing a broad range 
of profiles including nongovernmental organizations 
activists, government representatives, researchers 
and technicians from other international organizations 
actively discussed, learned and shared their experi-
ences, tools and approaches that make a difference in 
maternal and newborn health. 

Advocacy was emphasized in 2008. Major activities 
included the WHO Director-General’s Roundtable with 

Women Leaders on MDG 5 in New York; Parliamen-

tarians Take Action for Maternal and Newborn Health 

Conference in The Hague that brought together more 
than 30 parliamentarians from all regions; and two 
workshops on maternal and newborn health issues 
for journalists covering countries in the WHO Regions 
for Africa (AFRO), South-East Asia (SEARO) and the 
Western Pacific (WPRO). 

The allocated approved budget ceiling for 2008 and 
2009 amounts to a total of US$ 13.5 million. The 
budget covers staff costs and activities. The Depart-
ment aimed to reach a 60%  implementation rate in 
2008. However, the financial crisis that also affected 

In June and in Decem-
ber, MPS held its 3rd 
and 4th Orientation 
Workshops on Maternal 
and Newborn Health 
Programming.
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The 
Department

Norms and 
technical 

support

Photo	credits:	Maternal care 
in a hospital in Tajikistan
WHO/EURO

Making pregnancy and childbirth safer for women and their new-
borns depends largely on access to quality health services, the 
availability of evidence-based information, and the participation of 
individuals, families and communities. The Department continues to 
focus on the main causes of maternal deaths and disabilities: post-
partum haemorrhage, sepsis, eclampsia and obstructed labour. 
It also focuses on the main causes of newborn deaths including 
prematurity and low birth weight, asphyxia and infections.
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One of MPS’ core activities is to identify and promote 
evidence-based clinical and programmatic interven-
tions that offer the best return for the human and 
financial resources invested.  Skilled care during 
pregnancy and particularly at time of childbirth, and 
emergency obstetric care to deal with complications, 
are two of the three pillars of the Making Pregnancy 
Safer agenda. The Department provides technical 
support to countries to improve the health of mothers 
and babies along the continuum of care before, during 
and after childbirth, and newborn care.  It addresses 
the critical shortage of skilled providers, especially 
in rural areas, by assisting countries to train health 
workers and midwives. In order to support govern-
ments and health authorities to ensure quality care at 
all levels, the Department is continuously improving 
standards and developing new guidelines for health 
services.  It also adapts proven clinical practices to 
local conditions in individual countries. 

Progress in maternal health over recent decades has 
been uneven, and many countries are increasingly 
lagging behind. Efforts to address the situation are 
complicated by the lack of reliable data on the dimen-
sions of the problem. The scant information available 
indicates that there have been declines in maternal 
mortality in some regions since the 1990s, notably in 
North Africa, East Asia, South-East Asia, Latin America 
and the Caribbean. By contrast, there has been only 
limited progress in sub-Saharan Africa and South Asia 
where most maternal deaths continue to occur. In 
order to accelerate progress towards the achievement 
of MDG 5, MPS is closely working with those regions 
and focus countries. Many high-burden countries 

developed national roadmaps to reduce maternal mor-
tality and morbidity and the Department is supporting 
their implementation.

Stronger health systems based on primary health 
care are also critical to the reduction of maternal and 
neonatal mortality. Within the framework of WHO’s re-
newed commitment to primary health care, MPS works 
towards applying an agenda for reform4 :
Universal coverage: providing quality maternal health 
services and removing financial barriers such as user 
fees or providing protection against catastrophic 
expenditure; 
Service delivery: ‘put people first’ i.e. making health 
systems work for women by providing a continuum of 
care before, during and after pregnancy;
Leadership: involving women and communities in the 
design and implementation of health services; and
Public policy: encouraging changes in multi-sectoral 
policies that can enhance maternal health outcomes 
e.g. improvement of infrastructure and transportation.

Building a knowledge base and monitoring progress 
is critical to understanding the dimensions of maternal 
mortality, the nature of the challenges and how they 
can be effectively addressed. MPS shares knowledge 
and experience with its partners including professional 
and academic institutions, nongovernmental organiza-
tions and other international agencies. The results of 
these relationships include joint statements, confer-
ences, publications, training materials, and research 
projects. MPS, for example, played an important role 
in catalyzing the inclusion of maternal and newborn 
health issues in the Countdown to 2015 Conference 

Progress in maternal 
health over recent dec-
ades has been uneven, 
and many countries are 
increasingly lagging 
behind. Efforts to ad-
dress the situation are 
complicated by the lack 
of reliable data on the 
dimensions of the prob-
lem. 

4.	The	World	Health	Report	
2008	-	Primary	Health	
Care	Now	More	Than	Ever.	
Geneva,	World	Health	Or-
ganization,	2008



�8

Photo	credits:	Skilled 
nurses in a maternity ward 
in Tajikistan
WHO/EURO

and expanding the tracking of progress in maternal, 
newborn and child survival to 68 priority countries.

The Department focuses on building capacity, 
particularly in countries with the highest burden of 
maternal and neonatal mortality and morbidity. A 
national maternal and newborn health strategy is an 
important foundation for improving maternal and new-
born health, and the Department provided technical 
support for the development of strategies in countries 
including Morocco, Kenya and Ghana. The availability 
of state-of-the-art technical guidelines is crucial to 
building capacity of health providers. The Depart-
ment actively supports the design and dissemination 
of guidelines to support health professionals. Some 
examples are outlined in the following pages.

INTEGRATED MANAGEMENT OF PREGNANCY & 
CHILDBIRTH (IMPAC):

The WHO Regional Office for Africa collaborated with 
headquarters to hold an inter-country orientation 
workshop with 20 participants including regional and 
country staff, and maternal and child health pro-
gramme managers from Angola, Botswana, Eritrea, 
Kenya, Malawi, Mozambique, Namibia, South Africa, 
Swaziland and the United Republic of Tanzania.  Par-
ticipants shared experiences and best practices on the 
implementation of the IMPAC guidelines as an entry 
point to operationalize national maternal and newborn 
health roadmaps. Country participants identified next 
steps as well as technical assistance needs in imple-
menting the roadmaps. 
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INTEGRATED HEALTH TECHNOLOGY PACKAGE (IHTP):

MPS headquarters provided technical support for re-
source planning and costing of the national maternal 
newborn health (MNH) strategy, using the “Integrated 
Health Technology Package” in Indonesia and  
Mozambique. As a result, Mozambique has been able 
to use a costed strategy to mobilize resources through 
the International Health Partnership framework.

THE EC/ACP/WHO PARTNERSHIP ON HEALTH MIL-
LENNIUM DEVELOPMENT GOALS

To accelerate the attainment of the health-related 
MDGs in African, Caribbean and Pacific (ACP) countries, 
the European Commission and WHO jointly engaged 
in the EC/ACP/WHO Partnership (The Partnership) on 
Health Millennium Development Goals. 

The Partnership focuses on four key components: 
progress in the achievement of MDGs, making 
pregnancy safer, disease surveillance and control 
programmes, and health information systems.  Eight 
countries were selected for this programme: Angola, 
Burkina Faso, Guyana, Haiti. Kenya, Malawi, Niger and 
the United Republic of Tanzania. National commitments 
to The Partnership were made visible through the 
signing of Tripartite Protocols between the Ministry 
of Health, EC, ACP and WHO country representative in 
each of the countries.  

In 2008, the focus of Phase I was to complete the 
“groundwork”. Country-level support ensured that MPS 

staff was working with national counterparts in identi-
fying and gaining consensus on agreed national and 
district strategies. Country-specific activities included 
the purchase of equipment and supplies and identify-
ing maternal-newborn health needs.  Orientation 
workshops were organized for WHO staff and partners 
on key strategies and tools. Coordination with national, 
regional and international partners was improved and 
joint efforts were made to prioritize MDGs 4 and 5 in 
an increasingly competitive international aid environ-
ment.  

In 2008, the MPS contribution focused on 

increasing access to quality MNH services; 
supporting the development and implementa- 

 tion of coordinated national maternal and   
 newborn health plans and efforts;

strengthening partnerships within WHO, and   
 with other key actors at global, regional and   
 national level;  

strengthening the global MPS team and thus  
 strengthening WHO support to countries.

Seven of the eight countries have national strategies 
and plans in place to increase access and utilization of 
services. Efforts to support the increase of universal 
access to maternity services were undertaken in 
Burkina Faso, Guyana, Haiti and Niger. Haiti recorded 
a 60% increase of facility-based births in participating 
institutions. Training courses on essential newborn 
care, the application of IMPAC tools, and emergency 
obstetric care were conducted. Equipment and materi-
als for referral care were purchased.

•
•

•

•
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Supporting the development and implementation of national maternal 

and newborn health plans and efforts

National strategies are in place in seven countries, and WHO and other 
partners supported the Ministries of Health to agree upon a common ma-
ternal and newborn health plan to increase the availability of skilled health 
workers. Planning tools were completed, including a district-level guide 
for the operationalization of the Roadmap for accelerating the attainment 

of the MDGs related to maternal and newborn health. In all countries, the 
role of the national authorities to coordinate efforts has been strengthened.

Strengthening partnerships within WHO, and with other key actors at 

global, regional and national level

MPS worked closely with the Department of Child and Adolescent Health 
and Development (CAH) for the development of guidance on postnatal 
care and addressing adolescent pregnancy. In Burkina Faso, Haiti, and 
Niger, MPS and the Department of Health Systems and Services (HSS) 
collaborated to promote policies supporting universal access.

Strengthening the global MPS team

A major achievement facilitated by The Partnership’s resources and work-
plan is the improved functioning of Making Pregnancy Safer as a global 
team with strengthened mechanisms for coordination and harmonization 
of support to countries.  

The added value of The Partnership’s support to MPS is clear.  The 
available funds and the focus of the workplan provided an opportunity to 
strengthen WHO’s presence, particularly at country level and to ensure 
timely and adequate support. This has resulted in more visibility of ma-
ternal and newborn health in national political agendas. Collaboration has 
improved between WHO and EC country staff, especially in Burkina Faso, 
Malawi and the United Republic of Tanzania. The Partnership has provided 
an opportunity to share experiences, lessons learned and best practices 
among different countries. It has also been key in addressing a number of 
challenges, including human resource availability in country offices.

IMPROVING ESSENTIAL NEWBORN CARE - PUTTING GUIDELINES INTO 
ACTION

MPS continued its efforts to improve Essential Newborn Care (ENC) and 
ENC training has been introduced in 34 countries located in four WHO 
Regions.

In the WHO African Region, ENC training has been rolled out to Angola, 
Ghana and Nigeria. The training in Ghana has expanded from the national 
to the provincial and district levels. In the WHO South-East Asia Region, 
India and Sri Lanka integrated ENC training into their national programmes. 

In 2008, ENC training was expanded into the WHO Western Pacific Region, 
and Afghanistan and Pakistan in the WHO Eastern Mediterranean Region. 
During the training courses, it became apparent that even in tertiary 
teaching hospitals, practices differ considerably from the essential 
practices promoted by the IMPAC guidelines. The courses are catalyzing 
the closing of the gap between guidelines and practice. Another lesson 
learned is the importance of involving obstetricians-gynaecologists in 
the training as they are the decision-makers and can influence hospital 
practices. 

The curriculum includes simple life-saving interventions such as early 
skin-to-skin contact, keeping the baby warm, avoiding infections, starting 
exclusive breastfeeding within one hour after birth, and early identification 
of danger signs.  Resuscitating a newborn as well as basic resuscitation 
skills are also taught in the course. Kangaroo Mother Care is a technique 
that helps small babies to survive, and can be successfully implemented 
in low-resource settings. 

ENC can be implemented where a skilled provider is available. Unfortu-
nately, these practices are often neglected, even in hospitals providing an 
advanced level of care. There are instances of babies suffering hypo-
thermia or acquiring serious infections in hospitals. Over-medicalization 
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of newborn care and separating babies from their mothers is a frequent 
cause of hospital-acquired infections. 

THE IFC FRAMEWORK - EMPOWERING INDIVIDUALS, FAMILIES AND 
COMMUNITIES

Participation by individuals, families and communities is an effective 
approach in reducing maternal and neonatal mortality. In 2008, MPS 
provided support to countries and partners to develop the strategic 
framework Working with individuals, families and communities to improve 

maternal and newborn health (IFC). The IFC focuses on strengthening 
national strategies to integrate important elements of health promotion 
including inter-sectoral action, community participation and empowerment 
of women, families and community members. 

The efforts aim to ensure better care and support in homes and commu-
nities of pregnant women, new mothers and newborns. It addresses the 
broader social determinants of maternal health including unhealthy living 
conditions, malnutrition and lack of emergency transport. It gives women 
and communities a voice in the design of programmes so that services 
meet their needs and expectations.  

MPS with its partners have developed tools such as the Participatory 

community assessment guide and the Handbook for counselling and 

communication to support countries in transforming the way health 
services and health providers interact with the community. The IFC model 
includes specific structures and actions at different levels of the health 
system aimed at improving coordination, participation and quality:

specific health promotion interventions are integrated into strate- 
 gies for maternal and newborn care;

health services are accountable for quality of care with support  
 from a range of actors;

local committees identify problems, offer possible solutions and  

•

•

•

CERTIFICATE COURSE “EMPOWERMENT AND 
HEALTH PROMOTION FOR MATERNAL AND NEW-
BORN HEALTH” - PROMOTING THE PARTICIPATION 
OF INDIVIDUALS, FAMILIES AND COMMUNITIES

The Certificate Course “Empowerment and health 
promotion for maternal and newborn health” is 
a joint initiative of the World Health Organization 
(the Pan American Health Organization) and 
Enfants du Monde, a Swiss NGO, to broaden and 
strengthen technical cooperation in maternal and 
newborn health. The course uses the strategic 
framework Working with individuals, families and 

communities to improve maternal and newborn 

health (IFC). It assists programme managers in 
priority countries to implement the IFC within 
national maternal and newborn health strategies. 
Participating countries are expected to build 
sector-wide teams including representatives 
of ministries of health and nongovernmental 
organizations. The first cohort will begin course 
work in 2009 with participants from El Salvador 
and Colombia.

The six modules are designed to teach key 
competencies using an educational approach in 
line with the theories of empowerment. Four of 
the six modules are virtual, and two modules will 
be taught at the Universidad de Antioquia (UdeA) 
in Colombia. The technological platform will be 
located at the UdeA School of Public Health in 
Medellin, Colombia. 
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When wars, natural dis-
asters, and other crises 
occur women cannot 
put pregnancy, child-
birth, or other repro-
ductive health needs 
on hold. Women and 
newborns need skilled 
care at any given time.

 monitor implementation;
regional or sub-national committees coordinate local networks; 
national committees establish norms and guidelines, collect less- 

 ons learned, and provide forums to share experiences.

Efforts are under way to strengthen health promotion in maternal and 
newborn health with support from MPS and its partners in Afghanistan, 
Bangladesh, Burkina Faso, Colombia, El Salvador, Honduras, Kenya, Lao 
People’s Democratic Republic, Maldives, and the Republic of Moldova.

El Salvador is an IFC champion. The country integrated health promotion 
into the national health system and expanded the initiative to six munici-
palities. However, a major challenge has been that despite decentraliza-
tion and a commitment to primary health care, partners find it challenging 
to work together. The role of the health programme manager is key to 
leading a change in how health services and providers work and interact 
with the community. 

MATERNAL AND NEWBORN HEALTH ACTIVITIES IN CRISIS SETTINGS

When wars, natural disasters, and other crises occur women cannot put 
pregnancy, childbirth, or other reproductive health needs on hold. Women 
and newborns need skilled care at any given time.  MPS looks at ways to 
support maternal and newborn health in emergencies and crises through 
technical assistance to Member States, regional and country teams, and 
collaborative efforts with other WHO departments, UN agencies, non-
governmental organizations, and academic institutions.  

WHO leads the Global Health Cluster (GHC), which comprises over 30 
international humanitarian health organizations to build partnerships and 
develop coordinated approaches to humanitarian health action. In 2008, 
the health of mothers and newborns as well as reproductive health were 
included in the GHC priorities, utilizing the technical expertise, tools, and 
guidelines of  the Family and Community Health cluster. 

•
•
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INTERAGENCY WORKING GROUP (IAWG) ON 
REPRODUCTIVE HEALTH IN CRISES
 
The WHO Regional Office for the Eastern Mediter-
ranean (EMRO) hosted the 11th IAWG annual meeting 
that took place from 5 to 7 November 2008 in Cairo, 
Egypt. In collaboration with colleagues across FCH and 
the Department of Health Action in Crises, MPS helped 
organize this conference that brought together 131
representatives from 52 agencies dedicated to 
improving reproductive health care for people af-
fected by conflict and natural disasters. MPS and 
RHR sponsored 14 staff working on related issues in 
either ministries of health or the WHO country offices 
in the Eastern Mediterranean Region, and participants 
worked together to support the IAWG in securing a 
venue, developing the agenda, identifying scholarship 
participants, preparing presentations/case studies 
and facilitating group work. Through presentations, 
discussions, and collective brainstorming, the IAWG 
developed action points for 2008/9 and highlighted 
key issues, such as the need to address reproduc-
tive health issues in urban/non-camp settings and the 
importance of emergency preparedness and contingency 
planning. 

INTER-AGENCY FIELD MANUAL (IAFM) ON 
REPRODUCTIVE HEALTH IN CRISES: REVISION

MPS is playing an active role in the revision of this 
key document, which outlines the standards of care 
for services related to maternal and newborn as well 
as reproductive health (MNH/RH) in emergencies. 

The Manual, first published in 1999, is the result 
of a collaborative effort of numerous UN agencies, 
governmental and non-governmental agencies, aca-
demic institutions, and refugees/ internally displaced 
persons themselves. Publication of the revised Manual 
is expected in 2009. 

THE REPRODUCTIVE HEALTH IN EMERGENCIES 
CONFERENCE 2008

Organized by the RAISE Initiative (Reproductive Health 
Access, Information and Services in Emergencies) in 
collaboration with the RHRC (Reproductive Health Re-
sponse in Conflict) Consortium, this meeting brought 
together over 500 researchers, policy makers, donors, 
and representatives of UN agencies, international and 
local nongovernmental organizations.

MPS worked with colleagues across WHO and including 
the Health Action in Crises cluster (HAC) to facilitate 
a discussion among partners on challenges and op-
portunities for scaling up MNH/RH services in crisis 
settings.  In light of WHO’s role as lead of the Global 
Health Cluster to coordinate humanitarian efforts 
among partners, this session also generated discus-
sion among participants on the way forward for WHO 
to better support its health partners in improving 
health outcomes in crises. 
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Photo	credits:	Health care 
needs of women were dis-
cussed during a conference 
on reproductive health in 
emergencies in Uganda in 
June 2008
WHO/Marie-Agnes	Heine

PUBLIC HEALTH PRE-DEPLOYMENT (PHPD) 
COURSE:

In 2008, HAC organized the Public Health Pre- 
Deployment (PHPD) Course, an intensive two week 
residential course designed to train public health 
professionals in management, operational skills, best 
practices, and tools to ensure delivery of coordinated, 
integrated, and equitable public health action in 
emergencies. MPS participated in and facilitated the 
PHPD course, resulting in the integration of MNH/RH with 
other health sectors and improving the use of MNH/RH 
expertise during humanitarian crises. 
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Partnerships are vital to accelerating reductions in maternal and 
neonatal mortality. Technical strategies to save mothers’ and 
babies’ lives can only be developed and implemented effectively if 
partners at all levels work together. Only through close coopera-
tion can donors, UN agencies, governments, nongovernmental 
organizations, academic and professional institutions as well as 
local authorities, ensure the implementation of strategies across 
programmes and service providers and throughout pregnancy and 
childbirth to adolescence.

The 
Department

Partnerships and 
collaborative efforts

Photo	credit: A maternity 
ward in Lebanon
WHO/Christopher	Black
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On 25th September 
2008, a group of world 
leaders launched The 
Global Campaign for 
Health to save 10 
million mothers and 
newborns in the poor-
est countries by 2015.

national capacity, build sustainable health systems, 
cost and finance MNH national plans, and ensure  
national and global advocacy. The partners will de-
velop a joint scope of work guided by national health 
plans and aligned to the different agencies’ country-
specific strengths and capacities. 

MPS ENDORSES FIRST YEAR PROGRESS REPORT 
2008 ON THE GLOBAL CAMPAIGN FOR HEALTH 
MILLENNIUM DEVELOPMENT GOALS

On 25th September 2008, a group of world leaders 
launched The Global Campaign for Health  to save 10 
million mothers and newborns in the poorest countries 
by 2015. The Department contributed technical inputs 
for the first year progress report. The report called 
for an extra $US 2.4 billion in 2009 rising to $US 7 
billion in 2015 to save three million mothers and seven 
million newborns by 2015. This money will support 
stronger health systems, including over one million 
extra health workers, and the additional costs needed 
to ensure that 400 million extra births take place in 
quality-assured clinics. If delivered, it will represent a 
70% reduction in the death rate for mothers and ba-
bies and would ensure the achievement of both MDGs 
4 and 5 for the majority of the poorest countries.

Heads of governments and health agencies committed 
to mobilize international support for stronger health 
systems, including the training and recruitment of 
over one million health workers.  As a rapid response 
to the global campaign, world leaders announced the 
establishment of a High-Level Task Force on Innovative 

In 2008, MPS continued to develop and maintain 
partnerships with a wide range of organizations and 
institutions involved in maternal and newborn health. 
The cooperation focused on three priorities: the 
prevention of mother-to-child transmission of HIV/AIDS 
(PMTCT), malaria in pregnancy (MIP), and adolescent 
pregnancy. The Department also played an active role 
in the Partnership for Maternal, Newborn and Child 
Health (PMNCH), an umbrella organization bringing 
together some 260 key partners.

JOINT STATEMENT FOR IMPROVING MATERNAL AND 
NEWBORN HEALTH 

Progress in reducing maternal mortality has been 
uneven. Countries with the poorest maternal health 
are lagging behind, and it is doubtful that the Mil-
lennium Development Goal 5 target of reducing 
maternal mortality by 75% in 2015 will be achieved. In 
September 2008, WHO, UNFPA, UNICEF and The World 
Bank, jointly pledged to intensify support to countries 
to achieve MDG 5. The partners issued a Joint State-

ment on maternal and newborn health together with 
a list of 25 priority countries that face particularly high 
numbers of maternal mortality.

The objectives of the alliance are to harmonize ap-
proaches by UN agencies towards improving maternal 
and newborn health at country level and jointly raise 
resources.  Over the next five years, the partners will 
enhance support to high-burden countries through 
strengthening health systems.  The agencies are work-
ing with governments and civil society to strengthen 
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Photo	credits:	In order to 
assist countries to make 
project proposals for The 
Global Fund, MPS organized 
capacity building workshops 
in different regions
WHO/Marie-Agnes	Heine
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coverage of malaria interventions. 

The Rapid assessment of the burden of malaria during 

pregnancy tool was finalized and its distribution to 
the WHO African Region is planned for June 2009. 
The Department collaborated with the Global Malaria 
Programme (GMP) to improve data-collection of MIP 
indicators through existing surveys and routine collec-
tion systems in malaria transmission settings in Africa, 
Asia and Latin America. Linking the MPS databases 
with GMP data will provide a more comprehensive 
analysis of specific MIP indicators including prevention 
and effectiveness of treatment.

PREVENTION OF MOTHER-TO-CHILD TRANSMISSION 
OF HIV/AIDS (PMTCT)

It is critical that HIV prevention care and treatment 
programmes for mothers and newborns are integrated 
with routine antenatal, childbirth and postnatal care 
services. Some regions are developing an integrated 
framework for MNH service delivery in the context of 
HIV prevention, care and treatment. MPS headquar-
ters worked closely with the HIV/AIDS Department 
to develop training packages for integrated service 
delivery within the IMPAC (Integrated management of 
pregnancy and childbirth) and IMAI (Integrated man-
agement of adolescent and adult illness) guidelines. 
The package is being used for building capacity at 
regional and country levels. It is available in English 
and will be translated into French. 

Given the high HIV prevalence rates in Africa and the 

Financing to make recommendations to the Italian G8 
Summit in 2009 on how innovative aid mechanisms 
can complement other sources of finance to deliver the 
extra resources that are needed to save more lives of 
mothers and babies. The Task Force will be supported 
by a Secretariat hosted by The World Bank and WHO. 
 

MALARIA IN PREGNANCY

The 11th Roll Back Malaria (RBM) - Malaria in Preg-
nancy (MIP) Working Group Meeting was held in Manila 
in October 2008. The meeting was jointly organized by 
MPS, the malaria and reproductive health programmes 
of the WHO Regional Offices for South-East Asia 
(SEARO) and the Western Pacific (WPRO) with support 
from headquarters as the host institution (MIP Secre-
tariat). UNICEF and the RBM Partnership Secretariat 
provided additional sponsorship. 

The meeting aimed to strengthen collaboration be-
tween national and regional malaria and reproductive 
health programmes and partners in the Asia-Pacific re-
gion, and to support countries in adopting, implement-
ing and scaling-up malaria in maternal health policies 
and interventions. It reviewed the status of MIP in 
this region and provided updates on technical issues, 
research and tools under development.  Participants 
from the WHO African Region, the Region of the Ameri-
cas, the South-East Asia Region, the European Region 
and the Western Pacific Region and technical partners 
shared experiences and best practices. The partici-
pants of the meeting emphasized that it was critical 
for countries to achieve the 2010 targets of universal 

It is critical that 
HIV prevention care 
and treatment pro-
grammes for mothers 
and newborns are in-
tegrated with routine 
antenatal, childbirth 
and postnatal care 
services. 
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need to accelerate prevention, capacity building workshops were organ-
ized for Lesotho, Swaziland, Uganda, Zambia, and Zimbabwe. Capacity 
building will be expanded in 2009 with training workshops planned for 12 
additional countries (Benin, Burkina Faso, Burundi, Central African  
Republic, Democratic Republic of the Congo, Ethiopia, Kenya, Malawi, 
Mozambique, Nigeria, Togo, and United Republic of Tanzania). The train-
ing was complemented by three interlinked patient monitoring tools and 
minimum data sets for the integrated monitoring of HIV, maternal and 
child health and TB programmes. These activities were accomplished 
in collaboration with the HIV/AIDS Department and counterparts in the 
Regional Office for Africa and Intercountry support teams.

The Department assisted countries to leverage funds from The Global 
Fund to Fight AIDS, Tuberculosis and Malaria for scaling up coverage and 
access to prevention of mother to child transmission, by developing tools 
and guidelines for integrating maternal and newborn health and PMTCT 
services into funding proposals. Workshops were organized in Geneva 
for eight African countries and in New Delhi for ten countries from WHO 
South-East Asia and Western-Pacific Regions. 

ADOLESCENT PREGNANCY 

In recognition of the special needs of adolescents, a position paper on 
mainstreaming adolescent pregnancy in maternal health was prepared. 
A global consultation with participation from all six WHO regions built 
consensus on the content and charted a way forward for working with 
regions and countries to address adolescent pregnancy in the context of 
making pregnancy safer. 

GLOBAL PREGNANCY REGISTER 

The Department collaborated with WHO’s Tropical Disease Research 
Department to launch the development of a pilot study protocol for a 
pregnancy register in Ghana, Kenya, Mozambique, Uganda and the United 
Republic of Tanzania. The register also aims to collect epidemiologi-
cal data on the impact of new drugs for malaria, HIV and other major 
diseases on pregnant women. 
  

Photo	credit: Adolescent mothers are more at 
risk to face complications during pregnancy and 
childbirth than older women 
WHO/Marie-Agnes	Heine
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The lack of reliable data and the low capacity for data-collection 
and analysis, is a serious limitation to improving maternal and 
newborn health. In order to monitor the achievement of the  
Millennium Development Goals and to track progress it is essential 
that countries have up-to-date and reliable data on service cover-
age. This information is also crucial for leaders and policy makers 
to implement national roadmaps and to improve access to maternal 
and newborn health care. 

The 
Department
Monitoring and 
evaluation

Photo	credit: Pregnant women 
register for antenatal care in a 
hospital in Uganda
WHO/Marie-Agnes	Heine
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Photo	credits:	The Countdown to 2015 conference 
in Cape Town, South Africa, brought together 
international agencies, government representa-
tives, NGOs, health care professionals and other 
experts to discuss the lack of progress towards the 
achievement of MDG 5 and possible ways forward
WHO/Marie-Agnes	Heine
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The Department is committed to providing support to 
countries in establishing robust systems of monitor-
ing and evaluation of maternal and newborn care. It 
assists countries to use data and integrate findings 
into policies for effective programme design. In 2008, 
the Department focused on promoting the active use 
of maternal and neonatal data and the evaluation 
and improvement of maternal and newborn health 
programmes. This was done through a strategy that 
forged strong partnerships and activities from the 
international to the district levels.

COUNTDOWN TO 2015 CONFERENCE 

MPS co-organized the Countdown to 2015 Confer-

ence held in Cape Town, South Africa, from 17 - 19 
April 2008. Delegations from 61 countries including 
ministers and deputy ministers of health attended 
the conference, which was held in conjunction with 
the annual meeting of the Inter-Parliamentary Union 
(IPU). The Countdown to 2015 tracks the coverage of 
interventions and progress in maternal, newborn and 
child survival in 68 priority countries that comprise 
97% of maternal and child deaths. 

The Department played an important role, catalyzing 
the inclusion of maternal and newborn health issues 
and being instrumental in expanding tracking from 60 
to 68 countries. It also helped to develop maternal 
health and policy indicators for the Countdown 
country profiles. 

MPS contributed to the data analysis, the writing of 
the profiles and the Countdown Report 2008. It co-
authored four papers in the special Countdown issue 
of The Lancet, two of which directly addressed issues 
of maternal health. Based on these documents, the 
conference provided opportunities for participants to 
assess the situation of maternal, newborn and child 
health in priority countries and share experiences. 
The Department also conducted a special session on 
implementation research that included presentations 
from South Africa and Indonesia. 

In order to fully use the information collated in the 
Countdown Report, follow-up activities in countries 
and at regional level are essential. It was agreed that 
the progress made towards MDGs 4 and 5 would be 
assessed during the IPU meeting in Addis Ababa, 
Ethiopia, in 2009.

The Department collaborated with the Department of 
Child and Adolescent Health and Development (CAH) 
to continue the development and deployment of the 
“Delivery channel household survey” (DCHS) tool 
for the purpose of further strengthening surveil-
lance and the use of data at the country level.  The 
DCHS is intended as a district level tool that enables 
programme planners to rapidly assess coverage of key 
interventions and identify modifications to enhance 
implementation. The advantage of the DCHS is that it 
provides regular and less expensive monitoring that 
complements the periodic national level household 
surveys. In 2008, the DCHS was either planned for or 
conducted in Angola, Cambodia, Papua New Guinea, 
United Republic of Tanzania, and Viet Nam. 
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Photo	credits:	Technical 
experts and WHO staff review 
the WHO guidelines on 
postnatal care for the mother 
and newborn at a meeting 
organized by MPS in Geneva 
in October 2008
WHO/Marie-Agnes	Heine
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The Department partnered with the WHO Regional Office for Africa to 
support the dissemination of the “Integrated Monitoring Tool” (IMT) to 
the Government and UN partners in Angola and to provide training. MPS 
helped to coordinate the Canadian International Development Agency 
grant with the HIV/AIDS Department aimed at strengthening monitoring 
and evaluation of PMTCT activities in the Central African Republic,  
Democratic Republic of the Congo, Ethiopia, Lesotho, Mozambique, 
Nigeria, Swaziland, Zambia and Zimbabwe.

THE MPHERG MEETING

In October, MPS invited over thirty leading global experts from developed 
and developing countries, representing academia and international tech-
nical agencies, governments and civil society organizations to address 
gaps in maternal and perinatal strategic information generation and use. 

The so-called Maternal and Perinatal Health Epidemiology Reference 
Group (MPHERG) gathered in Geneva from 7 to 10 October 2008. This 
new independent reference group was set up to provide expertise and 
recommendations on epidemiology, programme implementation, and 
monitoring of maternal and perinatal health at country and district levels. 
Key topics discussed at the meeting included:

Systematic and rational approach to design, implementation and  
 evaluation of maternal and perinatal health programmes at  
 country  level;

Methods and processes for evaluating programmatic field  
 implementation, in relation to quality assurance;

Maternal and perinatal health policy tracking and evaluation;
Refinement or simplification of indicators and estimation methods;
Training and capacity-building in monitoring and evaluation;
Developing concepts of sustainable and routine monitoring of  

 programmes in countries.

•

•

•
•
•
•

The experts agreed to work together to address issues regarding quality 
of care. They will also look at how data and information, if appropriately 
generated and used, can influence maternal and newborn outcomes. As 
a result of the meeting the Collaborative on Quality Care for Pregnancy 
& Childbirth (QCPC) was established. The Collaborative is a community of 
practice to address quality of care as a crucial element for the achieve-
ment of Millennium Development Goals 4 and 5. The QCPC Collaborative 
aims to: 

Cut across conventional boundaries of expertise, disciplines and  
 professions, and promote strong and active linkages between  
 organizations, groups, institutions and agencies with an interest  
 in quality of care;

Complement the work and operations of other groups, with a  
 flexible and responsive structure built on principles of technical  
 excellence, inclusiveness, transparency and country relevance.

More information on the Collaborative can be found at the website:  
http://www.qcpccollab.org/

 

•

•
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SHORT PROGRAMME REVIEW FOR MATERNAL AND NEWBORN HEALTH

In addition to tracking changes in health, the use of local data is crucial 
to improve the design and implementation of programmes for optimal 
impact. Learning from other WHO programmes, the Department started 
the development of a participatory approach to assess the maternal and 
newborn situation in a country, identify gaps and develop recommenda-
tions and solutions for better results. This approach is called “Short 
Programme Review” (SPR): 

Short - to indicate that it takes less time than an in-depth review.  
 The review exercise should not take more than two months. This  
 period includes preparatory work, information collection and  
 analysis and finally articulation of priorities and recommendations  
 which is done in a participatory process by all concerned stake- 
 holders.

Programme - to focus on maternal and newborn health issues 
  in a coherent manner, even if the responsibility of these issues is  
 seldom split among different institutions and stakeholders.

Review - to indicate that the objective is to monitor progress and  
 change and to do so on a regular basis.

The SPR is a process that allows countries to:

review the progress of maternal and newborn health programmes  
 based on performance (results);

identify gaps or areas that need strengthening and improvement,  
 and prioritize them based on performance analysis; 

develop practical recommendations and informed plans of action  
 for the development and improvement of key maternal and new- 
 born health programme activities; 

identify priority areas for maternal and newborn health strategy  
 development based on data and information.

•

•

•

•

•

•

•

The SPR can be applied at national or sub-national levels. The SPR relies 
upon and uses available data and information to assess performance and 
inform decision- makers. It uses existing country capacities and pro- 
cesses and brings together all maternal and newborn health stakehold-
ers from across sectors. The review priorities and recommendations are 
shared by all stakeholders and highlight their roles and responsibilities 
in addressing gaps and accelerating the achievement of maternal and 
newborn health targets. 

At the end of the SPR process, national teams have a better understand-
ing of maternal and newborn health issues, available resources and 
priorities. Stakeholders are enabled to coordinate and work together, 
maximize use of available resources and improve outcomes.

The SPR approach will be tested in selected countries in 2009. 

MPS COUNTRY PROFILES – AN ADVOCACY AND PLANNING TOOL FOR 
POLICY MAKERS AND DONORS 

The Department cooperates with partners in supporting countries to 
access data which can inform programme design and planning. One of 
the most large-scale and significant surveys in the field of health, is the 
Demographic and Health Survey (DHS)5. The DHS data are based on 
household surveys conducted every five years in more than 75 coun-
tries. The survey results cover key information on population and health 
including significant data on maternal and newborn health. The wealth of 
data generated by the DHS provides a unique opportunity for secondary 
analysis and for extracting in-depth information for programme planning.  

To assist countries in planning and decision-making, MPS translated the 
data collected through the DHS into detailed MPS country profiles that 
show key health service coverage for maternal and newborn health (MNH) 
in the different regions of 74 focus countries. The profiles demonstrate 
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great differences within countries in the coverage of MNH interventions 
between urban and rural populations and the poorest and wealthiest 
parts of the population. The profiles show that inequalities are particularly 
high in antenatal care, the presence of a skilled attendant at childbirth 
and the availability of emergency obstetric care.

5.	This	USAID-funded	
programme	has	collected	
more	than	200	surveys	on	
population,	health,	HIV,	
and	nutrition	in	over	75	
countries	since	�980s.

ExTRACTS FROM THE MPS COUNTRY PROFILE OF TANzANIA

The MPS country profiles are being used for advocacy and programme 
planning purposes both internationally and in country. For example, the 
profiles have been widely used as an advocacy tool in the context of a 
global maternal mortality campaign initiated by Ms Sarah Brown, the wife 
of the UK prime minister. The Namibia WHO office, for example,  used the 
country profile to develop a national report on maternal health which was 
adopted by the Government of Namibia. The country profiles are available 
on the MPS website and on CDs in 2009.
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Three-quarters of all maternal deaths occur during 
delivery and the immediate post-partum period. One 
of the most critical interventions for safe mother-
hood is to ensure skilled care during pregnancy and 
particularly during delivery. In Tanzania, the latest 
survey in 2004 shows that nation-wide approximately 
46% of births were assisted by a skilled birth attend-
ant. However, in rural areas where most births occur 
(81%), only 38% of births were assisted by skilled 
birth attendants.

Source:	ORC	Macro,	2007.	
MEASURE	DHS	STAT	compiler.	
September	28	2007
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The utilization of skilled birth at-
tendants ranged from a high of 90% 
in the capital city of Dar es Salaam 
to a low of 31% in Mara. The map 
below shows geographical disparity 
in accessing to skilled care across 
regions in Tanzania. (2004)

Source:	ORC	Macro,	2007.	
MEASURE	DHS	STAT	compiler.	
September	28	2007.
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Women’s wealth status is one 
of the determinants of receiving 
skilled care. Women living in the 
poorest households were 2.8 
times less likely to have a skilled 
birth attendant during childbirth 
compared to women living in 
wealthier households. 

Source:	Tanzania	Demographic	
and	Health	Survey	2004-	05.	
Dar	es	Salaam,	Tanzania,	
National	Bureau	of	Statistics	
and	ORC	Macro,	2005.	(http://	
www.measuredhs.com/coun-
tries/accessed	28	September	
2007).	
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The 
Department

Communications and 
advocacy

Photo	credits:	WHO Director-
General Dr Margaret Chan 
invited international women 
leaders to discuss to build 
a wider constituency and 
increased awareness of health 
issues related to MDG 5 and 
see what could be done in the 
most affected countries. 
WHO/Marie-Agnes	Heine

MPS uses communications and advocacy to increase political 
commitment and financial investment. In 2008, the Department 
emphasized increasing public awareness and continued its call to 
action to improve the health of mothers and babies. The Depart-
ment also actively engaged with new partners and used a range of 
media to spread its messages.
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MPS AS ADVOCATE FOR MATER-
NAL AND NEWBORN HEALTH AT 
THE GLOBAL LEVEL

The WHO Director-General’s 

Roundtable with Women Leaders 

on MDG 5  took place on 25 Sep-
tember 2008 in New York in the 
context of the High-Level Event on 
the Millennium Development Goals 
held at the United National General 
Assembly. Women leaders, first 
ladies and the heads of UN agen-
cies, openly discussed persistent 

Photo	credit: HRH Princess 
Màxima of the Netherlands 
meets WHO Assistant Direc-
tor-General Daisy Mafubelu 
and Dutch parliamentarian 
Chantal Gill’ard at a confer-
ence organized by MPS 
and the Inter-Parliamentary 
Union.
WHO/Marie-Agnes	Heine

challenges to improving maternal 
health, the underlying causes, 
and sought creative approaches 
to finding possible solutions. WHO 
Director-General Dr Margaret Chan 
pointed out that many women die 
during pregnancy and childbirth 
“because they are illiterate, 
undernourished, poor, pregnant, 
and powerless.” She stressed 
that these were failures of society 
and that, “women leaders need 
to raise their voices against these 
failures.”  The participants agreed 

on the need to act and the fact 
that stand-alone solutions will 
not effectively stop mothers and 
babies from dying unnecessarily in 
any country. 

In November, MPS together with 
the Inter-Parliamentary Union 
(IPU) and the Parliament of the 
Netherlands organized a meeting 
of members of parliament from 
32 developing and developed 
countries and partners from 
international agencies and non-

governmental organizations in The 
Hague. The participants developed 
a roadmap to improve the maternal 
health situation in their countries 
and identified seven priority areas 
in which action is needed most 
urgently to achieve MDGs 4 and 5: 
political commitment, education, 
health systems, legislation, finan-
cial resources, cultural practices 
and partnership. 
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Photo	credits:	In order to increase awareness 
and quality coverage of maternal and newborn 
health issues, MPS works with journalists in dif-
ferent regions and countries
WHO/MPS

In her closing remarks, WHO 
Assistant Director-General Daisy 
Mafubelu urged parliamentarians 
to take action, join forces with 
partners, solicit political com-
mitment, lobby for higher health 
budgets and hold their govern-
ments accountable for their pledge 
to support the MDG 5 target of 
reducing maternal mortality by 
75% in 2015. 

MPS WORKING WITH THE MEDIA

In Cape Town, South Africa, the 
Departments of Making Pregnancy 
Safer and Child and Adolescent 
Health and Development organized 
a workshop for journalists from  
African media to increase aware-
ness and quality coverage of 
maternal, newborn and child health 
issues prior to the Countdown 

to 2015 Conference in April 
2008. More than 90 reports were 

published during and after the 
conference in international and 
national media, including coverage 
by the participants of the journalist 
workshop.

Together with the WHO Regional Of-
fice for the Western Pacific, another 
media workshop was organized in 
Hanoi, Viet Nam for journalists from 
Bangladesh, Cambodia, Fiji, India, 
Japan, Lao People’s Democratic 
Republic, Nepal, Philippines and 
Viet Nam. The journalists recom-
mended the creation of a regional 
journalists’ network to improve 
coverage of maternal and newborn 

health and to strengthen the coop-
eration between the health sector 
and the media. The opening of the 
workshop with the participation of 
a senior official from the Ministry of 
Health and the WHO country repre-
sentative in Viet Nam was covered 
extremely well by national media 
and several articles appeared in 
the press.

In 2008, MPS also established 
closer contact with the media 
providing them with information on 
new developments and research 
findings as well as new MPS 
publications. Some staff gave radio 
and TV interviews on maternal and 
newborn health issues. 
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MPS PUBLICATIONS FOR  A WORLDWIDE AUDIENCE 

The MPS Newsletter provides information on topical issues to MPS 
partners including governments, nongovernmental organizations, the 
scientific community, UN agencies and the general public. The Newsletter 
also offers an opportunity for MPS staff in regions and countries to share 
experiences and report on new initiatives, recent research findings and 
lessons learned. Issue 6 of the MPS Newsletter focused on adolescent 
pregnancy. Issue 7 on maternal and newborn health in emergency situa-
tions will be published in 2009.

Fact Sheets are developed and updated as needed to provide concise 
key information on different maternal and newborn health topics. In 2008 
new Fact Sheets have been developed on maternal mortality, skilled 
birth attendants, MDG 5 and adolescent pregnancy. All Fact Sheets are 
available on the MPS website and can be ordered in hard copy from the 
MPS Documentation Centre. Some are available in French and Spanish in 
addition to English.

The annual report gives an overview of the Department’s activities during 
the year as well as new internal and external developments in the area 
of maternal and newborn health. It is also a useful information tool for 
donors and partners who are interested in the Department’s different 
fields of activity. 

MPS IN THE VIRTUAL WORLD

With 500 visits per day, the website is an important communication tool 
for the Department. A 2007 analysis of user statistics revealed a high 
demand for publications and a great interest in multimedia content. In re-
sponse, MPS created a document centre with categories and descriptions 
of all publications available. The document centre also allows the visitors 
to easily identify different language versions of MPS publications. The 
multimedia centre includes videos, audio files, photo stories and learning 
games. To interest a broader audience in maternal and newborn health 
topics, the website also provides less technical information for journalists 
and lay people.

To make the website more user-friendly and accessible to visitors across 
the globe, MPS assisted the WHO webteam to translate key sections of 
the MPS page into the six offical languages of WHO. The Department  
cooperates with regional and country offices and other partners to further 
improve its website.

MPS also uses other multimedia productions to highlight new develop-
ments, best practices and persisting challenges in the area of maternal 
and newborn health. In April 2008, on the occasion of the Countdown to 

2015 Conference, the Department published a photo story on health care 
for mothers and babies in Senegal entitled Saving the lives of mothers 

and babies. Unless all mothers get access to skilled care before, during 
and after childbirth, Senegal will fail to achieve the health-related Millen-
nium Development Goals by 2015. Therefore the Government of Senegal 
developed a roadmap to reduce maternal and child mortality in close 
cooperation with MPS. As a result, more trained staff have been recruited 
in district health centres and more pregnant women have gained access 
to essential obstetric care. The photo story documents how staff at a 
suburban health centre in Senegal work to prevent maternal and newborn 
deaths and what more needs to be done. 



44

In 2008 MPS published two 5-minute audio files on obstetric fistula and 
postpartum haemorrhage. Doctors provide information on danger signs 
and interventions that can help to prevent complications. The audio files 
are easy to understand and are intended to support health staff in the 
field and families. They will be published also in French in 2009.

CONTRIBUTING TO THE GLOBAL STORE OF KNOWLEDGE

MPS takes great pride in the number of articles written or co-authored by 
MPS staff which appeared in some of the world’s most prestigious medical 
journals in 2008. A partial list of these includes:

Hofmeyr	GJ,	Mathai	M,	Shah	A,	Novikova	N.,	Techniques	for	cae-
sarean	section,	Cochrane	Database	of	Systematic	Reviews	2008	
Jan	23;(�):CD004662.	Review

Mathai	E,	Chandy	S,	Thomas	K,	Antoniswamy	B,	Joseph	I,	Mathai	
M,	Sorensen	TL,	Holloway	K.	,	Antimicrobial	resistance	surveil-
lance	among	commensal	Escherichia	coli	in	rural	and	urban	areas	
in	Southern	India,	Tropical	Medicine	and	International	Health,	
�3:4�-5,	2008

Mathai	M,	The	global	family	planning	revolution:	three	decades	
of	population	policies	and	programmes,	Bulletin	World	Health	
Organization	86:238-9;	2008

Mathai	M,	Working	with	communities,	governments	and	academic	
institutions	to	make	pregnancy	safer,	Best	Practice	&	Research	
Clinical	Obstetrics	&	Gynaecology	22(3):465-76;	2008	Epub	2008	
Mar	25.

WHERE IS MPS HEADING IN 2009?  

Decision-makers at all levels are increasingly aware that skills in advocacy 
and communication are indispensable for enlisting broad support for 
programmes and for mobilizing resources more effectively. In response 
to countries’ demands, the Department plans to increase its support to 
countries in advocacy and communication. MPS will reinforce its coopera-
tion with high-profile journalists in the regions by organizing additional 
media workshops focusing on maternal and newborn health. These work-
shops promote immediate action to improve women’s health and increase 
the visibility of action on the ground. 

Shah	A,	Faundes	A,	Machoki	M,	Bataglia	V,	Amokrane	F,	Donner	
A,	Mugerwa	K,	Carroli	G,	Fawole	B,	Langer	A,	Wolomby	JJ,	Nara-
vaez	A,	Nafiou	I,	Kublickas	M,	Valladares	E,	Velasco	A,	Zavaleta	
N,	Neves	I,	Villar	J.	Methodological	considerations	in	implement-
ing	the	WHO	Global	Survey	for	Monitoring	Maternal	and	Perinatal	
Health,		Bulletin	World	Health	Organization	2008	Feb;86(2):�26-
3�.
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IN THE REGIONS

Maternal mortality and morbidity 
still represent a major challenge for 
most of the 46 countries of the WHO 
African Region. Five years ago, this 
situation prompted the introduction 
of national roadmaps to accelerate 
efforts. 

Identifying the gaps and 
addressing the challenges 

Regional Office for Africa 
(AFRO)
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In a village in the outskirts of Asmara, the capital city of Eritrea a 
Reproductive Health support group has been established involving men, 
women and elderly people. A sub-group called maternal health support 
group conducts various activities to support pregnant women and their 
families. The group provides psycho-social support, maintains a com-
munity banking system and helps with emergency transportation, cloth-
ing, nutrition, sanitary and other items. In addition the group members 
encourage mothers to attend antenatal checkups, and give birth to their 
children in health facilities. As a result of various interventions, skilled 
care attendance in this village has increased from 25% in 2000 to 80% 
in 2007, postpartum home visits increased from 0% in 2000 to 50% in 
2007, and female genital mutilation (FGM) has been banned in the com-
munity long before the national law to ban FGM had been adopted.

Aatifa is a member of the maternal support group. One day she met 
Azzeza, an 18-year old pregnant girl. Azzeza’s boyfriend had distanced 
himself from her after learning she was expecting. Her parents said 
pregnancy before marriage was a disgrace. They gave her the choice of 
having an abortion or leaving the house. Aatifa decided to take the young 
girl to her house and gave her all support a pregnant women needs until 
delivery.  

Aatifa also discussed how to help Azzeza with other members of the 
maternal support group. After consultations with the families concerned, 
Azzeza was able to return to her parents’ house and a wedding cere- 
mony was organized. The couple is now married and lives happily with 
the baby girl. The maternal support group and the families of the young 
couple have established a friendship based on the support the group 
gave to Azzeza, her baby and the families involved. 

ERITREA: 
A STORY WITH A HAPPY ENDING

WHO and other United Nations 
agencies created a joint work 
plan on sexual and reproductive 
health and safe motherhood to 
harmonize the implementation 
of the roadmaps. An assessment 
of emergency obstetric care was 
conducted at numerous health 
facilities to identify and address  
gaps in services. 

During 2008, some curricula for 
nursing and midwifery institutions 
were revised in order to strengthen 
programmes such as making 
pregnancy safer, prevention of 
mother-to-child transmission of 
diseases, sexual reproductive 
health, child and adolescent health, 
and nutrition.

For example, Lesotho reviewed 
the national Nursing Council Act 
in order to expand the scope of 
practice of midwives. Midwives  are 
now required to be trained in life-
saving skills. Public health nurses 
conducted a training of trainers on 
family planning skills in all districts. 
The Department recruited 25 staff 
to transport blood specimens and 
laboratory results between health 
centres and hospitals in remote 
areas. However, the shortage of 
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Photo	credits	from	left	to	right:	
Mothers and newborns wait-
ing for their turn in a hospital in 
Brazzaville, Congo
WHO/Marie-Agnes	Heine
A mother who lost her baby in 
childbirth in Brazzaville, Congo
WHO/Marie-Agnes	Heine

staffing at the Ministry of Health 
and Social Welfare and the chronic 
shortage of human resources 
particularly in  reproductive health 
proved to be a major challenge. 
Insufficient financial resources and 
the lack of pledged support on 
reproductive health also affected 
the achievement of the regional 
goals.

Review and planning meetings for 
making pregnancy safer, child and 
adolescent health, and sexual and 
reproductive health programmes 
in Eastern and Southern Africa 

were held in Nairobi. A conference 
in Brazzaville, the Republic of the 
Congo, discussed the expansion 
of comprehensive services for 
the prevention of mother-to-child 
transmission of HIV. A meeting in 
Ghana reviewed the development 
of a rapid assessment tool to 
measure integration in sexual and 
reproductive health, and sexually 
transmitted infections including 
HIV/AIDS.
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Photo	credits:	Nurses in a 
hospital in Uganda are taking 
care of a premature baby
WHO/Marie-Agnes	Heine

NEWBORN CARE TRAINING COURSES

Developing skills in newborn care is an important 
focus for the WHO African Region. In 2008, training 
of trainer’s workshops were expanded in Kenya (with 
the participation of five Anglophone countries) in 
Mozambique (with the participation of four Lusophone 
countries), and in Zambia (with representatives of four 
Anglophone countries). National essential newborn 
care courses were conducted in Angola, Ghana, 
Kenya, Malawi, Mozambique, Nigeria, Uganda, United 
Republic of Tanzania, and Zambia.
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IN THE REGIONS

During 2008, the Pan American 
Health Organization (PAHO) which 
serves as the WHO Regional Office 
for the Americas (AMRO), focused its 
activities on a broad range of pro-
grammes, including the distribution 
of technologies, implementation of 
safe motherhood strategies, access 
to quality services, updated informa-
tion systems and free obstetric care.

Distributing technologies 
and extending access 

to free services
Regional Office for The Americas 

(AMRO)
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FREE OBSTETRIC CARE IN HAITI

The Canadian International Development Agency 
funded the joint PAHO and WHO initiative Free 

Obstetric Care that is currently being implemented 
in Haiti. The purpose of this initiative is to eliminate 
financial barriers to obstetric care. Under the project 
health institutions receive subsidies to provide free 
delivery services, transportation costs are paid and 
midwives who accompany pregnant women to the  
facilities for delivery receive compensation. Prelimi-
nary data suggest that women go to hospitals for 
delivery only if there are no financial barriers.

Following the Department’s efforts to link newborn 
care with maternal health care, Haiti’s maternal new-
born strategy was incorporated into a “Regional plan 
of action for newborn health within the continuum 
of maternal, newborn and child care”. In June 2008, 
PAHO’s 48th Directing Council approved a regional 
plan of action for newborn and child care (see p.54). 

AN ONLINE COURSE FOR THE REGION

The Certificate Course “Empowerment and health 
promotion for maternal and newborn health” is 
an initiative to broaden and strengthen technical 
cooperation among WHO, PAHO and Enfants du 
Monde (EdM), a Swiss NGO.  The course is a key 
activity under the regional proposal, “Empowering 
women, families and communities in the region of 
Latin American and the Carribean”. It applies the 
MPS strategic framework, Working with individuals, 

families and communities to improve maternal and 

newborn health (IFC). The course is being conducted 
under a partnership between MPS, PAHO/ Family and 
Community Health cluster, EdM and the Universidad de 
Antioquia in Medellin, Colombia (UdeA). 

The course is directed to programme managers work-
ing in maternal, newborn, child and adolescent health, 
to better prepare them to implement a health promo-
tion approach based on empowering individuals, 
families and communities. The first group will begin in 
2009 with participants from El Salvador and Colombia. 

NEW APPROACH TO MATERNAL MORTALITY 
MONITORING

Measuring progress in reducing maternal mortality is 
critical to achieving MDG 5. And it is an important com-
ponent of the strategy for maternal mortality reduction 
specific to the sub-region of Latin America and the 
Caribbean (LAC). At the end of 2007, WHO with the 
Ministry of Social Protection of Colombia, the Division 
of Reproductive Health (WHO Collaborating Centre) 
of the U.S. Centers for Disease Control and Preven-
tion, the Georgia Institute of Technology and the LAC 
Bureau of the U.S. Agency for International Develop-
ment, coordinated an effort to develop and implement 
a web-based maternal mortality epidemiological 
surveillance system. Based on active surveillance, this 
approach will improve timeliness and accuracy of the 
reporting of maternal deaths and strengthen health 
systems. 
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Photo	credits:	Pregnant women 
during antenatal care visits in 
Haiti
WHO/	Stephane	Grandvaux
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Haiti has the lowest health indicators in the Latin America 
and Caribbean region. For years the low levels of institu-
tional delivery were blamed on cultural rather than financial 
reasons. Free Obstetric Care has been launched as a PAHO 
initiative funded by the Canadian International Development 
Agency and EC/ACP/WHO MPS. The project’s objectives are 
to eliminate financial barriers to obstetric care, increase 
access of pregnant women to quality care services, and 
improve maternal and neonatal outcomes.

“It will be the first time I visit 
the hospital. Before I did not 
have the money to pay for the 
services, and the hospital did 
not treat poor people. Now, 
because the services are free, 
I can go”

Evanie Morice, 46, 10 children, 
four months pregnant, about to 
have her first prenatal consulta-
tion at the Port Salut Hospital in 
Haiti.

Breaking down 
financial Barriers 
to oBstetric services 
in Haiti

PAHO/WR and the Latin American Centre for Perinatology (CLAP) supported the Ministry 
of Health in Haiti to develop a comprehensive model to guarantee free obstetric services, 
free transportation, and incentives for traditional midwives to accompany pregnant women 
to health institutions. A simple information system based on a maternal-antenatal card 
was created.

The analysis of the first 1450 records from the perinatal information system (SIP) showed 
that 49% of women who used the free health services to give birth, had previously 
delivered at home. No maternal deaths were recorded among these women. Based on the 
national MMR of  630 per 100 000, an estimated nine deaths would have been expected 
without the intervention. The SIP has proved to be a simple and useful tool for improving 
the quality of care and evaluating health service performance. In addition, access to emer-
gency services during pregnancy, delivery and postpartum and newborn care significantly 
increased when the funds to pay for transportation and hospital care were made available 
to the most vulnerable. Photo	credits:	

WHO/Monika	Piskorek
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Photo	credits:	Individuals, 
families and communities are 
working together to improve 
maternal and newborn health in 
EL Salvador
WHO/PAHO

Field-testing was implemented 
in three departments (Antioquia, 
Caldas, Valle del Cauca and Bogota) 
and one district in Colombia. The 
results will help establish the 
functions, operations and costs 
necessary for a countrywide 
implementation in all municipalities 
and departments during the third 
and final phase of the initiative. 
Once completed in late 2009, the 
initiative will have produced an in-
novative and sustainable approach 
for the timely and accurate surveil-
lance of maternal deaths that can 
be duplicated in other countries of 
the Americas or other regions. 

SOUTH-SOUTH COOPERATION

“Deliver now for women and chil-
dren” is an initiative led by  
tPresidents Michelle Bachelet of 
Chile and Luiz Inacio Lula da Silva 
of Brazil that is aimed at reducing 
and eventually eliminating prevent-
able maternal and child deaths. The 
focus is on improving maternal and 
newborn management training, as 
well as the training of nurses and 
midwives. It calls for South-South 
cooperation in Latin America, and 
includes a long-term project to 
share information about practices 
best fitted for individual countries. 

Experts from the participating 
countries and national and inter-
national agencies, such as PAHO 
and the Partnership for Maternal, 
Newborn and Child Health (PMNCH) 
have supported its implementation.

The initiative was launched in 
September 2008 in the region 
by PMNCH with the support of 
the governments of Canada, 
France, Germany, Norway and the 
United Kingdom. The intention is 

to expand it to as many countries 
in the region as possible by 2015. 
Bolivia, Brazil, Chile and Ecuador 
will be the focus of the first phase, 
which will run until 2010. Nicaragua, 
Paraguay, Peru and Uruguay will 
participate in the second phase. 

UPDATING THE PERINATAL 
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INFORMATION SYSTEM

In October 2008, the Latin American Federation of 
Obstetric and Gynaecology Association (FLASOG) met 
in Mendoza, Argentina, where it presented the results 
of a multi-country and multi-centre research on severe 
acute maternal morbidity or “near miss” cases. The 
research involved nine countries of the region and 
recorded approximately 1000 “near miss” cases. The 
meeting was supported by the Latin American Centre 
for Perinatology (CLAP)/ PAHO/Women and Reproduc-
tive Health (WR).

25 YEARS OF PERINATAL TECHNOLOGIES

In November 2008, 70 experts from 18 Latin American 
and Caribbean countries met in Montevideo,  
Uruguay, to share experiences in three areas related 
to the Perinatal Information System (SIP). The experts 
focused on the implementation of SIP at country level, 
including operative researches and the use of informa-
tion. The participants also established consensus on 
the registration forms of perinatal, abortion, newborn 
and community records.

 “Perinatal clinical record and perinatal information 
systems” (SIP) have been used successfully in differ-
ent countries of the region for 25 years. MPS will offer 
these systems to countries in order to support the 
reduction of maternal and neonatal mortality, and to 
help improve the quality of health services. In 2008, 
20 countries incorporated the perinatal and clinical 
records and SIP into their national health programmes.

The Department updated Twelve perinatal technolo-

gies for primary health care kits and distributed 20 
000 copies. A technical group designed the software 
to assist health workers in providing adequate care for 
pregnant women and their newborns.

GUIDES AND SOFTWARE 

To improve health providers’ skills in the framework of 
primary health care, CLAP and PAHO/Women and Re-
productive Health developed Guides for the continuum 

of care for women and newborn focused on primary 

health care. These guidelines provide information on 
renewed primary health care, preconception care, 
information systems, perinatal technologies and their 
application, prenatal care, childbirth, newborn care, 
maternal-newborn care, family planning and abortion. 
They are available in Spanish, English, French and 
Portuguese.

MPS submitted an article, The first step towards a so-

cial protection scheme in maternal and child health, to 
The Lancet. The study, based on preliminary data from 
54 Haitian institutions, showed that more women will 
seek obstetric care, and maternal and newborn care 
will improve if the costs of health care are eliminated 
or reduced. 
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Improving management 
and training skilled 

health workers

The WHO South-East Asia Region 
accounts for approximately one-third 
of all deaths of mothers and new-
borns in the world.  Lack of skilled 
care remains a serious challenge to 
reducing the high rate of maternal 
and neonatal mortality. 

Regional Office for South-East Asia 
(SEARO)

IN THE REGIONS
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During 2008, training of health 
staff and improved coverage of 
skilled care at birth have been at 
the centre of the maternal and 
newborn health activities in the 
Region. A summary of achieve-
ments was presented at the “61st 
Regional Committee meeting” 
which was attended by high-level 
officials and health ministers of 
the 11 countries in the Region. The 
paper entitled Managing human 

resources for accelerating the re-

duction of maternal and newborn 

mortalities urges countries to 
strengthen databases and national 
plans for human resources, as well 
as to improve their management at 
all levels. 

SUPPORT FOR TRAINING

Several countries benefited 
from MPS’ support in improv-
ing the skills of health providers. 
Bhutan, Nepal and Timor-Leste 
strengthened their pre-service 
midwifery training; India developed 
an essential newborn care train-
ing package for nurses; Bhutan 
revised its standard of midwifery 
practices, and Bangladesh initiated 
the management of the “Menstrual 

regulation project” with funds from 
the Royal Netherlands Embassy.

MPS organized a high-level 
consultation on maternal, newborn 
and child health in October 2008. 
Delegates from 10 Member States 
encouraged an approach that 
reinforces health systems and 
includes all sectors involved in the 
promotion of universal coverage 
and care for pregnant women and 
their children.

STRIVING TO IMPROVE RE-
SOURCES 

Inadequate human resources is 
a persistent barrier to reducing 
maternal and neonatal mortality. 
The number of health providers 
with midwifery skills at community 
level is generally insufficient in 
the region, while the quality of 
the services needs significant 
improvement. At the national level, 
databases on human resources for 
maternal and neonatal health are 
not well established. National plans 
are either unclear or not properly 
implemented. The management of 
human resources for maternal and 
neonatal health is poor.

Resource mobilization at the re-
gional and national levels remains 
a challenge in most countries 
of the region. The gap between 
planned budget and current allo- 
cation is significant and limits the 
scope of maternal and newborn 
health-oriented activities in the 
Region.
 

REACHING REGIONAL CONSENSUS

In October 2008, 123 delegates 
from all the countries in the Region 
(except the Democratic People’s 
Republic of Korea) participated in 
a high-level meeting to address 
the social, economic, cultural and 
environmental determinants of 
maternal and newborn health care. 
The aim of the meeting was to 
produce a regional consensus on 
a set of well-defined actions that 
would make a significant impact on 
countries’ efforts to achieve MDGs 
4 and 5.

Policy-makers and programme 
managers, health providers, 
academics, professional organiza-
tions and donors, came together 
to discuss and exchange informa-
tion from the field on the progress 

made to achieving MDGs 4 and 5 
and persistent barriers towards 
these goals. The gathering also 
explored avenues for accelerating 
progress in the WHO South-East 
Asia Region.

The consultation produced several 
recommendations on a range of 
issues including approaches to 
improving stewardship, policy and 
financing of programmes, sustain-
ing political commitment and how 
to proactively include civil society 
engagement in the health process. 
Specific recommendations included 
steps to ensure that evidence-
based interventions and service 
delivery are priorities particularly 
for vulnerable groups, identifying 
gaps in human resources, and the 
need to strengthen infrastructure 
and promote autonomy in the use 
of funds for maintaining build-
ings, equipment and supplies. 
The recommendations called for 
multi-sectoral collaboration, com-
munity participation (particularly 
empowering women), demand-
side interventions, as well as the 
adoption of proven monitoring and 
evaluation standards.
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Photo	credits:	The Indian state 
of Gujarat launched a private-
public partnership called 
Chiranjeevi Yojana that pays for 
the services including free ob-
stetric care provided by private 
practitioners to poor women
WHO/Marie-Agnes	Heine
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In 2008, training was the prior-
ity for the Department in the WHO 
European Region. The package 
Effective Perinatal Care (EPC) 
was updated in collaboration with 
John Snow Inc. Ukraine/USAID and 
distributed within WHO and to its 
partners.

Reviewing and fine-tuning 
approaches

Regional Office for Europe 
(EURO)

IN THE REGIONS
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MPS supported the maternal mortality and morbid-
ity case reviews using WHO’s Beyond the numbers 
approach, which was particularly successful in 
Uzbekistan. The Department also published an assess-
ment tool for health system performance as part of the 
European strategic approach to making pregnancy safer. 

The Department received additional requests for 
technical support in the area of maternal and newborn 
health from countries where human and financial re-
sources have been reduced due to the financial crisis.

UzBEKISTAN: INTRODUCING A NEW SYSTEM OF 
MONITORING MATERNAL AND NEWBORN DEATHS

In many countries of the former Soviet Union, the re-
porting of maternal and perinatal deaths was punitive 
whereby “guilty” professionals were fined, demoted, 
removed from office or even jailed. The introduction 
of a new system of maternal mortality and morbidity 
case reviews in Uzbekistan is based on a “no blame, 
no punishment” approach whereby peer reviews con-
ducted in a setting of confidentiality is the new norm. 

During the summer of 2008, an international team of 
experts accompanied by representatives of the  
Ministry of Health, visited maternity hospitals where 
“near miss” case reviews were being conducted.  A 
Ministry of Health representative who observed the 
sessions, expressed that not only was this the right 
approach to improving quality of care, but that he was 
almost overwhelmed by emotions: “I could not believe 
that such a good process could become a reality in my 

country!”

Tajikistan will implement confidential enquiries into ma-
ternal deaths. The “near miss” case review approach 
will be implemented in four pilot facilities following 
ministerial approval of the implementation of Beyond 

the numbers. The Ministry also approved clinical 
protocols on the management of normal pregnancies 
and deliveries, haemorrhage and eclampsia. MPS staff 
facilitated the process of protocol development. 

There were two major challenges in Tajikistan. Restruc-
turing and re-allocation of key posts in the Ministry 
of Health contributed to the delay in the development 
and approval of Beyond the numbers, and delayed the 
submission of clinical protocols on maternal health. 
The skills of specialists in developing protocols, and 
their knowledge of the content and structure of the 
clinical protocols, need strengthening.  The situation 
called for intensive technical support of the working 
group by MPS, including the assistance of a Russian-
speaking consultant who contributed to the capacity 
building of national specialists and ensured the quality 
of the protocols.

In June, the Department organized a Beyond the num-

bers technical workshop in Dushanbe. Approaches and 
tools were refined during the course of the workshop 
entitled “Confidential enquiry into maternal death and 
near miss case review”. Definitions for “near miss” re-
views and standards of care were finalized, and action 
plans for follow up activities were developed. A mock-
audit provided the participants with an opportunity to 
test and develop their audit skills.

“I could not believe 
that such a good pro- 
cess could become a 
reality in my country!”
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Photo	credits: Mothers in 
the maternity ward of a 
hospital in Tajikistan
WHO/EURO



Regional Office for the Eastern Mediterranean 
(EMRO)

Collaborating to improve 
health services

6�

Unsafe abortion is one of the main causes of 
maternal death. During 2008, the Regional 
Office for the Eastern Mediterranean (EMRO) 
collaborated with the International Federation of 
Gynaecology and Obstetrics’ (FIGO) initiative for 
the prevention of unsafe abortion. A situation 
analysis was conducted in the Eastern Mediter-
ranean Region, and national plans of action were 
formulated in Egypt, Sudan and Syria.

IN THE REGIONS
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Best practices are an important part of the collabora-
tion supported by MPS and its partners. Together with 
the department of Reproductive Health and Research 
(RHR) and USAID, MPS supported the participation 
of seven countries (Afghanistan, Egypt, Iraq, Jordan, 
Pakistan, Palestine and Yemen) in a meeting held 
in Bangkok, Thailand, in October 2008. The confer-
ence aimed to reinforce best practices in maternal, 
newborn and child health and provided an opportunity 
to improve the integration of proven effective techni-
cal and managerial practices in Member States. As a 
result, Jordan implemented a workplan to introduce 
post-abortion services into essential obstetric care.

The Pan Arab Project for Family Health (PAPFAM) is 
implemented by the League of Arab States in collabo-
ration with the Regional Office, together with the Arab 
Gulf Programme for United Nations Development Orga- 
nizations and other partners. The Department and 
the Ministry of Public Health and Population in Yemen 
will conduct a new national survey during 2009. In 
coordination with the WHO Representative in Kabul, 
preparations were initiated to conduct a Demographic 
Health Survey in Afghanistan in 2009.

In collaboration with EMRO, preparations were com-
pleted to conduct the World Health Survey in the Gulf 
Cooperation Council (GCC) states including Bahrain, 
Kuwait, Oman, Qatar, Saudi Arabia, the United Arab 
Emirates and Yemen. The study is scheduled to 
be completed by June 2009, and its findings are 
expected to update existing data on reproductive and 
family health in those countries.

WORKING FOR COMMITMENT AND COMMUNITY 
PARTICIPATION

Despite the international commitment to achieve the 
Millennium Development Goals by 2015, knowledge 
of the MDGs has not trickled down to all maternal and 
newborn health programme managers. Neither has 
the adoption of the MDGs been translated into action 
everywhere. Most of the countries of the Region still 
lack national policies on maternal and newborn health.

If the current maternal and neonatal mortality trends 
in the Region continue, it is unlikely that  MDGs 4 and 
5 will be achieved. Political commitment and resources 
are needed. National plans need to be developed and 
implemented. Efforts should target the strengthening 
of health systems, the expansion of integrated serv-
ices, and recognize the essential role of community 
participation.

A major challenge is the lack of funding for pro-
grammes in maternal and newborn health. The 
tendency to fund vertical disease-specific programmes 
has dramatically shifted resources away from maternal 
and child health care programmes. It may lead to the 
neglect of integrated strategies that aim to strengthen 
the health system and build capacity of health provid-
ers. The current level of health expenditure, especially 
in the low-income countries which have the highest 
rates of neonatal and maternal mortality, is insufficient 
to achieve the MDGs. The paucity of data and informa-
tion on maternal and newborn health in most countries 
is a serious limitation. Even when available, data are 
either of poor quality or their use in decision-making 

A major challenge is 
the lack of funding for 
programmes in ma-
ternal and newborn 
health.



The development of 
human resources for 
maternal and newborn 
health in Eastern Medi-
terranean countries is 
a critical area for MPS
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and planning is limited. 

The development of human resources for maternal and 
newborn health in the Eastern Mediterranean countries 
is a critical area for MPS. The basic education of health 
providers is inadequate and the health system is 
overburdened with a continuing need to improve and 
update the knowledge and skills of health workers. 
Low quality in-service training and high turnover of 
experienced health care staff, are also major obstacles 
to providing quality services to mothers and newborns. 
During 2008, MPS published Arabic, English and 
French versions of trainees’ and facilitators’ guides on 
Planning for Safe Delivery and Birth Spacing. In May, 
Tunis was the seat of regional meetings held on mak-
ing pregnancy safer.

THE STORY OF AN INTEGRATED EFFORT

The National Collaborative Perinatal Newborn Network 
(NCPNN) was created in 1998 as a voluntary and 
collaborative network of professionals from different 
health care institutions in Lebanon. EMRO has sup-
ported NCPNN since its establishment in collaboration 
with Lebanon’s Ministry of Public Health. Members 
come from different disciplines including paediatrics, 
obstetrics, family medicine, nursing, epidemiology and 
public health.

The primary objective of the NCPNN is to improve 
the health outcomes of pregnant women and their 
newborns through a high quality scientific monitor-
ing system. At the core of its research activities, the 

NCPNN maintains an integrated maternal, perinatal 
and newborn database covering all deliveries at the 
participating institutions. 

The coordinating centre of the network is based at the 
American University of Beirut Medical Centre. NCPNN 
currently collaborates with 23 hospitals throughout 
Lebanon. It has an accumulated database on 105,000 
deliveries and covers 25% of the total number of 
60,000 births each year in the country. 
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Building bridges to close 
the disparities

Regional Office for the Western Pacific 
(WPRO)

WHO Western Pacific Region is 
very diverse with wide disparities 
between countries in the area of 
maternal health. Annually, WPRO 
counts between 30 000 and 50 000 
maternal deaths.
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STRENGTHENING ADVOCACY AND BEST PRACTICES

In 2008, the Department aimed to build on best 
practices. For example, guidelines and tools for the 
assessment of maternal deaths using the guide  

Beyond the numbers were disseminated.

China began a pilot to examine “near miss” cases in 
two provinces. A review meeting that was scheduled 
for May 2008, had to be abandoned due to the earth-
quake in Szechuan, one of the pilot provinces. Viet 
Nam looked at ways to improve its information system 
and conducted surveys to obtain more reliable data 
on maternal deaths. 

In 2008, MPS also intensified efforts to mobilize 
resources and stimulate political will. It continued to 
work harmoniously both within the FCH cluster with the 
departments of Gender Women and Health, Reproduc-
tive Health and Research, Child and Adolescent Health 
and Development, and with other clusters and depart-
ments including HIV/AIDS, Global Malaria Programme, 
and Health Systems and Services. 

Almost half of these deaths occur in seven “prior-
ity” countries which can be grouped into three 
categories based on their current status and their 
progress towards the MDGs:
 

Much progress made in countries where the   
 Maternal Mortality Ratio (MMR) is less than   
 100 per 100 000 live births. For example,   
 China and Mongolia, although China shows   
 huge regional disparities;

Some progress made in countries but a lot   
 more needs to be done to lower MMR, which   
 is now between 100 and 200 per 100 000 live  
 births. For example, Viet Nam and the  
 Philippines;

Very little progress made in countries where   
 the MMR is more than 400 per 100 000 live   
 births, and countries are unlikely to achieve   
 MDG 5. For example, Papua New Guinea, the   
 Lao People’s Democratic Republic and   
 Cambodia.

Among the Pacific Island countries, there is high MMR 
in the Solomon Islands, Vanuatu and Kiribati. However, 
since these countries have small populations the 
absolute numbers of maternal deaths are not as high 
as in high-burden countries in other regions.

•

•

•



Dr Margaret Chan, the WHO Director-General visited Sichuan five months 
after the devastating earthquake that rocked the province in May 2008. 
Dr Chan was accompanied by the WHO Goodwill Ambassador for Maternal, 
Newborn and Child Health, the Ethiopian fashion model Liya Kebede.

The earthquake had affected many pregnant mothers who had been 
forced to give birth to their babies in makeshift facilities during the crisis. 
Some had to deliver even in Buddhist temples that had been transformed 
into emergency maternity units after hospital buildings had collapsed. In 
Luohan Temple, for example, located in the small earthquake-hit city of 
Shifang in Sichuan province, more than 80 infants were born in the weeks 
after the earthquake.

The Director-General took the opportunity to meet with several doctors 
and nurses from the Xiaoyuan Township Hospital that had been partly 
destroyed by the quake. The affected parts of the hospital had been torn 
down and the DG gave a short speech at the groundbreaking ceremony 
for a new wing of the facility. In her address, Dr Chan said that “we 
can never prevent natural disasters, but we can strive to mitigate their 
impact.” She also stressed the need to ensure that health facilities can 
better cope with emergencies and to increase awareness of their vital 
role in emergencies. “We can build hospitals that will withstand the worst 
of what nature can devise, in order to protect the lives of those in these 
structures and assure that the best possible care is available for victims.”

The WHO Director-General and the Goodwill Ambassador were shown 
around the building and introduced to various aspects of the hospital’s 
work. They learned that health staff had moved into the hospital for 
several months to look after their patients after the disaster had hit the 
province.

WHO DIRECTOR-GENERAL 
VISITS SICHUAN PROVINCE IN 
NOVEMBER 2008
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Photo	credits:	WHO Director-General Dr Mar-
garet Chan and WHO Goodwill Ambassador for 
Maternal, Newborn and Child Health Liya Kebede 
visited Sichuan province five months after the 
devastating earthquake had hit the province in 
May 2008
WHO/HAC
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REDUCING MATERNAL MORTALITY

In Cambodia, MPS has supported the establishment 
of a national plan for fast-track training of midwives 
with a target of instructing 600 new midwives by 2015. 
The government has strongly supported this plan. As 
low pay is the major constraint in attracting students, 
the government intends to increase the salaries of 
midwives. 

The innovative plan to use the decennial national 
census to capture maternal mortality data is set to 
take off. China, which has good coverage of vital 
registration, is expanding registration to the 5% of its 
population living in remote areas. In the rest of the 
country efforts are being made to improve the quality 
of the reporting.

Mongolia, where impressive reductions in the maternal 
mortality ratio (MMR) have been achieved, MPS is sup-
porting the government to further reduce the current 
MMR of 68 per 100 000 live births. The government 
is now trying to also reach the migrant, rural and 
ethnic minorities. By linking the fight against maternal 
mortality with the fight against HIV/AIDS, malaria and 
other diseases, the government will be able to receive 
additional resources. 

In the Philippines, the Department of Health began 
reporting maternal deaths. This very simple strategy 
will provide better data to inform the development of 
targeted strategies to reduce maternal mortality. The 
plan to achieve universal coverage of health insurance 

provided by PhilHealth was considered in 2008, but 
no tangible results can be shown yet. 

Viet Nam conducted a national survey in 2008 to 
obtain more reliable data on MMR. Overall perform-
ance and progress is relatively good, and the stronger 
focus on ethnic minorities who comprise 14% of the 
population but account for more than 80% of maternal 
deaths in the country, will show results. The plan to 
use the decennial national census to capture MMR 
in 2009 will enhance coverage and the quality of the 
information.

PAPUA NEW GUINEA
A NEW STRUCTURE TO REDUCE MATERNAL MORTALITY

In Papua New Guinea the Department supported the 
development of a renewed plan of action for reduc-
ing MMR in 2008. Strengthening the health system is 
a priority in the plan that addresses issues includ-
ing human resources, equipment, family planning 
promotion, waiting houses, and the referral system. It 
also responds to the main causes of maternal deaths 
- haemorrhage, sepsis, eclampsia, obstructed labour 
and unsafe abortion. The plan covers provision of 
drugs, strengthening the skills of health workers, as 
well as monitoring and supervision.

The National Department of Health is currently being 
restructured and vacant posts identified. The new 
structure will support provincial and district initiatives 
to reduce maternal and neonatal mortality and to 
strengthen the health system.
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Photo	credits: Pregnant women 
receive antenatal care in a hos-
pital in Papua New Guinea
WHO/Norbert	Rehlis
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POVERTY AS A CHALLENGE

From the perspective of countries engaged in lowering 
MMR and making pregnancy safer, the main reasons 
for high mortality remain unchanged.  The persistent 
challenges to reducing maternal mortality are low 
political commitment and weak health systems. The 
lack of human resources is particularly a problem in 
Lao People’s Democratic Republic, Cambodia and 
Papua New Guinea. The Philippines continues to face 
the problem of nurses seeking employment overseas. 
Natural disasters such as floods and typhoons, and 
the remoteness of some villages make access to 
services challenging. Poverty is a long-standing deter- 
minant that has well-known negative consequences 
on women’s education and status, and their access to 
maternal health services.
               
              
PARTNERSHIP AND ADVOCACY AS TOOLS FOR 
ADVANCEMENT 

Advocating political leadership in reducing maternal 
mortality is a priority for MPS. In March 2008, the 
Department participated in a high-level meeting on 
women’s health in China with senior politicians and 
administrators. In April, the annual joint planning 
meeting involving all levels of officials working in re-
lated programmes, was held in Phnom Penh. In June, 
MPS organized a media workshop to give journalists 
more information about maternal and newborn health. 
August saw a meeting-cum-workshop in New Delhi 
for selected countries of the Western Pacific Region 
(Cambodia, China, Papua New Guinea and Viet Nam) 

and the South-East Asia Region to develop competen-
cies in requesting funds from The Global Fund to Fight 
AIDS, Tuberculosis and Malaria. 

In September 2008, MPS participated at the annual 
Japan-ASEAN high-level official meeting on Caring 
Society in Tokyo, which focused on maternal and 
child health. In October, MPS held the 11th meeting of 
the Roll Back Malaria (Malaria in Pregnancy Working 
Group) in Manila. The Director of Building Healthy 
Communities and Populations was invited in November 
by the Japan Society of Maternal Health to attend 
the 49th annual meeting in Tokyo, dedicated to safe 
motherhood, where she presented a panel paper.

The highlight of the 2008 meetings was the “Review of 
Maternal Mortality Reduction” held in Ho Chi Minh City, 
Viet Nam in November. The seven priority countries 
reviewed progress made in their plans of action devel-
oped in 2003. A major agenda item was the discussion 
on information systems as the lack of reliable data 
hampers the tracking of MDG 5. 

Advocating political 
leadership in reducing 
maternal mortality is 
a priority for MPS. In 
March 2008, the De-
partment participated 
in a high-level meeting 
on women’s health in 
China with senior politi-
cians and administra-
tors. 
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LOOKING FORWARD

In 2009, MPS in the Western Pacific Region will 
prioritize the implementation of the renewed country 
plans of action and the support of innovative best 
practices. The Department will emphasize the relatively 
neglected area of newborn care and review the making 
pregnancy safer strategy. Opportunities for resource 
mobilization (especially tapping into The Global Fund 
to Fight AIDS, Tuberculosis and Malaria) will be opti-
mized. The media’s awareness and interest in maternal 
and newborn health topics will be maintained.

Other important priorities for MPS in the Region will 
include the development of guidelines on maternal 
newborn health in emergencies such as tsunamis and 
earthquakes, and pre-pregnancy care. Information is 
critical to the design of evidence-based programmes. 
MPS will analyse the disease burden of maternal 
mortality and morbidity and mental illness related to 
pregnancy and childbirth.



72

1000

1200

1400

1600

800

600

400

200

EC UNAIDSCVCIRELAND USAID USAITALY

212,389 261,049 1,520,678 18,592 88,496 442,478 100,000

Donors Contribution to Making Pregnancy Safer: 2008 (in thousands)

US$ (000)

UNSPECIFIED ACTIVITIES

SPECIFIED ACTIVITIES

2008

TOTAL 2,643,682

Donor’s contributions in 2008

BUDGET

6

6.Core	Voluntary	
Contributions



Number of 
birth1

Percentage of 
birth assisted 
by skilled 
personnel2

MMR3 Maternal 
deaths3

Stillbirth 
rate 4

Number 
stillbirths 
(1000)4 

Neonatal 
mortality 
rate4

Number 
neonatal 
deaths 
(1000s)4

Regional 
Office

Number 
of 
count-
tries 

Number of 
maternal 
deaths  

% total Number of 
stillbirth

% total Number of 
neonatal 
deaths

% total 

Sierra Leone  227,3  43% 2,100 5,400 51 13 56 14 AFRO

Niger  815,321 18% 1,800 14,000 30 23 41 30 AFRO

Chad  507,728 14% 1,500 6,900 35 16 42 19 AFRO

Angola  784,386 45% 1,400 11,000 49 38 54 40 AFRO

Somalia  401,771 33% 1,400 5,200 45 17 49 18 AFRO

Rwanda  412,507 28% 1,300 4,700 24 9 48 18 AFRO

Liberia  148,569 51% 1,200 2,100 58 10 66 11 AFRO

Malawi  607,685 54% 1,100 6,000 15 8 26 14 AFRO

Burunei  21,593 100% 1,100 3,900 33 11 41 14 AFRO

Nigeria  6,080,761 35% 1,100 59,000 43 236 47 249 AFRO

Cameroon  711,123 63% 1,000 5,700 30 17 30 17 AFRO

Central African 
Republic

 154,412 54% 980 1,500 48 8 52 8 AFRO

Senegal  476,354 52% 980 4,100 32 14 35 15 AFRO

Mali  551,387 41% 970 6,400 12 8 54 35 AFRO

United Republic of 
Tanzania

 1,812,055 43% 950 13,000 33 48 35 49 AFRO

Guinea  397,047 38% 910 3,500 15 6 39 15 AFRO

Zimbabwe  379,462 69% 880 3,400 19 7 36 14 AFRO

Democratic Repub-
lic of the Congo

 2,929,534 61% 870 32,000 43 124 47 131 AFRO

Benin  349,030 74% 840 2,900 36 13 36 12 AFRO

Zambia  548,852 43% 830 3,900 31 15 40 19 AFRO

Mauritania  108,991 53% 820 1,000 36 5 40 5 AFRO

Côte d’Ivoire  728,572 57% 810 5,400 53 37 64 42 AFRO

List of countries with 
very high (1000+), high (500-999) 

medium level (200-<500) MMR
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Number of 
birth1

Percentage of 
birth assisted 
by skilled 
personnel2

MMR3 Maternal 
deaths3

Stillbirth 
rate 4

Number 
stillbirths 
(1000)4 

Neonatal 
mortality 
rate4

Number 
neonatal 
deaths 
(1000s)4

Regional 
Office

Number 
of 
count-
tries 

Number of 
maternal 
deaths  

% total Number of 
stillbirth

% total Number of 
neonatal 
deaths

% total 

Congo  125,733 83% 740 1,300 28 5 30 5 AFRO

Ethiopia  3,132,262 6% 720 22,000 11 34 41 126 AFRO

Burkina Faso  737,900 54% 700 4,300 16 10 32 19 AFRO

Kenya  1,530,078 42% 560 7,700 14 19 34 45 AFRO

Ghana  765,715 50% 560 3,800 11 8 43 29 AFRO

Uganda  1,502,037 42% 550 8,100 15 21 30 42 AFRO

Mozambique  876,732 48% 520 4,000 19 15 35 27 AFRO

Togo  214,886 62% 510 1,200 39 10 39 9 AFRO

Madagascar  694,671 45% 510 3,600 39 28 41 29 AFRO

Eritrea  184,718 28% 450 760 20 3 21 4 AFRO

South Africa  1,085,486 92% 400 4,300 15 17 17 19 AFRO

AFRO 33 262,060 49% 853 28% 1143 31%

Afghanistan  1,301,902 14% 1,800 26,000 54 80 60 84 EMRO

Sudan  1,299,855 49% 450 5,300 23 27 27 32 EMRO

Yemen  861,202 20% 430 3,600 36 31 41 34 EMRO

Pakistan  5,403,428 54% 320 15,000 21 99 53 252 EMRO t

Iraq  949,081 89% 300 2,900 32 32 63 61 EMRO

Morocco  651,396 63% 240 1,700 22 16 24 17 EMRO

EMRO 6 54,500 10% 285 9% 480 0%

Kazakhstan  307,945 100% 140 340 29 7 32 7 EURO

EURO 1 340 0.06% 7 0.23% 7 0.19%

Haiti  273,968 26% 670 1,700 28 7 32 8 PAHO

Bolivia  262,061 61% 290 760 11 3 24 6 PAHO

Peru  605,149 73% 240 1,500 6 4 11 7 PAHO

Brazil  3,026,449 97% 110 4,100 7 25 13 48 PAHO

Guatemala  456,279 41% 290 1,300 15 7 19 8 PAHO

Nicaragua  140,322 67% 170 270 9 1 16 2 PAHO

PAHO 6 9,630 2% 47 2% 79 2%

Nepal  729,791 19% 830 6,500 18 15 32 25 SEARO

India 26,787,426 47% 450 117,000 35 955 39 1004 SEARO

Bangladesh  3,401,160 20% 570 21,000 33 126 36 136 SEARO

Myanmar  1,016,348 57% 380 3,700 44 46 49 48 SEARO
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Indonesia  4,174,313 66% 420 19,000 8 37 17 75 SEARO

SEARO 5 167,200 31% 1179 39% 1288 35%

Lao People’s 
Democratic 
Republic

 171,614 19% 660 1,300 27 6 30 6 WPRO

Cambodia  367,070 44% 540 2,300 44 19 48 20 WPRO

Papua New Guinea  208,460 38% 820 820 28 5 32 6 WPRO

Philippines  2,245,087 60% 230 4,600 9 19 15 30 WPRO

WPRO 4 9,020 2% 49 2% 62 2%

Total medium and 
large countries

 - 502,750 2420 3059 55  502,750 94%  2,420 80%  3,059 69%

% of total  - 94% 80% 82%

Small countries  - 

Guinea-Bissau  65,923 39% 1,100 890 42 3 47 4 AFRO

Equatorial Guinea  25,647 63% 680 150 42 1 47 1 AFRO

Lesotho  59,176 55% 960 480 53 3 52 3 AFRO

Gambia  61,927 57% 690 360 42 2 44 2 AFRO

Comoros  21,593 62% 400 110 23 1 25 1 AFRO

Gabon  39,727 86% 520 220 33 1 31 1 AFRO

Swaziland  35,159 74% 390 120 36 1 40 1 AFRO

Cape Verde  12,005 89% 210 32 20 <1 9 <1 AFRO

Namibia  58,941 210 110 20 1 20 1 AFRO 8 2,472 0.5% 13 0.4% 14 0.4%

Djibouti  24,195 650 180 40 1 45 1 EMRO 1 180 0.03% 1 0.03% 1 0.03%

Democratic Repub-
lic of Timor-Leste

 45,550 93% 380 190 27 1 29 1 SEARO

Bhutan  14,781 51% 440 280 17 1 30 2 SEARO 2 470 0.09% 2 0.07% 3 0.08%

Ecuador  278,915 80% 210 600 6 2 13 4 PAHO

Honduras  202,237 67% 280 580 14 3 17 4 PAHO 2 1,180 0.22% 5 0.17% 8 0.21%

Total small 
countries

 - 4,302 21 26 13  4,302 0.8% 21 0.7% 26 0.7%

% of total  - 0.8% 0.7% 0.7%
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Mortality <200  - 

China 18,293,807 97% 45 7,800 17 300 18 317 WPRO 1 7,800 1.5% 300 9.9% 317 8.5%

Egypt  2,029,484 74% 130 2,400 8 16 17 32 EMRO 1 2,400 0.4% 16 0.5% 32 0.9%

Belize  7,455 91% 52 4 17 <1 17 <1 PAHO

Paraguay  153,964 77% 150 260 8 1 12 2 PAHO

El Salvador  124,556 69% 170 290 11 2 12 2 PAHO 3 554 0.10% 3 0.01% 4 0.11%

Tajikistan  195,230 83% 170 320 34 7 38 7 EURO 1 320 0.06% 7 0.23% 7 0.19%

Total low mortality 
countries

 - 11074 326 360 6  11,074 2%  326 11%  360 10%

% of total  - 2.1% 10.8% 9.7%

Grand total 97% 91% 92%

 36,900,904 Maternal 
deaths

536000 Stillbirth 3027 Neonatal 
deaths

3729

Source 

 
1. United Nations, Department of Economic and Social Affairs, Population Division,  World Population Prospects: The 2008 Revision,  New York, 2009 (advanced Excel 
tables).

2. Proportion of births attended by a skilled heatlh worker 2008 updates. Department of Reproductive Health and Research, Geneva, World Health Organization, 2009

3. Maternal mortality in 2005: estimates  developed by WHO, UNICEF, UNFPA and the World Bank. Geneva, World Health Organization, 2007 
(http://www.who.int/reproductivehealth/publications/maternal_mortality_2005/mme_2005.pdf, accessed 11 July 2008). ISBN 978 92 4 159621 3 

4. Neonatal and Perinatal Mortality : country, regional and global estimates 2004. Geneva, Making Pregnancy Safer, World Health Organization, 2006 
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