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Involving communities, preventing 
mother -to-child transmission of HIV/AIDS

Of the estimated 529 000 maternal deaths that occur 
globally every year, 48% are in the African region, a re-
gion that constitutes only 12% of the world’s population 
and 17% of all births1. 

Maternal Mortality ratio in 2005 was 900 
per 100 000 live births coMpared with 910 
in 1990
 
annual percentage change in MMr 
between  1990-2005 = - 0.1%

births attended by skilled personnel 
range froM a high of 92% in south africa 
to a low of 6% in ethiopia

perinatal Mortality ranges froM 104 
per 1000 births in liberia to 38 per 1000 
births in uganda

key statistics

Regional Office for Africa 
(AFRO)

1

IN THE REGIONS



1. Roadmap for Accelerating 
the Attainment of the MDGs 
related to Maternal and 
Newborn Health in Africa. 
WHO – 2004
http://www.afro.who.int/en/
divisions-a-programmes/
drh/making-pregnancy-
safer.html

2. Benin, Burkina Faso, 
Burundi, Cameroon, Central 
Africa Republic, Congo, 
Cote  d’Ivoire, Ethiopia, 
Gabon, Gambia, Ghana, 
Kenya, Liberia, Malawi, 
Mali, Mauritania, Namibia, 
Niger, Nigeria, Rwanda, Sen-
egal, Sierra Leone, Uganda, 
Togo and Zambia. 

3.  Rapport Synthèse du 
Séminaire de Lancement du 
Guide des Recommanda-
tions pour la Pratique Cli-
nique des Soins Obstétricaux 
et Néonataux d’Urgence en 
Afrique, Bamako, Mali, du 
21 au 24 juillet 2009, WHO 
Regional Office for Africa 
http://www.afro.who.int/fr/
divisions-et-programmes/
drh/pour-une-grossesse-a-
moindre-risque/mps-publi-
cations/doc_ 
details/3741-recommanda-
tions-pour-la-pratique-cli-
nique-des-soins-obstetricaux- 
et-neonataux-durgence-en-
afrique.html

rolling out the roadMaps

The WHO African Region has the highest maternal 
and neonatal mortality in the world and the lowest 
reduction in the number of maternal deaths in the past 
decade. Maternal and newborn health programmes in 
the Region face many challenges, including the lack of 
national commitment and financial support, inadequate 
coordination among partners and poorly functioning 
health systems. 

For the past five years the Region has focused on 
developing and implementing national roadmaps to 
help countries speed up progress towards achieving 
MDGs 4 and 5. The key objectives of the roadmaps 
are to provide skilled attendance during pregnancy, 
childbirth, and the postnatal period at all levels of the 
health care delivery system including strengthening of 
the capacity of individuals, families, and communities 
to improve maternal and newborn health.

Roadmaps are now being implemented in 43 out of 
46 countries in the Region. Among these, WHO is sup-
porting 17 countries to strengthen the maternal and 
newborn health component in their district operational 
plans so that now 25 countries drew up focused 
district plans2. 

coMMunity health proMotion

In 2009 a framework for developing integrated health 
promotion actions at community level was finalized 
and AFRO organized a regional expert consultation 

aimed at improving community participation in MNH 
programmes in the Region. A total of 11 countries 
were supported in implementing community initia-
tives. These were designed to increase awareness of 
MNH issues and the socio-cultural factors that are 
responsible for health inequities and unequal access 
to health services and are thus also contributing to 
maternal and newborn deaths. 

iMproving access to skilled birth 
attendants 

To save the lives of women and newborns, emergency 
obstetric maternal and neonatal care (EmOC) has to 
be available around the clock. In 2009, MPS helped to 
conduct EmOC needs assessments in Angola, Ethiopia, 
Malawi, Mozambique, Rwanda and Sierra Leone, and 
introduced them in a further 15 countries. The find-
ings have been disseminated and used to mobilize 
resources at all levels and to develop new strategies 
to address the gaps in essential services. 

To help support countries in building the capacity of 
staff responsible for providing emergency obstetric 
care, a guide entitled Recommendations pour la 

pratique clinique des soins obstétricaux et néona-

taux d’urgence en Afrique3 (Recommendations for 
clinical practice of EmOC in Africa) was developed and 
launched in collaboration with the African Society of 
Gynaecologists and Obstetricians (SAGO) and UNFPA. 
Pre-service and in-service training in EmOC was car-
ried out in 24 countries. A total of 17 countries were 
supported to improve skills of health care providers 
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status of roadMap developMent in afro, deceMber 2009
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1. Roadmap for Accelerating 
the Attainment of the MDGs 
related to Maternal and New-
born Health in Africa. WHO 
– 2004 
Publication available at: 
http://www.afro.who.int/en/
divisions-a-programmes/
drh/making-pregnancy-
safer.html

2. Angola, Benin, Bot-
swana, Burkina Faso, 
Burundi,Cameroon, 
Central Africa Republic, 
Congo, Cote d’Ivoire, DRC 
, Eritrea,Ethiopia, Ghana, 
Guinea Bissau, Kenya, 
Lesotho, Liberia, Malawi, 
Mali, Mauritius, Mozam-
bique, Namibia, Niger, 
Nigeria, Rwanda, Senegal, 
Sierra-Leone, South Africa, 
Swaziland, Tanzania, Togo, 
Uganda, Zambia, Zimbabwe

3. Central African Repub-
lic; Democratic Republic of 
Congo; Ethiopia; Lesotho;
Mozambique; Nigeria; Swazi-
land; Zambia and Zimbabwe. 

in providing essential newborn care using the WHO 
Course on Essential Newborn Care. 

reMoving the financial barriers to health 
care

As a result of continued advocacy, 10 countries in the 
WHO African Region, Angola, Benin, Burkina Faso, 
Burundi, Chad, Kenya, Malawi, Mali, Niger and United 
Republic of Tanzania, removed the financial barriers 
to skilled care at birth and emergency obstetric and 
neonatal care, by providing free maternity care or by 
subsidizing MNH services. These initiatives are ex-
pected to increase the use of maternal health services 
and reduce maternal and newborn mortality. 

speeding up prevention of Mother-to-child 
transMission of hiv/aids (pMtct) 

An increasing number of maternal deaths in the Region 
are due to indirect causes, such as HIV/AIDS, TB and 
malaria. Many pregnant women in Africa are being 
diagnosed with HIV. In some regions of southern, east 
and central Africa, 20-30% of all pregnant women are 
infected. In some countries, HIV infection transmission 
rates from mother to child range from 25% to 40%1.

Accelerated comprehensive PMTCT plans have been 
implemented in 34 countries in the Region2.  This 
has contributed to a significant increase in PMTCT 
interventions.  In addition, 16 countries have adapted 
their national curricula and developed national training 

plans on PMTCT.  

Since 2008, nine countries in the Region with high 
levels of HIV-related disease have been implementing 
PMTCT activities supported by the Canadian Interna-
tional Development Agency (CIDA)3.  A mid-term review 
of the programme carried out in Zambia in April 2009 
revealed that after just one year some innovative ap-
proaches had emerged as good practice. 

For example, the recruitment and training of “motor-
cycle riders” to transport laboratory samples in the 
mountainous country of Lesotho improved the turn 
around time for laboratory results from six to three 
weeks. In Swaziland, outsourcing of activities to NGOs 
helped alleviate the human resource constraints within 
the public sector. The method was used successfully 
with HIV testing and counselling (HTC) and also helped 
speed up implementation. In Zambia, innovative ap-
proaches such as the use of the Mother Baby Pack 
increased the number of women delivering in facilities 
and attending postnatal services.
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increase of the percentage of woMen with hiv receiving retroviral 
treatMent for pMtct froM 2005-2008
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Photo credits: The national 
press in Liberia broadly cov-
ered the launch of the maternal, 
newborn and child health week 
WHO/AFRO

Launch of MaternaL, 
newborn and chiLd 
heaLth week in Liberia  

WHO provided technical and financial support for 
the organization of a Maternal, Newborn and Child 
Health Week in Liberia. The event aimed to raise 
the profile of maternal and newborn health in a 
country where maternal mortality remains high 
and to advocate for a presidential declaration on 
the designation of one week in May as “Maternal, 
Newborn and Child Health Week”.

A further goal was to obtain consensus on and 
promote delivery of a life saving package of 
essential services for women and newborns that 
would be used nationwide at health and community 
facilities beyond the first “MNCH Week”. 

The event was launched on 2 December 2009 in a 
rural community in Margibi County.  Under the slo-
gan “ Healthy community, healthy people, healthy 
nation”  WHO, the Ministry of Health and Social Wel-
fare and the county health team worked with the 
local clan chief to mobilize the entire district. The 
event was a huge success. More than 50 towns 
took part and people turned out en masse. As part 
of the launch, free equipment for newborns, mostly 
clothing, was donated by the Church of the Latter 
Day Saints and  immunization services, for example 
for yellow fever, were provided. 

6



Photo credits: Some mothers in 
Ethiopia are taken back home 
by an ambulance after child-
birth to make them feel safe 
WHO/Tala Dowlatshahi

Good practices in MaternaL and newborn 
heaLth in ethiopia: district heaLth office 
covers referraL cost for Mothers
   
In Ethiopia, a country where just 6% of births are attended by skilled staff, a small district 
health office in the Tigray region carried out a successful project to encourage more women 
to give birth at health facilities. 

In order to find out why women from Maichew town were not giving birth in the local hospital, 
officials from the Maichew Woreda health office conducted a study supported by MPS. They 
discovered that women did not want to travel to and from the hospital in daylight due to 
deep-rooted traditional beliefs stating that a woman who gives birth should stay inside the 
house for 40 days. If the woman does not respect this rule she will fall into her grave, which 
remains open for 40 days after the birth and die. Unfortunately, the 40 days after childbirth 
are the period of maximum risk for a mother and her newborn baby. 

To solve the problem, the Maichew district health office decided to allocate funds to pay for 
the hospital ambulance to take mothers back to their homes after they had given birth in 
hospital. This simple solution has increased the willingness of women to give birth in hospital 
rather than at home. Health officials now want to conduct a wider study to see if this solution 
could be adopted elsewhere in the Region. 

7



1. Paying Primary Health-
care centres for Perform-
ance in Rwanda, World Bank 
Policy Research Working 
Paper No. 5190, January 27, 
2010

The evaluation found that P4P had increased the 
number of institutional deliveries and preventive care 
visits by young children, and improved the quality 
of antenatal care. However, it did not increase the 
number of antenatal care visits and had no effect on 
immunization rates. 

 

paying for perforMance in rwanda 

One of the most innovative schemes to encourage 
health facilities and staff to provide higher standards 
of care for women and children has been the Paying 
for Performance programme (P4P) operating in 
Rwanda. The scheme, which was introduced in 2005, 
rewards clinics and health facilities financially if they 
meet a defined set of quality targets and deducts pay-
ments if they do not. 

An evaluation of the programme1 revealed that the 
scheme, which uses WHO guidelines and tools to 
assess the quality of services provided, has resulted 
in higher standards of antenatal care and many more 
women giving birth in a facility.

The use of the MPS-promoted partograph during 
childbirth is one of the indicators applied to measure 
the quality of care at facility level. 

The evaluation of the project carried out by The World 
Bank used data collected from 166 of Rwanda’s 401 
primary health care facilities over a two-year period 
and comparison data collected from a random sample 
of 2158 households. Clinics were offered the equiva-
lent of $1.83 for women, who were new contraceptive 
users, $4.59 for each woman who delivered her baby 
safely on their premises with skilled midwives, $1.83 
for each referral of a malnourished child for treatment 
and 92 cents for every child who completed vaccina-
tions on time. 
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IN THE REGIONS
Regional Office for The Americas 

(AMRO)

Maternal Mortality ratio was 87 per 
100 000 live births in 2005 coMpared with 
130 in 1990 

annual percentage change in MMr 
between 1990-2005 = -2.0

proportion of births attended by skilled 
personnel ranges froM a high of 99% in 
chile to a low of 26% in haiti

perinatal Mortality rate ranges froM 
51 per 1000 births in haiti to 13 per 1000 
births in argentina 

key statistics

Updating information systems, improving 
monitoring, promoting networks

In 2009, the Pan American Health Organization (PAHO) 
which serves as the WHO Regional Office for the Americas 
(AMRO) focused on updating the Perinatal Information 
System (SIP) providing high quality information relating to 
reproductive health and maternal and neonatal mortality 
in the Region.

9



Photo credit:A maternity in 
Bolivia - great efforts are made 
in Latin American countries to 
improve information collection 
and monitoring systems 
WHO/Tala Dowlatshahi

updating the sip 

During 2009, work in PAHO was concentrated on 
updating the maternal and neonatal health modules 
of the Perinatal Information System (SIP) through a 
process of regional consensus.  SIP is an information 

collection and monitoring system designed to produce 
accurate and timely data relating to reproductive 
health and the causes of maternal and neonatal death.
  
The technical input for this work is provided by the 
Latin American Centre for Perinatology and Women’s 
Reproductive Health (CLAP/WR) the regional techni-
cal centre of PAHO.  As well as updating the perinatal 
clinical records system, CLAP/WR also developed a 
module for women being cared for during an abortion 
and a neonatal module containing admission and 
discharge information and daily nursing charts. 

In 2009, reducing maternal mortality was made a high 
priority by governments and health officials. PAHO 
worked closely with countries to make sure that the 
link between the collection of data relating to maternal 
deaths and making real progress towards achiev-
ing the MDGs was accepted and understood, both 
centrally and at local level.

Adapting the SIP for use at community level was 
another focus for the Region. In addition, a specific 
module for use in rural areas and among ethnic minor-
ities was developed. The use of tools such as mobile 
phones to increase the speed at which information can 
be passed from community to central level, is currently 
being tested.  The Regional Office tries to make sure 
that the SIP is adapted to local needs so that informa-
tion collected at “grassroots” level is forwarded  to the 
level where health system planning takes place. 

10



Photo credit: Health Centre in 
Panchimalco, El Salvador
Enfants du Monde, 2009

a success story for sip in eL saLvador 

El Salvador introduced the SIP in 1985, in cooperation with the Maternal and Newborn 
Health Department of the country’s national maternity hospital. This was the basis for the 
development of the Perinatal Clinical History (HCP) that is now being used in the 28 mater-
nity clinics in the country. 

First, it was important to ensure that the information recorded in the HCP was correct. 
Next, this information had to be entered correctly into the SIP programme. Finally, the data 
on standardized indicators in all maternity clinics was analysed and evaluated in order to 
obtain an accurate picture of the use of maternal and neonatal services in the facilities. 

The SIP has served many different purposes:
monitoring the distribution of maternal and neonatal mortality across the country;•	
verifying the application of norms and standards relating to family planning and mater-•	
nal and newborn services;
evaluating new strategies and interventions by tracking indicators;•	
strengthening the results-based management of programmes for mothers and new-•	
borns at all levels;
supporting research on service delivery and audits of maternal and newborn services.•	

To be an effective tool for monitoring and supervision, SIP requires teamwork. In El Salva-
dor, the use of the system has strengthened the relationship between administrative and 
technical staff and between health staff and IT professionals who need to work together in 
hospitals. Teamwork is fundamental to obtaining high-quality data which will hopefully help 
to reduce the numbers of maternal and newborn deaths in the country. 
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networking to encourage surveillance

A major achievement of South-South cooperation 
during 2009 was the establishment of the sub-re-
gional Central American network for maternal-neonatal 
surveillance based on the SIP, as a standard tool for 
comparisons and sharing of experience. 

The use of the SIP in El Salvador, the introduction of 
a law in Panama, which designates SIP as the unique 
registration system to be used in the country and 
the local experience with the SIP in Honduras and 
Nicaragua, represent important building blocks for the 
new network. 

training to prevent tragedy 

In spite of the progress made in the area of maternal 
and newborn health in the Region, major inequali-
ties in access to MNH services continue to exist in 
particular in Latin American and Caribbean countries. 
Women with lower incomes still tend to give birth in the 
community assisted only by traditional birth attendants 
in unsafe conditions.  Therefore, unsafe deliveries and 
the lack of postpartum care due to limited resources 
and training opportunities remain a challenge. 

There is an urgent need to improve undergraduate 
and in-service training of staff responsible for ante-
natal, delivery and postnatal care. The training should 
focus on the identification of early warning signs of 
obstetric emergencies so that they can be prevented 
or treated on time. 

Indigenous women, rural workers and adolescents 
are the most vulnerable women in the Region. Special 
strategies need to be developed to improve these 
women’s access to safe and culturally appropriate 
care. 

In 2009, CLAP/WR worked with the Universities of 
Chile, Pennsylvania, Emory and Puerto Rico, to update 
the curricula for midwifery training in Paraguay and 
Guyana.  CLAP/WR has also strengthened primary 
health care in Bolivia where an inter-cultural approach 
to  midwifery  was applied.  A Community of Practices 
was established for Spanish and English speaking 
countries to reduce the technical gap through the 
cooperation of peers. 

12



Photo credit: Participants of 
the first Certificate Course 
in Empowerment and Health 
Promotion for Maternal and 
Newborn Health
Centro Nacer/UdeA 2009

eMpowerMent and heaLth proMotion for 
MaternaL and newborn heaLth

The Certificate Course in “Empowerment and Health Promotion for Maternal and Newborn 
Health,” organized at the Universidad de Antioquia in Medellín, Colombia (UdeA) uses the 
WHO Making Pregnancy Safer strategic framework “Working with individuals, families and 
communities to improve maternal and newborn health” (IFC) and is intended to strengthen 
the capacity of maternal, neonatal, child and adolescent health programme managers in 
priority countries to implement health promotion efforts within the national maternal and 
newborn health strategies.  

The course is a joint initiative of MPS, the Department of Child and Adolescent Health and 
Development (CAH), the PAHO Family and Community Health Cluster (PAHO/FCH/CLAP/WHR 
and FCH/CA), PAHO/Colombia  and the Swiss NGO Enfants du Monde (EdM). The participat-
ing faculties from the University include Medicine (represented by Centro Nacer) Public 
Health, Nursing and Education. 

The first group cohort began in October 2009 with country teams from El Salvador and 
Colombia, representing different levels of the health system. 

Six modules were designed to develop the key competencies needed to implement the IFC 
framework including knowledge of health systems, primary health care, social protection, 
health promotion concepts, social determinants and leadership and management for chang-
ing the way the health services work with other partners and communities.  

Four of the modules are virtual and two modules require presence at the University in Co-
lombia.  The evaluation of the performance of the participants will focus on the IFC proposal 
that the team develops, as well as on how they interact and function as country teams.  

13



action to reduce Maternal Mortality in 
honduras 

In Honduras, health officials are developing a National 
Policy to Accelerate the Reduction of Maternal and 
Childhood Mortality (RAMNI). Provided with technical 
support from a number of different agencies, including 
PAHO. The aim of this policy is to accelerate progress 
towards achieving MDGs 4 and 5 by 2015. This would 
mean reducing the maternal mortality rate from 108 
per 100 000 live births to 45 and the number of neo-
natal deaths from 30 per 1000 live births to 19.

how heaLth workers 
persuaded a Mother in 

14



Photo Credits: Mrs Rodríguez 
was diagnosed with pre-ec-
lampsia but gave birth to a 
healthy baby girl by caesar-
ean section  
WHO/AMRO

honduras to Give birth in hospitaL

Brenda Marleth Rodríguez, is a 32 year old mother of four children. She lives in the village of 
Cataulaca, in the Municipality of San Juan, within the health region of Intibucá.

When she was pregnant with her fourth child, Mrs Rodríguez became a maternal “fugitive” 
resulting in health workers across three different health regions trying to track her down and 
save her life and that of her unborn baby.  How and why did this happen? 

Mrs Rodríguez had been diagnosed with pre-eclampsia and had been admitted to the 
Hospital de Occidente, in the health region of Copan, located 120 kilometres from her local 
hospital. After four days she discharged herself. “As I felt well and was worried about my 
other children, I decided to leave,” she said.

Staff from the Hospital de Occidente contacted their colleagues in neighbouring health 
regions and gave them the details of Mrs Rodríguez’s condition. But in these regions there 
was no record of Mrs Rodríguez or the fact that she was pregnant. 

Refusing to give up their search, the health workers began looking for Mrs Rodríguez in local 
communities. Eventually they found her at home, in the village of Cataulaca, where a local 
doctor persuaded her to give birth in a facility. He told Mrs Rodríguez that she might die if 
she gave birth at home.

Mrs Rodríguez gave birth by caesarean section and now has a healthy baby girl. After the 
birth Mrs Rodríguez requested sterilization, in order to prevent further pregnancies. 
Interviewed about her experience of giving birth in hospital, she said that what she liked most 
about it was the cleanliness and the high standard of care and attention she received from 
the staff. 

When she was asked why she had gone to the Hospital de Occidente instead of her local 
hospital, she replied that it was much easier to get transportation there, even though it was 
much further away from where she lived.   

15



IN THE REGIONS
Regional Office for South-East Asia 
(SEARO)

Maternal Mortality ratio was 450 per 
100 000 live births in 2005 coMpared with 
650 in 19901

annual percentage change in MMr 
between 1990 and 2005 = -2.4

proportion of births attended by skilled 
personnel ranges froM universal access 
in dpr korea, Maldives, sri lanka, and 
thailand to a low of 19% in nepal2

perinatal Mortality rates range froM 70 
per 1000 births in india to 20 per 1000 
births in sri lanka and thailand3

key statistics

Strengthening management, promoting 
skilled care at birth and newborn health

The WHO South-East Asia Region accounts for ap-
proximately one third of maternal and neonatal mortality 
worldwide.  Lack of skilled care and staff remain major 
obstacles to reducing maternal and newborn mortality in 
some parts of the Region. 
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1. MMR in 2005: esti-
mates developed by WHO 
UNICEF, UNFPA and the 
World Bank, WHO 2007

2. Proportion of births at-
tended by a skilled health 
worker 2008 updates. 
Department of Reproductive 
Health and Research, WHO 
2009

3.Neonatal and Perinatal 
Mortality  - Country, Re-
gional and Global Esti-
mates, WHO 2006

proMoting skilled care at birth 

Increasing the quality and coverage of skilled care at 
birth, remained the priority in the Region in 2009. The 
Regional Office focused in particular on supporting 
pre-service and in-service training for health workers 
in Bangladesh, India, Maldives, Myanmar, Nepal, Sri 
Lanka and Timor-Leste. 

Most countries now accept that a combination of family 
planning, skilled care at birth, the availability of high 
quality emergency obstetric care and improved access 
to these services are key to reducing the number of 
maternal and neonatal deaths. However, widespread 
differences in the number of births attended by skilled 
personnel persist, ranging from universal access in 
the Democratic People’s Republic of Korea, Maldives, 
Sri Lanka, and Thailand to a low of 19% in Nepal. 

For those countries where the level of skilled care at 
birth is low, the lack of adequate human resources 
remains a major obstacle. More community-based 
health providers with midwifery skills need to be 
trained and the quality of the services they provide 
has to be improved. 

public-private partnership in india

Public-private partnership is a new platform created 
to help increase the availability of SBAs in India. The 
Government of India and WHO support the accredita-
tion of private health facilities to provide SBA-training. 
The training of specialized health care workers in the 

participating health facilities will be assessed against 
Indian Public Health Standards. 

proMoting high standards through iMpac

The promotion of WHO Integrated Management of 
Pregnancy and Childbirth (IMPAC) guidelines contin-
ued throughout the Region in 2009. All countries in 
the Region, except Thailand, are supported to use 
IMPAC to improve the quality of maternal and neonatal 
health services. However, the use of the guidelines in 
daily practice at all levels remains a major challenge.

The WHO Essential Newborn Care Course focusing 
on the training of primary health care providers was 
carried out in nine countries in the Region. In addition, 
a long-term project on newborn health has begun in 
Myanmar. 

strengthening ManageMent

Strengthening the management of maternal and 
newborn health programmes throughout the Region 
remains a priority. Eight countries implemented a 
variety of activities aimed at improving health staff’s 
management skills and capacities. These activities 
included District Team Problem Solving, Local Area 
Monitoring and the strengthening of community 
involvement. 

17



1. Making pregnancy safer in Tamil Nadu 
WHO Regional Office for South-East Asia 
2009 http://www.who.int/making_pregnan-
cy_safer/documents/tamil_nadu_report/en/

Photo Credits (opposite page, all three 
photos): The Trawlergy mini tractor is used in 
Myanmar for the emergency transportation of 
pregnant women
WHO/Dr San San Myint 

safer preGnancy in taMiL nadu: 
froM vision to reaLity 

India has the highest numbers of maternal and newborn deaths in the world. However, 
there are major differences in what individual states have achieved. The southern Indian 
State of Tamil Nadu is a good example of how over a relatively short period of time, an 
optimal combination of high level commitment, good technical leadership and strength-
ening of the health system have contributed to significant reductions in maternal and 
newborn mortality and improvements in the quality of life of women and children. 

Between 1980 and 2006, the maternal mortality ratio in Tamil Nadu fell from 450 to 90 
per 100 000 live births. In 1971, 53 babies died in the first month after birth whereas in 
2005, the neonatal mortality rate had fallen to 26 per 1000 live births. Making preg-

nancy safer in Tamil Nadu,1 tells the story of how it was done. 

The state adopted a three-pronged approach to achieve its ambitious goals: provision 
of services for the prevention and termination of unwanted pregnancies; provision of 
accessible, high-quality antenatal care, essential care for childbirth and basic emergency 
obstetric care at primary level; and provision of accessible, high-quality emergency 
obstetric care at the first referral level. 

Social changes, supported by all political parties, along with a radical shift in public health 
policy to emphasize maternal and newborn health were among the key factors to making 
progress. Improved literacy, reduced incidence of early marriage, early pregnancy and 
frequent pregnancies, combined with a high level of public awareness of family plan-
ning and good nutrition, also contributed to the improvements in maternal and newborn 
health. 

The publication challenges the view that maternal and newborn health cannot be 
improved through a health systems approach. This report is also encouraging for health 
staff and managers working in resource-poor settings as they can use similar approaches 
to work towards safe motherhood.     
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savinG a Mother’s Life in MyanMar 

Ma Kyaing, aged 28, was pregnant with her third child. She and her husband are poor farm-
ers living in Thaung Gyi village in the Sagaing Division of Myanmar. The village is not far from 
the Nabet rural health centre but separated from this facility by a river without a bridge. Ma 
Kyaing’s first two deliveries were attended by a traditional birth attendant. After the birth of 
her second child, she had a retained placenta. 

Khine Zar Win is a voluntary health worker in the village who joined the Maternal and New-
born Team in 2007. She advised Ma Kyaing to see a midwife who then told her to get regular 
antenatal check-ups and to give birth in a hospital. Ma Kyaing ignored this advice and did not 
go for further check-ups. 

Khine Zar Win did not give up. She alerted the driver of the Nabet health centre trawlergy, a 
mini truck for emergency transportation given to the centre under a WHO/UNFPA programme 
in 2007.

Ma Kyaing went into labour at midnight on 18 October 2009 and at 3.00am gave birth to a 
baby boy assisted by a traditional birth attendant. Confirming the health worker’s fears, Ma 
Kyaing’s placenta was retained, followed by postpartum haemorrhage.

Khine Zar Win who had remained nearby arranged for the emergency transportation with 
money received from the village’s monk. Ma Kyaing, her family and Khine Zar Win crossed 
the river in a boat.  Then they travelled in a bullock cart, arriving at Nabet health centre at 
5.00am. The midwife and a health assistant inserted a drip line and set off for Myaung Hospi-
tal, five miles from Nabet in the trawlergy. By the time they arrived at Myaung it was 6.00am. 
Ma Kyaing’s blood pressure had fallen dramatically. But her life was saved because she had 
access to emergency care on time. 

This story shows how anticipation, rapid response and community support can prevent 
maternal deaths. There are many mothers like Ma Kyaing who, for many complex reasons, do 
not believe complications can happen during pregnancy and birth and that their lives could 
be at risk. In addition to public sector work, community empowerment and the commitment 
of health workers like Khine Zar Win are key to overcoming cultural barriers and preventing 
unnecessary maternal deaths. 19



regional consultation on postpartuM haeM-
orrhage and postnatal care

Two thirds of maternal and neonatal deaths in the WHO 
South-East Asia Region occur in the first two days 
after birth, with postpartum haemorrhage (PPH) and 
the failure to provide high-quality newborn care, being 
among the main causes. In July 2009, health officials 
from the Region met in New Delhi to review the WHO 
guidelines on prevention and management of PPH and 
information on postnatal care to help countries de-
velop strategies for improving the quality of maternal 
and newborn care. 

The controversial practice of using misoprostol rather 
than oxytocin to prevent PPH was also discussed. The 
latest WHO guidelines on the prevention of PPH rec-
ommend the use of injectable oxytocin as the drug of 
choice because it has few side effects, is cheap, avail-
able and most nurses are able to administer it. The 
guidelines state that misoprostol, which is associated 
with higher blood loss and other side effects, should 
only be used if oxytocin is not available. 

The meeting provided an important platform to discuss 
and review current practices and to emphasize the 
importance of the implementation of WHO guidelines 
in accelerating progress towards achieving MDGs 4 
and 5.

socio-cultural factors of Maternal and 
newborn Mortality

Together, the countries of the WHO Western Pacific 
Region and South-East Asia Region account for more 
than 44% of maternal deaths and 56% of neonatal 
deaths globally. Socio-cultural factors contribute sig-
nificantly to the continuing high numbers of maternal 
and newborn deaths. Overcoming these barriers to ac-
cess high-quality maternal and newborn care, particu-
larly at primary care level, is therefore one of the key 
challenges for healthcare providers in both regions. 
In August 2009, SEARO in collaboration with WPRO, 
MPS and the Department of Reproductive Health and 
Research (RHR) organized the Bi-regional consultation 

for the application of socio-cultural approaches to ac-

celerate the achievement of MDGs 4 and 5. 

Participants reviewed the draft strategic framework for 
application of a socio-cultural approach for accelerat-
ing the reduction of maternal and neonatal mortality, 
discussed the guideline on empowering women, 
families and communities in key issues surrounding 
maternal and neonatal health and facilitated the es-
tablishment of an Asia-Pacific network for addressing 
the socio-cultural aspects of maternal and neonatal 
health. 
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IN THE REGIONS
Regional Office for Europe

(EURO)

Maternal Mortality ratio 27 per 100 000 
live births in  2005 coMpared with 39 in 
1990

annual percentage change in MMr 
between 1990 and 2005 =    -2.4%

births attended by skilled personnel 
range froM a high of 100% in Many coun-
tries to a low of 83% in tajikistan

perinatal Mortality rates range froM 
62 per 1000 births in tajikistan to 57 per 
1000 births in kazakhstan

key statistics

Creating partnerships and providing tools 
for change

In 2009 the EURO region focused on working in coopera-
tion with different partners to continue implementing the 
MPS strategy despite increasing financial and staffing 
constraints.
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the iMportance of partnerships

Nearly all activities relating to maternal and neonatal 
health in the Region in 2009 were dependent on 
cost-sharing  and collaboration with partner organiza-
tions. All country offices in the Region, especially those 
with National Professional Officers (NPOs) in place, 
are working closely together to improve maternal and 
newborn health. 

In 2009, the Region achieved an implementation rate 
of 100% at both country and inter-country level in 
spite of financial and staffing shortages. 

The MPS Department carried out primarily activities 
based on Biennial Collaborative Agreements in 17 
countries. These activities focused for example on the 
improvement of monitoring and data collection. 

MPS launched a maternal mortality and morbidity 
audit using the WHO Beyond the Numbers approach 
which was introduced and piloted in Armenia, Moldova, 
Kazakhstan, Kyrgyzstan, Tajikistan, Ukraine, and  
Uzbekistan. The audit will allow more accurate collec-
tion and recording of data relating to maternal 
 mortality and morbidity. 

One of the key components of the audit has been 
to address the “culture of blame“, which has existed 
in many countries in the Region. In the past, many 
countries were reluctant to investigate the underlying 
causes of maternal deaths because staff were afraid 
they would be blamed for them instead of being helped 
to understand what had gone wrong and why. Helping 

countries to understand that audits are an important 
aspect of improving health systems and providing 
high-quality care which can reduce the number of 
deaths, is an essential part of the work done by MPS.

focus on quality care assessMent

An assessment of the quality of hospital care for 
mothers and newborn babies was carried out in 
Albania, Kazakhstan and Turkmenistan. In addition, an 
assessment of health system functions designed to 
improve maternal and neonatal health was performed 
in Albania and Kazakhstan. The assessments judged 
the quality of care provided by a health facility and 
whether it was adhering to evidence-based guidelines. 
The results showed that improved teamwork, a clear 
definition of the different roles of health staff and 
sufficient supplies of essential drugs could improve the 
hospital care for mothers and newborns.

The importance of developing and implementing 
training and assessment tools to help improve the 
quality of care was also emphasized during 2009. 
Some countries in the Region introduced MPS tools for 
assessing health system functions and the quality of 
hospital care for mothers and newborns, as well as a 
training package for Effective Perinatal Care. 
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Photo Credit: Maternal care 
in a hospital in Tajikistan 
WHO/EURO

discussion of policies and priorities

EURO organized a workshop on strengthening health 
systems to improve maternal and neonatal health 
in south-eastern Europe in Sofia, Bulgaria in March 
2009. In November 2009 a workshop on the dissemi-
nation and use of updated assessment tools provided 
by EURO was held in Oslo, Norway. Both meetings 
were part of the Stability Pact project to improve ma-
ternal and neonatal health in south-eastern Europe, 
supported by Norway and organized in collaboration 
with MPS.

challenges

Budgetary constraints had a significant impact on 
MPS activities in the Region. A high level inter-country 
meeting in Istanbul due to take place in May 2009 
had to be cancelled because of lack of funds.  The 
participants of the meeting were expected to discuss 
lessons learned from implementing maternal mortal-
ity and morbidity audits using the WHO Beyond the 
Numbers approach. 

In addition, shortages of both professional and admin-
istrative staff have limited the assistance provided to 
Member States. 
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Photo Credits (both photos): Men in Moldova 
are learning how they can support their preg-
nant wives before, during and after childbirth 
WHO/EURO

a workshop for fathers in MoLdova 

“How do I help my wife get ready to give birth? Well, she organizes everything herself and 
I just bring her the things she asks for!” says a heavily-built man with large, farmworker 
hands. He looks at the group of men seated around him, seeking support and sympathy. 
Together with 16 other fathers, he is taking part in a WHO roundtable discussion about the 
health of mothers and newborns. For most of the men, it is the first time they are discussing 
the subject outside a doctor’s office. 

The discussion was held in September 2009 in Volontir in Moldova. It is a very busy time in 
the village as the grapes are being harvested during this period of the year. Wine is one of 
the major export products of the small country. 

Despite favourable economic growth in recent years, Moldova retains its position as one 
of the poorest countries in Europe. More than a quarter of the population lives below the 
poverty line, most of them in small towns and rural areas, like Volontir. 

Maternal and perinatal mortality rates are among the highest in Eastern Europe, which is 
why MPS has invited the fathers of Volontir to discuss these problems and their possible 
solutions. 

The constant lack of money is continually raised as one of the main obstacles to improving 
the conditions for mothers and newborns, as well as the absence of a centralized water and 
gas system. The fact that many of the men have to work abroad for large parts of the year, 
and thus cannot be of much practical help to their wives, is another major issue. 

One of the fathers taking part is 25 year old Victor Costin, a married construction 
worker who works in Moscow for up to four months at a time and then has only one week 
off to come home to visit his wife and son. “I really liked the fact that all fathers voiced their 
opinion and talked about what is in their hearts,” said Victor after the meeting. 
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In 2009 the Region continued to highlight the impor-
tance of the community component in reducing ma-
ternal and neonatal mortality in countries and on the 
implementation of best practices in reproductive health 
programmes.

Maternal Mortality ratio was 377 per 
100 000 live births in 2005 coMpared with 
465 in 19901

annual percentage change in MMr 
between 1990 and 2005 =  1.3%

births attended by skilled personnel 
range froM a high of 100% in kuwait, 
qatar and united arab eMirates to a low 
of 19% in afghanistan2

perinatal Mortality rates range froM 97 
per 1000 births in afghanistan to 5 per 
1000 births in bahrain2

key statistics

IN THE REGIONS
Regional Office for the Eastern Mediterranean

(EMRO)

Sharing skills to meet targets
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1. The work of WHO in the 
Eastern Mediterranean 
Region: Annual report of the 
Regional Director; 1990-
2005 

2.  Neonatal and Perinatal 
Mortality: country, regional 
and global estimates 2004, 
WHO 2006)

1. Strengthening Monitoring 
and Evaluation of Repro-
ductive Health: Report of 
an inter-country workshop, 
Cairo, Egypt 29 March-1 
April 2009 , WHO Regional 
Office for the Eastern Medi-
terranean

sharing knowledge, highlighting best 
practices 

Improving knowledge and skills related to lifesaving 
interventions has also been recognized as key to 
achieving targets for reducing the number of maternal 
and neonatal deaths. This work has been particularly 
difficult in conflict zones such as Afghanistan where 
maternal mortality has actually increased in recent 
years. 

All Member States are monitoring the implementation 
of strategies to accelerate the reduction of maternal 
mortality. Special attention is given to the progress in 
the eight MDG priority countries: Afghanistan, Djibouti, 
Iraq, Morocco, Pakistan, Somalia, Sudan and Yemen. 
Syria and Tunisia are also being monitored. 

A key issue for the Regional Office continues to be 
the effort to increase the number of countries in the 
Region adopting the WHO Integrated Management of 
Pregnancy and Childbirth guidelines. By 2009, eight 
Member States had adopted the guidelines, includ-
ing Afghanistan, Egypt, Iran, Iraq, Morocco, Oman, 
Pakistan, Sudan, Syria, and Yemen.

working with reduced staff and funds

While countries in the Region are working hard to 
reduce the number of maternal deaths, many of them 
are facing cuts in both staff and financing.  These 
constraints are posing a major threat to the ability 
in particular of Afghanistan, Pakistan, Somalia and 
Sudan to achieve the MDGs. 

Due to reduced WHO budget allocations the 
low-income countries of the Region, which are also 
those with the highest maternal mortality ratio, will 
probably not be able to meet the MDG targets by 2015. 

inter-country workshop on Monitoring and 
evaluation

Data on reproductive health is scarce in many coun-
tries in the Region. When available, the data are either 
of poor quality or not fully used for decision-making 
and planning purposes. Lack of disaggregated data 
prevents decision-makers from allocating appropri-
ate resources according to needs. Health workers in 
charge of data collection often lack training and are 
frequently overloaded with other assignments and 
responsibilities. Data collection is often seen as an 
additional burden rather than an essential activity to 
improve health services. 

To discuss how this situation could be improved, an 
inter-country workshop on strengthening reproductive 
health monitoring and evaluation was organized by 
EMRO in Cairo in March 20091. Its aim was to assess 
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Photo Credit (top): A 
primary health care centre 
in Baghdad, Iraq provides 
antenatal care to pregnant 
women WHO/EMRO
Photo Credit (bottom): 
Women in Iraq waiting for 
counselling on family plan-
ning 
WHO/EMRO

the progress made in the use of data for decision-
making in the Region, to review and exchange relevant 
experiences, spread knowledge and skills in data 
surveillance and reporting and develop proposals to 
improve data collection in the participating countries. 

Delegates at the meeting urged countries to strength-
en their existing national recording, reporting and 
surveillance systems in order to identify trends in mor-
tality and morbidity of mothers and newborn babies 
so that health systems could respond effectively and 
the number of maternal and neonatal deaths could be 
reduced. 
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MaternaL surveiLLance systeM in iran

Iran introduced its national maternal mortality surveillance system in 2001. The system was intended to ensure 
that data were timely and accurate, to identify the risk factors associated with maternal mortality, to use the 
information collected to make health systems more responsive and to reduce the numbers of maternal deaths. 
The results have been impressive:

The quality of services offered in hospitals and health centres providing outpatient care has improved; •	
High-risk cases have been identified on time and delays in decision-making have been avoided;•	
Delays in providing maternal health services, especially in emergencies, have been reduced; •	
Family planning services have been improved and made accessible;•	
Family awareness of potential complications arising from pregnancy and childbirth has increased;•	
Coverage of antenatal and postnatal care has increased.•	

According to EMRO statistics, maternal mortality in the Region has remained constant, at around 22 to 25 
deaths per 100 000 live births for the past few years. Concerned that Iran might not achieve MDG 5 by 2015, 
health officials have expanded the data monitoring programme to capture more information about the underlying 
causes of maternal mortality in the country. 

28



Targeting priorities to accelerate 
progress

The WHO Western-Pacific Region has made significant 
progress in reducing the number of maternal deaths. 
However, wide inter-country differences remain, with 
almost half the annual 20 000 maternal deaths taking 
place in seven priority countries – Cambodia, China, Lao 
People’s Democratic Republic, Mongolia, Papua New 
Guinea, the Philippines and Viet Nam. 

Maternal Mortality ratio of 82  per 
100 000 births in 2005 coMpared with 120 
in 1990

annual percentage change in MMr 
between 1990 and 2005 =  -2.4

births attended by skilled personnel 
range froM a high of 60% in the philip-
pines to a low of 19% in lao (pdr)

perinatal Mortality rates range froM 79 
per 1000 births in caMbodia to 21 per 1000 
births in the philippines. 

key statistics

IN THE REGIONS
Regional Office for the 
Western Pacific
(WPRO)
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These seven countries fall into three groups, based 
on their rate of progress towards achieving MDGs 4 
and 5: Much progress has been made in China and 
Mongolia, where the Maternal Mortality Ratio (MMR) 
is less than 100 per 100 000 live births. However, 
within China there are still huge regional disparities. 
And although Mongolia has significantly reduced its 
maternal mortality and has met MDG 5 , the deaths of 
four  pregnant mothers from the H1N1 virus in 2009 
will increase the MMR for 2009.

Some progress has been made in Viet Nam and the 
Philippines where the MMR remains between 100-200 
per 100 000 live births. In these countries faster 
progress is needed if they are to achieve MDG 5 by 
2015.

unlikely to achieve Mdg5

Very little progress has been made in Cambodia,  the 
Lao People’s Democratic Republic and Papua New 
Guinea, countries where the MMR remains at more 
than 400 per 100 000 live births. 

Among the Pacific Island countries, the Solomon 
Islands,  Vanuatu and Kiribati have a high MMR. How-
ever, due to the small populations of these countries 
the actual number of maternal deaths is low. In July 
2009, maternal and newborn health in the Pacific 
Islands received greater political attention when 
the health ministers met in Papua New Guinea for 
their eighth biennial meeting and discussed, for the 
first time, the issue of maternal, newborn, child and 

adolescent health. 

new regional director brings renewed hope 
for progress

Although the seven priority countries in the Region 
have not yet been able to reduce maternal mortality 
significantly, the Regional Office’s new Director, 
Dr Shin Young Soo, stated that he was giving high 
priority to this issue. He aimed at helping all countries 
in the Region to achieve MDGs 4 and 5, and renewed 
countries’ hope that resources will be made available 
to increase their rate of progress. 

Taking up his post in February 2009, Dr Shin said that 
accelerating progress towards achieving the health-
related MDGs was one of his four key priorities for the 
Region. He also highlighted the need to strengthen 
health infrastructure at country level, and to focus 
in particular on primary health care and health 
workforce. 

targeting priorities

In Lao People’s Democratic Republic, two districts, •	
Khoun (Xiengkuang Province) and Khongxedon 
(Salavan Province), were identified for a specific 
initiative in district health system strengthening, 
which focuses on primary health care. This initia-
tive is based on an integrated package of Maternal 
Neonatal and Child Health Services (MNCH) (see 
Box on p.32); 
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Photo Credit: Women in 
a hospital in Papua New 
Guinea are waiting for their 
antenatal check-up 
WHO/Norbert Rehlis

A situational assessment was made in Papua New •	
Guinea, where the number of maternal deaths has 
started to increase again and a project will be 
implemented as soon as funds are available; 
In Cambodia, a “Situation Room” was established •	
to implement maternal death surveillance and 
address the significant under-reporting of maternal 
deaths in the country (see box on p.33); 
Technical assistance for maternal death audit-•	
ing and for monitoring and evaluation work was 
provided in Viet Nam as part of a Safe Motherhood 
project. This project was funded by the Dutch Gov-
ernment and focused on ethnic minority groups, 
which comprise only 14% of the population but 
account for 80% of maternal deaths in the country.

iMpleMentation guide for priority countries

To help identify key areas for action in the priority 
countries, the Regional Office  began to develop an 
“Implementation Guide for Priority Countries in the 

WHO Western Pacific Region to Accelerate and Sus-

tain Achievement of MDG5”. 

While it is recognized that many countries are making 
progress, the Implementation Guide focuses specifi-
cally on MDG 5A – reducing the maternal mortality 
ratio by three quarters between 1990 and 2015. This 
target is most off track. The lack of progress is partly 
due to the fact that the indicators to monitor progress 
are not clearly defined. 

inteGrated MaternaL, 

training the trainers in essential newborn 
care

Every year approximately 300 000 newborns die 
within 24 hours of birth in the Region. Of these deaths, 
90% occur in the priority countries of Cambodia, 
China, Lao People’s Democratic Republic, Papua New 
Guinea, Philippines and Viet Nam.
An essential component of making pregnancy safer is 
to focus on improving the care for newborns. In Janu-
ary 2009, WPRO conducted its first Regional Training 
for Trainers, focusing on Essential Newborn Care.  Five 
of the priority countries of the Region took part. The 
event was a starting point for the countries involved 
and encouraged them to develop and conduct their 
own national training schemes. 
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Photo Credit: Many women 
in Lao PDR cannot afford to 
go to a health facility to give 
birth 
WHO/Tala Dowlatshahi 

neonataL and chiLd heaLth services 
iMprove MaternaL, newborn and chiLd 
heaLth in Lao peopLe’s deMocratic 
repubLic

Lao People’s Democratic Republic (Lao PDR) is one of the least developed countries in the 
Region with very high maternal and newborn mortality. Its maternal mortality ratio was 405 
per 100 000 live births in 2005 and the national goal is to reduce it to 260 by 2015. In the 
same period the country aims to cut infant mortality rate from 70 to 45 per 1000 live births. 
A recent MDG review carried out by the Government and UN agencies including WHO indicated 
that Lao PDR is seriously off track in attaining MDG 5.

One reason for pregnant women not to seek health care in a facility is the cost involved, 
reports Som, a nurse in the local health centre in Paikeo village in southern Lao PDR. “Many 
women in this area cannot afford to go to the hospital for delivery. When they cut the umbili-
cal cord they only have mai kasang (a stick). Then they put charcoal and ash on the cord.” 

To improve access to health services and the quality of the care provided, the Integrated 
Package of Maternal, Neonatal and Child Health Services has been developed by the Govern-
ment together with partners and is currently being implemented in some provinces. Under 
this initiative, for example, village health volunteers are trained to support antenatal and 
postnatal care, promote hygienic delivery and nutrition, assist in referring obstetric emergen-
cy cases, prevent malaria as well as regularly collect and report key maternal, newborn and 
child health information. Village leaders and women’s unions in communities are mobilized to 
participate and support the integrated maternal neonatal and child health services. 
Health centre workers are also trained to improve service quality and encouraged to reach 
out to individuals, families and communities. Poor women receive support to access essential 
health services.

Som is very pleased with the integrated services. “Now when we go to villages we provide 
different services that women and children need, not just one kind of services. Government 
and development donors are supporting my health centre and villages to provide a package 
of services.”
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Photo Credit (Top): Family 
affected by typhoon Ondoy 
in the Philippines  
WHO/WPRO
Photo Credit (bottom): In 
Cambodia a Situation Room 
was established to improve 
maternal death surveillance 
WHO/WPRO

caMbodia - countinG the nuMber 
of MaternaL deaths

It is estimated that in Cambodia about 1600 women a year die as a result 
of pregnancy or childbirth, yet the country’s current health information 
system registers just 100-150 per year – a fraction of the estimated 
total. To help improve the reporting and registration system for maternal 
deaths, WHO supported the Ministry of Health in Cambodia in setting up 
a Situation Room in the heart of the Ministry building, beside the office of 
the Health Minister.
 
The Situation Room will depend on a network of “key informers”, for 
example health workers, community workers, relatives or members of 
NGOs. These individuals will notify the Situation Room of any deaths as 
soon as they occur via a toll-free phone line or email. Notification will be 
simple and require only enough information to identify the woman and 
the location of her death. 

Health officials in Cambodia hope that improving the reporting system 
for maternal deaths will lead to more Maternal Death Audits (MDAs) 
designed to identify the exact causes, as well as the geographical 
distribution of maternal deaths. This crucial evidence is expected to help 
health officials to target interventions aimed at reducing the number of 
maternal deaths more effectively.
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Photo Credits: Saving the lives of newborns - 
MPS carried out training on essential newborn 
care in the Philippines
WHO/ Dr Severin Ritter von Xylander

Maternal health in crisis settings

In 2009, both the Philippines and Tonga were struck 
by typhoons. Ensuring that mothers and newborns 
were not deprived of essential services during and 
after the typhoons and subsequent flooding in these 
countries was a challenge for the Regional Office. In 
December 2009, WHO Director-General, Dr Margaret 
Chan, visited the Philippines to assess the damage 
caused by Typhoon Ondoy. 

bi-regional consultation on socio-cultural 
deterMinants of Maternal health

A key bi-regional consultation on the socio-cultural 
determinants of maternal and child health held in 
Bali in August 2009, focused on the WHO Individuals, 
Families and Communities approach (IFC)  as a means 
of addressing socio-cultural issues. 

the challenges ahead

With the deadline for achieving MDGs 4 and 5 just 
five years away, widespread disparities between 
countries in the Region remain. Weak health systems, 
financial constraints, cultural differences and the need 
to address the underlying causes of maternal and 
neonatal death and morbidity are among the complex 
challenges which lie ahead. 
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essentiaL newborn care
protocoL saves the Lives of neonates in the phiLippines 

An outbreak of neonatal sepsis at the Ospital ng Makati in the Philippines in May 2008, which resulted in the deaths of 34 newborns 
prompted a nationwide study into its causes. The study, involving 51 large hospitals throughout the country, revealed that 6% of all 
newborn babies develop neonatal sepsis. The study also documented high neonatal mortality rates. 

Further investigation revealed that the medical care given to newborn babies in the Philippines was below WHO standards, depriving 
newborns of essential care and protection during the first hour of life. For example, the babies were not vaccinated and breastfeed-
ing was not initiated.  

Following the study, the Philippines hosted a regional WHO Essential Newborn Care Course, and rolled it out to high-level Philippines 
trainers in January 2009.  The WHO Integrated Management of Pregnancy and Childbirth (IMPAC) guidelines for childbirth, postpar-
tum and newborn care were incorporated into the Essential Newborn Care Protocol designed to address the gaps in the quality of 
care provided for newborn babies. The Protocol was developed with the participation of experts and stakeholders and was launched 
in December 2009 by the Philippines Department of Health and WHO as part of the campaign “The First Embrace” (Unang Yakap). 

The Protocol is now being discussed widely with government officials, hospital administrators, academics, nursing and midwifery 
staff in order to incorporate it into hospital policies and practices.  Preliminary results have revealed a nine-fold reduction in the 
neonatal sepsis rate in one hospital, the Quirino Memorial Medical Centre. There has also been a dramatic increase in the number of 
babies who continue to be breastfed one week after birth and discharge from hospital. 

Interestingly, in addition to improved neonatal outcomes, maternal care and hospital infection control practices were also improved 
as a result of the new protocol. For example hand washing rates rose phenomenally, with a new “culture” of staff reminding others 
to wash their hands. 

For normal deliveries, routine IV insertions, administration of prophylactic antibiotics and application of fundal pressure ceased. The 
women were encouraged to walk around and deliver in their position of choice. The impact of the Essential Newborn Care implemen-
tation extended beyond achieving clinical excellence and helped to improve the quality, safety and efficiency of hospital services.
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