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EXECUTIVE SUMMARY 

The Safe Motherhood Initiative, established in 1987, has as its primary objective reduction of 
unconscionably high levels of avoidable maternal deaths in developing countries. In 1994, the 
International Conference on Population and Development endorsed a comprehensive, client- 
centred approach to women's health, strongly supporting the integration of a full spectrum of 
sexual and reproductive health care into family planning programs; and integration of 
reproductive health care, including safe motherhood, into a broader perspective on meeting 
women's health needs throughout their lifespan. As the end of the first decade of the Safe 
Motherhood Initiative approaches, reducing maternal deaths remains a global priority within the 
broader framework of integrated reproductive health care. However, safe motherhood has 
become less of a "stand alone" program, incorporated as one important facet of comprehensive 
reproductive health programs. 

The--approach-ofthe end-of-the--first-decade-of the Safe-Motherhood dnitiative-provides an .......-...--......... ... . . ... . 

opportunity for reflection on technical advances, field experience and lessons learned from many 
aspects of safe motherhood programs; and for thoughtful consideration of the best way forward 
to more effectively reduce maternal deaths and improve the health of women and newboms in 
the next decade. This paper reviews progress to date in one essential component of national 
programs - communication for safer motherhood. It discusses some of the issues related to 
integration of what was formerly called safe motherhood communication into comprehensive 
reproductive health communication. It also proposes development of a framework that integrates 
recommended behaviours for each separate component of reproductive health, and that 
identifies and prioritizes universal themes and crosscutting behaviours. 

The paper discusses the role of communication in the design, conduct and application of safe 
motherhood programs, presents some key principles of reproductive health communication, 
identifies problem areas in current research, suggests components of a comprehensive strategy 
and describes some possible core reproductive health communication activities. It discusses the 
role of professional health providers, traditional birth attendants, policy-makers, and 
community members in improving reproductive health and reducing maternal deaths, from a 
communication perspective. It suggests a new philosophy of communication that highlights 
increased access to information at all levels, supports rethinking of current approaches, 
adoption of new, innovative information and communication technologies, and willingness to 
try new methods of not only reaching women with information but involving women and other 
stakeholders in production of that information. 

Wider acceptance and broader application of the applied behaviour change approach is a 
urereauisite to more successful reproductive health communication programs. Applied . . 

behaviour change and the behaviour change approach integrate three distinct professional 
disciplines - social marketing, behavioural science and communication science. This paper 
reviews recent literature in these three fields as applied to reproductive health and presents an 
objective analysis of findings and lessons learned from that literature. 

That literature calls for an end to prescriptive, top-down approaches that do not effectively 
incorporate women and community input, and that do not present options or allow choices. It 
suggests the need to move away from universities and "centres of excellence," into households 
and communities before reproductive health interventions are designed and strategies are decided 
upon, resisting the development of models based on assumptions about what women and 
communities want. 
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The beginning of the second decade of the safe motherhood initiative is an appropriate time to 
pause for reflection, to demonstrate unswerving commitment to one of the most basic principles - 
of safe motherhood communication - listening to women. The lessons women and communities 
have eloquently shared with us must be incorporated into the development of new 
communication approaches to reduce maternal deaths and improve the health and well being of 
all women. This review of lessons learned, presentation of tested methods, critique of current 
strategies, and suggestions for shift in emphasis is intended to help move forward the discussion 
of how to best integrate safe motherhood communication priorities into the rapidly evolving field 
of integrated reproductive health communication. 
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"What is needed now is a much wider and noisier demand for action in order to 
force this issue (maternal mortality) into public consciousness and onto the 
political agenda ... " 

Peter Adamson 
Progress of Nations, UNICEF, 1996 

INTRODUCTION 

During the last decade, several major international conferences have reshaped global thinking on 
women's health, particularly sexual and reproductive health. Together, these conferences, the 
International Safe Motherhood Conference in Nairobi 1987; the International Conference on 
Population and Development (ICPD) in Cairo in 1994; and the fourth World Conference on 
Women in Beijing in 1995, resulted in a new world view of women's health. The Safe 
Motherhood Initiative (SMI), created after the Nairobi conference, refocused attention on the 
urgent need to reduce unconscionably high levels of avoidable maternal mortality in developing 
nations (142). Seven years later in Cairo, the ICPD endorsed a comprehensive client-centred 
approach to women's health, strongly supporting the integration of a full spectrum of 
reproductive health care into family planning programs; and integration of reproductive health 
care into a broader perspective on meeting women's health needs throughout their lifespan (98, 
11 1). 

Only a year after the ICPD, the Beijing conference reaffirmed the need to link women's health to 
other social development programs; to strengthen networking and partnerships, among women's 
organizations in particular; and to increase women's access to health care and information as well 
as to other resources (109). Participants were challenged to recognize the wider gender 
framework that influences women's health, and to "reach beyond the conventional boundaries of 
service" (218) to develop meaningful local programs to improve women's lives. This year, 1997, 
marks the decade anniversary of the Safe Motherhood Initiative. 

The approach of the end of the first decade of the SMI provides an opportunity for reflection on 
technical advances, field experience and lessons learned from many aspects of safe motherhood 
programs; and for thoughtful consideration of the best way forward to more effectively reduce 
maternal deaths and improve the health of women and newborns in the next decade. This paper 
reviews progress to date in one essential component of national programs - communication for 
safer motherhood. Because the communication component of safe motherhood programs must be 
closely linked with other components such as service delivery and training, expanding the 
discussion beyond what is conventionally regarded as "pure" communication to include those 
areas is at times unavoidable. 

The Changing Shape of Safe Motherhood 

From its inception, the primary goal of the SMI has been the reduction of maternal mortality. 
Related objectives, including reduction of the most serious and widespread maternal morbidities 
and improving the overall health and well being of women and newborns were based on a broad 
platform of socioeconomic improvement to address the underlying factors that contribute to 
maternal deaths. 

Many important advances in "core knowledge" were made during the first decade of the SMI. 
These include re-tabulation of earlier data on maternal death to reveal even larger numbers than 
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initially thought - nearly 600,000 annually rather than 500,000 estimated previously (340); a 
much higher proportion of maternal deaths clustered in the postpartum period than previously 
recognized (41. 188): and consensus on a comvrehensive set of indicators for evaluation of " \ ,  , , 
programme effectiveness (196). The importance of these advances in guiding the shape and 
content of safe motherhood programs cannot be overestimated. This is clearly exemplified in the . - 
report analyzing data on the timing of maternal deaths - "if the emphasis given to the two weeks 
after birth was increased to reflect the percent of total maternal deaths that occur in this period 
(more than sixty percent) instead of spread out over the entire pregnancy, ninety percent of 
maternal deaths could be eliminated" (188). 

Such new data has led to wider agreement among international planners on program issues that 
had been extensively debated throughout the decade. Success in improving reproductive health is 
now "limited more by service issues than by lack of scientific understanding" (254). Debate on 
several specific unresolved program issues continues - for example, clarification of the potential 
contribution of traditional birth attendants (TBAs) in reducing maternal deaths (18). But although 
there are many interventions proposed to reduce maternal deaths, there is emerging consensus on 

. . ~ .....-... . . . . . .  ( (  . . . .  ........... . ~~ ... , ...... ~ .... ~ ...... ~ ..... ~.. essent~al components of a package of care; on a set of mterventlons proven as e f f e c t i v e m e w  
of providing that package, and on the critical role of essential obstetric care (EOC) within basic 
reproductive care (196). Communicating that global consensus to a wider audience, convincing 
policy makers and health workers, and creating a constituency for new reproductive health 
approaches remains a challenge. 

Many conceptual models, guidelines and tools to assist country programs have been developed. 
These tools have evolved to reflect emerging reproductive health priorities. For example, the 
Mother-Baby Package (353) prioritizes the most urgent maternal and newborn health problems, 
and provides guidelines for a "minimum package" of maternal and newborn care. The Mother- 
Baby Package focuses on use of proven interventions, reorganizing existing care systems and 
integrating services. Originally conceptualized at the mid-decade point of the SMI, the final 
shape and content of the Mother-Baby Package reflects the influence of evolving women's health 
priorities. Global emphasis on integrated reproductive health care resulted in the addition of 
expanded family planning and STD guidelines to the earlier package of "essential obstetric care." 

As the end of the first decade of the Safe Motherhood Initiative approaches, reducing maternal 
deaths remains a global priority within the broader framework of integrated reproductive health 
care (IRHC). Safe motherhood has become less of a "stand alone" program and is now seen as 
one important facet of comprehensive reproductive health care. 

Expanding the Framework 

Safe motherhood communication faces the same problems and challenges as other program 
components struggling to keep pace with the rapid progress of the global women's health 
movement. Communication planners must be cognizant of the shifting and ever-expanding focus 
of women's health, and the increasing communication challenges such expansion presents. 

Each of the separate components of care that together comprise integrated sexual and 
reproductive health care - family planning, control of HIVIAIDS and other sexually transmitted 
diseases, and the cluster of interventions included as part of safe motherhood - have in the past 
been implemented primarily as individual, vertical programs. For both service delivery and 
communication, a framework is required to integrate the separate components to form a 
cohesive, comprehensive package. 



WHOIRHTl97.34 Safer Motherhood, Safer Womanhood: 

Many frameworks and conceptual models have been proposed to represent various parameters of 
safe motherhood and women's health. Initially, these frameworks served to guide the shape and 
content of the Safe Motherhood Initiative itself (321); and later to guide the planning and 
implementation of interventions (246,330). Frameworks for women's health-seeking behaviour 
demonstrate the role of "three phases of delay" in maternal deaths (314); suggest a triad of 
"recognition/response/resources" (284); propose pathways of recognition and decision-making 
(228) and pathways to prevention (34). They describe "the road to maternal death" (353); a 
"causal chain" of events leading to maternal deaths, and a systematic methodology for evaluation 
of interventions to address each successive event (1 96). The most recent propose a framework for 
evaluation of the effects of reproductive health services on the quality of women's lives and to 
measure the "fit" of proposed research projects (137) into that model; a method for prioritizing 
among possible interventions (2 12); for prioritizing research and information dissemination 
issues (139); and for gender-sensitive research (266a). 

Although developed individually, when considered collectively, these frameworks and the 
visions of women's health care seeking behaviours and health care delivery they represent 
-provide-an~insightful-~and-dynamic-hackground-against whichto build-a framework foran- - - -  - - - - - - - - - - - -  ----  -------------  - - - -  - - - - - -  - . 

integrated reproductive health communication strategy. However, to date, no single 
comprehensive framework has been proposed to guide communication interventions for 
integrated reproductive health behaviour change. Although several equations have been proposed 
to represent the steps in access to care, including the "pathways" models described above, 
documenting "communication pathways" now needs to receive equal attention. 

As each component of integrated sexual and reproductive health care is distinct - safe 
motherhood, control of STDIHIV, family planning, safe abortion, female genital mutilation, 
cervical cancer - so is the literature on the communication aspects of each component. The 
extensive separate body of literature that exists for each topic area makes a comprehensive 
review unrealistic, in terms of both length and breadth of content. This paper focuses primarily 
on safe motherhood, which in and of itself encompasses many topic areas, and draws on select 
examples from the literature on the other components of reproductive health care. 

In the early years of the SMI when there were few published examples of maternal health 
communication research, review papers had to "start from scratch" and rely heavily on 
experience and lessons learned in nutrition and family planning communication (128). Now, after 
a decade of groundbreaking research, an overwhelming amount of materials and methods are 
documented in the literature. For every published report, there are probably many that have not 
yet come to the attention of the growing global audience. 

When the detailed results of this growing body of work are considered collectively, what 
emerges is concrete evidence about what works, what's missing, and what needs to be changed in 
maternal health communication. Many of the lessons learned, documented over and over again in 
the literature, do not present new information. Overwhelmingly, these results confirm many basic 
communication principles, reaffirm lessons learned from early pilot projects, and identify trends 
and new directions for the future. The literature suggests a new approach that calls for far- 
reaching changes in the way safe motherhood health communication is currently conceptualized 
and delivered, and provides insight into how that might best be accomplished. 

This review is divided into three sections that propose the rationale, content and methodology for 
a new reproductive health communication agenda. It provides an up-to-date "menu" of field- 
tested tools, methods and materials from a variety of sources to assist in development of a 
comprehensive, innovative, strategic combination of communication ideas and activities. It also 
directs reproductive health communication planners who require more detail than this review can 
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provide to in-depth resources in a variety of formats, targeted to their specific program planning 
needs. 
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PART l 

WHY: 
Lessons Learned from Listening to Women 

Reducing Maternal Deaths: No one knows, no one cares, no one 
prepares 

During the earliest years of the SMI, improving women's socioeconomic status was placed first 
among the four-point program for safer motherhood (social equity for women, family planning, 
community based maternity care, and care for obstetric emergencies). However, over time, as the 
focus gradually shifted toward the medical aspects of safe motherhood - especially essential 
obstetric care - women's status was virtually displaced from the equation. This has had 

---implications-on boththe-content of-and-channels--for-communicafion-activities;-resulting-in--------- --------------  

overreliance on facility-based "medical" messages and materials. 

Undeniably, at the end stage, when obstetric complications have progressed to become full- ,, 

blown emergencies, reducing maternal deaths requires rapid provision of modem medical 
technologies, such as banked blood for severe haemorrhage or caesarian section for obstructed 
labour. However, directing women toward the many earlier "exits" off the "road to maternal 
death" reauires a combination of both social and medical solutions 1330.353). Renewed attention , , 

to the underlying social issues so clearly identified during the early years of the Initiative is 
prerequisite to the development of practical approaches to deliver women's health services based 
bn a broader concept of women's health and with a view to empowering women (138). 

There is frequent reference to "bridging the gap" between women and the essential health care 
they require during pregnancy, birth and throughout their reproductive years. However, for many 
women and newhorns it is not just one gap hut a seemingly endless series of obstacles, harriers, 
and constraints that prevents them from achieving and maintaining the basic health and well 
being that is the right of everywoman and newborn. Although simple interventions to reduce 
maternal deaths in developing countries are available and affordable, maternal mortality still 
remains unacceptably high. Why? Because "nobody knows ... nobody cares... and nobody 
prepares" (222). 

Not enough people know how serious the problem of maternal mortality is, or that there are 
effective solutions to reduce it. Not enough people - policy makers, planners and health workers - 
who have the power and resources to improve the situation think reducing these unnecessary 
deaths is a priority. And at the community and household level, not enough people are aware of 
the need to prepare for a healthy pregnancy and birth, or that it is critical to take prompt action if 
obstetric complications occur. This lethal combination of lack of knowledge, caring and 
preparation presents a challenge to those working in safe motherhood communication all over the 
world. 

Safe motherhood communication interventions, if well designed and properly implemented, can 
impact this needless combination of ignorance, misconception and neglect; and overcome 
longstanding resistances at policy, facility and household level. Comprehensive safe motherhood 
communication strategies can help to assure that more and more people at national, district, 
community and household level know enough, care enough, and prepare enough to reduce 
maternal deaths. 
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Delay 

An important aspect of maternal mortality is the unpredictable nature of many of the most life- 
threatening obstetric complications; their extremely rapid onset; and the equally rapid 
progression to fatal outcome. For example, postpartum haemorrhage can result in death within 
several hours of onset if prompt treatment is not available. Timely recognition and prompt 
treatment of obstetric and newborn complications can be lifesaving. Delay in recognition and 
treatment can, and frequently does, result in maternal death. In stark contrast to developed 
nations, most maternal deaths from obstetric complications in developing countries do not occur 
in hospital. The majority of such deaths occur either at home, or in transit during the often 
lengthy process of attempting to obtain treatment. 

The concept of delay is the cornerstone in the currently accepted conceptual framework for the 
design of programs and strategies to reduce maternal deaths. Conclusions based on an extensive 
literature review of utilization of maternal health care identified several distinct mechanisms 

field projects and programs. Several variations of the original delay concept have been presented 
(228,349), which enhance, hut do not significantly alter, the original conceptual model. 

Three distinct phases of delay which contribute to maternal death have been identified. The 
"three delays" are: household level delay in deciding to seek care; delay in reaching care due to 
transportation and referral system difficulties; and delay in receiving care after arrival at a health 
facility. Delays in seeking essential obstetric care are influenced by different mechanisms than 
those that contribute to delay in health care seeking for other medical problems or emergencies 
(86,95, 117, 343,336). 

Many factors influence the decision to seek care at the individual and family/household level, 
delay in decidine to seek care when a serious pregnancy complication or childbirth emergency 
occurs. These include the social status of women in the local culture; religious beliefs which 
restrict mobility of women (such as the Islamic tradition of purdah); cultural and traditional 
beliefs about the causes of problems of pregnancy and birth, which do not recognize the 
emergency nature of many complications; the influence of family, elders, and influential 
community members; and distance and cost. "Internal barriers" in the woman herself, such as 
lack of self-esteem and self-worth, which prohibit her from seeking care are also a factor in care- 
seeking behaviour. Perceptions of the quality of maternal care, often based on previous negative 
experience with the health system, can also cause care-seeking delays. These include attitudes of 
maternal health care providers, gender of health worker, and cultural preference for traditional 
health providers for pregnancy and birth. 

Contributing factors to delay in reaching care due to transportation difficulties once the 
household-level decision to seek care is made include eeoeravhic factors such as distance. 

v v .  

difficult terrain, poor roads, lack of adequate public transportation, and cost of transport, which 
can be opportunistically increased for women experiencing obstetric emergencies or during 
nighttimi-hours when many such emergencies occur. ~ a c k  of knowledge i f  the location of the 
nearest appropriate health facility where care can be obtained, reluctance of public transport 
workers to assist women with childbirth emergencies, and the need to reach multiple care sites 
within the referral chain before adequate care can be provided commonly cause "care-reaching" 
delays. 

Facility-level delays in receiving prompt and appropriate care, delay in receiving care once at the 
health facility, are commonly caused by infrastructural factors such as lack of trained staff, 
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supplies and equipment for emergency treatment or surgery; inappropriate care provision, 
inability to provide correct medical/surgical management of emergencies even if equipment is 
available; inefficient management of available resources, or poor attitudes of maternal care 
providers. 

It is impossible to prevent the occurrence of life threatening obstetric complications. However, it 
is possible to prevent or substantially reduce the delays which can turn a complication into a 
maternal death. Many of these factors are avoidable. The role of avoidable delays in maternal 
death should not be underestimated. A recent maternal mortality study in Egypt determined that a 
combination of delay and substandard care could be identified in 92% of all maternal deaths 
(216). 

Implications of Delay on Communication Strategy 

Many women and newborns with obstetric complications experience delay at all three levels. 
Therefore, to be maximally effective in reducing maternal deaths, communication strategies must 

levei - and apply the research findings to systematically address delay at every level. This 
requires exploring the care-seeking decision-making process by women, birth attendants and 
family members at the household level; documenting the treatment decision-making process by 
care providers at the health facility level, and investigating the role and behaviour of 
"gatekeepers," influential family and community decision-makers who often participate in the 
process of "negotiating" care for obstetric emergencies. 

One way to reduce delays is reducing the distance between women and essential maternal care. A 
balanced avvroach to reducing the distance between women with obstetric comviications and 

. S  

lifesaving care requires two complementary strategies - bringing care closer to women, and 
bringing women closer to care (321). Such a programmatic approach has been called "meeting 
the community half-way" (196). Women and newborns with complications must be able to reach 
care as quickly as possible. Birth attendants, families and communities must be aware of danger 
signs of obstetric complications, and the location of the nearest health provider or health facility 
that can provide essential obstetric care. Communities must be mobilized to establish a 
"community action plan" to allow prompt, regular and reliable transport to the closest source of 
care when emergencies occur. 

Essential obstetric care must move out toward women, bringing lifesaving care as close as 
possible to where women live. Extending lifesaving skills as far down the "maternal care chain" 
as possible means strengthening lifesaving skills capability at community and district level, for 
both traditional and modern maternal care providers; and establishing or strengthening 
connections between the community and all levels of the referral network. 

To reduce delays and bring women closer to care, integrated safe motherhood communication 
and training activities should promote early recognition of the danger signs of obstetric and 
newborn complications among women, families and birth attendants; increased awareness of 
danger signs, timely response and appropriate referral when danger signs; complications, and 
emergencies occur; and prompt, appropriate treatment by the closest trained care provider. 
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Listening to Women 

One of the most important lessons learned to date in safe motherhood communication is the 
value of incorporating women's needs and perceptions into the design of maternal health 
programs or services. Almost without exception, programs that "listen to women" by eliciting the 
opinions and preferences of women come closer to achieving their behaviour change objectives 
(48,222). Allowing the voices of women who are the intended users of maternal health services 
to be heard before services are planned and implemented can identify and reduce barriers to use 
of care; and more effectively narrow the gap between women and health care programs intended 
to meet their needs. 

There is too often a lack of appreciation of the life conditions and daily realities of women 
among those who design maternal health service delivery. There is also a wide gap between the 
Western-oriented perceptions of health and disease commonly held by health planners and the 
ethno medical belief systems of women and communities (3 1 a, 81, 17la, 177). Using the self- 
expressed realities of women's lives as an entry point for maternal health service planning creates 

...~ a ....... cri .c,, ~c.al li.Gkbeettwweeen .w.G.fi.i mat.e.$.arca lgfi.E&i t6d6 

to reduce maternal deaths. If asked, women will tell planners how to deliver services in a form 
that is appropriate and acceptable, that they are willing to use and continue using. 

Penetrating the "Culture of Silence" 

Maternal deaths have long been a "silent" problem in many developing countries, often taking 
place quietly behind closed doors without being discussed or reported. Human sexuality, 
conception, abortion, childbirth practices, obstetric complications, reproductive health problems, 
and maternal death are all regarded as sensitive, private issues (83). The act of childbirth, one of 
the most sacred and secret rites of womanhood in many traditional societies, is often the 
exclusive domain of women. Pregnancy and birth are, rightfully so, regarded as normal events; 
however, this normalcy implies that special interventions or care are not required. Maternal death 
is often culturally accepted as an unavoidable risk associated with women's childbearing 
responsibilities. 

Even women themselves often share these perspectives (27,264). They tend to identify signs and 
symptoms of pregnancy complications - even those that would be considered serious in Western 
medicine - as normal, often because they have experienced them before, or because they occur so 
frequently among their pregnant neighbours and friends. Such problems are considered serious 
only if they persist into the postpartum period or beyond. Obstetric problems with "high 
visibility" such as prolonged or severe bleeding, malposition, and twins are sometimes 
exceptions. 

Plannine for childbirth is also culturallv defined. In much of the world. esoeciallv rural areas of . 
developing countries, women and their families still maintain an overwhelming preference for 
birth at home, in an environment that is perceived as normal, natural and "safe." In parts of 
Indonesia, women do not normally planBhead for childbirth. To do so would disrupt the "inner 
calm " associated with home birth; planning for action in the event of obstetric complications, or 
for a birth location other than home is viewed as planning for, and perhaps therefore bringing on 
the occurrence of a negative event. They are content to hope for the "best case" scenario (228). 
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Look Closer, Listen Harder, Reach Farther 

Lessons from a decade of maternal health communication research confirm that safe motherhood 
communication requires a unique approach. Safe motherhood encompasses a wider array of 
intervention areas and behaviours than almost any other single health program - family planning; 
creating a cleaner, safer birth environment; regular and repeated utilization of routine preventive 
care over a lengthy time span of almost a year; rapid recognition of complications and use of 
special care for obstetric emergencies; prevention of reproductive tract infections from STDs, 
unsafe abortions or poor medical practice; and a wide range of preventive and health-promotive 
behaviours to protect the health and nutrition of both mother and child. And it must address the 
needs and welfare of two individuals - a woman and her newborn child. 

Many years of experience in closely related areas, such as family planning and STDIAIDS 
prevention, have contributed a wealth of information on techniques to explore culturally sensitive 
topics related to sex and human sexuality. Yet unlike contraception and STD prevention, which 
under ideal circumstances are the shared responsibility of both men and women, pregnancy, birth 

Reaching Farther 

The list of questions that health planners need to answer in order to plan and deliver maternal 
care in ways that appeal to women, families and communities can be overwhelming. It is often 
difficult to decide what information is essential to change key behaviours in the household, 
community and health facility. It is not necessary to ask more questions, but rather to ask a few 
key questions better; and to ask the people who really make the decisions about women's use 
of care. 

There can be no one global approach to conducting qualitative research, using research results to 
develop messages and materials, or educating women, family and community about maternal 
health. Each community is unique, presenting a combination of obstacles and opportunities 
different from any other. It is however, possible to start by considering a set of universal 
communication themes, and by identifying and prioritizing "crosscutting behaviours" and 
"behaviour clusters" which have been found to apply to a majority of settings and situations. 
These reproductive health "universals" can be promoted to almost all women and communities. 

One of the biggest remaining challenges in maternal health communication is how to reach the 
vast numbers of pregnant women who typically have little or no contact with the formal health 
care system - adolescents, non-attenders of antenatal care, women who choose to give birth at 
home, who are reluctant to seek care for complications or emergencies, and who in many settings 
are culturally restricted from leaving home for the forty day postpartum period. 

Much emphasis has been placed on developing materials and messages for use with clinic- 
attenders, and some success has been achieved in modifying behaviours of women who present 
for maternal care. This has been called "the culture of the clinic" (81). Conventional clinic-based 
maternal health education can orovide a core or focal ooint for maternal health information 
sharing; but an innovative mix of outreach and dissemination strategies must be developed on a 
community-by-community basis if coverage is to be expanded to include women who are not 
care users. 

What then are the communication alternatives? Women in rural areas of many developing 
countries have limited access and exposure to mass media. Much of the traditional work of 
women is done outside of the home in fields, farms and factories. This often places them outside 
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the reach of even radio. Newspapers may be available in rural areas, but low-literate women are 
rarely able to do more than look at the pictures. Women's primary sources of information about 
pregnancy and birth are typically elder female family members, friends, and occasionally health 
workers. Frequently, information provided by family, friends and neighbours reinforces 
traditional beliefs and practices, and is often not compatible with modern Western medical 
practice. 

Who Decides if Women Use Care? 

Women's own behaviour plus the powerful influences of family and community can enhance or 
constrain choices women are able to make about use of maternal care (186). Increasingly, 
evidence from the field shows that although it is crucial to target pregnant women at the 
household and community level as part of a national communication strategy to reduce maternal 
deaths, it is perhaps even more important to target "gatekeepers" as well. Gatekeepers can 
impede or enable women at each step in the process - seeking, reaching and receiving care. 
Husbands and other influential males within the household and in the community at large, and 
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important "care-seeking gatekeepers". It is often these individuals, and not the women herself, 
who are the decision-makers regarding use or non-use of maternal care. 

The role of gatekeepers was established by early research on patterns of household decision- 
making in utilization of maternal care (186,220). More recent research has corroborated the need 
to increase awareness among household-level gatekeepers of the danger signs and the need for 
timely use of care in obstetric and newborn emergencies; for adopting recommended preventive 
behaviours during pregnancy, birth and postpartum, and for sharing responsibility for STD 
prevention (198, 347). 

Although frequently not concerned with any other aspect of pregnancy or birth, in many cultures 
it is husbands who control the financial resources and mobility of women, and who ultimately 
decide whether and when pregnant women will use maternal health care. When husbands are 
absent, as is frequently the case when men must leave rural areas to find employment in distant 
cities, the delay that results while trying to obtain permission to seek care for obstetric 
emergencies can be fatal (229). Men, or in their absence elder female family members, can also 
have culturally-sanctioned decision-making power regarding the diet of pregnant women, 
workload and household responsibility, and use of family planning. 

Traditional birth attendants, the potential link between traditional and modern maternal care, play 
a dual role as both providers of and gatekeepers to maternal care. Pride, an interest in protecting 
their image and status in the community, and rivalries between TBAs and professional midwives, 
are some of the attitudinal barriers which have been shown to prevent TBAs from promptly 
referring women with obstetric complications for treatment (159,228,237). 

Among other key gatekeepers are those working in the health system. All providers of maternal 
health care - nurses, midwives, and doctors - are "care-giving gatekeepers". Other staff 
responsible for registering or referring women once contact with a health facility is established 
can also influence both the speed and quality of care a woman receives. 

The concept of gatekeepers has expanded to include a wide variety of others who contribute, 
directly or indirectly, to utilization of maternal care - "care-reaching gatekeepers". Reluctant 
transport workers have been successfully mobilized to take pride in their role in facilitating 
transportation of women with obstetric emergencies to health facilities (241); and have also 
contributed to the successful outcome of AIDS awareness programs (59, 326). 
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The Household Production of Health 

The concept of household production of health has become an integrating concept for motivating 
and organizing thinking about the determinants of health behaviour and health change. 
Household production of health is a "dynamic process by which households combine their 
internal knowledge, resources and behavioural norms and patterns with available external 
technologies, services, information and skills to restore, maintain and promote the health of their 
members" (40). 

Household production of health includes the range of health-related decision-making and care 
undertaken by individuals on their own behalf within the framework of the household. It includes 
a continuum of care choices - to do nothing; to take responsibility for health; to actively promote 
health; to self-treat; to seek care from another within or outside of the home environment; and to 
follow advice, treatment and care recommendations (also called compliance). Household 
production of health is a set of social behaviours learned in a cultural context and shaped by 
options and constraints (79). 

Recently, increased emphasis has been placed on identifying and supporting actions that women, 
families and communities can take to promote and preserve their own health at household and 
community level. Several similar to sukival" have been identified (34,228,213, 
277). These pathways graphically represent the steps in decision-making that women and 
families take to seek care for different types of health problems, mostly childhood illnesses. 

Pathways for Women's Health are Different 

The pathways for safe motherhood and integrated reproductive health are different and more 
complex than those for other health interventions for several important reasons. The "gatekeepers 
to care," family members and key community members are the same and social support required 
from these gatekeepers is similar for both women of reproductive age and children. However, 
health care seeking decision-making parameters applied when women need care are not 
necessarily the same as when infants and children are ill (108,322). Women's health needs are 
often given less priority. 

Although many obstetric problems can be effectively managed at the health centre level in the 
presence of well-supplied clinics and well trained staff, some aspects of reproductive health care 
can require care-sedking that extends to the district hospital referral level, to prevent death from 
common obstetric emergencies (for surgical capability, anaesthesia and banked blood). At 
several points in time reproductive health care includes two clients - the pregnant woman/fetus 
during pregnancy, and the mother-newborn dyad during the immediate postpartum period. 
Reproductive health care includes a wide range of problems and a large amount of more complex 
interventions. 

Perhaps the most challenging aspect from a behavioural perspective is that although the care 
cycle of pregnancy-birth-postpartum can repeat many times throughout a woman's reproductive 
lifespan, there is often a gap of several years between the occasions when a woman must practice 
the many recommended behaviours associated with pregnancy and birth. In reproductive health 
care, the woman is both caretaker (home care provider) and recipient of care (client) for 
protection of her own health. After birth she also assumes both roles for both parts of the mother- 
newborn dyad. 

Childbirth and the immediate postpartum period comprise a discrete set of events that occur only 
a few times in a woman's reproductive life span. The cluster of potential complications and 
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emergencies is much larger and can result in a potentially severe outcome within a very short 
period of time. Most require rapid action to seek emergency care at first referral level - time is a 
factor as well as the barriers of distance, cost and humane quality care. 

The new mother and newborn are most vulnerable during this period. Postpartum care coverage, 
especially during the immediate and early postpartum period, to reinforce ideal behaviours and 
recognition of sepsis and other problems is lower than any other aspect of maternal care. Thus, 
this is the most vulnerable hut least protected time for both mother and newborn. 

Pathways have been suggested to describe common patterns of health care seeking for maternal 
health problems. The pathways represent a complex decision-making process that often involves 
family members and traditional maternal care providers as well as women themselves. They also 
describe the ideal interaction between the users and providers of good quality modern health care 
at various points in the care-seeking process ( l  14,227). The pathways are a method of 
"mapping" the ideal steps and recommended behaviours required by care seekers and care 
providers to achieve a successful outcome for mother and newborn during pregnancy, birth and 

---postpartu 

Successfully bridging the gap between the actual behaviours of women, families and 
communities and the set of recommended behaviours along the pathway to survival requires a 
comprehensive communication strategy that links women, families, and traditional care 
providers to modern health care workers who provide basic maternal health education and 
services. In many settings, diminishing financial resources for health-related expenditures, both 
at national and household level, indicate a need to increase emphasis on actions that women, 
families, and community members can take themselves to improve the health and well being of 
women and newborns. 

Increasing awareness of the need for com~nunity action, and providing the community with 
information about precisely what actions to take are essential first steps. An additional step is 
determining the priorities, preferences and concerns of women, families and communities, to 
better provide the type of care women want to use. To truly enable women and families to create 
and sustain community-level activities that improve health and optimize utilization of basic 
maternal and newborn care, programs must systematically identify and address barriers and 
obstacles that are commonly encountered. Often, this means redefining the boundaries of health 
and social programs. 

Providing Accessible Care 

In a world where more than half of the population still lives more than two hours travel time 
from the nearest telephone, access to good quality lifesaving care for obstetric and newborn 
emergencies is beyond the reach of many women. Making care truly accessible, which includes 
making care more responsive to the needs of women, may require changes in the current system 
of health care delivery - willingness to expand the range and improve the quality of services; to 
create alternative locations for provision of services; and to allow care to be delivered by a wider 
variety of care providers. 

Providing accessible care is a two way process - making better care available and helping women 
make better use of available care. This involves influencing decisions on both sides of the 
equation. Better care requires improved decision-making on the part of health workers to know 
what kind of care women need to maintain health and prevent avoidable deaths; when they need 
to receive care; and how to provide good quality care in a manner that respects the dignity and 
rights of women and families (269). Women and families also need to know what kind of care 
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they need to maintain health and prevent avoidable deaths, and what healthy behaviours and self- 
care they can practice at home. They need to recognize which problems require additional care, 
and know the closest source of care; and accept responsibility for taking timely action to avoid 
unnecessary delays. 

The most common documented barriers to care - distance, cost and dissatisfaction with quality of 
care - are cited by almost all women as preventing use of care. However, assumptions should not 
be made about the ultimate importance of these constraints. Even among women who clearly 
acknowledge the contribution of distance, cost and quality to care-seeking decisions, these 
barriers are not considered insurmountable under certain circumstances. Motivation to seek care 
can overcome many of the more well known barriers to service utilization (12,44), especially if 
the services are perceived to be of good quality. 

But making assumptions about how quality of care is perceived by women themselves can he 
problematic. There are often distinct differences between the quality of care perceptions of 
women and families and those of health providers and planners. For example in Zaire, 
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older, rundown clinic. Researchers determined that the presence of a microscope at the older 
facility was considered more important as an indicator of quality care than the freshly painted 
walls of the new building (136). The vafue of listening to women and communities before 
redesigning health services cannot be overemphasized. Costs incurred by women in order to use 
care or adopt new behaviours are also often not measured by the same parameters as those of 
health planners. Many women and families have been shown to be willing to pay the costs, both 
in terms of money and time, to receive care that is perceived as good quality (195). 

Reducing time costs as well as economic costs can increase adoption of recommended 
behaviours and improve use of care. Recurrent behaviours that do not require travel far from 
home can be more easily incorporated into household routine, and therefore require less 
alteration of daily lifestyle and current behaviour patterns. These behaviours are more likely to 
be adopted and sustained than those which require travel or other special action, such as clinic 
visits (49); especially clinic visits for preventive care (288, 325). Many aspects of facility-based 
preventive care could be delivered at community or household level, making care closer and 
more convenient for women. Identifying innovative ways for community-based delivery of 
potentially mobile maternal services, such as maternal tetanus immunization and iron folate 
tablet distribution, could significantly improve coverage of these aspects of care (26,223,224). 

There is a wide spectrum of complex reasons why women and family gatekeepers do, or do not, 
make appropriate use of care. The one factor they all have in common is that at some point they 
have to decide to take action. The precise parameters of this decision-making must he clearly 
understood before effective communication interventions to improve health-seeking decision- 
making can be designed (227). Discussions with communities to determine potential solutions to 
barriers along the pathway to ideal maternal health care decision-making, and to determine 
women's unmet needs as perceived by clients themselves is a step too often overlooked (98, 
222). 

A Decade of Communication Experience 

There is frequent reference to "bridging the gap" between women and the essential health care 
they require during pregnancy and birth, and throughout their reproductive years. However, it is 
usually not just one gap women must bridge to receive care, but a series of obstacles, barriers and 
constraints that prevents them from achieving and maintaining the basic health and well being 
that is the right of every woman. 
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A decade of safe motherhood communication literature reflects a growing understanding of how 
these barriers must be addressed by reproductive health communication planners. A combination 
of custom (a culture of silence) and policy (a legacy of neglect) influence women's health and 
maternal death. To change this, comprehensive reproductive health communication strategies 
must increase awareness of women's health problems and address attitudes and behaviours 
among policy makers, health workers, communities and individuals at household level (128,221, 
350). While increasing the quantity, quality and variety of maternal care available to women, 
simultaneous efforts to increase demand for and timely, appropriate use of such care are 
imperative if this essential care is to be provided. 

Reproductive health decision-making, in part reflected by the use or non-use of lifesaving and 
health-enhancing services, is influenced by a complex set of factors. This decision-making is 
shaped by a variety of other household and community members in addition to women 
themselves. A clear understanding of the specific combination of local factors and the precise 
nature of decision-making patterns in both households and health facilities is essential as the 
basis for interventions to improve both the demand side and the supply side of the maternal care 

--equatio 

The set of recommended behaviours required of women, their families and communities has 
rapidly expanded as the global reconceptualization of women health has broadened the 
boundaries and integrated the components of reproductive health care. This requires rethinking 
the original communication goals, focus, and priorities of safe motherhood programs. It also 
requires redefinition of the shape and content of a "minimum package" of reproductive health 
information, messages, and communication channels compared to those proposed earlier in the 
Initiative. 

Earlier conceptual models for utilization of maternal health care (183,220) have been validated 
by lessons learned from new reports from the field, and emerging evidence highlights the 
importance of several specific factors within that original model. These earlier conceptual 
models can provide a foundation for restructuring frameworks limited to maternal health to 
include the broader dimensions of reproductive health communication; for updating research and 
program priorities, and for developing improved messages, materials and strategies to promote 
an integrated set of priority reproductive health behaviours. 

Putting the Pieces Together 

The literature presents a "jigsaw puzzle" - results from research in a group of countries involved 
in large maternal health projects (197,350) and results of individual pieces of research from 
smaller field projects. the pieces of this complex puzzle together requires an objective, 
critical analysis of the entire body of information now available, to provide a deeper 
understanding of the full set of factors that influence behaviours to improve maternal health. 

There is clear evidence that if asked in an appropriate way, women, family members and 
community leaders will clearly describe what they know, how they feel, and what they think will 
work in their lives and in their communities to improve reproductive health. Based on the 
literature, it is also clear that researchers, policy makers and health planners do not always listen 
to what women and communities say about their health care needs and choices when designing 
and implementing reproductive health interventions. Closer adherence to a more participatory, 
behaviour change oriented approach; more systematic collection and analysis of standardized 
information on the full set of behaviour-related factors; and thoughtful consideration of the 
implications of research results before initiating or redesigning reproductive health services or 
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education could increase the likelihood of changing behaviours and improving reproductive 
health. 

Asking Women the Right Questions the Right Way 

A growing body of work has gathered community-based data on obstetric morbidity in India (25, 
27,42,246, 361 ,), Botswana (244), Bangladesh ( l  18) Egypt, (90,206,216), Guatemala (227), 
and in the Philippines (309). Despite methodological problems experienced in some studies, in 
both Egypt and Bangladesh clinical evidence of complications such as excessive bleeding, 
prolapse and reproductive tract infection were demonstrated (361). This research provides 
concrete evidence that, as with maternal mortality, the disease burden among women is much 
higher than previously estimated. Many morbidities were found even among women with no 
complaints. 

Although the primam function of this type of research is to measure the relative weight of - . . - 
various reproductive health problems in the o\.erall disease burden of women. use ofthe method 
culled intervie\\-based diagnusis also provides derails abvut women's !ino\\ ledge and perception 
of common reproductive health problems that can guide communication interventions. 

Extensive field testing of the standardized instruments now available for community-based 
assessment of reproductive health problems has clarified the usefulness and meaning of 
particular questions and topics of investigation. However, even the tested instruments do not 
automatically result in a completely accurate representation of reproductive morbidity (122,307, 
308). There is often poor correlation between women's reporting of symptoms and confirmatory 
diagnosis by medical exam. In one study, half of the women determined by symptom-based risk 
screening to have a reproductive tract infection (RTI), laboratory diagnosis could not confirm the 
"interview-based diagnosis" (361). 

The problems inherent in asking "simple" reproductive health survey questions to rural women 
have been demonstrated in Northern Ghana as well, where researchers were using the Sisterhood 
Method to quanti@ maternal mortality (85). The researchers found that asking even the seven 
standardized questions the method relies on involved substantial pre-interview training, creation 
of a special set of terms, and an "events" calendar to help women recall timing of past events. 
These difficulties are magnified many times over when conducting detailed qualitative 
interviews. Adequate time must be allowed in communication planning to allow for the extra 
time required to accurately and completely "listen to women". 

A more complete understanding of the factors that limit the accuracy of women's reported 
illnesses (compared to the actual presence of disease) is still required to improve validity of data 
for statistical purposes. However, the qualitative research techniques used as part of interview- 
based diagnosis have generated information that is extremely useful from a communication 
standpoint. 

New information on the timing of reproductive health problems is also available. Among 3600 
women in southern India, confirming new data now available from China and elsewhere (1 SS), 
problems during the six week postpartum period were more common than problems during 
pregnancy and birth combined. Although eight percent of women experienced life threatening 
conditions during labour and birth,, almost a third of all reported morbidity - includingpotentially 
serious complications such as excessive bleeding, fever, discharge and abdominal pain - occurred 
during the forty day postpartum period. In comparison, only twenty percent of problems occurred 
during the antenatal period (42). 
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Despite increasing awareness of reproductive morbidity at policy level as a result of these 
studies, the need for reproductive health care remains under-recognized among women, families, 
and often by local health providers and planners as well. Widespread misinformation and 
misconceptions and inappropriate help-seeking behaviour affect women "from puberty to 
menopause," and are not limited to women of low income or social status (263). Current patterns 
of health seeking behaviour, particularly consulting traditional medical practitioners before 
seeking modem medical care, may actually increase the incidence of illness and potentially life 
threatening complications. 

Universal Barriers, Local Solutions 

Recent research on utilization of maternal care indicates more clearly than ever before that many 
of the factors affecting utilization of care are "universal," in the sense that their influence on use 
of maternal care is common to most cultures and communities, and can be documented across 
many different settings (136). These universal factors have been extensively recorded and 
categorized. A comprehensive presentation of focus group results from a group of West African 

. " 

project-specific findings by category (258). 

Cost, transport, quality of care, fear of modern medical facilities and procedures, disrespectful 
treatment by care providers, rivalries and hostilities between traditional and modern maternal 
care providers, and traditional health belief systems and practices are among the most common 
categories of barriers that appear in reports from the field. It is important that both researchers 
and programme planners clearly understand the "global set" of barriers to maternal care use 
before designing and conducting local research on barriers to care. 

However, within the broad categories of "universal" barriers mentioned above, a wide spectrum 
of culturally-specific variations, as well as distinctly different levels of effect of each factor 
within the total care-seeking process, are possible. And barriers rarely occur in isolation - 
typically, it is a unique combination of many factors that combine to cause delays and restrict use 
of maternal care. So although conceptual models for qualitative research instruments should be 
based on "universals," the communication response must be planned in consideration of the 
unique local combination of these factors. 

Local communication interventions to improve reproductive health behaviours must address 
several broad "clusters" of behaviours that reflect both personal responsibility and collective 
responsiveness: what women, families and communities know (recognition); what they do 
(utilization, compliance and self-care); and who they rely on (social support) (221). These five 
behaviour clusters - recognition, utilization, compliance, self-care, and social support - have an 
overriding effect on reproductive health decision-making pathways and on the successful 
adoption of each of the many individual behaviours recommended as part of specific components 
of reproductive health care (family planning, STDIHIV prevention and control, safer 
motherhood). The next section discusses several key concepts and underlying factors influence 
each cluster of behaviours. 

Lessons Learned from Listening to Women 

Among the many well-documented factors involved in health seeking behaviour, several emerge 
from the literature as particularly important. Perhaps foremost is the ovetwhelmingly culturally- 
based perspective influencing women's understanding of reproductive health problems. Women's 
perspectives may differ radically, or in subtle but significant ways, from Western models of 
reproductive health and disease. A voluminous body of literature is available to document 
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cultural perceptions of reproductive health, differences in women's conceptualization of the body 
and reproductive functions (56), and differences in perceived "normalcy" of potentially serious 
problems like haemorrhage, certain types of vaginal discharge, and hypertensive disorders (1 98, 
244). 

The scope and content of women's reproductive health knowledge in various settings 
encompasses a full spectrum from unadulterated tradition to an eclectic mix of modern and 
traditional influences. It has been shown that often women's perception of illness as well as care- 
seeking choices are influenced in part by knowledge gained through contact with the modem 
health system. However limited this contact might be, the structure of the health system has 
somehow been incorporated into women's beliefs and care-seeking practices (20). 

Perceived Quality and Use of Care 

The most widely recognized barriers to utilization of maternal care-distance, transport, cost and 

importance of these constraints. Even among women who clearly acknowledge the contribution 
of distance, cost and quality to care-seeking decisions, these barriers, though formidable, are not 
considered insurmountable in certain circumstances. Motivation to seek care can overcome many 
of the more well known barriers to service utilization (12,44, 195), especially if the services are 
perceived to be of good quality. 

Many women and families make proactive, rational health-seeking choices, given the constraints. 
of limited finances and less than ideal therapeutic options. It is important to identify the specific 
motivating factors, circumstances and triggers to action among women who spontaneously adopt 
and maintain recommended behaviours, called "positive deviants" by some researchers (10). 

Within the wide spectrum of complex reasons why women and family gatekeepers do or do not 
make appropriate use of care, the one common factor is that at some point there must be a 
decision about where and from whom to seek care. The precise parameters of this decision- 
making must be clearly understood before effective communication interventions to improve 
health-seeking decision-making can be designed. Dialogue with communities can help develop 
realistic, acceptable solutions to barriers along the pathway to ideal health care decision-making. 

Perceived Need for Care 

The concept of antenatal care for normal pregnancy is alien to Bangladeshi women who, in one 
study, said it made no sense to go to the clinic if feeling well; or to leave the house during the 
postpartum period if there was no apparent need (1 18). In India, 70% of non-users of antenatal 
and postpartum care reported no felt need for care (162). The other 30% of non-attenders stated 
that they were not even aware that these services existed. Also in India, pregnant women who did 
attend ANC first contacted antenatal services at seven months gestation; these women indicated a 
need only to register at the hospital to ensure a space when they were ready to give birth. No 
other aspects of antenatal care or postpartum care were valued (20, 110,210,220, 340). 

Among the most essential values underlying provision of basic health services to women and 
communities are caring and dignity (269). Too often, the dignity and aspirations of women are 
denied during encounters with the modem health system. This results in avoidance of contact 
with the health system and limits use to the bare minimum, only when there is no perceived 
alternative (12). Confusion and misconceptions caused by differences between modern and 
traditional terminology and theories of reproductive disease causation can result in inappropriate 
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use or non-use of maternal care. In China and elsewhere, widespread breakdowns in the maternal 
care network have led village women to express a profound lack of confidence in the local health 
system (310,352). 

Care for Obstetric Emergencies 

Creating demand for modern obstetric care during childbirth among women who traditionally 
give birth at home has proven more challenging than for perhaps any other aspect of maternal 
care. Women's overwhelming preference for home birth in many traditional cultures has made it 
evident that changing the traditions that sanctify remaining at home during childbirth, even when 
suffering with obstetric complications, will be a long process (5, 195,228). Often, preference for 
facility-based childbirth occurs only as part of increased exposure to modernization occurring in 
society overall (341), or as a result of increase in educational attainment. In Thailand, change to 
facility-based childbirth and use of professional birth assistance occurred only among women 
who had completed secondary schooling (263). 

experiences they and their neighbours have had, and that they can therefore relate to their own 
lives. In focus groups in Indonesia, women spoke of homebirth as "the link with life and living" 
(228). Despite well designed communication activities to promote use of a specially-created, . . 

more accessible source of modem care for obstetric emergencies, women stated that they would 
rather die at home with friends and relatives than leave the comfort and security of the family 
environment. Not even the promise of safer birth due to the presence of quality emergency care, 
or the improved chance of avoiding death from obstetric complications could convince women to 
give birth in an away-from-home setting. This is not necessarily fatalism, but rather 
complacency, accompanied by a high degree of satisfaction with the existing social support, 
comfort and familiarity of traditional maternal care in that cultural environment. 

What's the Hurry? Triggers to Action 

Many women state that they did intend to deliver in hospital, but a variety of circumstances 
intervened (198, 352). Often lack of adequate planning, for routine births as well as for obstetric 
emergencies, results in childbirth in a location other than the one originally intended. In some 
studies, most (70%) families of women who ultimately died from obstetric emergencies took no 
action at all before finally bringing women for facility-based care too late for lifesaving care to 
be effective (244). 

Women and influential others must be encouraged to plan for childbirth. They must know when 
it is necessary to initiate action if obstetric emergencies occur, and precisely what that action is. 
Studying "triggers" to health seeking action as part of qualitative research provides a foundation 
for "resetting" the trigger closer to the early recognition and timely care-seeking that are key 
behaviours in maternal mortality reduction. Research shows that women and birth attendants 
frequently wait as long as twenty-four hours before seeking outside assistance with obstructed 
labour (198); Postpartum bleeding may not be recognized as severe until blood has soaked 
through five cloth wrappers (220). One method to determine the impact of large distances on 
illness behaviour, incorporates a series of progressively worsening scenarios which permit 
"mapping" of changes in individual or group household health-seeking behaviour. In 800 rural 
households, increasing severity of the condition portrayed resulted in increased urgency of 
action, as well as increased agreement about urgency of action (336). 

In interviews conducted among families who had experienced maternal deaths, the extent to 
which families and communities believe that barriers to care could be overcome. were reflected 
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in type and timing of care-seeking action (244). Those families in which maternal deaths had 
occurred were less fatalistic than the general population, and suggested more concrete actions 
that could be taken to reduce avoidable maternal deaths. Different perceptions of time, the 
importance of timeliness and perception of the need for urgent action, can influence action in 
obstetric emergencies. When communication messages demonstrate familiarity with current 
practice, as well as recommend a new or modified practice, it is easier for women and influential 
community members to relate to, internalize and adopt the recommended action or behaviour. 

Women frequently use formal maternal health care primarily as a means to obtain "clearance" for 
later use of a particular health service. In Jamaica, women attend antenatal care (ANC) to book a 
"reservation" for hospital-based childbirth (210,341), and in Brazil, women who want surgical 
sterilization performed immediately after hospital birth attend ANC to obtain the prerequisite 
blood type and crossmatch testing (20). 

In some settings, women attribute the cause of reproductive health problems to entirely non- 
medical spheres of influence. In a study in Rajasthan, India women believed "dhoia pani," a 
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common wh~te vagtnal discharge, to be the physlologlc manifestat~on ofpoverty. Slnce the root 
cause was economic, not medical. Because so many women suffered from it, few women said 
they would seek medical treatment (123). 

Risk, Severity, Consequence 

A decade of study of safe motherhood service delivery has resulted in improved understanding of 
what specific problems and practices are associated with increased risk of obstetric 
complications, morbidity and maternal death. Revised clinical protocols that de-emphasize the 
conventional "risk screening approach" in antenatal care reflect the growing acceptance that 
many obstetric complications cannot be accurately predicted. Yet, despite a shared perception of 
the medical meaning of risk, this new approach has not yet been successfully communicated 
from global level to country level, where maternal health care providers often continue to follow 
the longstanding practice of risk screening. 

Even more challenging is communicating the concept of risk, whether the new or old approach, 
to women who have a radically different conceptual framework of the origin and consequences 
of obstetric complications. Unlike global health policy makers, individual women in remote 
villages do not compare their reproductive experiences to those of women in the industrialized 
world. They know little of that world, and it has little meaning in the reality of their daily lives. 
Their risk assessment and decision-making is based primarily on what is observable in their own 
lives and the lives of women around them. This creates an incompatibility between women's 
perception of risk and the perception of risk around which most maternal health services are 
currently designed. Failure to successfully address this common discrepancy in communication 
strategies may be one of the most important limiting factors in increasing use of maternal care. 

The concept of risk is closely linked to two other factors known to be important in changing 
behaviour - severity and consequence. Communicating risk, severity and consequence as related 
to maternal death is challenging. Risk is an intangible concept describing a problem that might 
occur at some future time. Because maternal deaths occur in individual communities far less 
frequently than, for example, young child deaths, the risk of maternal death to residents in that 
community may seem remote. 

It is well known that behaviours whose negative consequences immediately follow action are 
most amenable to change (4). For example, patients may connect the occurrence of a particular 
sexually transmitted disease (STD) to the sexual behaviour that preceded its onset, and seek 
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timely treatment. This is especially true for STDs such as gonorrhea, that can rapidly produce 
visible or painful symptorns than for those that produce milder symptoms or are asymptomatic 
(6a). But concrete consequences of action, inaction, or risky behaviours associated with many 
aspects of reproductive ill-health may not occur until long after the action or behaviour takes 
place; and often the risky action is not even remotely linked with its consequence in the minds of 
women and their partners. 

Pregnancy and birth are, rightfully so, regarded as normal events in most countries where 
maternal mortality is high. This perceived normalcy, however, also implies that special 
intervention or care are not required. Maternal death is often culturally accepted as an 
unavoidable risk associated with women childbearing responsibilities. The act of childbirth, one 
of the most sacred and secret rites of womanhood in many traditional societies, is often the 
exclusive domain of women. 

Many of the conditions associated with a higher risk of maternal mortality may be "silent," with 
signs and symptoms that are not obvious to women and their families, or that are not considered 

headache, or the lower abdominal pain, sometimes present in early sepsis are often 
misinterpreted or disregarded altogether by women themselves, as well as by family caretakers. 
The perceived range of normal to abnormal is often very wide, especially regarding one>of the 
most dangerous obstetric complications, postpartum haemorrhage. In many traditional cultures, 
bleeding after birth is perceived as desirable, considered to "cleanse the womb" after nine months 
of menstruation (244). 

Social Norms 

Recent behaviour change communication research documents a clear emerging trend among 
factors influencing adoption of reproductive health behaviours. In many settings, family and 
social norms have been shown to influence reproductive health behaviour more than any other 
single factor. In AIDS research in Jamaica, social norms were found to be more critical to 
adoption of behaviour change than AIDS knowledge, or even perception of personal risk (301). 
Early phases of research documented that both people who used condoms and those who did not 
believed that AIDS could not affect them - a finding that went against conventional wisdom. 
More detailed questioning determined that an individual's belief that their friends or sexual 
partners wanted them to use condoms was the overwhelming factor that ultimately resulted in 
condom use. 

Risk of social stigma is frequently a powerful determinant of behaviour, and women often 
hesitate to admit to actions and problems, or to adopt behaviours, that are likely to be unpopular 
among their social network (105, 115). Women often construct elaborate culturally-acceptable 
justifications for practices that go against social norms. This is particularly true in "respect 
cultures" for example where tradition dictates the importance of approval by elders and other 
influential people, and adherence to their recommendations. Understanding the adaptive 
strategies women use to rationalize practices that conflict with social norms presents a particular 
challenge to reproductive health researchers. 

For example, inconsistencies between "abortion talk" and abortion practice are common in rural 
Jamaica (304), And in Brazil, "witchcraft babies," possessed by evil spirits., are recognized as 
justifiable cause for abortion (20). Abortion remains one of the most difficult reproductive health 
related practices to document, both quantitatively and qualitatively (35). Although special 
indirect interview techniques have been developed to address under-reporting of abortion (153), 
the voices of women are still missing from abortion literature (278). 
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In Australia, friends and social culture were more important influences on safe sex behaviour 
than parents or sex education (182). How and whether friends talked about sex and practised safe 
sex were strong influences. Peer pressure can work to instill positive practices as well as to 
introduce negative ones such as drugs and alcohol. Open communication about sexual desire, 
intent and options is uncommon in many settings where maternal mortality is high. Yet such 
dialogue is essential for effective negotiation of many positive reproductive health behaviours by 
women, couples and families. 

Household level decision-making regarding women's use of reproductive health care is often 
controlled by influential family members - husbands, elder females such as mothers-in-law, and 
in some settings, senior wives. Understanding patterns of interfamilial communication, spousal 
communication and intergenerational communication can improve outcome of efforts to change 
reproductive health-seeking behaviours (347). It is important to explore the source, frequency, 
quality, content, context, and factors that might enhance or inhibit communication between and 
among these familial groups and networks. 

Adopting a new behaviour is usually a process of weighing perceived benefits against obstacles 
such as cost, effort, social stigma, pain or deprivation, level of investment, and financial or time 
costs required to adopt recommended behaviour. Recommended behaviours that are in harmony 
with needs and values, are easy to understand and practice, and that do not challenge peer and 
societal norms are usually more readily accepted. The concept of exchange is another important 
aspect of behaviour change that is frequently overlooked in safe motherhood communication 
research. Women are more likely to adopt new behaviours in exchange for tangible benefits that 
have meaning within their day-to-day lives and value systems; benefits that compare favourably 
with the effort or inconvenience required to adopt new behaviours. 

Women are not likely to change a given behaviour if it is associated in communication messages 
or materials with a "benefit" they do not perceive as such, or do not actually want. For example, 
promotion of prenatal iron tablets in Asia that highlighted the "benefit" of a bigger baby did not 
increase use of the supplements (47). Big babies may be perceived as a benefit in the eyes of 
Westerners, but having a big baby is feared by many Asian women. "Repositioning" the product, 
a common social marketing strategy, required a shift to promotion of effects associated with iron 
tablet use that were defined as benefits by Asian women themselves. The promise of a stronger, 
not bigger, baby and a healthy, energetic mother in the revised promotion increased iron tablet 
acceptance. 

It is much more difficult to change behaviour if the benefits are intangible or theoretical, and if 
the consequences of non-action are not credible, as in the concept of obstetric risk. For example, 
concerns such as child care, family responsibility and resistance from family members often 
discourage women from using maternity waiting homes, even if they do personally understand 
and wish to address potential risks of childbirth. 

Don't Bring "Bad News" 

The belief that thought and language can influence realitv is common in manv traditional 
W W W 

cultures. Often, metaphors are used to indirectly express the unspeakable, keeping the possibility 
of bad outcome that results from speaking "bad news" aloud at a distance (96). Use of indirect 
language, metaphors comparing apregnant woman and her unborn child to a vessel and its 
contents, preserving both gourd and water, have been documented in Nigeria (7). In Bangladesh, 
rural families referred to the difficult choices posed by obstetric complications as deciding 
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whether to "save the tree or the fruit" (43). In Cameroon, women commonly use culinary 
metaphors to express their concern with threats to reproductive health. Pregnancy is compared to 
the long, slow process required to "cook" a good sauce; the growing fetus to the gradual 
expansion of maize meal when cooking the local porridge. A full-term fetus is still referred to as 
"cooked food," but once a live baby is born, the use of such culinary metaphors ends (103). 

The importance of a positive approach in selecting the language, images and potential outcomes 
used in maternal health communication was demonstrated in Indonesia. Women responded 
negatively to an aggressive local communication campaign to create community awareness of 
danger signs of obstetric complications and emergencies. Among other results of summative 
qualitative research to investigate reasons for women's non-use of essential obstetric care, 
women expressed a strong belief that a focus on potential negative outcomes of pregnancy and 
birth might negatively influence the normal course of the birth process (228). 

Native American Navajo believe that simply talking about a disease can make it happen; that 
when a person is sick it is important to "think and speak in a positive way" to influence events in atin .Am.g rican.~ultiires.p.aarralleelS.ifi; i..t hinking,SwhherreeeitttiS.. 

believed that external influences including maternal fright, anger or fear can influence the well 
being or even the shape of the fetus (20). Very few Navajo individuals questioned preferred to be 
told "bad news" about their health status, despite the presence of serious illness. The growing 
trend in Western countries toward participation in care choices and active involvement in 
medical decision-making cannot be assumed to be universal (171). 

The Joy of an Unbroken Pot 

The durability of indigenous medical belief systems provides both challenges and opportunities 
for reproductive health communication. Identifying "points of convergence," those components 
of the folk belief system that do coincide with modem medical practice and known reproductive 
health care needs, and incorporating them into communication and service design can increase 
receptiveness to health messages and increase utilization of care. However, only a small fraction 
of the "beliefs" literature has systematically collected a hI l  set of data that addresses behaviour 
change concerns; or links the basic findings with potential applications to service delivery or 
communication. Qualitative information documenting traditional reproductive health belief 
systems can be collected, organized and analyzed with an eye toward implications on policy, 
communication and program design. 

An excellent example comes from Nigeria, where relevant themes emerged from a systematic 
analysis of traditional belief systems related to care during pregnancy and the risks of childbirth 
(8). Qualitative research added on to a larger quantitative study documented widespread 
prevalence of a local metaphor that likened risks of pregnancy and birth to women fetching water 
from a nearby well with earthen pots. The elegant metaphor conceptualizes risk in terms relevant 
to the daily lives of women and community - the road is long and muddy; some women fell and 
broke their pots (maternal death); some missed steps and spilt their water but kept the pots intact 
(fetal loss or newborn death); others remained safe, preserving both the pot and the water 
(healthy mother, healthy newborn). This local traditional belief celebrating "the joy of an 
unbroken pot" can easily be incorporated into locally appropriate, meaningful communication 
activities to educate women on reproductive risks. 

A report of culture-specific illness management according to colour-coded classification of 
illness severity in Northern Ghana suggests practical implications for use of the culturally- 
accepted metaphors to more closely link traditional and modern provision of medical care, 
particularly in emergencies (17la). Among the Anufo, types of sickness, stages of illness 
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severity, and patterns of care-seeking are clearly coded according to the colours white, red, and 
black. "White" illnesses require only individual action and self-care; progression to "red" heralds 
initiation of "the traditional machinery for problem solving," and the entire community becomes 
involved. Roles, functions, and social obligations of each member of the community at this stage 
are strictly prescribed and stringently adhered to. The potential application of this information to 
the design of communication strategies to improve utilization of emergency care are obvious, as 
are the consequences of ignoring or discounting it. 

Many other examples of traditional practice governing nutrition and other aspects of pregnancy 
and childbirth have been recorded from traditional cultures around the world (21 1). These are 
often rich with symbolism that could easily be utilized by communication planners. Traditional 
mythology and symbolism often describe consequences of action or inaction by pregnant women, 
new mothers and newborns. Traditional practice often contains elements of positive practices 
recommended by modern care providers. Even when this convergence is noted, it is frequently 
ignored, and not carried forward into development of communication strategies and activities. 

Examples--of~relevant-symbolism;-perceived-risk-andtraditionalresponse,and convergence- ----------------- 
between traditional and modem practice that emerge from the Nigerian study (8) included more 
frequent use of traditional care by adolescents and women who had experienced previous 
complications; and the strong role of influential family members in advising women on 
appropriate source of care during pregnancy and in serving as escorts to the traditional 
practitioner. 

The Nigerian study (8) utilized the behaviour change communication principle of identifying 
current behaviour, and comparing it to behavioural ideals. Among the themes identified in 
traditional practice that are consistent with current priorities of modern reproductive health 
communication were: anticipation and preparation for pregnancy (ideyun or "binding up"); 
continuity of care; maximizing protection (care from multiple sources with plurality of belief 
system, or "double-booking"); and "begging the healer" (collaborative patientlprovider 
responsibility for care resulting in increased compliance; and the possibility of rationing care, 
based on ability to pay. It remains to be seen if these themes of traditional pregnancy care will be 
incorporated into communication activities to reach women in rural Nigerian communities with 
health information. 

What's Missing? 

Although the safe motherhood communication literature provides background on many parts of 
the "puzzle" of how to use communication to improve reproductive health, there are still some 
important pieces missing. Many efforts to change utilization behaviours, for example promoting 
use of roadside birthing in Indonesia (14,228), or increased use of emergency obstetric care in 
West Africa (132) have been unsuccessful. Collection of information based on what social 
marketing experience has now clearly shown influences adoption of new reproductive health 
behaviours, and more systematic application of that full set of information to intervention design 
could improve utilization in future projects. The tendency to under-report "failures" in field 
projects is unfortunate, as they often provide as many important lessons as successful 
interventions. 

To truly understand, address and reduce barriers to use of reproductive health care, it is necessary 
to elicit the specific local dimensions of factors influencing care use as they relate to and affect 
individual communities and families; to identify generalizable commonalities; to solicit 
suggestions from women, families and communities themselves on realistic, locally appropriate 
solutions to reduce barriers to care; and to incorporate those suggestions into reproductive health 



Rethinking reproductive health communication strategies for the next decade WHORHTl97.34 

interventions. Evidence to support the improved outcome of projects that invest the additional 
time to conduct such detailed investigation, although preliminary, is growing (271, 333,357). 

If we truly listen to women, we will support systems not only for facility-based institutional birth 
and care, but strengthen the skills and abilities of all types of maternal care providers working in 
a wide variety of settings, who are now doing their best to provide the type of reproductive health 
care that many women continue to prefer. 
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PART I I  

WHAT: 
Community-Based Reproductive Health 

Communication 

A. Social Support 

Ultimately, for many of the most serious obstetric and reproductive health problems, medical 
services are required to prevent morbidity, death and disability. However, maintaining 
reproductive health must be promoted as a dual responsibility of both health care providers and 
men and women themselves. The potential for women, with the active support of family and 
community members, to significantly contribute to the improvement of their own reproductive 

family and community members understand the risks and consequences of reproductive health 
problems and obstetric emergencies, and the collective benefits of averting them, they are more 
likely to individually and cooperatively participate in action for change. 

Sociocultural factors can be formidable, but not insurmountable, barriers to achieving the broad 
social changes often required to create a supportive environment for individual reproductive 
health behaviour change. Communities can realistically address many of the social and economic 
barriers to improved reproductive health within their local reality, for example, planning and 
providing transport for women to reach care, accompanying women in need to care sites, and 
making personal decisions to adopt healthy reproductive behaviours at household level. 

The crucial importance of social support in sustained reproductive health behaviour change has 
long been recognized, as has the influence of the relationship of individual women to family and 
community networks. Social norms that define acceptable behaviour, and social influences of 
peers and influential community members have recently been documented as affecting 
reproductive health behaviour decision-making more than any other single factor - more than 
knowledge, education or socioeconomic factors that had been the basis for earlier health 
education hypotheses. Yet lack of social support has become a phenomenon that cuts across the 
whole of modern society, both in developed and developing nations (296). 

However, broad generalizations about the importance of enhancing social support to increase 
adoption of positive reproductive health behaviours often do not take into consideration the 
variety of patterns of social support women around the world draw upon. Social support 
preferences vary according to a women's age as well as the nature of the reproductive health 
problem or decision being made. Communication strategies to increase social support to women 
must reflect knowledge of these specific dimensions and target activities accordingly. 

Changing patterns of urbanization, migration, and economic opportunity have resulted in a wide 
spectrum of household and family composition, each of which may require specific adaptations 
or modifications in community reprod~ctive health communication strategy design. The 
literature contains many examples of the diversity of family and household composition, and the 
particular constraints and opportunities these patterns can create. 

In South Africa, residence in harsh urban environments distorted family and social patterns, and 
women's adaptive strategies differed distinctly according to length of urban residence. Loss of 
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connection to community, the bedrock of rural life, negatively affected women's ability to 
maintain their own reproductive health. Women-headed households increased from eleven 
percent among women in urban residence for five years or less, to thirty-five percent among 
women who were urban dwellers for twenty years or more. By necessity, women created a wide 
array of "alliances" for social support to their reproductive needs (252). 

The intense pressures created by multiple social responsibilities and demands on women's time 
are not limited to developing countries alone. In the UK as well, the health care of many women 
is increasingly constrained by their social roles and the "double burden" of paid and unpaid work. 
In both the South African and UK settings, programs included efforts to identify those women 
under most pressure and least equipped to cope, and to channel increased social support to those 
women (358). 

Communication interventions that are based on a clear understanding of communitv and inter- - 
household dynamics, and that have investigated the reasons behind resistance to change can 
convert negative attitudes among families and communities into overwhelming support; and 

. . . .... . .... .... ........ . channel-additional--sour~es-of-s~~ort to-those--categories-of women determined tobe-most-in----- 

need in particular social settings. Recruiting community support for reproductive health 
behaviour changes must he built on a foundation of respect for existing family and community 
dynamics, regardless of whether documented patterns are acceptable by Western standards. 

It is not only the attitudes and behaviours of pregnant women themselves that affect maternal and 
newborn health and nutrition. Culturally-constructed responses to pregnancy, birth and fertility 
are embedded in a complex web of personal, familial and social expectations. The attitudes of 
husbands and other influential individuals in the family and community - "gatekeepers to care" - 
can exert strong influence on both use of formal maternal care and adoption of preventive and 
self-care practices during and after pregnancy. 

Each type of gatekeeper - various family members, heads of household, influential community 
members - is likely to have different perceptions of women's overall need for reproductive health 
care; about the type of care women need or should use, who should provide that care and where; 
and at what specific time and for what specific conditions women should seek care. 
Comprehensive qualitative research to determine these and other key variables that influence all 
gatekeepers likely to influence women's reproductive health care choices can help assure more 
timely, effective use of available care. 

Maximizing the participation of men 

Perhaps more than in any area of health, safe motherhood communication activities have the 
potential to elicit strong community reaction and emotion. This is due in part to the inevitable 
link between female sexuality and the act of childbirth, perhaps the most sacred and secret rite of 
womanhood in many traditional societies. In many cultures, pregnancy and childbirth are the 
exclusive domain of women. Because women bear the sole responsibility for childbearing itself, 
they are often assumed to bear the sole responsibility for safer motherhood as well. Actions 
required to achieve safer motherhood at community and household level are not likely to succeed 
however, until men share the responsibility. 

Within the household balance of power equation prevailing in many developing country settings, 
women are not primary care-seeking decision makers when it comes to their own health. Women 
especially are not care-seeking decision makers during the actual time of labour and birth, when 
many of the most life threatening obstetric emergencies occur, and when they are literally most 
vulnerable. 



WHOIRHTl97.34 Safer Motherhood, Safr  Womanhood: 

Shifting the balance o f  existing health care decision-making power equations so that women can 
have more control is a long-term undertaking. It is increasingly questioned whether it should be 
the role o f  cultural outsiders to instigate such changes. For now, it should not concern health 
planners who makes the decision to seek care. Rather, the immediate need is to accurately 
determine who controls use o f  reproductive health care, particularly in the case o f  obstetric 
emergencies, and to effectively convince documented household-level decision makers to make 
informed care choices. 

Matters pertaining directly to pregnancy, birth, and obstetric complications may not be o f  interest 
to, or accessible to, men in many developing country settings. However, men continue to make 
most o f  the overriding decisions related to, and control most o f  the resources required for, 
healthy pregnancy and safe birth, such as payment for care and arranging and financing transport. 
This responsibility often persists even when male partners are absent, perhaps employed in 
distant urban areas. Elder female family members are also often delegated decision-making 
control in childbirth-related situations. The delays that can result when family members await 
receipt o f  permission to seek emergency care from absent heads o f  household can be fatal (229). 

A sobering example o f  the absolute dominance o f  male power in the sexual and reproductive 
health arena was revealed during investigation o f  childhood sexual abuse among HIV positive 
children in Zimbabwe. A multidisciplinary team o f  AIDS prevention workers encountered little 
resistance to, and in fact widespread agreement with, the expressed concept that men were 
"forced by their nature" to rape i f  no agreeing sexual partner is found (215). In that and similar 
settings, reproductive health behaviour change messages directed at women alone have low 
potential for STD prevention. 

Although much o f  the STD literature suggests that such negative male behaviour patterns are 
deeply entrenched, there are studies on sexual decision-making that propose that some 
behaviours in some men are amenable to change (6a, 152a, 208,226,343a). These studies 
strongly support the need for sophisticated and dynamic reproductive health communication 
strategies based on a thorough understanding o f  issues o f  male gender identity, tolerance and 
power as expressed through control o f  reproduction and procreation. The degree o f  male support 
for preventive behaviours required to reduce STDs, unwanted pregnancies and maternal deaths 
cannot he overemphasized as a determining factor in reproductive health behaviour change. 

No culture directly encourages men not to care about their family's health. The family planning 
literature has shown that it is not a lack o f  interest but a lack o f  exposure to information and 
services that has prevented many men from taking a more active role in reproductive behaviours 
and planning family size (l52a, 157). The same may be true for maternal health. An Indonesian 
man whose wife died in childbirth summarized the effect of  ignorance about maternal health and 
obstetric complications among men in his community: "No one told me, I didn't know it was 
possible for my wife to die in childbirth. Men could do more i f  they knew the risks" (222). 

Participants in focus groups to explore male reproductive health attitudes among Guatemalan 
men demonstrated considerable lack o f  knowledge o f  basic reproductive anatomy and . 

physiology, and erroneous conceptions about fertility control and methods. Both men and women 
expressed deep dissatisfaction with their current marital and sexual relationships, a condition 
which the author calls "a culture o f  sexual uovertv". Knowledge o f  sexual issues and desire for 
more satisfying partnership increased with increasing urbanization, where exposure to 
information and services is greater (203). More attention must be paid to documenting the 
reproductive intentions, aspirations and expectations o f  men. 
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Exclusion of men from planning and initiation of programs to improve maternal health can have 
negative consequences. Marginalizing or failing to involve husbands and influential male 
community members from the outset can result in resentment, hostility and lack of cooperation 
with programme activities (359). Changing men's attitudes can be time consuming and 
expensive, but it is essential to true sustainability of household and community reproductive 
health interventions. Involving formal and non-formal community leaders (167,233,238) and 
dealing with "male power structures" in the home, local government and business communities 
can overcome cultural apathy that contributes to the continuation of poor reproductive health 
among women (279). 

Involving men at household level and in the community from the outset when planning safe 
motherhood community activities can improve men's awareness of reproductive health problems, 
help them better understand the rationale for and actively participate in activities to promote 
maternal and newborn health. Incorporating the male point of view into the design and content of 
community reproductive health activities and interventions can increase men's sense of personal 
and collective responsibility for safer pregnancy and childbirth, and improve the likelihood of 

. . . .. ....... . .... .. .. ...... their-sustainedparticipation- (50);-lnvoiving-men-can substantially increase the--"resource-base" - - -  
sources of both social and economic support - for safe motherhood community activities. 

Men need to understand the risks of reproductive health behaviours with potentially negative 
effects, and the consequences not only to themselves, but to their partners and their children. 
Improving the flow of information to and among men, and between men and their partners and 
families has increased adoption of recommended family planning and AIDS prevention 
behaviours. In Tanzania, radio dramas that stressed spousal communication in Inore than sixty 
percent of episodes enhanced the active participation of men in reproductive health decision- 
making (27). Encouraging dialogue at community and household level about sensitive 
reproductive health issues and negotiation of safer sexual practices is perhaps the single most 
critical reproductive health behaviour change communication strategy, upon which the 
effectiveness of all others depends. 

Men often have different perspectives on the importance of maternal health, and frequently do 
not rank the health of their wives and female family members among their priority concerns. The 
culturally specific local dimensions of male perceptions of the importance of maternal health, 
their knowledge of healthy behaviours and the need for routine use of maternal care, and the 
danger signs of obstetric complications and emergencies should be explored, to determine the 
hest way to motivate male participation and support for recommended behaviours at household 
and community level. 

Men should be targeted directly with behaviour change strategies and activities. More 
conventional strategies that work through women to get to men can only be effective in 
relationships and cultures where women have some control in household health decision-making. 
Safe motherhood communication strategies and activities that have been developed previously 
for women should be supplemented with specific efforts to provide education and motivation for 
men and all other relevant gatekeepers. Male involvement approaches that promote the positive 
aspects of assuming greater responsibility for maternal health and not on castigation or fear are 
more likely to be effective. 

Several studies have shown that health messages which suggested that recommended behaviours 
would increase the likelihood of bearing a healthy newborn, or that appealed to the male partner's 
responsibility to family health in general, more successfully enlisted male participation than 
those specifying a healthy wife as the outcome (257). Although this approach does not support 
the dominant belief within the international donor community that women's health is important in 
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its own right, maximally effective communication strategies to change behaviours at community 
and household level must be constructed within the realities of local beliefs, attitudes and 
preferences. 

In additional to general information to create an overall awareness of the importance of 
supporting pregnant women and new mothers, men should specifically be targeted with messages 
about topics that require their direct involvement, and for which behaviour change among men is 
essential. These topics include the benefits of family planning, the importance of use of maternal 
care and healthy maternal behaviours during and after pregnancy, planning for safer childbirth, 
and the consequences of sexually transmitted diseases for their own health and the health of their 
family. Men's responsibilities and desired actions and behaviours should be explicitly defined 
and expressed. 

Male motivation approaches that identify and address men's concerns specifically in message 
content, materials design and channels selected have been successful in family planning 
promotion. Lessons learned from these successes should be applied to other rkproductiie health 

---topics;-eonceptsthat have been-promoted to-men-in- order to-achieve -male-behaviour change-and------- 
more informed decision-making and participation include "decision through dialogue"; shared 
health decision-making; that men have the responsibility to participate fully in maintaining 
health of pregnant women and newborns; and that "to care is a duty, to prevent a responsibility" 
(350). 

Targeting adolescent males is important as well. Patterns of health behaviour, risk-taking and 
cultural mores, especially the dynamics of male-female relationships, are often established 
during adolescence. Working directly with adolescent boys to present different alternatives and 
images of what it means to be "male", and reinforcing the concept of male participation in and 
responsibility for maternal and newborn health may promote more positive reproductive health 
behaviours in adulthood. 

Elder female family members 

In many traditional cultures, elder female family members, such as mothers-in-law, reside within 
the household as part of the extended family, and have a strong influence on many aspects of 
younger women's behaviour within the family, often beginning as soon as the new bride enters 
the home. Fertility, for example, is highly valued, and it is often at the strong and persistent 
urging of these elder females that women and couples conceive and continue to bear children. 

The presence of extended family members undoubtedly has many positive effects on passing 
down beneficial traditions and preserving cultural heritage at household level. However, the 
literature also supports a distinctly different portrayal of elder female family members in some 
settings. Often, they are "benevolent dictators" who make unilateral decisions on all aspects of 
household affairs that are deemed "women's concerns", deferring to male family members only 
when the culturally ordained role of men as head of household demands. Respect for elders, an 
important part of many traditional cultures, dictates that the demands and instructions of elder 
female members be obeyed. 

Areas over which men (or in their absence, other gatekeepers) often have culturally-ordained 
decision-making power include household behaviours of women during, after and between 
pregnancies such as diet, workload, and rest; utilization of routine care from both formal and 
traditional health systems throughout the reproductive years, including use or non-use of family 
planning, antenatal care, and postpartum care for mother and newborn; childbirth location and 
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attendant; and timely use of and transport to emergency care during obstetric complications or 
emergencies. 

In Nepal and Guatemala, mothers-in-law decide about dietary allocations and restrictions for 
women during pregnancy and following birth, often expecting pregnant women to adhere to the 
same beliefs and practices that they themselves endured (203). Older women have been shown to 
use fear, secrecy and other less than admirable methods to maintain control of household practice 
(203,211,220); and younger women are often powerless to object or overcome these 
restrictions. However, this traditional balance of power may be changing. Far-reaching and rapid 
changes that accompany modernization in society overall have begun to penetrate at household 
level as well. 

Exposure to unprecedented social situations and role changes may be diminishing the importance 
of the power relationship between elder and younger female family members, with elder women 
becoming increasingly disempowered. This may erode the beneficial intergenerational transfer of 
knowledge, and create a disparity in cultural values; but at the same time, create a gap in a 

--previoustyimpenetrable-"zone-ofsil-ence"-that made-many-reproductive-health- behaviour..--...-...--.--...--..- 
changes virtually impossible. This justifies a renewed focus on documenting patterns of 
intergenerational communication within households; determining the dimensions of and changes 
in the role of elder female family members in influencing utilization of maternal care and . ' 
adoption of recommended behaviours. 

Women's view of women's roles 

Women are often caught in the middle of household power struggles between different 
gatekeepers. A woman's own self-image and aspirations for her future may be extremely 
different than those society ascribes to her. For example, although the value of motherhood and 
the desire for children remains very important to many women themselves, women frequently 
base their reproductive behaviours on what they believe their husbands and families desire, 
whether or not these family preferences have actually been verbalized (37, 157). 

However, the blame for slow change in reproductive health behaviours cannot be placed entirely 
on gatekeepers. In many cases, women have internalized societal values, and are themselves the 
"vessel" for continuation of undesirable or harmful practices. The most notable example of this 
may be female genital mutilation (FGM), where it has been documented that in many instances, 
women themselves subject their young daughters to the practice even in the absence of external 
pressure to do so. There is a need therefore, to "work from both ends" in behaviour change 
strategies, simultaneously addressing both the external resistances to change, and the internal 
factors. 

Broad social change that has begun to free women in most of the industrialized world from 
imposed dependence on their male partners for reproductive health decision-making has not yet 
occurred in many developing nations. Although the time will surely come when all women have 
greater reproductive independence, most women still do not have the power to control or 
negotiate their own reproductive health. 

Those broad social changes cannot, and perhaps should not, be externally imposed. However, 
communication strategies can support internally-driven social change in reproductive mores and 
behaviours, acting as a catalyst for change. Gradually, women themselves are becoming agents 
of reproductive change from within, advocating substitution of culturally acceptable changes and 
improved reproductive health practices at a socially acceptable pace. In the interim, reproductive 
health communication must continue to identify and mobilize the positive cultural factors that 
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are present in traditional societies now, and build on those existing positive factors to persuade 
men to accept change in their reproductive roles and responsibilities. 

The hierarchy of maternal care decision-making in many different cultural settings has now been 
well documented by both anthropologists and public health practitioners. The resulting need to 
expand conventional communication efforts to include "gatekeepers" is increasingly recognized. 
However, to date there has been little systematic effort in national programs to apply this 
knowledge to community-wide safe motherhood communication strategies and activities. Rather, 
continued focus has been on women, underemphasizing the known role of gatekeepers. This 
approach perpetuates the assumption that women as individuals can respond to health 
information, and assumes personal control over health and health related action. It has not only 
been ineffective, but may actually undermine women by placing the responsibility for action on 
women themselves who, despite being informed about recommended behaviours are often 
restricted from taking the required actions (53,324). 

Women have always been targeted with health messages through a wide variety of channels, 
- s u c h - ~ a s m a r k e t p l a c e s , c l i n i c s , c h u r c h - P  women's role-as - - - - - - -  ------- 
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mothers, homemakers and wage earners. Channels for dissemination of health messages for men 
must also be expanded. Health education messages targeted to men are often linked to activities 
conventionally of special interest to men, such as sports. This approach, though effective, does 
tend to reinforce traditional concepts of masculinity, machismo and manhood. 

Peer counselling is effective if delivered by credible messengers that men perceive as able to 
identify with their own concerns. Integrated strategies and activities that separate but do not 
entirely isolate reproductive health education for men from parallel activities for women can 
allow cross fertilization of ideas and concepts gleaned from the individual research. 

An innovative model that exploits existing channels for communication of male reproductive 
health education has been developed in India. A thriving milk cooperative provides a daily 
opportunity to reach men and women with family planning services and education, in the 
morning when they deliver milk for sale and when they return in the evening to collect their 
profits ( l  61). 

Communication strategies to improve maternal health cannot target women alone. Keeping 
women on the road to life, moving them along the pathway to survival, requires the commitment 
and support of family and community gatekeepers &ery step of the way. Creating awareness of 
the local dimensions of maternal health problems and involving men in community development 
of activities in support of maternal health is essential if the decision-making power and control of 
family and community resources are to be effectively mobilized for safer motherhood and 
healthier newborns. 

It takes a community 

Social support, the presence, guidance and assistance of any of a wide network of family, 
extended family and community members is a crucial factor influencing maternal care choices 
throughout all phases of the reproductive process. There are many definitions of social support 
(84). Social support implies connections, the sense of belonging to a social network, the 
availability of human companionship, linked by social obligation to members of the network. 

Social support can be emotional, practical, or informational. Emotional support includes 
providing comfort, reassurance, affirmation, listening, showing concern, and offering trust. 
Informational support can include providing a source of confidential advice, feedback and 
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information. Practical social support may be tangible, such as companionship during stressful 
events, transport and economic assistance or other direct aid or services required during a 
specific situation (269). The degree of support available can be measured by density (frequency 
of contact) accessibility (geographic proximity, transport) stability over time (continuity) and 
reciprocity (236). 

Ideally, all pregnant women and new mothers would live in a caring environment where all the 
elements of social support were readily available, surrounded by family, friends and experienced 
mothers - "experts" who have successfully navigated the often difficult journey through their 
reproductive years. Traditional cultures perpetuated customary practices related to pregnancy and 
birth through a tightly knit support network, often formalized into ritual societies and other forms 
of women-only activities. 

But for many women, even those living in traditionally-intact cultures, the reality today is quite 
different. Gradual erosion of traditional suooort svstems have diminished the degree of social " 
support that was once guaranteed to every woman who gave birth. Modernization, migration, and 
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in the close personal contact and individualized attention that can increase the sense of security 
and personal well being during pregnancy, birth and the postparturn period. 

In many settings, family and community members who formerly could "spare time to care" (102) 
are distracted by competing priorities and expanding social and economic responsibilities, often 
as wage earners outside the home environment (63). Many of the beneficial social supportive 
practices, such as encouragement for breastfeeding and healthy diet after birth, and assistance 
with domestic and agricultural responsibilities during and after birth, have all but disappeared. 
However, even in situations where a social network is available to women, the type of "support" 
they provide can sometimes be a negative influence, creating additional stress, tension and 
frustration for women trying to make reproductive health care decisions. For example, the 
available family social support network may propose a radically different set of behaviours and 
actions than those preferred by the woman herself due to intergenerational differences. 

How can a beneficial structure of social support be reinforced or recreated in settings where it is 
no longer viable? Or created in urban and peri-urban areas where a caring, supportive community 
of women and others may never have existed? What are the possible alternatives? 

Linking women to social support 

Pregnant women and new mothers often experience difficulties obtaining support for health care 
behaviour decision-making from family gatekeepers within the household. Yet, prior existence of 
social networks already involved in some form of support and decision-making can be a starting 
point in creating positive support networks to facilitate adoption of recommended reproductive 
health behaviours. Changing poor health care decision-making and support practice may be 
easier than attemoting to establish new social institutions or networks for social suooort. Whether 

A . 
strengthening existing social networks or establishing new ones, identifying and mobilizing 
available personal and social resources is an important first step in improving patterns of care- 
seeking and reducing delays in receiving care. 

Investing in strengthening the "social capital" (320) available to women can help improve 
women's access to the support and resources they need to maintain their own health and the 
health of their newborns.-Helping women identify and exploit the social capital available to them 
can promote social cohesion and build stronger bonds between people and place. Ideally, women 
and families have access to the resources - the social capital - of the people they know. This is 
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particularly true in traditional cultures where communal use of and access to labour, child care, 
finances and other resources in times of need was a basic tenet of membership in the community. 

Expanding the network of social capital available to women can include recruiting people to 
become a part of the community support network for pregnant women and new mothers; 
identifying or "mapping" all potential resources that could be mobilized; determining the extent 
to which network members are willing to commit to providing support; making appropriate ways 
of providing support widely known and understood by all members of the network; continued 
community effort to increase membership and participation in the network; and assuring that 
pregnant women and new mothers are aware of the existence of the network, and how and where 
to access it in times of need. 

A variety of different kinds of support may be required by pregnant women and new mothers 
depending on social circumstance (269). Different members of the network can be mobilized to 
provide different types of support to make a cohesive whole - total support to overcome the many 
barriers that prevent women and newborns from receiving the basic care they need. It is 
-importantto -elicitthesupport-of health-workers;both-traditional- andmodern,-inthecreation -and--- 
maintenance of a social support network. The amount of information people have access to is one 
measure of social support. Health workers can be a vital link in providing essential health 
information to support networks in communities, and can facilitate integration and participation 
of health workers at all levels of care. Health workers themselves can gain from closer links with 
communities by obtaining valuable insights into the cultural beliefs and practices that influence 
reproductive behaviour. 

This approach combines the positive behaviours of the most effective agents in a social system to 
help maintain not only the health but the dignity of women and families. Of course, availability 
of such a network does not assure that it will be used, and in certain cultures such an approach 
could be inappropriate or unacceptable. However, in many settings, a strategic, sensitive 
approach to creating networks for social support for women is one way to help make a difference 
in the lives of women and their newborns. 

The positive effects of social support on many aspects of health during pregnancy, birth and 
postpartum have been documented in a variety of settings. Social support from within a woman's 
family, community and culture can help to maintain beneficial practices already associated with 
that culture; and introduce and reinforce new recommended health behaviours and desired 
patterns of health care use. The support of friends, family and peers can counterbalance the 
potential negative psychosocial effects in unplanned or difficult pregnancies, or in situations 
where maternal deprivation is a factor. In Jamaica, pregnant adolescents identified the support of 
close friends as a prerequisite for initiation of prenatal care. Close contact and individualized 
attention during birth can increase a woman's sense of personal wellbeing. In France, emotional 
support from midwives was valued more than all forms of pain relief offered to women during 
labour. In Guatemala, social support provided by family members and traditional midwives 
during a hospital delivery resulted in improved outcome of labour and birth (220). Among 
Mexican women suffering from postpartum depression, social support from family members was 
more important than any other type of support (335). 

Studies in developed countries also document the importance of social support. In England, 
social support during pregnancy positively affected psychological factors such as antenatal 
anxiety, postpartum depression and worry about the newborn (63). Continuous social support 
throughout hospital labour and delivery resulted in shorter labour, lower caesarian section rate, 
less augmentation of labour with oxytocin, fewer perinatal complications and decrease in 
admission to the neonatal intensive care unit (220). Concern has been expressed not only about 



Rethinking reproduclive health communication sfrategies for the next decade WHO/RHT/97.34 

the medical aspects related to a growing trend toward early discharge of new mothers from 
hospital (after twenty-four rather than the conventional forty-eight hours postpartum), but about . - - .  
the "human considerations" such as maternal fear, insecurity, and lack of ability to recognize 
complications in herself and her newborn without assistance. 

Social support is'most important if a given event or circumstance causes anxiety. Events that tend 
to create more anxiety are those that people do not know much about, that occur infrequently, or 
when a specific event cannot be related to a specific cause (320). This set of conditions is a 
perfect match to the events surrounding an obstetric emergency. Links with social support are 
essential to successfully move women with obstetric complications and emergencies out of the 
homebirth environment. Assuring women and families that all elements of social support are in 
place may help to overcome the extreme reluctance now frequently encountered in such 
situations. 

"Linkworkers" 

..... ... .. .... ~... ...... ..... . Several -forms-of-linkworkers-have-~been-created-or-suggested;-to--serve--as a--"cultural-bridge" - - - - -  -- - - - -  

between pregnant women and new mothers to provide the social support to link them to the care 
and education they need. These programs are particularly important as a means of reaching 
women who are traditionally non-attenders of formal health services and might therefore have no 
other exposure to maternal care or health education. Often, the provider of modern maternal 
health care and the client inhabit different cultural realities. To more closely link the two, a social 
support system can be created, involving "chaperones", escorts to accompany women to health 
facilities for needed care, and help arrange transport if required. The chaperon helps to interpret 
or "translate" medical information into culturally acceptable terms, providing a link to the 
familiar (140). The presence and supportive endorsement of a chaperon from her own culture 
during visits to health facilities lends credibility and cultural legitimacy to the experience. The 
presence of a cultural go-between "mediates the social poetics" used by members of traditional 
cultures to describe their symptoms and care needs into terms modern health workers may better 
understand (1 65). 

Chaperones also lend moral support, help make health decisions, arrange details if referral for 
additional care is required, and assist women to comply with treatment recommendations and 
other required actions. Part of the responsibility of chaperones is to get women and families to 
take the first step at the household level to seek appropriate care in a timely manner. 

An important part of this approach is simultaneously working with health workers to assure their 
cooperation with the chaperon, to see chaperones as a means of improving communication and 
trust with women clients: reducing their workload, as well as an opportunity to better understand 
the consumer perspective. The presence of health care providers who express willingness and 
ability to work with community members in this type of "cultural negotiation" is a key factor in 
its success. 

The concept of linkworkers has been applied to the reproductive health qualitative research 
process itself, creating a more participatory, collaborative atmosphere. In Canadian AIDS 
research, "key communicators" from the popular and folk domains advised the principal study 
team about community based ethnocultural concerns, a sort of linguistic and cultural "reality 
check" to ensure the cultural meaning of encounters between patients and the health system 
(346). 
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Community pregnancy monitors 

Maximizing use of existing community resources to deliver certain elements of reproductive 
health care in communities depends on a realistic knowledge of who is available and willing to 
take on the associated roles and responsibilities (243). A new cadre of care provider in the 
community, usually called "community pregnancy monitors" (CPM) have been trained to deliver 
routine preventive maternal health care and education during home visits. 

Community pregnancy monitors are usually volunteers, women of childbearing age, literate and 
with some formal education. They typically identify and visit pregnant women in their 
neighbourhood three to five times during pregnancy to give information on health needs and 
healthy behaviours; explain the facilities and services available to women and their families; link 
women to a social suvvort network: and advise. befriend and suvvort each individual woman 

.A 

during and after pregnancy. This type of support and motivation improves the capacity of 
individuals and families to make better choices about use of health care and adoption of healthy 
behaviours. Pregnancy monitor programs have been successfully implemented in Tanzania, 

-- Uganda;-and-Ghana--(-163;-224). This-modei-could-beadaptedto-include-other-aspects-of------------- - --------------- 

reproductive health care such as STD prevention and control. 

Resource mothers 

Peer education by trained neighbours and community members, such as that provided by CPMs 
has been utilized in Malawi, Tanzania, Uganda and other countries (330). In other settings, a 
category of linkworker called "resource mothers" have been established. Resource mothers are 
identified by placing a decal or some other marking that displays an easily recognized logo that 
indicates her availability and willingness to provide information, counselling and support to any 
pregnant women or new mother who requests it. These women are not intended to be as mobile 
as CPMs, and it is the responsibility of women to come to them to seek advice. However, 
because the time away from home responsibilities is less than that required for CPMs, it is often 
easier to enlist women to participate in community social support networks in this capacity. 

With only a small amount of external assistance - training, supplies and logistics - several 
essential elements of community-based reproductive health care can he provided in and by 
communities themselves. Although several elements of care that can be community-based and 
community controlled, distribution of iron folate supplements or maternal tetanus toxoid 
immunization for example, may not directly reduce maternal and newborn deaths, they can 
significantly improve the health and well being of many women, their partners and their 
newhorns. Considerable success has been achieved utilizing community members to provide 
other aspects of reproductive health services and education, such as contraceptive and condom 
distribution for prevention of unwanted pregnancies and STDs. Yet a similar cadre of auxiliary 
safe motherhood care providers is often considered an interim measure that will be eliminated as 
soon as economic and social realities allow universal access to professional maternity care and 
birth attendance. Whether and until those alternatives are more widely available, community 
maternal health auxiliaries can contribute much to help women, families and communities "do 
what is doable now" to make motherhood safer and reduce maternal and newborn deaths. 

Communities can provide many aspects of reproductive health education and basic care through 
use of standardized training, simple tools, and identifying and maximizing use of existing 

~ ~ . 

resources in the community. Many innovative colnmunication and training activities have been 
field tested to identify and channel all women, not just pregnant women, to receive basic 
reproductive health services and education (17,51, 104, 149, 167,223,268,245). Community 
based reproductive health care should be provided at the closest possible source, as early in 
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reproductive age as possible, and with the greatest possible amount of respect for the dignity of 
women, families and communities. Maximizing use of existing community "person power" and 
other community level resources and structures can promote individual responsibility and 
community self-reliance built on beneficial traditional family, maternal and newborn care 
practices. 

Community advocacy 

Extending social support networks requires several different approaches. Depending on the 
locally specific parameters of women's expressed social support networks, these might include 
strengthening or creating community groups for women of reproductive age, older women who 
influence reproductive health norms and decision-making (232), influential female community 
members such as local political and business leaders; and similar groupings for men, adolescents, 
and parents. 

Providing an opportunity for each of these groups to meet and discuss reproductive health issues 
.... ~ ~ ~ ~ ,... ~ .~~~ ~ ~ .-... ~ . . ~ ~  ~ . ~ .  .--... ,.... .~ ~~ 

as they pertain to their own famllles and communltles can have dramatlc local effects f o r - . . . . .  
individual women and families as well repercussions for entire communities. "Guidance groups" 
in China meet regularly at provincial and local levels to develop new local strategies for women's 
reproductive health and development (352). In addition, awareness and commitment generated 
locally by community reproductive health advocacy can reverberate far beyond the confines of 
communities to reach policy makers and planners (22, 131). 

Community groups can provide a supportive environment for the discussion of reproductive 
health issues from the perspective of each type of group, and allow each group to contribute their 
ideas and suggestions for how best to improve their own reproductive health (247,342). For 
women, defining common reproductive problems and proposing solutions provides a source of 
affirmation. Sharing reproductive health experience can lighten the burden of reproductive health 
problems and their sequelae, and transform the silence of individual women suffering into 
audible and actionable dialogue for change. 

Frameworks for analysis of causes and factors influencing women's reproductive health at 
community level, and assessment techniques to provide information for selecting and planning 
integrated reproductive health interventions have been developed (212). There are also methods 
which have been developed to extend that set of knowledge, skills and techniques to community 
members themselves. Investigating and documenting the dimensions of women's diversity in 
reproductive health knowledge and practice strengthens the appropriateness of interventions 
selected for a given community. If community women themselves are the basis for the 
documentation of their own reproductive health situation, the likelihood of improving not only 
awareness but participation increases dramatically (1 04). 

Active participation of community members in community reproductive health awareness 
creation and advocacy activities such as "rapid assessment" of local women's health problems, 
priorities and resources increases the likelihood of sustained participation in and support for 
interventions. One innovative maternal health self-assessment method was developed and tested 
in Bolivia (148, 149), where it is called "autodiagn6stico". Lessons learned from this pilot project 
could be incorporated to develop an "improved" community maternal and newborn health 
assessment for use in other settings. Although the community reproductive health assessment 
process may be externally designed, and is sometimes initially facilitated by someone from 
outside the community, the actual activity is planned, conducted and analyzed by community 
women themselves. 
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"Look, when a woman has an "internal" health problem -you know what I 
mean ... Well, she doesn't want to talk about it. You see, a woman knows that to 
have a child you have to suffe F... right? And sometimes, you have to suffer after 
the baby is born. So, its just apart of having children ... all the sujfiring. I don't 
know if anything can be done about it ... I mean the suffering. It's all part of a life 
of a woman, don't you think?" 

-- words of a South American peasant woman 

The statement above eloquently demonstrates that despite the heavy reproductive disease burden 
borne by many women in developing countries, there remains a lack of awareness that many of 
these problems do not need to occur. Women consider reproductive morbidity, perhaps even 
mortality, as part of their lot in life (104). 

Community reproductive health self-assessment is a process that enables women and 
communities to identify and prioritize their own reproductive health problems. It is also a method 

.... . ~ ~ -... ~ ~~ ~... ~ ...... .....- ... .~ ~ ~ 

of obtalntng qual~tatlve lnformat~on about thelr knowledge, att~tudes,%ehav~ours and practices 
(KABP) and to identify the reasons behind what women know and do to care for their own 
reproductive health, that of their partner, and the health of their newboms. It can be used as a tool 
to assist women and communities to develop their own solutions to reproductive health 
problems, and to identify locally available resources they need; a way to empower women to take 
action to improve community reproductive health with information that they themselves have 
gathered, and a means to allow women's (and men's) voices to be collectively heard and 
channelled upward to health planners and decision makers (223). 

Through community self-assessment, several types of information needs can be met. 
Participatory community reproductive health self- assessment activities can benefit health 
planners, as well as women and communities. Results of such activities can assist health planners 
to determine the baseline level of reproductive health awareness and knowledge of women and 
communities, to better understand their perceived needs and priorities, and barriers to use of 
reproductive health services and adoption of recommended behaviours. 

Participation of health planners themselves in select aspects of community self-assessment 
activities can improve their perception of the need for "planning from the bottom up", allow for 
recognition of the many cultural biases and expectations built into current reproductive health 
services, and provide the basis for developing "reality-based" community reproductive health 
services (104). 

Reproductive health self-assessment activities can increase women's collective awareness of their 
own and their neighbours health problems, and allow them to share information about the nature 
and extent of common problems among themselves. It can improve recognition of the concept of 
reproductive risk and risk reduction, as well as women's understanding of the rationale for 
recommended behaviour changes and the value of proposed intewentions. 

Stronger women's community support groups provide an opportunity for women to assist one 
another, providing information, moral support, actual supplies and services; and to create or 
expand social networks. In Bangladesh, participation in reproductive health outreach activities 
enabled women to become active providers of family planning support, services and education 
(287). Parent peer groups in Botswana, called Maitseo (respect) met to develop means to educate 
other parents, to increase intergenerational communication and mutual respect among parents 
and teens, and to improve adolescent sexual behaviour (164). 
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Field experience with community reproductive health self-assessment has shown that women and 
communities who participate in such activities do not always identify maternal health as a top 
priority. This can be challenging if external motivation for initiating the community self- 
assessment is as part of a safe motherhood or reproductive health program; and if external 
expectations, goals and objectives are based on the assumption that women will identify 
priorities directly related to addressing maternal health issues. 

In order to assist indigenous Australians assess and prioritize their perceived needs, regardless of 
whether or not they were health-related, a classification of four domains was utilized: health, 
education, employment, and housing (251). It is important to allow communities to start as close 
to their own expressed perceived needs as possible, without attempting to manipulate the 
direction self-assessment activities take. Often, priorities that do not initially appear to relate to 
improvement in maternal health indirectly improve maternal health over time. This has been 
demonstrated when women's initial expressed priorities were literacy (291), income-generation 
(286), labour-saving activities, agriculture, and domestic animal production (103). 

Several innovative community reproductive health communication and advocacy activities have 
employed techniques based on Freire's theory of conscientization, and the concept that popular 
theatre must be by the community, about the community, for the community and near the 
community (74). Two methods, DELTA and Theatre for Development, both use a standardized 
process that adapts the basic content of dramas on reproductive health topics after theatre troupe 
members conduct a "listening survey" in each community where they will later perform. Based 
on the listening survey results, actors modify the content of individual performances to reflect 
local characters, terminology and expressed ideas of villagers. 

Community members attending performances are invited to participate, to pose questions, 
explore solutions, and suggest adaptations for future performances. In Ghana, similar methods 
were employed as part of communication strategies to complement lifesaving skills training 
(LSS) for midwives (230,299). Community dramas were intended to create awareness and 
increase utilization of the services of midwives trained by the project. In Morocco, participatory 
theatre performances are one of several community level activities that are part of a 
comprehensive communication intervention to reduce maternal mortality (1 19). 

In Thailand, where community theatre was part of a broader AIDS prevention communication 
strategy, community meetings held prior to performances highlighted brothels, local cattle 
auctions, festivals, and commercial sex as events community members themselves considered 
high-risk for contracting HIV. Drama content was then revised to reflect these issues. These 
results were later presented at district meetings (92). In Mali, theatre for development methods 
resulted in organized community action for AIDS prevention (292); and for prevention of 
reproductive morbidities in the Philippines (282a). 

Home-based maternal records 

A simple tool to facilitate two-way communication about reproductive health in communities is 
the home-based health record. 

Based on lessons learned from almost thirty years of experience with home-based child health 
cards in developing countries, home-based maternal records (HBMR) have been developed and 
widely tested. Evaluation of country field tests clearly supported the value of HBMRs to 
community health workers, traditional birth attendants and mothers themselves. HBMRs are one 
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of the simple, proven appropriate technologies now available to strengthen activities to improve 
maternal health and reduce deaths at community and household level. 

The HBMR provides a simple, practical record of maternal and newborn care history over a 
woman's entire reproductive lifespan. HBMRs have been shown to increase recognition and 
referral of pregnant women, new mothers and newboms in need of special care; improve family 
planning education; increase levels of maternal tetanus toxoid immunization; and facilitate 
collection and local analysis of simple maternal health data (355). 

The introduction of home-based matemal records in pilot programs was appreciated by both 
mothers and health workers, and mothers were found to become more actively involved in their 
own health and the health of their newborns. Well-designed HBMRs encourage early recognition 
of potential and actual problems among pregnant women and newborns, and provide a 
foundation for initiation of appropriate action (5). They promote continuity of care throughout 
pregnancy, birth and postpartum, as well as between pregnancies. 

..Ho me.b.gia. d.Eaateiiial reco.Fds .c.znn fiil..wiethhoour i.nfo.~mreedd.&.".d~iii"6I."eedddc.o~mmmiiiiiittieeS 
and health workers. Plans for introduction of HBMRs must include a strong educational and 
promotional component. Communication activities are required to pretest and adapt country- 
specific versions of the generic WHO.model; to promote the introduction and explain the 
purpose of HBMRs to women, communities and health workers; and to encourage its sustained 
use as part of local activities to help women prepare for a safer birth and better overall 
reproductive health. 

HBMRs are simple but effective tools that can help empower women, families and health 
workers by providing ready access to information about their own health. Together with clean 
birth kits, HBMRs can be distributed to women by health workers at health facilities, and through 
community-based mechanisms to reach women directly in their homes. 

B. Traditional Birth Attendants and Clean Birth Kits 

The "missing link?" 

Perhaps no other single aspect of reproductive health care better embodies the overwhelming 
conflict between modem and traditional maternal health belief systems than the traditional birth 
attendant (TBA). Similarly, controversy over the role of TBAs as providers of matemal care may 
best exemplify the inability of researchers and policy makers to truly incorporate the expressed 
needs and preferences of women into the design and delivery of reproductive health services. 

One of the basic premises of integrated reproductive health care is building interventions on the 
framework of existing resources. Use of existing resources as a foundation on which to increase 
trained childbirth attendance is a major objective of safe motherhood initiatives. Currently, in 
most rural communities in developing nations, this indicates the need to rely on traditional birth 
attendants (TBAs). In many developing countries, where as many as 80% of births in rural areas 
take place at home either by choice or by necessity, TBAs remain the most widely used source of 
childbirth assistance. Strong community acceptance of and reliance on TBAs, their close social 
and cultural link with women and families, and their ready availability make it difficult to 
overlook the potential contribution of TBAs in safe motherhood programs. TBAs capture the 
"collective imagination" of the communities they serve (55), and symbolize the childbirth beliefs 
and practices that continue to be valued by women in traditional communities in many parts of 



Rethinking reproductive health communication strategies for the next decade WHORHTl97.34 

the world. Yet the role of TBAs remains one of the more controversial aspects in the 
reorientation of national safe motherhood programs that is now taking place in many countries. 

By addressing several critical TBA communication and training issues, a comprehensive 
reproductive health communication strategy may be able to enhance TBA effectiveness and 
improve TBA acceptance in those countries that chose to continue to include TBAs in future 
programming approaches. Communication interventions can help to "reposition" TBAs, by 
reshaping their image among health professionals and in the community, negotiating the 
restructuring of TBA roles and responsibilities, and increasing their acceptance as part of the 
reproductive health care team. 

Changing expectations 

Since the 1960s, TBA training has been a large part of country program support provided by 
many international donors and NGOs. By 1987, UNICEF supported TBA training activities as 
part of MCH programs in over fifty countries (146). As reducing infant mortality has long been a 
primary WWICEFdbj 6cl.r\i. ee; ..%. mm~jjoorrii"iifiial .fo.c. iE 4fTBA gw.xsto. ".e-d clde. tieaths.dcie td 
neonatal tetanus through proper umbilical cord care. 

Over time, the roles and duties of TBAs in some countries have been expanded to include 
promotion of child survival interventions such as breastfeeding and ORT, provision of basic care 
throughout pregnancy birth and postpartum, and family planning and child spacing information 
and supplies, among others. Many early safe motherhood programs emphasized aspects of TBA 
training that could reduce maternal as well as newborn deaths at community and household level, 
stressing basic methods for cleaner, safer birth practice. 

In 1990, a Joint UN Agency Statement on TBAs endorsed improvement of TBA training and 
follow up to increase available assistance for clean delivery, while recognizing that TBAs must 
be considered an interim measure until other alternatives become more widely available (180). 
Several proposed strategies that concentrate on maternal mortality reduction recommend that 
TBA training should be de-emphasized and gradually phased out as new cadres of professional 
birth attendants become available. However, some estimates suggest that it could he as long as 
fifty years until many developing countries will have an adequate number of professionally 
trained maternal care providers to meet the needs of their childbearing population. 

Several common factors have been found to negatively affect TBA programs, including lack of 
supervision and financial incentives, problems with resupply of the kits conventionally 
diitributed to TBAs at completion of;raining, hostility toward and poor acceptance of referrals 
by TBAs within the modern health system, and inappropriate training content and methods. In 
addition, concerns about both the medical and cost effectiveness of TBAs have been expressed in 
recent years (13, 106, 118, 124,234,256). 

TBAs have become caught in the middle of a "clash of cultures", two divergent points of view 
regarding the importance of modem versus traditional management of childbirth. To some, TBAs 
symbolize a woman-centred, collaborative, culturally-appropriate model for community health 
development; to others, they represent the harmful, backward practices that it is the task of 
development programs to replace (253). 

The virtual disappearance of TBAs as part of strategies to improve women's health may be 
premature. A more objective review of a growing body of recent literature that presents both 
sides of the situation may confirm that there is indeed a continued place for TBAs in the 
maintenance of community and household health. Can reproductive health planners really claim 
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that they are committed to "listening to women" - giving priority to the perceived needs and 
stated preferences of women while designing programs - when women continue to 
overwhelmingly express a need for the type of support and caring TBAs provide? 

Recent reviews describe why TBA training should be de-emphasized, but place insufficient 
emphasis on exactly what needs to be done and how, and do not clearly outline the way forward 
in the reorientation of TBA training and redefining the role of TBAs (1 80). Recommendations 
emphasize a shift away from training TBAs as better birth attendants toward training them as 
providers of preventive health education during and after pregnancy and birth. However, these 
recommendations do not appear to take into consideration experience that "repositioning" TBAs 
as health promoters may not be as simple as it sounds. Often, neither pregnant women nor TBAs 
themselves are willing to accept this change in function (225). 

Statements such as "reliance on TBAs as birth attendants has not significantly improved the 
health of women and children" and "the magnitude of imvrovement in maternal health that arise 
from TBA training might be quite small" (1 18) that have begun to result in the wholesale ...re. 

ctidriU TB A.s..may.fi. ot.b .e.. eefinttirreelY ..Althiiou.ghth.eie~ YOmeeec6nn".iinncing..e".idenc~e..that 
TBAS as they are now trained and utilized do not make a significant direct contribution to the 
reduction of maternal deaths, there is also evidence that TBAs can and do have a positive 
impact on other aspects of the health of pregnant women, new mothers and newborns. 

Country programs that have invested significant time and resources in TBA training over the 
years may benefit from a more thorough, objective presentation of the available information, and 
greater attention to the possibility of more appropriate training and more effective utilization of 
the TBAs they already have available before totally eliminating them. 

What can TBAs really do? 

Research data is available to support the conclusion that TBAs cannot adequately handle 
obstetric emergencies (124). But is this really a surprise? It is unrealistic to expect that TBAs 
attending home births alone could handle most obstetric emergencies, especially in the absence 
of functional mechanisms to reach quality referral care, inadequate training in basic management 
of common complications, and lack of family support for referral care when an emergency is 
recognized. 

However, a critical factor in evaluating TBA effectiveness is the tendency of evaluators to treat 
TBAs as a homogeneous group, to make sweeping conclusions about TBAs as a whole. In 
Mexico, researchers have developed a system for categorizing TBAs that recognizes the 
differences among TBAs according to resources used, population served, and training received 
(55). Three distinct types of TBA emerge - traditional TBAs, trained TBAs, and unskilled 
empirical TBAs who possess neither the traditional inherited wisdom and practice of the first 
group, nor the training in modern practice of the second group. 

TBAs have also been found to contribute to delays in seeking professional care for emergencies, 
first resorting to traditional remedies such as herbs (293). In Bangladesh, the value of TBAs has 
been questioned due to their close association in that culture with the ritual pollution of childbirth 
and the low status that infers. It is suggested that the concept of TBAs in the context of 
Bangladesh be reexamined and that a more adequate approach to care for birthing women in the 
village remains to be developed (1 18,273). 

In a comparison of TBA ability to recognize obstetric complications among trained and untrained 
TBAs in Uganda, severe postpartum bleeding was recognized by half of both groups. Thirty 
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percent had no knowledge of appropriate treatment of postpartum haemorrhage (191). Although 
the conclusion made is that TBAs are unable to treat haemorrhage, there is no discussion of 
whether or not this topic was included in their training. 

TBAs may, however, he effective in preventing complications that can lead to maternal death if 
undetected or untreated, particularly sepsis. Support for continued TBA training, albeit as an 
interim measure, can contribute to reduction of maternal death by reducing the incidence of 
sepsis through clean delivery techniques, including clean birth kits. There are also spillover 
reductions in newborn mortality from sepsis and neonatal tetanus. 

An excellent example of the effectiveness of TBA training if it is well conceived and executed, 
and if it is focused on promoting clean birth, is UNICEF's TBA training in Egypt. The 1994 
Maternal Mortality study shows that TBAs were responsible for only 12% of maternal deaths, 
although they delivered almost 60% of women. Most maternal deaths in that study were the 
result of poor diagnosis and management by physicians (47%) (often combined with delay in 
seeking care). Included in the recommendations based on Egypt study results is the emphatic 
ggeesttiidnthat"BA.ttiiiiinning..bee c-on tinu.e.d gth.eiled" 

There are other studies that support a continued role for training TBAs in childbirth assistance, 
especially in cour~tries where most women still deliver with TBAs, and where it will likely be a 
long time before professional birth assistance will be widely available, especially for rural 
women. In Bangladesh, where over 44,000 TBAs have been trained by the government since 
1978, TBAs were identified as the most appropriate non-formal community health resource. 
Training altered traditional TBA beliefs about causes of newborn illness and changed postpartum 
practice, most notably care of the umbilical cord stump. The percent of TBAs making antenatal 
visits increased from 42% to 72% after training. In Uganda 94 percent of trained TBAs 
demonstrated appropriate umbilical cord care compared to 34% of untrained TBAs (191). In 
Thailand, TBA training contributed to a reduction of neonatal tetanus (61). 

In India, where two distinct systems of maternity care exist side by side, 90% of rural women 
continue to prefer home deliveries and over 80% depend on TBAs for childbirth attendance 
despite the existence of nearby government sub-centres. TBAs are also active in family planning 
promotion in India. In addition to recruiting, motivating, and escorting women to health centres 
and follow-up visits for contraceptive resupply, forty percent of TBAs had also adopted family 
planning methods themselves. Recommendations in this setting include upgrading the training of 
TBAs to insure the survival of TBAs as part of overall traditional village culture, and to insure 
the availability of basic maternity services to rural women (297). 

Also in India, heightened awareness among not only TBAs but in the community at large about 
hygienic hirth practice followed TBA training in use of a simple, single-use disposable birth kit. 
Often, the substitution and use of unclean birth items is due to lack of availability of proper 
implements in the household when labour begins, whether or not the TBA arrives in time to 
conduct the birth. Mothers stated that having the birth kit handy in the house prevented the need 
for the family or TBA to worry or panic about collecting the required items for clean delivery at 
the actual time of birth. Specific changes noted in TBAs' performance after clean birth kit 
training included better hand washing practice, and regular use of a new razor blade and clean 
thread for cord cut and tie. Use of dry gauze included in kit reinforced the recommended practice 
of keeping the cord stump dry. Puerperal sepsis was reduced from 27% in the control area to 3% 
where the hirth kit was used (3 12). 

In Bangladesh, where TBAs are "performing reasonably well" the availability of trained TBAs is 
poorly publicized, unlike local mass media discussion of other health practices and programs, so 



WHOlRHTl97.34 Safer Motherhood, Safer Womanhood: 

families are largely unaware of their services. The greatest and most important role for TBAs in 
this setting is seen as advocacy; for example, to urge a mother to use obstetric care, or to promote 
contraceptive use (33, 118,231). 

In Malawi, Nepal, Uganda and Bolivia, women's most important reasons for use of TBAs were 
accessibility, affordability, cultural acceptability, and allowing use of the culturally-preferred 
birth position and the presence of family members (328). In the presence of supportive systems, 
TBAs are an important potential link between traditional and modem care. TBAs share the 
symbolism or "cultural codes" of the women they serve, share the same resources, and share 
culturally determined concepts of health, health maintenance, and birthing care. In Mexico, both 
urban and rural women continue to utilize the services of TBAs, even in the presence of free, 
modern health care. In Guatemala, at least 20% of Mayan women in rural areas who attend 
antenatal care go at the urging of a TBA (203). 

TBAs have been proven successful as part of programs for other community health problems. In 
Ghana all trained TBAs offered advice on continuation of breastfeeding for up to two years (88). 
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significantly improved after initial difficulties were corrected (145). TBA participation in the 
redesign of project record-keeping forms contributed to a sense of TBA ownership and increased 
job satisfaction (45). 

In Gadchiroii, India researchers concluded that TBAs could manage childhood pneumonia in 
villages at the lowest possible cost and with a high degree of community acceptance. Continued 
training, "educative supervision" and development of simple tools to assist in basic diagnostic 
skills progressively reduced errors in case management made initially by TBAs (24). The 
mortality rate attributable to pneumonia among neonates declined by 44%, with a 20% total 
decline in neonatal deaths, presumed by the authors to be due to the involvement of TBAs. TBAs 
were rated superior to paramedical workers and VHWs also included in the three year study in 
terms of availability, outreach, access to neonates, and cost. TBAs and VHWs were identified as 
"the best combination for providing community-based care in the AM control programme." 
TBAs effectively managed AM (acute respiratory infection) in Bolivia as well (1 51). 

Is it not likely that given the same "educative supervision" and simple tools, TBAs could be an 
important part of an effective combination of providers for community-based reproductive health 
care of pregnant women, new mothers and newborns as well? 

Communication implications of TBA training 

There are three main groups of communication objectives related to TBAs. The first is changing 
TBA attitudes and behaviour regarding the importance of timely referral into the formal health 
care system, and improving TBA interpersonal communication skills (IPC) and self-esteem. The 
second is to reduce documented resistances between TBAs and professional maternal care 
providers, especially midwives. The third is to change the attitudes, behaviours and interpersonal 
communication skills of TBA trainers, to foster a more culturally-sensitive approach to TBA 
training. To achieve these three sets of objectives it is necessary to identify and address cultural 
barriers. 

As discussed above, TBAs are not a homogeneous group. The degree of exposure to the 
dominant culture and level of cultural transition vary widely among TBAs from country to 
country, and even among TBAs within the same country. These variations include the many 
personal and cultural differences in what TBAs actually do, in the content and quality of their 
practice, in the stages of pregnancy, birth and postpartum in which they are conventionally 
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involved, and in the nature o f  their relationship with the woman and family. In many cultures, 
TBAs are valued more for their function o f  social support; TBAs may not see themselves or be 
seen by community members as the best source o f  emergency care (178,225). 

For example, some TBAs assist with birth only, and see the woman only at the actual time that 
childbirth occurs. Others have repeated contact with women throughout pregnancy, for 
confirmation o f  fetal position, or to perform soothing abdominal massage. Some remain with the 
new mother, to administer herbal and heat therapy, and newborn care; or return to help with 
household chores and child care responsibilities. Revised T B A  roles that contain deviations from 
the culturally sanctioned roles and responsibilities o f  TBAs in individual communities can be 
difficult to institute and sustain. 

No one universal T B A  communication and training strategy could adequately address the 
training needs o f  all TBAs. Different communication strategies must be developed for each 
distinct T B A  community, based on thorough, up to date, community-specific qualitative 
investigation o f  T B A  knowledge, attitudes, beliefs practices and behaviours. These should be .. ... .~ ~ ~.~ ~~ ~~~~~ .~~~ ..~ .... <.~.. ..~. verified on a commun~ty-by-commun~ty bas~s before-8e6isio~aremacleiegardi~~gTBA~tr-aining -.. 

and service delivery. 

The durability o f  an indigenous medical system among TBAs documented inthe literature 
provides both communication challenges and possibilities. A wealth o f  literature on the ethno 
medical belief and practice o f  traditional birth attendants has been generated over the past several 
decades, documenting many aspects o f  the role and practices o f  TBAs. However, much o f  the 
qualitative research was conducted over fifteen years ago, and the focus was primarily on 
documenting, defending and preserving traditional T B A  belief and practice. Communication 
strategies to change the behaviour o f  TBAs and improve their interaction with women, families 
and modern health care providers depends on the availability o f  information about what would be 
required to change T B A  behaviour. For example, what would motivate TBAs to alter deeply 
ingrained harmful ritual birth practices, and under what conditions TBAs would be willing to 
refer women into the formal health system for additional care? 

Although the amount o f  existing background information about T B A  practice in specific settings 
is daunting, select aspects, i f  re-validated, could be extremely useful in developing practice- 
based T B A  training strategies and materials. Many beliefs and practices have potential 
implications for communication and training interventions; for example, to promote family 
planning use, or cleaner, safer birth practice, or to determine the most appropriate content o f  
locally produced birth kits. Skilful use o f  components o f  the folk belief system in message and 
material design can increase receptiveness to recommended behaviour change among TBAs, 
women and families. 

A reanalysis and revalidation o f  existing studies on the knowledge, attitudes, beliefs and 
practices (KABP) o f  TBAs can help to determine their usefulness in designing behaviour change 
strategies for improved T B A  training. I f  there is a "new generation" o f  TBAs, with new ideas, 
new practices, and a modified world view that have developed since the original body o f  work on 
T B A  practice was conducted, do existing training models require revision? Are there gaps in 
essential information on motivating factors and resistances to change? A comprehensive review 
o f  the content o f  various T B A  training programs could inform new interventions to update and 
standardize the content, and to assess the cultural acceptability o f  training methodologies now in 
use. Integration o f  more current KABP information into both training content and key messages 
can improve the potential effectiveness o f  training materials, and help to achieve recommended 
T B A  behaviour change. 
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New opinions on the preferred role for TBAs among donors and the international health 
community now focus on health promotion. This includes maternal nutrition education and 
provision of iron folate tablets, advocacy for improved health practice and use of services, and 
social support. While attending births. Greater attention to clean birth practice and recognition 
and referral of complications are also prioritized. 

Several important objectives of TBA communication and training strategies that reflect emerging 
priorities include identifying current TBA practice and its amenability to change; making "new" 
medical knowledge understandable within local conceptual frameworks; and aligning local TBA 
roles and practices with those defined by a modern medical model. It is also advisable to identify 
components of current modern medical practice that are barriers to maternal care use, and realign 
them with preferred, culturally acceptable community birth practice. 

TBA and community health belief systems may not include modern concepts such as obstetric 
risk, or recognize the cause and effect relationship between, for example, repeated unhygienic 
vaginal examination and sepsis. In Mexico, documented deficiencies in TBA knowledge were 
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and practice whenever practicable (55). In Guatemala, qualitative research elicited specific 
information on TBA knowledge of obstetric risk, actual practices, capabilities, and training needs 
of TBAs before designing the training materials, methodologies and activities, using a behaviour 
change approach (284). 

Several articles have reviewed the typical content of TBA training, and compared modem 
obstetric practice to traditional TBA practice. These reviews highlight "cultural discordance", 
specifically regarding different preferences for delivery position (kneeling versus supine), and 
umbilical cord care practice. TBAs do not follow formal avenues of acquiring knowledge; nor do 
they relate to normative or institutional practices that constitute the basis of reproductive health 
care protocols and standards. TBA learning is intuitive, imitative, not intellectual as in the 
Western system of medical training. They acquire knowledge through daily events, and 
incorporate messages and lessons successfully learned into their daily routines (55). 

There is still a wide gulf between the content of TBA training and actual post-training practice. 
This "KAP gap" (knowledge, attitude, practice) has been shown to increase over time. It may be 
necessary to realign the expectations and objectives of TBA training to more closely reflect the 
reality of what TBAs can really achieve. The use of TBAs as a force for improved maternal 
health is hindered if training cannot create lasting change in behaviour or overcome TBA cultural 
beliefs well enough to instill sustained use of new practices. 

Avvlication of basic communication and behaviour chanze concepts such as negotiation and 
.A U U 

exchange can help TBAs adopt and continue new practices. An example from Bangladesh 
demonstrates how TBAs sometimes attempt to reconcile their traditional beliefs with modern 
training. The strong cultural belief that a placenta not expelled immediately postpartum rises into 
the abdomen and "chokes" the new mother persisted among trained TBAs, who had been taught 
to cut the umbilical cord before delivery of the placenta. Some TBAs developed an adaptive 
behaviour, complying with training by cutting the cord, and with tradition by firmly anchoring 
the end of the cut cord to the mother's thigh (1 18). 

This suggests that training techniques that utilize behaviour change concepts of exchange and 
negotiation might increase the use of adaptive behaviours among TBAs; and that a systematic 
review of  atra rain in^ can determine ni t  just why TBAs do what they do (or don't do) but 
under what conditions they would be willing to exchangelchange behaviours. Such principles 
have been suggested for TBA training in Mexico, where information gathered through field 
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interviews and direct observation defined TBA conceptual thinking, resources and care processes 
prior to recommending the scope, content or process for training TBAs in that setting (55). 

Communicating with TBA trainers 

Many programs have not yet achieved the goal of developing locally appropriate TBA training. 
If there is so much discussion of the need for culturally appropriate TBA training strategies why 
has there been so little use of them? Do TBA training programs actually tailor their programs to 
local conditions? What training and preparation do TBA trainers receive to help them appreciate, 
or at least tolerate, the customs and abilities of TBAs and traditional communities? Are there 
links between current practice and recommended practice in TBA training content? 

Implementing culturally appropriate TBA training requires stepping outside of the conventional 
vocabulary and social construct of the modern health and development community to look at "the 
social logic supporting identification of problem and solution" as reflected in local birth 
practices. TBA training as it is currently designed often devalues or excludes much of what local 

~ *...~ .~~ 3~ . ..~ people-(including tlie~ TBAsthemse1ves)-think;believe-anddo-,-and failstoput~birthpractic~s--int~~ 
the prevailing cultural context of love, nurture and the celebration of motherhood and of children 
(253). 

Even in the presence of appropriate training materials and methods, TBA trainers themselves can 
be a barrier to TBA training implementation. Nepali nurses resisted use of more culturally- 
tolerant language and reference to traditional practice contained in training revisions, and 
preferred to use generic, modern health messages (253). In many developing countries, 
"development" means leaving behind traditional belief and practice. Distancing oneself from 
those traditions establishes both social status and authority. This deliberately maintained cultural 
distance may be one of the most persistent barriers between traditional and modern maternal care 
providers. 

Improved TBA training techniques should include expanded use of pre-training knowledge, 
attitude, behaviour and practice assessments. TBA training content should be adapted to reflect 
assessment results, as well as local patterns of maternal and newborn health problems. Improved 
training methodologies, including use of participatory techniques, the behaviour change 
approach, pictorial aids, and simplified home-based maternal records can assist low literate 
TBAs to assess and record maternal risk, pregnancy progress and danger signs. These training 
interventions can also help to enhance the image of TBAs and strengthen linkages between 
TBAs, professional maternal care providers, and modern health services. 

Reducing maternal deaths requires reorientation and retraining of all birth attendants, not just 
TBAs. Helping modem and traditional health workers to identify "points of convergence" in - - 
belief and practice, and to renegotiate lines of authority can strengthen collaborative action to 
provide lifesaving obstetric care. Mutually reinforcing approaches and new combinations of 
skills and providers can create a cohesive, effective network of care that is acceptable to women 
and communities while at the same time satisfying scientific and technical requirements. 

Consideration should be given to retaining TBAs in their present function as birth attendants 
until such time that other alternatives are available and women can be successfully persuaded to 
choose those alternative birth attendants and locations. Current models for TBA training should 
be critically reviewed and redirected to assure focus on clean delivery, and early recognition and 
prompt referral of complications during pregnancy labour, birth and postpartum. Training 
content, methods and outcome can be enhanced by utilization of the behaviour change approach. 
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Communication activities can improve counselling, interpersonal communication skills and self- 
esteem of TBAs. 

The success of improved TBA training interventions to improve recognition and referral depends 
on reliable links with referral sites, and enhanced relationships between TBAs and referral centre 
staff. Research demonstrates that these factors continue to be important barriers that prevent 
TBAs from referring and accompanying complicated cases for additional care. TBAs must be 
motivated to collaborate with midwives and other maternal care providers in the referral chain. 
The value of early referral must be promoted to and accepted by TBAs and communities to 
address the common resistance among TBAs to refer when additional care is required. Referral is 
often perceived by TBAs as "loss of face" and failure to keep their commitment to women and 
families (228). 

Evaluating TBAs solely by medical parameters derived from a different belief system can be 
dangerous and misleading, since each system responds to different forms of interaction with 
nature, society and the cultural construct of health and disease (55). For example, a "reanalysis" 
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evaluation criteria (the reverse of the Western-based criteria TBA trainers usually use to classify 
TBA practice) found significant deficits in modern medical practice. Maya-oriented criteria for 
evaluation of the Western obstetric care system included: quality of the social support system, 
preservation of the client's modesty and dignity, and valued of use of traditional practices such as 
herbs, squatting position, etc. that are now recognized among some Western-trained practitioners 
as beneficial. This exercise could be useful as a training tool to improve attitudes of modem 
health providers toward TBAs. However, under most circumstances, TBAs cannot ask health 
post staff to rethink their model of medicine in the way that health post staff can ask TBAs to. 

New tools for the new TBA: clean birth kits 

All women, families and communities prefer a positive birth outcome - for the pregnant women 
to survive childbirth without serious sequelae, and for the newborn to be healthy. However, not 
all families realize that there are simple steps that they themselves can take to make births 
cleaner and to make a positive birth outcome more likely. 

The global incidence of newborn sepsis is much higher than previously believed, justifying 
renewed efforts to decrease it (360). Estimates based on available data indicate that as many as 
one third of newborn deaths may be related to neonatal sepsis, but in many countries it is likely 
to be much higher. Estimates also indicate that in the same countries, from one third to one half 
of infant deaths occur in the first month of life. Perinatal and newborn deaths together often 
account for half of ail infant mortality. 

The "new" clean birth kits are not the same as the conventional TBA kits currently distributed by 
UNICEF and others upon completion of TBA training. The "new" birth kits are simple, single- 
use kits made of locally available, culturally acceptable materials. At the cost of about ten cents 
US, many deaths from newborn sepsis could be averted. TBAs and clean birth kits can make an 
important contribution to cleaner, safer births in the home environment, where most births in 
rural areas of developing countries continue to occur. An approach to birth kit use that 
incorporates the principles of recognition and respect; documentation of weaknesses in TBA 
abilities and practices; and development of strategies, training techniques and simple reminders 
and tools to overcome those weaknesses has already been employed in several countries (69, 70, 
71, 120, 174,284). Linking the supply of kit to other strategies for provision of a "minimum 
package" of preventive and promotive maternal and newborn care promoted at household and 
community level is essential (353). 
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Why promote a clean birth kit? 

Other than maternal tetanus toxoid immunization and health education, facility-based antenatal 
care as currently delivered in many rural areas of developing nations can do little to prevent the 
birth-related sepsis that the birth kit is designed to address. Because of the overwhelming number 
of births that take place at home and the limited health infrastructure capacity in many rural 
areas, facility-based birth may not be a realistic option for rural women anytime in the 
foreseeable future. Assisting women to plan for a cleaner, safer home birth, and training whoever 
they chose to attend their birth in clean birth techniques may be more achievable in the short 
term. 

Clean delivery is a bridge that can link the child survival and safe motherhood initiatives. 
Although upward of half of all births in most developing countries are said to be attended by 
"trained personnel", the older standard definition of "trained" included TBAs, many of whom 
may have trained many years earlier. The remainder of births occur in health facilities where the 
trained attendant would presumably he a professional care provider (auxiliary nurse or 
---physician);-~However;there-isgrowing-awareness that-even-professional-health-workers-often  did^- 

not receive adequate instruction in aseptic technique and sterilization as part of their basic 
training. 

Helping women prepare for a safer birth 

Among the key words in several recent women's health strategy documents are prepare and 
plan. Planning ahead and preparing for a clean birth, including a clean birth kit in every pregnant 
woman's home, are an integral part of this new approach. Based on lessons learned in other 
settings, community participation and cooperation may be best achieved through use of a 
communication strategy that focuses on the positive, highlights planning for a safer, cleaner 
birth, and clarifies the potential contribution of clean birth kit use to having a healthy newborn. 

Health education messages associated with birth kits should he specifically focused on the 
"universal" concept of clean, both before and during delivery, when repeated vaginal 
examination with dirty hands to check progress of labour is common practice; and immediately 
postpartum, when many traditional practices related to sepsis, such as insertion of herbal and 
other materials into the birth canal, occur. As these postpartum practices take place after the birth 
itself, simply using the kit at birth will not address them. Educational messages that accompany 
birth kits must include specific attention to the full range of postpartum aspects of "clean." 

The concept of clean must be promoted not only to TBAs and family birth attendants but to all 
maternal health personnel. There is evidence that doctors and other facility-based maternal care 
providers often do not maintain hygienic practice during delivery, and that modern medical 
practice in health facilities can contribute significantly to maternal and newborn sepsis (201, 
216). Cultivating a "culture of cleanliness" at all levels of care - including both TBAs at home 
and professional facility-based birth attendants - requires a comprehensive program to promote 
safer, cleaner delivery through appropriate technologies. Clean birth is a potential "unifying 
theme" for all levels of the health system to focus on: a logical, strategic, standardized 
community entry point that can link all levels of care and care providers. 

Elements of a concentrated effort to emphasize clean delivery should include advocacy1IEC for 
clean delivery, making clean birth kits readily available to every pregnant woman, and training in 
aseptic technique for health workers. Clean delivery practices that should be promoted to all birth 
attendants - the "five cleans" - include ensuring that birth attendants hands are clean, that the 
perineum and surface under it are kept clean, that non-sterile objects are not inserted into vagina 
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or uterus (including dirty hands), and clean cut and care of the umbilical cord and stump. It is not 
as essential that TBAs and women understand why or how clean birth works. It is only essential 
that they know exactly how to use them. 

Strategies specifically targeted to hospital and health centre workers should include establishing 
and posting protocols for hand washing and disinfection, availability of clean surfaces, training 
in handwashing and basic aseptic techniques, and use of "clean delivery" indicators on regular 
basis as part of supervision and monitoring. 

Lessons learned from country experience 

Country experience in promotion of clean delivery and some form of birth kit use is documented 
from China, India, Zimbabwe, Myanmar, Bangladesh, Brazil, and Nepal (60,221,311). In India, 
one of the few available studies that demonstrate impact, introduction of clean birth kits to TBAs 
resulted in significant decrease in both maternal and newborn sepsis (312). Almost 4,000 TBAs 
were included in birth kit training. In Egypt, where well-designed, well-supervised UNICEF 
..TB.A..training.haSbeeneeonng~inng;.TTBAs.WereereSPOnSibIee for.-only .l matenla,.*th ......... .... ........ . ........ ..... 

despite the fact that they delivered 59 % of women. 27 % of maternal deaths were attributed to 
hospital practice, including asepsis (216). 

Non-governmental organizations (NGOs), a cornerstone of community partnership for safer 
motherhood in most developing nations, can play an important role in promoting birth kits. In 
many of the field reports, the majority of clean birth kits were purchased, subsidized, or produced 
and distributed with the assistance of NGOs, known as "assisted compliance." NGO 
intermediaries can bridge the gap between women in remote areas and birth kit availability. Use 
of a local production mechanism, such as women's groups, can also increase access, reduce costs 
of producing birth kits, generate income, and increase community involvement. 

Designing country-specific birth kits 

Qualitative research can help determine if local promotion and distribution of birth kits is 
perceived by women as a function of the modern or traditional health sector. For example, in an 
Indonesian study providing iron folate supplements to pregnant women, project planners initially 
chose TBAs to distribute tablets. However, in initial qualitative research, women stated that iron 
tablets were the domain of health centres and midwives, and preferred to get their tablets from 
that source (225). 

Although it is desirable that formative qualitative research he as rapid and efficient as possible, 
adequate attention must be paid to documenting local birth-related terminology used by women 
and TBAs, to facilitate more meaningful message content for birth kit training and education 
activities. Using "validated" terminology helps women recognize that health planners understand 
the basis for their current practices and the rationale behind them. 

Use of a marketing technique known as "concept testing" (99, 126) can elicit the preferences and 
opinions of all involved in the birth kit environment, and the product can be refined accordingly 
prior to its introduction. In Bangladesh, the comments of every level of user and distributor were 
incorporated into the final kit design and content. This extra step made a big difference in both 
initiation of birth kit use and sustainahility. 

The cost of clean birth kits can be minimized and, perhaps more important, local acceptability 
increased if recognizable items are used in the kit. For example, in Bangladesh concept testing 
revealed that TBAs preferred the soap available in their own market to the type contained in 
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prototype kits. Even the cord tie included in the kit was better accepted if the length and material 
used were closely equivalent to cord ties conventionally used by TBAs (60). 

The time and costs of introducing birth kits in country programmes can be reduced through 
utilization of lessons learned in other country settings. Up to two years of formative research 
preceded distribution of prototype clean birth kits in some country projects. In Bangladesh, a 
well designed marketing strategy resulted in many birth kits being purchased by men, one of the 
most important groups of gatekeepers at household level. Communication strategies to promote 
clean birth must target not only pregnant women themselves, but all family and community 
gatekeepers - husbands and male community leaders, influential female family members such as 
mothers-in-law, women's groups, religious leaders, TBAs, VHWs and other traditional 
practitioners, and ail members of maternal health care team. Shopkeepers and all other potential 
commercial distributors must also be included. 

Systematic application of social marketing techniques can address other communication-related 
considerations, such as refining messages and images used in pictorial support materials, 
--.improving-acceptability-of kits-by- d o c u m e n t i n g - c ~ n s u m e r - p r e . f e r e n c e ~ ; - ~ e ~ ~ u r i n ~ ~  
kits where shortages have occurred in the past, and exploiting all media and channels. 

It is critical to involve the community and the entire maternal health care team in active 
promotion and provision of the kit at antenatal visits and through all other available channels. 
This helps make all members of the maternal care team active promoters of both the kit and the 
concept of clean birth that is the rationale for its use. Involving health workers from the formal 
sector in education and distribution of birth kits provides an additional avenue for supervision 
and communication between formal maternal care providers and TBAs. Birth kits must be made 
available as part of a comprehensive program involving health personnel at district, health centre 
and community level. If no other alternatives are available or feasible, mothers can be asked to 
prepare their own birth kits. Endorsement by the health system, the Ministry of Health in 
particular, can help to "legitimize" birth kits to health workers as well as to women and families. 
Programs to introduce clean birth kits are best coordinated and managed by the district health 
team. 

C. Maternal Health Care Providers 

Repairing the system: facilitating flows 

The auolication of communication interventions to "reuair the entire svstem" is critical if . . 
community reorientation of reproductive health services is to take place (4). Reproductive health 
communication and information networks must be strong enough to engage and mobilize health . . - .  

workers themselves as leaders in reshaping reproductive health service delivery; and to enhance 
their ability to educate and mobilize women, families and communities. Two key factors must be 
addressed: increasing the flow of all types of reproductive health information to care providers, 
and strengthening their ability to pass that information "down the maternal health care chain" 
both to other members of the maternal health care team, to individual women and to families and 
communities. 

Several behaviours and attitudes have been identified among reproductive health providers that 
limit their capability to be effective "messengers" for transmission of reproductive health 
information. Communication skills and community outreach do not receive adequate emphasis in 
the training of health professionals in most countries worldwide. Medical training "does not yet 
produce health promoting physicians" (1  5, 158) or other members of the maternal health care 
team. Although some progress has been made, community health promotion is too often a low 
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priority among all levels of professional health care providers. However, many reproductive 
health care providers have begun to recognize the need for change and expressed their 
willingness to participate in developing "communication solutions" to bridge the gap between 
ideals and realities in reproductive health care service delivery. 

The lack of access to information about all aspects of reproductive health care and education has 
been identified by many rural health workers. In Zimbabwe, ninety percent of provincial and 
rural health workers identified lack of current medical information to be a serious disadvantage 
to provision of quality of care (250). Their expressed priority in improving quality of care was 
not directly for medical supplies and equipment. Rather, they requested information - provision 
of a core collection of current medical books and journals at their workplace. This "poverty of 
health information" has also been noted in Zambia, where "provision of health information and 
literature has not achieved the same pace or received the same attention as provision of health 
services" (295). 

In Zimbabwe, introduction of a CD-ROM health database resulted in radical change in 
Tnf~rmation~~seekingb-ehaviour of i t s - u s e r s , - a - g r o w i n g - a w a r e n e s s o f a w o r i d  - - - - - - ~ - - - - - - - - -  - - - - ~ - ~ - - -  

otherwise unknown. Creating "webs of information exchange" not based on prevailing hierarchal 
"top-down" models can more equitably reshape the flow of reproductive health communication. 

Communicating survey and research data to practitioners and communities has been prioritized 
in a growing number of programs in Nigeria (242) and elsewhere. Improved flow of information, 
inclusion of health care providers in data collection, analysis, and development of solutions has 
improved service delivery and patient -provider education in antenatal care (39) reproductive 
health (22) and in many other health-related areas including childhood diarrhea (274) and ARI 
(151). Interventions to improve information and counselling skills have reached out to private 
sector providers and even to pharmacists and pharmacy assistants (1 16). 

Maternal audits 

Although not commonly considered as a communication intervention, maternal audits are a 
powerful tool to exchange information and increase awareness among all levels of maternal 
health care providers about maternal deaths, and of the contribution of avoidable factors. 
Introducing the dual concepts of avoidability and accountability among health professionals can 
result in substantial system changes, and help to reduce maternal deaths from avoidable causes. 
A prerequisite to provision of quality, accessible maternal care is identification of local perceived 
health needs, preferences, and priorities; and designing or modifying services to meet those 
specific needs. In Botswana (244), Guatemala (178), Tanzania (207), and KwaZulu Natal (21 9), 
maternal audits have been part of program activities to strengthen skills of maternal health teams 
and to increase use of a team approach to improving quality of maternal health care. 

Just what is quality care? 

Several underlying themes for the change required to achieve "woman-centred" care have been 
identified (133, 141, 181,218,265,248). These include choice (range and content of services, 
providers and care sites); continuity (of care and carer); control (of conditions under which care 
is delivered, and participation in decision-making); and commitment (to active participation in 
creation of two-way communication and shared responsibility) (282). 

The actual quality of reproductive health care, as measured by global standards, depends on the 
combination of many factors, including range of services and information provided to users, 
provider competence, continuity and appropriateness of care, and accessibility of services (353). 
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Quality of care includes provision of information and counselling to allow clients to make well 
informed decisions and care choices (169, 172). 

However, it has been well documented that there are vast differences between actual quality of 
care and quality of care as perceived by clients (82, 154, 177). Substantial differences have also 
been noted in the factors that health workers think influence aualitv of care. and the factors that 
women and communities use to judge the quality of health services they receive (63, 114, 136, 
184,235,238). Modern maternal care providers in developing countries, usually trained in 
Western-oriented medical practice, often adopt corresponding cultural attitudesas well. If not 
addressed, this "cultural mismatch" of quality of care indicators can lead to problems in 
designing and providing maternal health care that women want and are more likely to use. 

Identifying and improving those quality care factors that clients are most concerned with is likely 
to have the greatest impact on use of services. Frequently, "effective" curative care is valued 
more than preventive care. The preventive care offered by health facilities, such as routine 
antenatal care and education, is more likely to be utilized if curative care perceived to be of good 

...quality by-the.com.lnunity.is.~OfferedddaSSWell-(l); .... .. ~ ................. ..... ........ ............... ..................................... ... .............. .. 

Cultural values have a strong influence on what families and communities think constitutes 
"good medical care". Households invest their resources according to what represents quality care 
according to their specific sociomedical value system. In Zaire, villagers perceived the presence 
of a functional microscope as more important than recently completed structural improvements 
at a nearby clinic, stating that "even if there were no walls, what counts is that there is a 
microscope at the centre" (136). The presence of a doctor who provided patients with a choice of 
care options, and who could be relied on to be available when needed were major factors in client 
confidence, satisfaction and the superior reputation of one health facility over other competing 
facilities nearby (1 62). 

Improving communication improves quality of care 

Perceived quality of care, especially maternal and reproductive health care, may be influenced 
more by the quality of client-provider communication than any other aspect (91, 160,282). 
"Cost, convenience and kindness" were the main factors that influenced choice of provider in a 
vat? of rural India where several vublic and private sources of cake were available (162). In rural , , 

Zaire, interpersonal qualities of providers helped colnpcnsate fur the negative e f ic t s  of cost or 
intiastructural deficiencies on quality care decisions among clients ( l  3). 

Unless there are significant changes in the conceptualization and delivery of tnuternal health 
services. the \ride RJP between stated ideals of care and actual practice will persist. Reha! iours 
and attitudes among maternal health care providers have often been identified as barriers to 
utilization of care (3, 114, 136, 170,217, 159,238). Compared to access barriers such as distance 
and cost. communitv dissatisfaction with client-vrovider interaction is a barrier that can more 
easily be reduced through communication interventions. Changing the behaviour of maternal 
health care providers is one important way of influencing the household level care-seeking - - 
decisions of women and families, and improving utilization of maternal care. 

One of the best ways to support the healthiest possible outcome for pregnant women, new 
mothers and newborns is assuring good client-provider communication. An analysis of the 
communicative behaviours of health workers and influences of the quality of health care 
communication identified "observable consequences" occurring as a result of client-provider 
interaction. Quality of communication influenced satisfaction with care; compliance (adherence 
to treatment); knowledge of current health problem; coping behaviour; health status; recall and 
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understanding of treatment instructions, counselling and education; psychological well-being 
(anxietyldepression); and speed of recovery (240). 

Creating a demand for maternal health care depends in part on reinforcing the image of 
competence and quality of the health care team in terms that have meaning and relevance to the 
community. Developing a mechanism to help health workers understand what women 
themselves consider quality reproductive health care and make indicated changes may be one of 
the most effective ways to increase utilization of care. 

Helping maternal health care providers c h a n g e  

Maternal health care providers at the district and community level are gatekeepers to care at the 
"frontline" in programs to improve maternal and newborn health and reduce deaths. Only they 
can bridge the gap to provide the lifesaving care and education to keep women and newborns 
alive and healthy (221,350). A health care work force armed with the knowledge, skills and 
attitudes to successfully implement change is the foundation on which lasting changes to 

---improve provi~io~of-maternal- health-care-must be-built;-A-growing-body-~ofevidencehasshom--- 
that training to improve the lifesaving clinical skills of maternal health care providers, though 
essential, must be accompanied by other types of training support. 

Changing the attitudes and practices of maternal health care providers takes time. The influence 
of decades of previous health worker training that did not focus on communication skills must be 
overcome in order to instill new ideas and approaches to delivery of more effective, more 
acceptable woman-centred care and education. Health workers must be convinced that 
communication is an important part of effective case management, and that good counselling can 
also be a lifesaving skill. 

Sophisticated tools may be required for diagnosis and treatment but interpersonal communication 
is the primary tool for the exchange of information between provider and patient. Health workers 
must be encouraged to become "partners in care"; to overcome their reluctance to engage in two- 
way communication with women and families; and to make a commitment to creating an 
opportunity for dialogue as part of each contact with women. 

Health worker assumptions that prevent effective partnership with communities include the 
belief that health education is a separate function from clinical care; that health education is 
mainly telling people what to do to prevent diseases; and that ordinary (lay) people are ignorant 
and their beliefs hinder the possibility of cure (177). Challenging and changing these 
assumptions was an important part of health worker communication training. 

Caring versus curing 

To overcome the separation between clinical care and health education that is so prevalent 
among all levels of health workers, it is necessary to reinforce the concept of "social care" that 
addresses not only the medical needs but considers the conditions of women's overall lives. The 
ability and willingness to merge clinical experience and social experience can enhance client- 
provider communication. Combining "cure systems" and "care systems" allows health workers to 
become members of the social support network of, as well as care providers to, pregnant women 
and new mothers. 

District and community level maternal care providers must be assisted to recognize and actualize 
their potential to improve quality of, increase satisfaction with, and increase access to maternal 
care. Changing the attitudes and behaviours of health workers is an essential component of 



Rethinking reproductive health communication strategies for the next decade WHOIRHTl97.34 

community-level safe motherhood communication strategies. Field-tested tools and methods are 
available that can be adapted to local priorities and conditions to help redefine the boundaries of 
health and social care (8, 19, 67,68, 75, 138, 150, 155, 156, 166, 183,255,257,281, 313). 

Adding another dimension to listening to women 

One way of listening to the voices of women, mentioned earlier, is as part of formative research 
to determine perceived needs and preferences and design appropriate programme action. Another 
important dimension of listening to women is in the face-to-face context of individual client- - 
provider encounters in health facilities. Strengthening the ability and interest of maternal health 
care providers to improve their clinical "listening skills" is an important part of interpersonal 
com~unication (IPC) skills training. 

Two main purposes for improving client-provider communication have been described - creating 
a good interpersonal relationship and exchanging information. Several studies have observed and 
rated clinicians based on the prEsence of sev&alfactors that have been shown to impact on an 

--individual careproviders-communication- style-~24@);-These-factors-include~a-"cure--versuscare"----- 
orientation; high versus low controlling behaviour; and use of medical versus everyday 
vocabulary. 

Many additional characteristics of good communication between matemal care providers and 
clients have been identified: care, compassion, commitment, the ability to establish credibility 
and mutual trust; to demonstrate empathy, confidentiality, acceptance, warmth, and welcome; 
and to respect women's need for both social and physical privacy. 

Caring is an integral part of providing humane care that respects the dignity and rights of women 
and families (269). Some projects have assisted maternal health care providers to recognize and 
eliminate clinical practices that degrade, embarrass or distress women, such as requiring women 
to be naked or unnecessarily exposed during examination (56). However, providers must also 
recognize the potential that language and communication techniques have to offend or alienate 
clients and their families. 

During the last decade, much emphasis has been placed on training midwives in "lifesaving 
skills" (LSS), a discrete set of priority interventions that midwives can carry out at household and 
community level (174,202, 31 7). It must be highlighted that in addition to clinical expertise, 
good interpersonal communication is also a lifesaving skill. Trained maternal care providers can 
only apply new knowledge and skills if women and communities are informed and convinced of 
the need to use those services and skills. Strengthening interpersonal communication skills of 
maternal care providers is one important way of preventing "missed opportunities" to provide 
quality reproductive health care, education and support to women during their reproductive 
years. 

Good counselling makes a difference in use of, and satisfaction with, many aspects of 
reproductive health care. In family planning, counselled women are more likely to begin, 
effectively use, and sustain use of their chosen method. In abortion care, planned, appropriate, 
prompt, and complete counselling includes linking pre- and post- abortion counselling with 
family planning information, helping women avoid unplanned pregnancy and thus the need for 
abortion in the future (205,282,348). 

Counselling can serve as "verbal anaesthesia." "Sounds of comfort," the intonation and content 
nurses use to talk to patients in pain, can reassure women in a caring, comforting way during 
medical procedures that are often terrifying and anxiety producing for women (260). In Sweden, 
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the parameters of a trusting relationship between midwives and clients was based on women's 
perception that they were being guided and supported on their own terms, fostering a sense of 
self-control and affirmation (38). 

Women may respond best to and appreciate most, advice and treatment conveyed in a language 
and setting similar to their daily experiences (177). In contrast to TBAs and other traditional 
practitioners, professional reproductive care providers may face cross-cultural communication 
barriers. This inability to "put themselves in their clients shoes" may prevent health workers from 
providing empathetic counselling that is an essential part of quality women's health care (282). 

As part of interpersonal communication skills training, maternal health care providers must be 
encouraged to: 

recognize the barriers that women face in seeking care; to understand women's 
experiences from a social as well as a clinical perspective; and to consider and explore with 
clients all possible barriers and contributing factors to less than optimal patterns of care use. 

r ..... enable-women. to..express.all..tlieir.ng care.at.a.health.fa~ility,~including ...... 

symptoms, feelings, thoughts and expectations. Women in many settings often do not express 
their actual problem or reason for seeking care at health facilities, especially for curative 
care, and if the care provider is male. Rather, they use imprecise language to express vague 
complaints. Women may find it difficult to question medical personnel, even to ask for 
additional information or to say that they do not understand instructions, as they fear it might 
be interpreted as a challenge to the authority of the health worker. Teaching maternal health 
care providers to anticipate and address these common difficulties in communicating 
symptoms and related illness concerns can substantially improve the reproductive health care 
women receive. 
recognize the "limits of acceptability" of questioning. The ability to recognize potentially 
sensitive topics or health care situations where direct, honest responses might compromise 
the social and cultural limits of acceptable behaviour for women, can prevent embarrassment 
and shame. A particularly good example of this is STDs, where a woman might require 
treatment through no fault of her own, yet fear the possibility of severe consequences, 
including physical violence, as a result of her diagnosis (257). 
avoid technical jargon. Providing health information and counselling in simple language 
that people can understand is likely to improve comprehension, acceptance and compliance. 
Helping health care providers develop an alternative vocabulary that utilizes locally 
appropriate cultural terms for common ailments improves the possibility of both making a 
correct diagnosis and improving treatment outcome. A recent study in several inner-city 
areas of the United States demonstrated severe health miscommunication. Even with the use 
of language that physicians thought was simple and direct, the vast majority of patients did 
not understand even the most basic instructions about their condition, their treatment, or 
proper use of prescribed medications (240). 
explain only the most essential, basic facts. Health workers must themselves have the basic 
knowledge and be able to identify educational priorities in order to transmit simple, 
understandable, action-oriented health messages to women and families. Accuracy of 
provider knowledge is a critical prerequisite to good client-provider interaction. 
Transmission of false, incomplete or misleading information by health workers can 
compound client confusion and reduce compliance with recommendations for treatment or 
referral. 
build on healthy traditions. Maternal health care providers should be advised against 
categorical rejection of reproductive-health related ethno medical beliefs and practices of 
women and families. Learning to elicit and obiectively evaluate the potential effects of - 
specilic traditional health beliefs can improve the cultural acceptability of clinician advice to 
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"Socio-emotional communication" between women and providers 

- 

Recently several innovative mechanisms for client-provider interaction have been suggested as 
priorities for maternal and reproductive health education and counselling. 

clients. At the same time, it can help maternal care providers recognize many beneficial 
cultural traditions. For example, current medical knowledge supports the benefits of a 
kneeling as opposed to supine birth position, a traditional practice once maligned by modern 
obstetric practitioners. Identifying and acknowledging any beneficial traditional practices 
that women may already be practising should be built in as a routine part of advising 
pregnant women and new mothers. An approach to institutionalizing identification and praise 
of positive health practice has been suggested: ASK, PRAISE, ADVISE, CHECK (202). 

............. ............... Pw.~~~. .. .. parrng a birthp1an:AtI-womn~~needinformati~ -support-tvplan-fora-saferdbirth:-Lack- 
of preparation and planning is one of the major contributing factors to life-threatening household 
level delays in seeking care for obstetric complications and emergencies (3 14). Developing and 
institutionalizing a standardized activity as part of routine antenatal visits that encourages women 
and families to think about and take action to prepare for safer childbirth has been given priority 
as part of community-level safe motherhood communication strategies ( 1  80, 353). 

Preparing for a safer birth, regardless of where a woman prefers to give birth, should include 
counsel on use of a trained birth attendant, the importance of a clean birth location and the 
household availability of basic equipment to conduct a clean birth (such as that included in clean 
birth kits). Both women and family and community gatekeepers must know the danger signs of 
the most common problems of pregnancy, birth, and postpartum; as well as when, where, and 
how to seek additional care if complications or emergencies occur. 

Maternal care providers should be encouraged to explore with women all possible barriers that 
could be encountered in advance, and to plan realistic local solutions with family and 
community support. Women should be aware of and prepared for a variety of different outcomes 
of pregnancy and birth. Women with anticipated complications and their families should be 
notified of the possible need to seek special care. Advance preparation for transport, and means 
to provide or purchase the supplies that are sometimes required at the referral site can reduce 
delay in both reaching and receiving care. 

Effective and sensitive interpersonal communication is particularly important when it becomes 
necessary to inform women of problems and complications, sometimes called a "bad news 
consultation" (240). This is also true in the case of life-threatening illnesses or events such as 
obstetric and newborn emergencies, where the possibility of rapid deterioration of the patient's 
condition and the need for rapid action make successful communication critical. 

Providing anticipatory guidance: It is now widely recognized that women in most traditional 
cultures continue to regard childbirth as a normal event. Experience has now shown that greater 
success in getting women, families and communities to adopt and sustain recommended maternal 
behaviours may result from messages, materials and activities that focus on the normal course 
and outcome of most pregnancies and births, that utilize a positive approach, and that avoid fear- 
based messages. 
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This is particularly true when attempting to move women who prefer to give birth at home to 
alternative birth locations in the event of anticipated or actual obstetric complications. Despite 
well designed communication interventions and the availability of alternative birth facilities 
staffed with trained providers, many women still refuse to take advantage of those care options 
(14,228). 

Anticipatory guidance is one way of taking a positive approach to the content of antenatal and 
postpartum client-provider interactions. This requires helping maternal care providers recognize, 
acknowledge the importance of, and suggest realistic remedies for common discomforts and 
inconveniences of pregnancy and the postpartum period. Reinforcing healthy behaviours during 
pregnancy, eliciting concerns and discussing expectations, and describing the basics of routine 
care for mother and newborn are all positive ways of initiating and developing good client- 
provider interaction and of encouraging continued contact with health facilities. Information 
about danger signs and emergencies that can be lifesaving, but that can also potentially be 
interpreted as negative or threatening, can be gradually introduced on a foundation built on 
positive anticipatory guidance. 

Maternal health care providers must be able to recognize and communicate not only to individual 
women and families, but to the broader community as well, the dangers signs of obstetric and 
newborn emergencies and other life-threatening problems and conditions, and the need for rapid 
action. 

Make time for "listening visits": Creating opportunities for women to discuss any fears, 
anxieties and concerns adds another important potential way to listen to women. "Listening 
visits", not associated with any physical concern or condition, were found to decrease 
postpartum depression in intervention testing in England (63). The relevance of this intervention 
to women in developing countries where pregnancy and birth is considered normal, and who may 
not have the same level of childbirth-related anxiety as Western women, is not clear. 

However, the concept could be adapted and utilized as a means of discovering domestic, 
economic or social problems, including lack of social support, that may be of concern to women 
in those settings, and that could negatively impact maternal well being if not addressed. If busy 
clinicians do not have time for routine "listening visits" as part of antenatal or other contact with 
women, community volunteers such as pregnancy monitors, or other social support network 
members can serve the same function, and refer any serious psychosocial problems higher up in 
the "chain of care." 

Provide motivational connselling: One way of encouraging maternal health care providers to 
expand the conventional boundaries of clinic-based education and counselling is to introduce the 
concept of "motivational counselling". Motivational counselling involves helping women and 
communities prepare for and create change in other aspects of life usually considered as beyond 
the conventional boundaries of health. 

Maternal care providers can be encouraged to appreciate the need for individual and collective 
empowerment of women, and to become actively involved in supporting women's potential 
capacity to overcome barriers to use of care. With the support of family and community, 
maternal care providers can become a part of community-level social support networks and help 
improve not only the health, but the overall life conditions, of women. 
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Beyond counselling skills: improving morale and motivation 

As a result of recent emphasis placed on providing integrated reproductive health care that better 
meets women's needs, some health systems, both in developed and developing nations, have 
gradually become more woman-focused (145a). Looking at health services from a more client- 
oriented perspective and increased attention on "consumer" satisfaction have been at the 
forefront of what has come to be known as "reengineering" or "reinventing" public health 
services. 

A need that has also been recognized but that has not yet been adequately addressed is improving 
the morale and increasing motivation and job satisfaction among health care providers. No 
matter what other inputs are made to strengthen the maternal health system capacity and 
infrastructure, it is, after all, the caring and consistent application of the appropriate knowledge, 
skill and attitude by health workers themselves that can create real and lasting improvement in 
health services for women. Such change is not likely unless recognition of the need to address 
health worker morale results in more widespread attempts to improve the active collaboration 
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must begin to make health systems more responsive to not just the needs of women, but also to 
the basic needs of reproductive health workers at district and community level. 

Unappreciated, overworked, and underpaid 

Partially as a result of a shrinking economic resource base, poor working conditions are the rule 
rather than the exception in rural health facilities in many developing countries. These include 
lack of basic supplies and equipment, inadequate salary and other financial incentives, and lack 
of supervision and recognition from higher levels of the health system. In many settings, these 
same conditions are compounded by a lack of respect, recognition and moral support from within 
the communities that health workers are meant to serve. Truly, maternal health workers are 
caught in the middle. For example, in Tanzania, complacency among rural health workers 
resulted in "staff bum-out" - despair, passivity, and lack of initiative to take even the smallest 
actions to improve conditions. Health staff did not recognize their own potential to develop 
appropriate solutions to visible and solvable problems (207). 

Health workers for change 

Despite the difficult conditions and the multiple constraints almost universally experienced by 
district and community level maternal health care providers, substantial improvements have been 
demonstrated in several settings. Several countries have begun to address the problems and 
concerns of professional health workers by developing support systems for care providers at the 
district and community level. 

Providing carefully designed opportunities for support to health workers can enable personal and 
professional growth despite the daily constraints and challenges they face delivering care to 
pregnant women, new mothers and newborns. One of the most difficult to achieve is a reliable, 
sustainable mechanism for supportive supervision that institutionalizes a system of reward, 
incentive and praise for work well done. Health worker supervision is often hampered by the 
same constraints - fmancial, motivational and infrastructural - that undermine the performance of 
health workers themselves. 

One innovative possibility is empowering health workers to perform this function by and for 
themselves; developing an improved sense of shared responsibility, team-building and creative 
solution development (338). These "skillshops" can provide or strengthen health workers 
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capacity to self-motivate and derive satisfaction from improved interaction with each other and 
with the communities they serve (29). 

Open and frank discussion of problems, emotions and frustrations and opportunities for 
constructive criticism are too often not a part of the public health work environment, in either 
developed or developing countries. One tool for reaching "creative consensus" and collaborative 
action planning is known as VIPP - Visualization in Participatory Programs (338). Using VIPP 
and other participatory training and development methodologies for shared problem solving, 
health workers can develop collaborative problem solving skills that foster group creativity and a 
shared vision; more rapidly reach group decisions, set priorities, develop realistic solutions and 
take collective action for implementing them; develop professional leadership capability; and 
improve team communication skills such as negotiation, conflict management and balance of 
power resolution. 

In most instances, health workers want to improve the quality of care they provide. What has 
been lacking is a systematic approach to facilitate and support health worker identification and 
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that increases their own satisfaction in the workpiace. 

Without workshops that provide an opportunity to systematically present and analyze 
performance data and identify performance gaps, medical and support staff are often unaware of . . - .  . . 

the nature and extent of performance problems. Problems such as maternal deaths, poor 
compliance with referral for additional care, and low coverage of certain aspects of reproductive 
health services such as early postpartum care are not always evident on a day-to-day basis. 

In Tanzania, prior to workshops, most staff were convinced that maternal deaths and other 
problems were due to circumstances beyond their control, and doubtful that they could positively 
influence the contributing health system and sociocultural factors (207). In workshops in 
Tanzania, and in India, health centre staff developed ingenious ways to respond to difficult 
conditions and maximize the health care options available to women and newhorns even within 
prevailing local time, financial and transport constraints (162). 

Too often emphasis is placed primarily on outreach into communities as the sole means of 
improving client-provider relationships and coverage. Recently, an innovative concept called 
"inreach" - focusing on factors within the health system and within individual health workers that 
can increase potential to reach clients within the clinic - has improved quality of care (190). 

In Southern Africa, the use of participatory workshops and collaborative materials development 
is helping to empower maternal health workers to improve their performance and improve health 
worker's perception of women's unmet needs (339). Through in-depth self-examination and 
group exploration of the way they relate to women clients and their families, maternal care 
providers identified ways to improve both health service delivery and job satisfaction. 

Non-judgmental attitudes and use of approaches such as "projective techniques" that do not place 
blame for conditions and constraints on health workers themselves are particularly effective in 
promoting participation and change. Projective techniques, through use of role plays, photos and 
drawings, or other methods, transfer the personal emotions, concerns and attitudes of participants 
onto uninvolved, objective "others." 

Objectives of this and similar methodologies include: exploring how to make a personal 
contribution to achieving targets for improved interaction between maternal care providers and 
clients; understanding key issues involved in creating and sustaining change; identifying 
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examples of good practice and developing locally relevant indicators of success in achieving 
change; enhancing communication and collaboration with colleagues, other maternal caregivers, 
clients and community; developing a better understanding of the educational messages and 
methods required to change behaviour of women, families and communities, and of effective 
channels for communicating priority information in clinics and communities; and making a 
sincere effort to incorporate a variety of different cultural, linguistic and social requirements and 
preferences into counselling and care. 

Once such processes have occurred, and health workers have suggested changes in policy, 
management structures, procedures and working methods, it is of paramount importance that 
prevailing power structures create an atmosphere that allows the required changes in district level 
management and coordination to actually take place (29). 

Communications between modern and traditional providers 

Fostering links between modem and traditional providers of maternal care, though challenging, is 
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between modern maternal health care providers, particularly professional midwives, and TBAs in 
some developing country settings. This is sometimes due to competition and "professional 
rivalries" that often border on outright hostility. In Nigeria and other West African nations, some 
midwives have refused to accept women presenting at clinics for emergency care after initiating 
childbirth at home attended by a TBA (159,238). 

In Indonesia, some TBAs consider the need to refer a woman with obstetric complications for 
additional care as a failure of her responsibility to the woman and family, that could result in loss 
of face in her community. On occasion, TBAs have actively discouraged women from seeking 
additional care (228). The delays in receiving care which often result can be life threatening. 
Having to "go in" to a health facility after complications develop during a home birth is a 
dreaded outcome among lay midwives in developed countries as well. Specific strategies and 
techniques to anticipate and overcome the hostilities between professional and lay midwives in 
this setting have been developed. 

Narrowing the gap between these two distinctly different types of maternal care providers is an 
essential step in improving utilization of maternal care and reducing delays in receipt of care. 
Despite global concern about the potential effectiveness of TBAs in reducing maternal deaths, 
some countries have chosen to continue some form of support to TBAs as an interim measure. 
But even strengthened, refocused TBA training programs cannot have the desired impact if 
harriers to TBA participation in the "chain of survival", linking women to higher levels of 
referral care, are not addressed. Communication interventions can be an important part of the 
overall strategy to strengthen each link in the referral network. For example, in one study area in 
Guatemala, despite training to improve recognition of obstetric complications, TBAs still 
hesitated to refer or accompany women for referral care as they were so accustomed to a poor 
reception from health centre or hospital staff. When TBA training was combined with 
"sensitization" of hospital staff to the improved skills of TBAs and the need for better 
communication, timely referral increased from 9% to 67% within only eight months (178). 

Bridging the culture gap 

Identification of the specific local dimensions of the clash of cultural values held by TBAs and 
modern care providers is a prerequisite to improving dialogue between modern and traditional 
maternal care providers, and bridging the "culture gap" (159). For example, in Botswana, 
qualitative research has identified one particularly disturbing gap between health belief 
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perspectives of women, TBAs and professional maternal care providers. Women dread "the 
injection that stops bleeding", postpartum administration of oxytocics that is mandatory practice 
in government health facilities, as it conflicts with their strong traditional belief in the essential 
cleansing effect of postpartum bleeding. This medical practice is an important contributing factor 
in the decision of many women and TBAs against facility-based childbirth, or referral for 
emergency care. 

In Bolivia, analysis of qualitative research results helped project planners create a "matrix of 
conflicts" that clearly identified differences in the health belief systems and childbirth practices 
of women and facility-based professional health care providers, and provided the basis for point- 
by-point negotiation for bilateral behaviour change (56). This method could be adapted and more 
widely applied to conflict resolution between professional midwives and TBAs where such 
conflicts exist. 

The difficult process of getting midwives and TBAs to overcome "professional rivalries" and to 
respect each others experiences and strengths can begin with identification of "points of 
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be fostered through conventional techniques such as role plays at workshops convened for the 
specific purpose of improving TBA-midwife relationships. Intervention from the community at 
large might also be effective. Increasing awareness of the potential negative consequences of 
poor relationships between midwives and TBAs among community members and other 
influential people could also help by fostering communal development of locally appropriate 
solutions. 

Community outreach through community diagnosis 

Communication strategies must aim to improve the ability of maternal care providers to counsel 
and support pregnant women and new mothers, to help them adopt health promotive behaviours 
that are realistic within local conditions and constraints. Efforts to improve interpersonal 
communication must establish or reinforce mechanisms to closelv link the communication and 
counselling capacity of health workers with traditional maternal care providers, and with other 
sources of social support and care within families and communities. 

Outreach into communities and households is an essential component of linking providers and 
users of community based care. Community mapping and community diagnosis, sometimes 
using newer methodologies such as oral testimony (298), verbal autopsy (l85), and ELCO 
(eligible couples), can increase awareness of community problems and conditions, and priority 
maternal and newborn health needs among health workers. 

Community visits "put a human face" on coverage statistics that are often otherwise meaningless 
to health workers. New methods and techniques for increasing contact between communities and 
caregivers can stimulate health worker motivation to more actively participate in community 
care. Linking clinic-based health workers with community maternal health promoters and social 
support networks can strengthen the community resource base available to women and newborns. 

Placing conventionally clinic-based midwives and other community maternal care providers in 
unconventional settings that are more convenient and accessible to women can increase exposure 
to, and use of, care. For example, "market midwives" can reach many men and women who 
would otherwise not have had access to contraceptive information and products. Midwives or 
other reproductive health promoters can be provided with promotional materials, products, 
uniforms, training and special sales booths among the regular market stalls on weekly market 
days. Allowing midwives to keep the profits from contraceptive sales can sustain participation 
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and motivation. Accessibility and a good location near the main market positively affected care 
use in India (162). 

Household visits have shown a positive impact on initiation of family planning use. However, 
sustained use of a reproductive health practice may require different community outreach 
strategies in terms of content and frequency than those that have been successful in increasing 
initiation of family planning use (147). In Turkey, a new cadre of women home visitors received 
special training that emphasized quality information and counselling, and functioned as liaisons 
between community-based and facility-based maternal health services. Although these women 
had no formal medical training, the quality of counselling they provided was rated as 
"significantly higher than that provided by government doctors and nurses, and somewhat better 
than private doctors" (172). 

The potential for contact between women and health services may be greater during and after 
pregnancy and birth than during any other part of the reproductive lifespan (63). Antenatal care 
therefore presents an opportunity to provide care and education that could help increase women's 
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less. Strengthening the interpersonal communication skills of maternal health care providers is 
one important way of reducing "missed opportunities" to provide quality care, education and 
support to women during these critical years. 

Communication partnerships with reproductive health care providers 

Although women comprise a majority in the reproductive health care delivery system, 
particularly in settings that train and utilize midwives, they are often vastly under-represented in 
health care decision-making - the reproductive health care equivalent of a phenomenon known as 
the "glass ceiling" in the corporate world (133). The involvement of maternal health care 
providers themselves in every aspect of the design, planning, implementation and evaluation of 
health education strategies, activities and materials can significantly increase their acceptance, 
relevance, use and effectiveness (350). However, even if staff are involved in initial materials 
development, as in clinic counselling materials for antenatal syphilis prevention in Kenya, staff 
turnover must be factored into project design, to assure acceptance by the "next generation" of 
providers (261). 

The content, methods and materials for the health worker interpersonal communication training 
component of communication strategies, like those for mass media, must be carefully researched 
and planned. Recommendations for the design, approach and content of health education and 
counselling materials are too often made by consultants who are accustomed to a Western, clinic- 
based maternal care system that includes ample clinician support by social workers, clinic 
counsellors and health educators. Frequently, these recommendations do not consider the time 
constraints and other limitations to provision of quality client-provider communication as part of 
maternal health care visits in developing countries. There is a rapidly expanding body of 
maternal and reproductive health education activities, materials and messages that have been 
collaboratively designed with the active participation of women, health workers, and 
communities(17, 51,73, 135, 138, 148, 152, 179,275, 319). 

A particularly successful approach involves the use of a set of coordinated materials with 
standardized information and counselling specifically designed to address the most common 
maternal, reproductive and newborn problems and conditions encountered by clinic workers. 
Providers simply select from among a pre-coded set of counselling cards the card that 
corresponds to the diagnosis, and the precise information required is readily available. The 
counselling cards are accompanied by take-home materials for women, their partners and 
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families that include images and messages used in the clinic-based counselling cards. This 
repetition of images and messages reinforces comprehension and improves compliance. 
Materials of this type have been used in Kenya, Indonesia, Bolivia, India, and Swaziland (257, 
350). 

A relatively new concept in reproductive health communication is called an "image bank." An 
image bank is composed of a set of images from educational materials that have been field tested 
and used for health communication activities in a given setting. A basic set of images are 
electronically scanned and maintained as part of a permanent computer file. After brief training 
in the use of this new approach, these images can be "downloaded" by communication 
professionals anywhere in the world, adapted on the computer to be locally appropriate, and used 
over and over again as part of national health communication programmes. 

The image bank concept was first tested by UNICEF to support the communication component 
of national child nutrition programs in Swaziland (323), and then in Barbados. A women's health 
image bank is now being produced as part of a global program in women's health and tropical 

Locating an artist to create attractive, locally appropriate images for health education materials 
can be one of the most time-consuming steps in materials development. Utilization of 
reproductive heath image banks could substantially reduce the amount of time required to create 
and field test educational materials. Storing and exchanging "banked" women's health images 
from around the world could also help to enhance networking among reproductive health 
communication professionals. The potential for applying this innovative communication 
technology to reproductive health communication has not yet been fully explored (32, 173,267). 

D. Advocacy and Policy 

Communication for change to support safer motherhood 

Change must occur at every level of society in order to achieve sustainable reduction of maternal 
deaths, and improvements in the overall health of women and newborns. Successful programs 
require informed and committed people working together at each level. Communication 
activities can mobilize support for effective programs at the national, district, community and 
household levels. A national reproductive health communication strategy is not complete if it 
does not address every level - policy level, community level and "household" advocacy. 

Making a louder noise 

The advocacy component of a comprehensive safe motherhood communication strategy can act 
as a catalyst, increasing awareness and thus increasing the likelihood of critical changes in 
policy, programs and society that otherwise might not have occurred. Advocacy to create 
awareness of the urgent need to reduce maternal deaths can address every aspect of the "no one 
knows, no one cares, no one prepares" situation, by increasing knowledge, concern and 
preparedness at every level of society. 

Advocacy involves constituency-building, generating support by creating or expanding a network 
of groups and individuals that are committed to achieving the goals of the safe motherhood 
initiative, and who are willing to help persuade others of the importance of maternal health 
issues. Identification of key influential people who can initiate dialogue and mobilize support for 
new approaches in both public and private health sectors and among other essential partners can 
also result in more rapid change. 
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Advocacy can build national, regional and local commitment to safe motherhood and broader 
*reproductive health programs and national implementation of a minimum package of essential 
services for women and newboms. Successful advocacy can convince policy makers to make 
reduction of maternal deaths and disability a priority among competing health and development 
goals. Advocacy can help to create a more supportive, responsive policy environment conducive 
to objective discussion, collaboration and constructive debate on all aspects of interventions 
required to reduce maternal deaths and disability. Well-designed advocacy efforts can strengthen 
the capacity of policy makers to provide more effective leadership in promoting safer 
motherhood, reproductive health, and reduction of maternal deaths. 

Advocacy can heighten awareness of national and local policy, programme and practice that may 
present barriers to improved reproductive health, help identify required changes and facilitate 
initiation of appropriate action. It can be a means to encourage dissemination of, and dialogue 
about, results or examples of successful, innovative methods and approaches to integration of 
reproductive health services and reduction of maternal deaths. Advocacy can also facilitate local 
adaptation and implementation of tested interventions. 

Reproductive health advocacy encompasses a set of targeted actions to build support and 
influence change, a step-by-step plan to sensitize and mobilize policy makers, health care 
planners and the public at large. Putting reproductive health at the top of the national health 
agenda, and assuring a continued focus on reduction of maternal death as the framework for 
women's health care continues to expand, requires specific promotional activities to capture the 
attention of critical constituencies - "prime movers" who can initiate and promote dialogue to 
mobilize support for the new, integrated approach to reproductive health at all levels of the 
health system. 

Overcoming the politics of indifference 

Advocacy for reproductive health policy reform is more likely to succeed if goals are clearly 
defined, scientific analysis is available to inform policy decisions, issues are articulated in terms 
of concern to the target audience and if interest is maintained through systematic follow up. 
Reproductive health advocacy must be an ongoing proactive process to influence public opinion 
and action. Whether using mass media such as television, radio and print, or through more 
individualized approaches, advocacy can facilitate policy solutions, frame public debate, and 
shape both public and personal perception of reproductive health issues. 

Lack of information and neglect of reproductive health needs have become mutually reinforcing 
to create a "measurement trap" (122). This can be overcome by a comprehensive advocacy plan. 
Concerted efforts to determine how and from whom policy makers receive their information 
about global reproductive health concerns and about the local dimensions of reproductive health 
needs in their own countries, and better exploiting those channels of infonnation flow can 
support informed and intelligent reproductive health policy decision-making in countries. 

The most effective advocacy campaigns are personalized - addressing specific attitudes, 
resistances and motivating factors documented among policy makers and national health 
planners. These can be identified through use of a modified qualitative research process, 
primarily depth interviews of key informants. Qualitative research - talking to policy makers first 
before planning policy-level advocacy activities and materials - can result in targeted, informed 
advocacy strategies that are more likely to achieve desired behaviour change. 

For example, in the early years of the Safe Motherhood Initiative, a multidisciplinary team 
conducted a global survey of national level policy makers and programme officers. This 
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assessment clearly identified "three confusions" about the nature, content and focus of the Safe 
Motherhood Initiative, and about the effectiveness of available safe motherhood interventions. 
Understanding the specific nature of the common confusions and misunderstandings about 
maternal mortality reduction at policy level resulted in the decision to develop of a set of 
workshop materials specifically for national level policy makers and planners (209). 

Lack of access to the ever expanding global reproductive health data base can limit availability 
of up to date factual information. This often results in delayed acceptance of or resistance to new 
scientific evidence, and creates obstacles to adoption of changes in attitude and practice. 

In Bangladesh, a set of advocacy materials was developed that highlighted select aspects of 
recent technical developments in safe motherhood, provided an overview of results of an 
assessment of national capacity to provide essential obstetric care, and included a concept paper 
on possible programme options for a more effective national programme (93). The materials 
were used as part of a workshop for the national organization of obstetric and medical 
professionals and other key partners in maternal health and development. 

Convincing, well-targeted, policy-level advocacy has become an even more important 
component of reproductive health communication activities given the resurgence of political and 
religious conservatism demonstrated at several recent international women's health and 
development conferences. A balanced, factual approach to providing information on some 
aspects of maternal health such as abortion, female genital mutilation, and family planning that 
remain controversial in many countries can help national leaders to make rational, informed 
policy and programme decisions. "Controversial" behaviours and practices can often be skilfully 
repositioned to fit within the boundaries of prevailing political, religious, and moral structures 
(89). 

A comprehensive advocacy plan to inform, educate and motivate policy decision makers must 
facilitate creation of an enabling environment for owen. obiective discussion and collaborative a , "  

planning; and establish a regular forum and networking opportunities for health planners, 
professionals and partners in programme implementation. 

Safe motherhood advocacy is different 

Advocacy for reducing maternal deaths differs from advocacy for other health issues for several 
important reasons. Several factors should be considered when developing a safe motherhood 
advocacy plan and communication activities. These factors may make it necessary to "negotiate" 
the development of locally appropriate solutions that may not totally conform to global 
recommendations but that reflect realistic, locally appropriate levels of short-term change as an 
interim measure. 

The low status of women in manv cultures often hinders efforts to make reduction of maternal 
deaths a high development priority, whether at national or community level. It is recognized that 
"a body of constituents, including women themselves as beneficiaries" is key to rapid change in 
safe motherhood policy (72). ~owever ,  the collective voice of the "constituency" of women, 
those most likely to support reduction of maternal deaths, is not yet loud enough, and is grossly 
under-represented at policy level in most countries. Most health planners, policy makers and 
senior health professionals who have key decision-making roles in national programs to reduce 
maternal deaths are men. Until that situation changes, motivational appeals targeted specifically 
at male influential policy makers may be more effective in promoting desired policy changes. 
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Several issues inextricably linked with "safe motherhood" such as abortion, childbirth, and 
female sexuality in general are culturally sensitive and controversial topics in many societies, 
and are closely linked with religious and moral codes. Awareness of these potential sensitivities 
is required to select effective, but at the same time discrete and culturally acceptable, advocacy 
strategies, media and messages. 

Efforts to plan and implement comprehensive reproductive health advocacy components to 
complement other aspects of national programs are therefore frequently overlooked, underfunded 
and ;nderappreciated. Maternal health advocacy approaches, strategies, messages and media 
designed by national programme planners and health professionals are often inappropriate, 
insensitive to, or inconsistent with the cultural preferences and practices of the women and 
communities they are meant to inform. In the presence of such deeply ingrained cultural 
resistance and apathy, convincing policy makers, whether at national, household, or community 
level to give maternal health issues the attention, action and resources that they deserve may be 
one of the greatest challenges that communication and advocacy professionals have ever 
confronted. 

Policy, advocacy and national planning 

One of the greatest achievements during the early years of the Safe Motherhood Initiative was 
creation of global awareness of the magnitude of the problem of maternal mortality, and the 
urgent need for development of national action plans and effective national programs. Regional 
workshops brought together political leaders and policy makers to discuss the regional and 
national dimensions of maternal deaths, and to collaboratively develop frameworks for potential 
solutions. As a result, almost all countries have a national safe motherhood plan, and many have 
established national safe motherhood committees or other coordinating bodies. Yet despite the 
existence of national action plans and committees, few countries have transformed national plans 
into effective country-wide programs at the district and community level. 

Revitalizing political commitment 

An essential first step in revitalizing national safe motherhood programs, and redesigning them to 
integrate all aspects of reproductive health, is revitalizing the political will and commitment that 
was generated at the beginning of the safe motherhood initiative. 

Almost ten years have passed since initial safe motherhood workshops were conducted and 
national plans developed in many countries. Since that time, a rapidly increasing set of new 
information has become available, reflecting advances in both technical and program 
implementation issues. At the same time, conceptualization at the global level regarding the 
scope and content of programs to improve women's health has expanded substantially, resulting 
in a restatement of goals supporting provision of a comprehensive package of reproductive health 
to women throughout their reproductive lifespan. 

Often, the global policy changes generated by international agencies and donors occur more 
rapidly than national reproductive health programs are able to adjust. Systematic dissemination 
of this new technical information and programme focus to health policy makers, planners, and 
senior maternal health care providers at national and district levels is essential if these advances 
are to be incorporated into programme design and local implementation plans. 
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Strengthening national policy-making capacity 

During the initial years of the safe motherhood initiative, awareness of the magnitude and causes 
of the global problem of maternal mortality increased substantially among national level policy 
makers and health planners. However, the need to move this "first wave" of awareness creation 
forward "from advocacy to action" has been well recognized (316). National health planners and 
policy makers now need to be supplied with specific information on how to implement effective 
national programs to more rapidly reduce the continuing problem of maternal and newborn 
deaths and disability; and how to coordinate and integrate individual components of reproductive 
health services to create a cohesive, holistic core of health care and education accessible to all 
women. 

The most recent strategies for strengthening national programs to improve women's health focus 
on creating or revitalizing national commissions for safe motherhood and integrated reproductive 
health care. In addition, there is growing interagcncy support for national workshops for national 
policy makers and health planners to review and revise national reproductive health programs. 
District representation and some form of presence of women's health professional groups at these 
workshops is encouraged. 

A major objective of this "second wave" of national planning training is to provide better access 
to new information, clarification of the new focus on integrated reproductive health services, and 
discussion of potential programme implications of the new approach. Workshops also provide an 
opportunity to present and discuss the scientific rationale for a minimum package of proven 
maternal and newborn interventions, the nced to place particular emphasis on improving quality 
of care, and to re-emphasize the critical nced for wider access to essential obstetric care. 

Such training provides a forum for discussion and consensus building, to encourage identification 
of constraints to programme implementation and development of locally appropriate solutions. 
To improve the ability of policy makers and planers to make informed decisions, the workshops 
are usually linked to presentation of a "situation" analysis or assessment of national maternal 
health activities. The national assessments are often a "guided" process, implemented primarily 
by national medical and public health staff, but with the support of additional external technical 
expertise if required. 

Recent models for national maternal health assessments include, in addition to collection and 
presentation of country-specific information on the health status of women and newborns, a 
detailed analysis of the national infrastructural capacity to provide a minimum package of 
integrated services (259, 300,354). Presentation of results of this enhanced assessment process 
identifies gaps in services, referral network, and infrastructural support and provides the basis for 
informed action planning, programme revision and resource mobilization. 

Tools such as the Mother-Baby Package and manuals for national and district worksho~s to 
develop locally appropriate national programmes have been designed to promote supportive 
legislation and integrated focused programmes. These tools can help planners reach consensus on 
the most appropriate and effective interventions to provide a minimum package of basic care 
(209,353). 

Training can also influence prevailing medical opinion about reproductive health issues, 
addressing the reluctance often encountered among health planners and personnel to accept some 
of the more controversial recent recommendations for change in the focus and structure of 
reproductive health programs (259). These changes include a new focus for antenatal care, away 
from the risk approach toward detection and treatment of actual conditions and complications; 
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deemphasis on the role of traditional birth attendants in childbirth attendance; delegation of 
responsibility for performance of lifesaving procedures "down the care chain" to non-physicians 
to bring care for obstetric emergencies closer to women; and the importance of reliable 
availability of treatment for abortion complications as part of safe motherhood programs. 

One of the most important objectives for the outcome of advocacy and awareness creation 
activities. whether at national. local or community level workshops is that they result in 
demonstrable programme action. For example, following a regional safe motherhood conference 
held Nigeria (238), Ministry of Health officials requested and participated in a national maternal 
health assessment and development of action plans (72). 

An important and visible signal of the success of safe motherhood advocacy activities is the 
extent of action taken at national level to mobilize additional financial resources or reallocate 
existing resources to develop and support maternal health programs. Economic justifications 
have been placed at the forefront of advocacy materials created specifically for use at national 
policy level (209). These messages utilize motivational appeal, demonstrate in convincing 

............ .... ~ ....... ~ . . ~  econom,c ~ .... ~.-. terms ~.~ ~ tEk. sub-sta.ntial .cij"tiibmian bbffwwomeen~ta.n.a.ti.o n.al.. eCC~nnoomimeeSSSSaandddPreeSenttthhe.. 
obvious financial costs of maternal and reproductive health-related disabilities on national 
productivity (209, 351). 

, . 

Advocacy that promotes awareness of the recent emphasis on integrated reproductive health 
programs, incorporating family planning, control of sexually transmitted diseases, and newborn 
care into service comvonents like antenatal and obstetric care that are usuallv associated with 
safe motherhood services, may automatically result in increased policy and economic support for 
"safe motherhood", as many of the "new" components have more relevance, and are of more 
interest to, men. 

Advocacy to reduce barriers to safer motherhood 

The list of policies still in existence in many countries that create barriers to the utilization of 
services or receipt of the full spectrum of good quality, appropriate reproductive health care is 
long. The extent and range of policy changes often required makes it essential to identify and 
focus on priority policy changes that are realistic in the local setting, and that can be most rapidly 
achieved in the short term can. At the same time support must continue for long- range planning 
to achieve the broader social changes required to improve the overall status of women. Major 
categories of barriers to improving maternal and newborn health and reducing deaths and 
disabilities are medical barriers, and policy and legal barriers. These two types of barriers are 
often inextricably linked, and their effects frequently overlap. 

Medical barriers are medical policies, standards and practices that are no longer scientifically or 
morally justifiable and which may restrict women's access to reproductive health services. 
Medical barriers include legal limitations on the range of services available (particularly abortion 
and certain contraceptive methods), types of services each category of maternal health 
professional can provide, unwillingness to delegate responsibility for additional care functions to 
non-physician care providers, and limitation on categories of maternal health professionals 
allowed to be trained and establish practice. For example, in 1972, Guatemala discontinued 
training and licensure of professional midwives nationwide (1 78). In some settings, lack of 
updated national norms, standards and protocols that reflect state-of-the-art global reproductive 
health guidelines prevent provision of quality maternal care. Poor linkages between, and 
coordination of, levels of maternal care; lack of adequate emergency communication and 
transport mechanisms; outdated content of national essential drug packages; and lack of support 
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for community health financing are among the most severe medical barriers limiting access to 
reproductive health care in many developing countries (209). 

The requirement of consent of a husband or parent prior to obtaining maternal care such as 
contraception or abortion, and absence of legal prohibition of harmful traditional practices such 
as female genital mutilation and domestic violence are examples of policy barriers. Related legal 
harriers include lack of legislation to regulate age at marriage, to support female education until 
age of majority, and inheritance laws regarding property and child custody following divorce or 
death of partner. 

Can maternal health planning "trickle down"? 

The fact that a top-down approach to development, which theoretically is no longer accepted, 
still persists in many settings is often overlooked in reproductive health policy and programme 
design. Too often, national level programme planners still uncritically accept "top down" 
direction and advice from international aid organizations and donors on what the shape, content 

. ... .. ..... ..... .... .. .~ ancbmethodof delivery-of servicesand-education-should~be;-This-could-be-called"'the-new 
colonialism of the international women's health agenda", placing expert notions before 
culturally-specific understanding of need. Part of national-level advocacy for safe motherhood 
should be to remind planners to include district level representation in national planning 
activities; and that particularly for reproductive health, mechanisms should be firmly in place to 
elicit and incorporate the views, opinions and experiences of women, family and community 
beneficiaries. 

Often, health policy change lags behind actual program changes taking place at field level, and 
safe motherhood is no exception. There are an increasing number of country examples of 
community level safe motherhood activities that have forged ahead, in the absence of official 
national policy guidance, to develop innovative methods to deliver reproductive health services 
and education that meet the expressed needs of women. Effective strategies to improve maternal 
health could be expanded more rapidly if national planners take cues from what has already 
proved to work in small, local pilot projects; rapidly test the applicability of pilot strategies in 
other regions, and "go to scale" with similar interventions nationwide. 

Creating an effective mechanism for documenting and disseminating successful, innovative 
approaches is also an advocacy function. Helping to spread the word about existing programs 
that have "listened to women" can encourage progressive, responsive revisions and modifications 
of national policy and programme design. In Guatemala, changes in national policy, standards 
and ~rotocols for the treatment of obstetric and newborn emergencies resulted from collaborative - 
review, adaptation and adoption of treatment guidelines and clinical training methods 
successfully employed in a regional maternal and newborn health project (262). Similar policy 
effect has been noted in Uganda, where training materials and methods to strengthen the 
lifesaving skills of midwives piloted in districts are being considered for national implementation 
(72). 

Linking reproductive health planning activities 

District representation at national commissions, workshops, or other types of organized meetings 
of health professionals provides an essential link to the district and community level where 
national plans will eventually be implemented, District level reproductive health workshops 
present a simplified version of the national assessment results to district health teams. This 
should allow for replication of a modified national planning activity to identify gaps and develop 
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detailed local implementation strategies that complement the revised and updated programs 
approved at national level. 

Many materials that reflect globally-accepted safe motherhood and reproductive health program 
guidelines and standards have been prepared in a form more appropriate for use at the district, 
health centre, and community level ( l  7 ,5  1,54, 104, 129, 138, 174,223,262,356). District 
workshops should include some form of representation of both modem and traditional 
community maternal care providers and volunteers, influential community members, women's 
groups and if feasible, women beneficiaries themselves. Assuring systematic linkage of national- 
to-district and district-to-local planning activities increases the likelihood of coordinated 
reproductive health programme implementation. 

Contribution and needs of providers 

The interpersonal aspects of turning national policy and programme into local action are also 
frequently overlooked by decision makers and planners. Generating the commitment, support - - 

.............. ........ .~.. and-sustaine&actioarequired-toimprove the-quality-of maternal-health-care-in-districts-and-~---- 
communities requires the day-to-day participation and dedication of maternal health workers. 

Health facility staff and community-based volunteers are often not informed of the goals or 
priorities of national or regional health programs; or included in the design of local strategies to 
imnlement national Droprams. The sense of isolation and exclusion that this can create . 
contributes to low morale, poor health worker performance, and lack of participation in new 
programs and activities. Assuring a mechanism that provides regular performance feedback helps . - 
maternal health care providers and community workers see how the work they do contributes to 
"the big picture." Official recognition alone cannot replace financial rewards or incentives, but 
may contribute to increased self-esteem and job satisfaction. 

The involvement of maternal health care providers in qualitative research to guide the 
development of basic educational messages, and in the planning, design and pretesting of safe 
motherhood counselling and education materials has been shown to improve actual use of the 
materials after completion of field trials in several settings (350). 

Uniting health workers for change 

The concept of creating reproductive health partnerships must also extend to include fostering 
coalitions among health workers. In many countries, safe motherhood programs have supported 
the formation of soecial safe motherhood task forces within existing medical professional 
organizations such as national associations of physicians, obstetricians and gynaecologists, and 
nurse-midwives. In Bangladesh, UNICEF developed advocacy materials promoting a focus on 
reduction of maternal deaths specifically targeted toward these medical professionals. In Ghana, 
Uganda, and elsewhere, midwives from both the public and private sectors have been encouraged 
to create linkages that foster development of improved maternal health service delivery (129, 
201,239). 

Team-building and network creation among professional maternal health care providers must be 
encouraged down to the level of the smallest health posts. Creating partnerships and alliances 
between professional and traditional maternal care providers is also an important, though 
certainly challenging, part of networking activities among reproductive health care providers. 

As with the design and conduct of reproductive health research, the mechanisms required to 
create and sustain successful local partnerships to promote improved reproductive health may not 
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conform to Western models. Local partnership-building efforts should he designed within a 
framework that documents a detailed understanding of traditional patterns of social and 
economic networking practices. 

Health service managers are rarely included in advocacy and partnership creation efforts, despite 
the fact that ultimate decision-making about reproductive health service delivery conditions may 
rest with managers, and not with health care providers themselves. If health service managers are 
not informed advocates and willing partners in national efforts to improve reproductive health, 
research-based suggestions for change have little chance of successful implementation. If the 
larger organizational environment is not supportive of system changes to improve reproductive 
health service delivery, conclusions reached by health workers during team building workshops 
are not likely to be directed upward from the field (28). 

These networks need to be extended to reach further into communities. More attention must be 
given to innovative mechanisms for identifying other types of stakeholders among non-medical 
professional groups, clarifying the potential benefits of participation in reproductive health 
..i~iii.P~iO"~e~m.ent~effo rtsto their .me.mbers..anddevelo.ping-targgeteedddadVOCacy efforts; ......... 

Community and household advocacy 

The first decade of safe motherhood advocacy focused on creating a global atmosphere of 
support for reducing maternal deaths and improving women's health. Emphasis is now shifting, 
not away from continued policy level advocacy, but toward simultaneously promoting advocacy 
for safe motherhood and reproductive health at community level. Positive change in safe 
motherhood policy at the national level may have little effect on the health of individual women 
unless awareness of the need for change is also created at the community and household level. 
Advocacy for safer motherhood must also address "household-level health policy." Grassroots 
activism can involve women, families and communities themselves in open, informed debate 
about what needs to be done to make lasting improvements in reproductive health from their own 
perspective. 

The Beijing conference renewed interest in the potential of women's NGOs and women's 
community groups as agents of health and social change. It has been said that the global 
community needs to "make a louder noise" to focus the attention of the world on reducing 
maternal deaths (6). The sound of a single woman dying in childbirth, or a single family 
grieving, is virtually inaudible. Collectively, the advocacy efforts of women's groups can amplify 
that sound, propelling the sound of women's voices upward where they must be more clearly 
heard. 

Promoting coordinated, collaborative programme planning 

This set of global, national and local advocacy actions to improve reproductive health has been 
clearly identified. If implemented together as a cohesive set, these actions can be effective in 
almost every country. Reducing maternal deaths and improving maternal health depends on the 
willingness of donors, policy makers, planners, and other key partners in the public and private 
sectors to collaborate at all levels. This includes involvement of representatives from other 
relevant sectors of national develovment such as Ministries of Education, Social Welfare, 
Transportation, Planning, and lnfoarmation. Collaborative planning can strengthen intersectoral 
coordination of long-term and short-term strategies and interventions that address both the 
immediate and underlying causes of poor maternal and newborn health, disabilities and deaths. 
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The potential of non-governmental organizations, religious groups, community groups such as 
Rotarians, community business owners and influential people, women's and youth organizations, 
teachers and adult literacy educators, and agriculture extension workers must also be tapped. 
Coordination and utilization of all available channels for safe motherhood advocacy and 
awareness creation can create powerful national and local alliances in support of safer 
motherhood and improved reproductive health. 

Partnership for reproductive health 

Although reproductive health advocacy is essential at all levels - policy, community and 
household - most experience in advocacy for women's health to date is at global and national 
policy levels. Creating reproductive health partnerships is also essential at all levels, but to date, 
the most enduring partnerships have been established among a core group of international 
agencies and at national policy level (98). The Safe Motherhood Initiative itself is a partnership, 
established in 1987 among seven key international donor and implementing agencies. 

..Th.er.e..is.gr.owi.n~g.r e60g. nnitiOn .of th.e.pot.e .nri. al.sYnneer.gi.s.t~c eff .e.cwo .iriru.l an.eGu. ...m. ultil~e."el.~. ........... 

advocacy activities to promote reproductive health, to create more supportive social and policy 
environments in countries, and to build global, regional, national and local networks of partners. 
Reproductive health communication strategies should aim to attract and involve a wide variety of 
partners, expanding the support network well beyond what has conventionally been perceived as 
the reproductive health arena. Reproductive health constituency building must help each 
prospective partner recognize the potential benefits of partnership, whether personal or 
organizational, reflecting parameters that are relevant, credible, and meaningful to that specific 
constituency (100). 

Efforts were made in the early years of the Initiative to establish and maintain regional 
partnerships as a lasting outcome of workshops held to develop national safe motherhood action 
plans, and several of these networks have survived and flourished. More recently, the UN 
agencies have made a concerted effort to form interagency partnerships to increase collaboration 
on maternal mortality reduction, and have now expanded that focus to integrated reproductive 
health. Those successful advocacy, partnership and constituency building efforts need to be 
systematically replicated in countries, among reproductive health care managers and service 
providers working closer to communities, as well as within communities, with a special focus on 
information dissemination to support the development of informed partnerships (1 13,249). 

As global attention focuses on the challenges of scaling up small, local safe motherhood projects 
to national reproductive health programs, communication strategies that build on the existing 
foundation of infrastructure and program experience in reproductive health among non- 
governmental organizations is of particular importance. The potential of NGOs worldwide as 
partners in improving reproductive health has not yet been fully exploited (58, 332). Enhancing 
the capacity of NGOs, and strengthening emerging links between and among NGOs, have been 
recognized as essential to extend the reach of reproductive health service delivery in India (246, 
295a), where many community-based women's NGOs are already active. A paramount concern is 
how NGOs, particularly small indigenous NGOs, can move beyond their local client and 
constituent base to have broader impact, without sacrificing the sensitivity to community needs, 
and attention to detail in communication research and implementation, that small groups are 
often able to achieve. 

Although organizations currently working specifically with women and health are a logical 
starting point, many innovative community-based reproductive health activities are being 
integrated into ongoing activities of NGOs working in unrelated or indirectly linked aspects of 
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development such as water and sanitation, agriculture, civil rights, and democratization, and 
others (189). Each category of NGO partner will require a specific set of support activities to 
develop or strengthen their capacity to provide community-based reproductive health services 
and education (1,58). For example, new partner NGOs with experience in non-health 
development activities might have strong management capabilities, but require far more health- 
technical input. Preexisting partner NGOs already working in women's health might require more 
attention to strengthening management capability than technical capacity. 

Effective engagement and cooperation of existing and new partners is a key to "reaching farther" 
with communitv-based reoroductive health services and education. Desoite the challenges and 

U 

potential obstacles to fostering true participation among the wide range of individuals and 
organizations that must be tapped, there may be no better alternative than to develop consortia 
and alliances into an integrated reproductive health partnership network (66, 130). 

Strengthening national communication capacity 

... ........ . ........... . ..~. Communication-snpportt0reprodacti~ehea1th~ad~o~a~y-~and-~on~tituen~yb~iIding~inc1~des----~~~-~~~~~ 
strengthening the capacity of all partners both at national and local level, to plan, design, 
implement and evaluate effective reproductive health communication programs. After a decade 
of participation in child survival and other communication activities, most countries have 
developed a basic communication infrastructure with capacity to design and deliver many 
aspects of a multilevel health communication strategy. Not all, however, have achieved the local 
capacity to design and implement comprehensive reproductive health communication programs 
as described in this paper. One of the most critical areas requiring support is the design, conduct, 
and analysis of qualitative research on reproductive health (283). Investment in strengthening 
local communication research capacity could substantially enhance the quality, utility and 
sustainability of community-based reproductive health research. 

Despite the known importance of assessing the communication capacity and environment before 
designing reproductive health communication strategies, many of the safe motherhood national 
needs assessment tools do not give the same emphasis to communication as to service delivery 
capacity. Many safe motherhood program planners and implementors are still not aware of the 
multiple roles communication can play to support maternal health programs; or of the impact that 
qualitative research can have to improve the design, acceptability and outcome not only of 
communication activities but of safe motherhood programs overall. And reproductive health 
communication planners, accustomed to a focus on family planning communication, are often 
not familiar with the particular challenges that integration of safe motherhood and STDIHIV 
control communication present to their conventional methods and straterries. Several countrv- 
specific reproductive health communication assessments have documented gaps in production, 
dissemination, and utilization of reproductive health communication materials and activities 

Macromedia versus micromedia 

UNICEF has had demonstrated success creating partnerships between the health sector and 
media groups to promote other public health initiatives, particularly child health. These 
successful mechanisms are being adapted and applied to women's health and reduction of - .  . . 
maternal mortality worldwide, integrating concepts from both social marketing and social 
mobilization (1 01). Communication support to media partnerships includes increasing awareness 
of the nature and magnitude of reproductive health problems, and providing technically accurate 
information about recommended behaviours and proposed solutions to the many media 
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professionals who can "spread the word" -journalists, radio and television broadcasters, actors 
and artists, musicians, and creative contributors to mass media such as scriptwriters (73, 275). 

An innovative example is the "soap summit", that brought together producers of major daytime 
television dramas aimed at women (widely known as soap operas in the US) to educate writers 
and producers about key issues in sexual health. These issues were then incorporated into soap 
opera scripts, building reproductive health themes into existing mass media women's 
programming (100). 

Successful media coalitions have resulted in widespread legislative and personal behaviour 
change when directed at tobacco and alcohol abuse, drunk driving and other major public health 
issues. Recently, the Adcouncil, composed of ten major US commercial advertising agencies, 
partnered to produce "Who's Side Are You On?", a ten-year mass media effort to promote 
nationwide concern and stimulate development of partnerships for local action to improve child 
health and welfare in the United States. The commercial spots utilize hard-hitting, thought- 
provoking messages and graphic visual portrayals of both positive and negative role models and 

. .. ..... . . ...~.. ....... .. . outcomes;-Theypresenrsituations-that-represent -sharp-contrasts, for-examplle;membersof-youth 
street gangs roaming one neighbourhood, and community safety groups patrolling together in 
another, each spot concluding with the campaign slogan "Who's side are you on?". The decade- 
long advertising effort recognizes the need for sustained, long-term efforts to achieve social 
change, stimulate development of effective community partnerships and facilitate local 
community action (194). Similar strategic approaches can be applied to reproductive health. 

Support to "community media" 

Despite the rapid advances in global communication technology, many of the hardest to reach 
women families and communities are still beyond the reach mass media. Accurate, appropriate 
information is also required to support dissemination of reproductive health information through 
communitv media. Traditional "micromedia" for low-literate rural audiences with less access to 
mass media includes local theatre, storytelling, and a wide spectrum of other traditional art 
forms. In remote Northern Ghana, safe motherhood research teams concluded that access to radio 
in target communities was insufficient. A program of local theatre was created to reach villagers 
with communication activities to promote utilization of essential obstetric care (299). 
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PART Ill 

HOW: 
Applying Behaviour Change to Reproductive Health 

Communication 

The following sections discuss the role of communication in the design, conduct and application 
of safe motherhood programs, present some underlying principles of reproductive health 
communication, identify problem areas in current research, suggest components of a 
comprehensive strategy and describe some possible core reproductive health communication 
activities. 

From the beginning, the goals of the Safe Motherhood Initiative have been stated in terms of 
.......... ~ .... ~ ........ universal-coverage---family~planning-for-all-couples;-maternity-care-for all pregnantwomen:---- ............................. --------------- 

Achieving universal coverage of reproductive health care, what UNICEF calls "going to scale" is 
perhaps one of the greatest challenges facing the Initiative, both in terms of service delivery and 
communication. . . 

Almost all of the safe motherhood literature and experience to date, both in service delivery and 
communication, are reports of results of small pilot studies in circumscribed areas that had the 
benefit of close supervision and extensive technical assistance. In those settings, linking levels of 
maternal care, reaching women and families with information, and mobilizing community 
support, all recognized as essential to reduce maternal deaths, may be easier to achieve. "Scaling 
up" to national level, however, raises the question of whether methods and strategies proven in 
small-scale projects can automatically be applied to larger programs of national scope. 

To date, few countries have integrated all of the components of reproductive health care to 
provide a comprehensive package of services and education. Fewer still have systematically 
applied lessons learned from pilot projects to implement multifaceted interventions that 
simultaneously address all of the communication elements required to reduce maternal deaths as 
part of their national safe motherhood programs. Accelerating progress in implementation in 
countries has been a concern for the past several years, and many workshops and assessment 
tools have been developed to address the delay in moving "from advocacy to action" (209, 300, 
354). 

Despite the widespread recognition of the role of communication interventions in reducing 
maternal deaths, assessment of national communication capacity or communication activities 
receives very little emphasis as part of those tools and activities. Inclusion of recently developed 
tools that provide step-by-step guidance in assessment of national communication capacity (2, 
52) could help to better integrate communication planning into the overall national program 
planning process. 

"Flooding the Field" 

A major focus during the first decade of the SMI has been production of guidelines on many 
aspects of safe motherhood programming - assessment (300, 354), program content and 
evaluation (196,212,321,353), and research methods (122) - based on extensive review of 
existing information and new data. Global standards and guidelines that reflect new information 
and approaches are important to introduce or reinforce new concepts and often "legitimize" new 
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or controversial method and practice. Some however, criticize what they call "eloquent science" 
complaining that the pace of both development and dissemination of such guidelines is too slow, 
does not reflect the urgency of the problem they are intended to address, and does not reflect 
realities of the field of use for which they are intended (94). Such prolonged and exclusive 
attention to developing guidelines, at the expense of channelling resources to actual field 
programs, may actually be impeding progress rather than accelerating it. 

These critics demand a rapid and radical shift of emphasis away from universities and academia, 
urging that the "trickle-down of information and activity be increased to a flood," moving into 
the homes and communities of women themselves. "Restrictive networks" control both the shape 
and flow of information and are a major disruption to women's access to care (158). Restrictive 
networks of information flow affect not only women and communities, but health workers and 
policy makers as well. 

A new philosophy of communication that highlights increased access to information at all levels 
requires a "radical rethinking of current approaches and acceptance of changing information and 

...~ communlcatlon ~ ~ . . ~  ~ technologle ...~ ~~ (250 d.w711iiiEfie.SSS.t .o.. ry..fi. eew.i?imeethOd.sss6ffnndt ly.reiidhing .... - . . 
women with information but involving women and other stakeholders in production of that 
information (62, 345). 

In many settings, the deficiencies in availability of health information arising from economic, 
geographic and cultural factors have worsened perceptibly over the past two decades (250) with 
the information gap growing even wider. Unless that gap can be bridged, poor countries will be 
even further marginalized. Safe motherhood communication must embrace the philosophy of 
increasing access to information and use new communication tools and technologies to the 
advantage of individuals and communities. Although not without problems, communication 
technologies such as electronic networking and image banking (250,323) have been applied in 
remote rural areas, allowing them to "leapfrog two decades and move straight into appropriate 
solutions". 

Several equations have been proposed to represent the steps in access to maternal health care. 
These include the "pathways" models. Similar models must also be developed that specifically 
document "communication pathways", the ways in which and the people from whom women and 
health workers obtain their information about each component of reproductive health. 

The problem is not only the result of lack of awareness and information. It is an "entire system of 
relationships that needs mending" (4). Information needs at every level must he addressed, 
extending communication interventions through the entire chain of maternal care. Researchers 
need better access to tested instruments and innovative methodologies in order to better respond 
to increasing information needs about all aspects of women's health. Policy makers and health 
planners need more rapid access to new information on the "global consensus" regarding the 
shape and content of state-of-the-art reproductive health programs, presented in ways that can 
effectively motivate and persuade them to adapt and adopt these new ideas. 

Maternal health care providers themselves, especially in remote rural areas experience the most 
difficulty in obtaining current information and materials. These "frontline" reproductive health 
workers need more rapid access to information and materials, motivation to use them, and 
opportunities to discuss global guidelines and standards with colleagues and adapt them to local 
realities (98). National, district and local reproductive health planning must include an expanded 
network of well-informed partners to extend the current reach of new approaches and activities 
(173). 



WHOIRHTl97.34 Safer Motherhood, Safer Womanhood: 

Facing the Challenge of Change 

Increasing women's access to information alone, or even to information and services, will not 
necessarily result in the behaviours that must not only be adopted but sustained to improve 
reproductive health of couples and communities. Women's access to household and community 
resources, education, and employment must also improve to increase behavioural response to 
new knowledge. Creating a constituency requires dialogue, two-way interactive communication, 
to strengthen linkages between researchers, NGOs, health workers and women and communities. 
Building a two-way network of reproductive health coalitions, from the highest national policy 
level to household level, and from households back to policy level is more likely to result in not 
only awareness and advocacy for improved reproductive health, but in action as well. Perhaps 
more than any other area of health, lasting change to support improved reproductive health must 
be based on widespread social change, a shift in the balance of power in households, 
communities and societies as a whole. The locus of that change is home-based. 

Successful communication strategies require reconceptualizing community-based reproductive 

accepted principles and theory of communication and actual communication practice. We are not 
yet looking closely enough at lessons learned, not disseminating available information widely 
enough, and not applying what we know works. Reproductive health communication planners 
must look closer, listen harder, and reach farther to expand the scale, quality, creativity, impact 
and sustainability of reproductive health communication and action. 

Marketing and Mobilizing for Change 

Like other program components during the first decade of the Initiative, both the content of and 
methodology for safe motherhood communication have been widely debated (32). One 
controversy centred around the relative value of two popular approaches, social marketing (176, 
194, 199) and social mobilization (329). Social marketing, perhaps most widely known for its 
success in increasing condom use for family planning and HIVISTD prevention, initially suffered 
from "image problems," primarily because broader applications of the approach and specific 
methodologies were not well understood. Resistance to use of social marketing centred around 
the view that it was "more marketing than social" (330), a top-down approach guilty of 
overreliance on slick techniques from the world of commercial advertising in which the method 
has its origins. 

In contrast, social mobilization, popularized by UNICEF and widely used to assist in achieving 
coverage goals for immunization and other social programs, was seen as more in line with 
development approaches espousing popular participation, self-reliance and societal involvement 
at all levels. The aims of both approaches are similar - bringing together all feasible and practical 
social allies to raise awareness of and demand for a particular development program; and to 
assist in service delivery and resource mobilization. However, it gradually became evident that 
social mobilization, though successful in creating a high profile "burst" of awareness and activity 
centred around a discrete event such as a childhood immunization campaign, often did not result 
in widespread, sustained social change. 

Over more than a decade, social marketing concepts have been successfully applied to other 
programs such as child survival (3 1, 107, 125,277,285), environmental health and hygiene (10, 
16), tropical disease prevention (168, 175,200), and occupational safety (87). This success has 
created a more widespread understanding of both the process itself and its potential applications, 
and earlier resistances to the use of social marketing have diminished. Lessons learned have been 
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applied to social marketing efforts in family planning (30,97,289), safe motherhood (306,350), 
and in STDIAIDS prevention and control (46,65, 112, 199,272,301,303,327). 

The modified social marketing model features the following ten elements: 

1. Social marketing programs are designed to respond to the needs, wants, and perceptions 
of the audience. 

2. The objective of social marketing programs is to promote appropriate behaviour change 
among audience members. 

3. Research is used to segment and profile target audiences and to identify appropriate 
distribution and promotion channels. 

4. Formative research is used and implemented specifically to meet the perceived needs of 
the target audiences. 

5 .  Ideally products are delivered through distribution channels identified in audience 3 .............................................................. ............................................... ............................................................ 

research. 
6. Programs are promoted through media and organizational channels identified in audience 

research. 
7. There is meaningful tracking of program implelnentation through process evaluation. 
8. Audience response is documented through impact or outcome evaluation. 
9. Evaluation data is used to modify and improve the program (194). 

For the coming decade of reproductive health communication, what is required is an approach 
that synthesizes both approaches, recognizing the commonalities and combining the strengths of 
each; and a reconceptualization of communication that recognizes the expanded role of 
communication, not just in "IEC", hut in the overall design and management of social programs 
(127). The systematic techniques associated with social marketing can work best hand-in-hand 
with the participatory alliance-creation of social mobilization (194,276). 

Behaviour Change Communication 

Even more evident is the overwhelm in^ accewtance of a specific avvroach that evolved from . . 
social marketing, the behaviour change approach. The widespread acceptance of the behaviour 
change approach has led to a change in terminology, away from the more conventional term IEC 
(infokatibn, education, communication) to behaviour change communication (BBC) or Applied 
Behaviour Change (ABC) (4, l l ,  121, 144,302,331). When properly applied, behaviour change 
communication can play a pivotal role as the defining and organizing mechanism for other 
program inputs. This has resulted in the gradual integration of communication into the broader 
system of development planning, as an integral, not an "add-on," part of the program planning 
process. Long recognized for its support role to other project interventions, communication is 
finally being recognized as an intervention in and of itself (197). 

As international donors place greater emphasis on reproductive health programs that are 
responsive to the priorities, perspectives and activities of countries and communities, demand for 
quality information on which to base the design of such programs increases. The in-depth 
qualitative research and client-centred orientation that are central features of social marketing 
can specifically address these information needs, incorporating preferences and opinions of both 
health care users and providers into the design of strategies for service delivery and care. The 
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need to "accelerate the emerging trend toward strategy rather than production" is particularly 
important in reproductive health communication where change at many levels - behaviour 
change, institutional change, policy change, and overall social change - is required (100). 

An expanded view of reproductive health communication encompasses not only the conventional 
direct support to program activities (IEC), but advocacy, capacity building, and creating new 
patterns of thinking and behaviour. Advocacy includes awareness creation, coalition building, 
and creating constituencies, facilitating dialogue and increasing support among policy makers 
and planners. Capacity building includes improving knowledge, skills, attitudes, motivation and 
morale of reproductive health care providers; and strengthening national capability to design and 
manage all aspects of communication programs. 

A comprehensive reproductive health communication strategy should include: 

advocacy and awareness creation for improving reproductive health with focus on 
.................. reducing-maternal deaths.at.the.policy,.district,..community and.household.lev.el; ....................... 

. systematic efforts to improve the communication (counselling) skills, motivation and 
morale of reproductive health care providers, both traditional and professional; 

prioritizing key behaviours from among the myriad potential behaviours to improve 
reproductive health and reduce maternal deaths, and promoting those priority behaviours 
at all levels of the health care planning and delivery system; 

increasing the participation and support of "gatekeepers" - influential community and 
family members who influence reproductive health behaviours during pregnancy, birth 
and postpartum, and between pregnancies - for activities and behaviours to improve 
reproductive health, with focus on reducing unwanted pregnancies and maternal deaths; 
and 

. utilizing women's groups and other community groups to mobilize support and resources 
for household and community level activities to improve reproductive health and reduce 
maternal deaths; creating new networks and strengthening existing ones; promoting 
adaptation and use of the field-tested "community maternal health self-assessment" 
methodology for mobilizing women groups for safer motherhood; and including 
activities to involve men and adolescents. 

Behaviour change communication for improved reproductive health must strive to make if as 
easy as possible to adopt desired behaviours; provide support to better quality, more accessible 
and more user-friendly care; and help people perceive the benefits of services being offered. Five 
basic strategies for communication interventions - regulation (policy), information, persuasion, 
facilitation, and incentives - have been identified as prerequisite to achieving lasting behaviour 
change and broader social change (4). Reproductive health communication programs that address 
all five of those elements are more likely to succeed. 

Successful changes in individual behaviour, as well as changes in the larger social environment 
have been demonstrated following strategic communication programs that incorporate the above - . - 

principles. For example, in the United States, after years of national anti-smoking 
communication efforts, legislative changes prohibiting smoking and reducing the cost of health 
insurance for non-smokers were enacted. Therapeutic agents to reduce nicotine craving became 
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widely available without prescription and personal consumption among some groups of tobacco 
smokers decreased ( l  94). 

The FDA's Office of Women's Health has designed a new educational outreach program called 
Women's Health: Take Time to Care. The program recognizes the fact that many women are so 
busy balancing work and family obligations that they may not take time to care for themselves. 
The goal is to help women take better care of themselves through educational materials aimed at 
improving the use of FDA-approved medications and health screenings. To deliver these 
messages most effectively, the Office of Women's Health is involving a broad network of 
program partners. Take Time to Care will introduce messages sequentially, starting with "Use 
Medicine Wisely." The program will target midlife and older women and place special emphasis 
on reaching under-served populations throughout the United States (102). 

Applied Behaviour Change 

This section of thk paper reviews recent literature in these three fields as applied to reproductive 
health. 

For reproductive health communication, ABC teams require multisectoral representation from 
those three core disciplines plus medical input specific to reproductive health. Each discipline 
brings to the team its own fundamental principles, approach and language. This can result in 
discordance and miscommunication even within the "communication team" itself. For example, a 
basic premise of anthropology is understanding, documenting and preserving cultures. 
Behaviour change by its very definition, has an entirely different aim - to understand and 
document cultures, beliefs and practices in order to more effectively change them. This can 
hinder multidisciplinary collaboration, unless opportunity for dialogue and compromise is built 
into the team-building process. 

Behaviour change communication for improved reproductive health also requires development of 
an integrated framework of desired behaviours for each separate component of RH, that 
identifies and prioritizes "universal themes" and crosscutting behaviours. Wider acceptance and 
broader application of applied behaviour change is a prerequisite to more successful reproductive 
health communication programs. There are several countries where comprehensive, strategic 
reproductive health behaviour change communication programs are well underway, such as 
Bolivia (333), Morocco (1 19), Guatemala (227), and Indonesia (350). These larger national 
efforts followed initial smaller safe motherhood pilot projects supported by international donors, 
and exposure to concerted externally-driven efforts to address policy change, health worker 
training, linking levels of maternal care, and community education/mobilization (72). Many 
countries, however, still do not have operational national communication programs for either safe 
motherhood or integrated reproductive health. 

Despite the availability and obvious "match" of qualitative research methodologies to the 
information needs of safe motherhood communication, some critical gaps in their use remain. 
This is particularly obvious in the pre-implementation phase of projects. Formative use of social 
marketing strategies can help to target priority problems and populations, to design and test 
appropriate interventions, and in the actual development and implementation of communication 
materials and activities. 

Like the standardized process for developing and adapting global guidelines for the service 
delivery components of safe lnotherhood and reproductive health, the process of applied 
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behaviour change is also standardized. A wealth of background information exists that details the 
step-by-step social marketing communication process (126, 176, 194,266,289, 318, 331). To be 
maximally effective however, the products that result from the standardized process must be 
localized. The techniques are universal, but the local cultural expression of health messages, 
uniquely personal. 

The Fourth Delay? 

Any communication intervention designed to promote lasting behaviour change takes time to 
plan and implement. This is particularly true for safe motherhood communication, for two 
reasons. The well-documented lack of background information for the design of effective 
reproductive health behaviour change strategies may increase the length of the pre- 
implementation, formative research phase of communication programs. Another important factor 
is "strength of habit", a critical factor in predicting the time required to change behaviour. Rapid 
change in the childbirth-related custom of women, families and traditional care providers - a 
habit that has been in place for generations - cannot realistically be expected. The time it will 

..... ..~.~ ~~ .....- ~ .... ~.~~ ~ ~ ~ ~ ~ . . . ~  .~~...~ ~. . .~  ~~ ..,. ..... ~ ~~ . .  .~. ...~.~ ~ . 
take to change behaviours at the household level should not be underestimated, especially those 
culturally-influenced behaviours most closely related to pregnancy and childbirth such as choice 
of birth location, birth attendant and birth practice; and prompt recognition and timely use of 
services for obstetric complications emergencies. 

However, several guidelines for safe motherhood program development do not clearly reflect the 
time required to prepare, not only for more conventional community education and mobilization 
activities (IEM), but particularly for the broader behaviour change communication approach 
recommended here. For example, even the most recent guidelines for maternal mortality program 
development recommend that activities in the community to improve household recognition of 
serious complications (one crucial element to reduce delay in seeking care for obstetric 
emergencies) "should not be conducted without first ensuring that medical services ... are 
functioning and accessible" (196). 

Systematic strengthening of maternity care takes time. Undeniably, actively promoting 
utilization of reproductive health services, especially those required to reduce maternal deaths, 
prior to ensuring their availability is unfair to women and communities. However, this advice has 
been widely misinterpreted, with the result that many safe motherhood program planners do not 
turn their attention to any aspect of communication program development until after completion 
of several years of training, infrastructure development and other activities to improve service 
delivery. This approach to safe motherhood communication could in fact be considered as the 
"fourth delay", compromising effective national efforts to reduce maternal deaths. 

It is critical to emphasize the need to begin the planning and development of comprehensive 
communication strategies at the same time that activities to strengthen delivery of maternal care 
are initiated, not to wait until after services have been strengthened. This is particularly true for 
community level IEC, such as mobilization and awareness creation activities, Delaying initiation 
of the process of design and development of the communication component of national programs 
until after maternal health services have been upgraded could result in poorly conceived, hastily 
executed communication activities that do not produce desired behaviour changes. Programs 
should not begin direct promotion of availability of specific services and service locations until 
those services are actually upgraded and available - in other words, not to launch the actual IEC 
component. It can take several years to lay the groundwork for effective, sustainable 
communication strategies (221). This includes both planning and conducting the initial 
qualitative research to guide the development of locally relevant and acceptable messages and 
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media, and "grassroots" safe motherhood community mobilization, especially if it involves 
creation of new women's or other community groups. 

Adapting Behaviour Change Principles to Reproductive Health 
Communication 

Experience from programs designed to develop behaviour change interventions for child health 
and other health behaviours has strengthened our understanding of the types of information and 
interventions required to formulate effective strategies to reduce maternal deaths. To date, this 
experience has been more widely applied to other aspects of reproductive health, such as family 
planning and STDIAIDS control than to maternal mortality reduction specifically. The literature 
documents use of a common process that adapts the full range of social marketing concepts and 
principles to each specific communication topic. 

Many of these basic concepts and principles have not yet been fully explored in relation to safe . A 
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implementation. Safe motherhood communication has not yet been as successful in large scale 
implementation of this multi-faceted, multi-level behaviour change approach, with relatively few 
demonstrable "success stories" of multilevel change in behaviours and practices essential to 
reduction of maternal mortality. 

Several of the most common social marketing terms and techniaues have become wideiv known " 
"buzzwords," not only among health communication professionals, but within the larger health 
development community. Perhaps the prime example of this is focus group discussions (FGD), - .  

undoubtedly the most widely adopted method of gathering qualitative information for health 
programs (76, 77, 80,290, 305). 

This has in some instances resulted in overreliance on these most basic aspects of social 
marketing (9), and lack of familiarity with and use of many other social marketing research 
techniques and concepts. Together, the volumes of existing literature comprise a veritable 
encyclopaedia of guidelines, toolkits, and research guides developed to address the growing 
demand for more in-depth information about every aspect of behaviour change and social 
marketing. The literature describes a vast array of techniques - projective techniques, free lists, 
illness narratives, card sorts, image analysis, structured observation, role plays, mystery clients; 
and concepts - audience segmentation, negotiation and exchange, risks and benefits, resistances 
and motivating factors, triggers to action, concept testing, trials of improved practices; message 
harmony, motivational appeal, resonance, reach, "messengers" - that are available as part of the 
behaviour change approach to enrich reproductive health coinrnunication efforts. Though often 
dismissed as "technical jargon" by more conventional health communicators, this rich and varied 
set of behaviour change research techniques and concepts is the key to the success of the 
approach. With the exception of a cluster of comprehensive safe motherhood communication 
interventions developed in countries collaborating with major donor projects, these 
methodologies have not yet been fully utilized. 

Use of the behaviour change approach requires a commitment to move beyond conventional 
methods of data collection and information dissemination. Better understanding of the basic 
concepts, wider awareness of existing techniques, and broader application of the underlying 
principles of social marketing and behaviour change will undoubtedly enhance development of 
strategic yet creative reproductive health communication programs. Greater emphasis must be 
placed on dissemination of more in-depth information to reproductive health communication 
planners, to strengthen the foundation on which safe motherhood communication programs are 
built. 
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To effectively change reproductive health behaviours, it is important to understand the overall 
sociocultural environment of women, their husbands and partners, and influential family and 
community members, the multiple target groups of safe motherhood communication 
interventions; what actions they take, or do not take, to maintain health during pregnancy, birth 
and postpartum, and why; how they interact to make health utilization decisions for preventive 
care or when a problem occurs; and a particularly critical factor, what would be required to 
convince them to change current behaviours and adopt recommended behaviours. 

There is an abundance of literature, mostly descriptive in nature, on the diverse ethno medical 
belief systems that define these sociocultural parameters of health and illness; and on the types, 
components and sequence of care-seeking that influence utilization of modern and traditional 
maternal health care. To avoid being overwhelmed by the mass of information generated by such 
detailed investigations, it is necessary to prioritize research to focus on those behaviours which 
impact on the most life threatening problems of pregnant women and newborns. Yet, even for 
that select group of conditions, the research, educational materials and messages that would have 
to be generated can be ovenvhelming. This makes it necessary to apply yet another criteria - a 
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change is one of the most noticeable gaps in safe motherhood communication research to date. 

It is also a critical concept that future research should serve not to duplicate but to validate 
existing information. In the coming decade, reproductive health communication research can 
most usefully he employed not to add to the voluminous existing literature on underlying ethno 
medical beliefs and practices, but to identify and pursue new areas of exploration; particularly 
what it will take to shift existing beliefs and practices more in line with recommended behaviours 
to improve reproductive health. 

Incorporating Behaviour Change into Communication Research 
Design 

The roots of surveys documenting knowledge, attitudes, and practices (KAP) are 
anthropological. That original framework was subsequently modified to include behaviours 
(KABP). However, a fundamental methodological and conceptual problem that continues to limit 
the applicability of information collected through current KABP techniques is adherence to an 
anthropological model of investigation. Anthropologists are primarily concerned with 
documenting, analyzing and understanding cultures, with the intent of preserving cultures. By 
its very nature, the behaviour change approach defies the preservation of behaviour. In behaviour 
change communication, the underlying motivation for understanding the behaviours of peoples 
and cultures is the desire to change them. 

Setting out to change behaviours however, does not also imply an intent to destroy cultures. 
Rather, behaviour change methodologies combine the best aspects of anthropological and 
marketing approaches. Techniques like negotiation, audience segmentation, message tailoring 
and concept testing allow for the development of communication strategies and activities that 
promote desired behaviours within the context of cultures, in ways that enhance rather than 
weaken cultural integrity. Properly applied, the behaviour change approach recognizes, and 
demonstrates respect for, the legitimate dominance of culture. 

Preferences and practices related to pregnancy, childbirth, and care of mother and newborn after 
birth are more deeply rooted and culturally ingrained than perhaps any other human behaviours. 
All over the world, changing childbirth and newborn care beliefs and behaviours among women, 
families and health workers is a challenge - whether persuading Western women and physicians 
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to decrease the rapid rise of caesarian section rates or persuading traditional birth attendants in 
small villages to use clean birth kits. 

Too often safe motherhood communication approaches have been based on a predominantly 
Western medical model, both in concept and content. Frequently, even researchers from within 
the countries where programs are being developed harbor preconceptions and assumptions about 
local cultures moulded bv the occidental orientation of their own medical training. Quicklv - .  
categorizing the characteristics of a particular group, with a limited appreciation of the wide 
variations in behavioural motivation that can exist even within a single culture, can perpetuate 
erroneous stereotypes. A Eurocentric, medicalized communication approach does not foster the 
development of lasting indigenous solutions based in communities. 

Relying on modern medical terminology and "fear-based" approaches in communication has not 
had wide success in other reproductive health topics, such as family planning or HIVIAIDS 
(1  93). It is more important than ever to find a compromise that adds "anthropological 
conscience" to the communication equation - addressing the cultural preservation concerns of the 
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of health messages. The unjudgemental objectivity inherent in anthropological method can help 
to balance or negate cultural bias. 

Factors such as kinship patterns, gender relations, cultural constructs of health, illness and health 
care seeking, and societal ideals and norms of womanhood, motherhood and community have 
conventionally been the domain of anthropologists. Bringing these areas of investigation forward 
into safe motherhood communication research, documenting the interaction of these cultural 
dimensions that underlie reproductive health practice, and the mechanism of their influence on 
care utilization, can provide much needed guidance on changing behaviours among family 
"gatekeepers" to care. 

Creating "Pathways to Cultural Dialogue" 

Many aspects of the language used by the international development establishment has 
potentially negative consequences. Often this language does not reflect an understanding of the 
health terkinology or the health-related goals, valuesand vision of the future that each society 
has created. Technical health messages must be "clothed in the culture" they are intended to 
address. A "positive package" of reproductive health information that has personal meaning, is 
experience-based, expresses a risMbenefit analysis in terms that women, families and 
communities can appreciate, and suggests recommendations for action that are consonant with 
everyday village practice is more likely to be effective. 

Anthropologists themselves are the most vocal critics of current health development 
communication research and materials. The process of research and translation has been accused 
of "fitting concepts into those understandable by Western researchers, filtered through a Western 
perceptual lens". An anthropologist working in Nepal for example, suggests that externally 
generated and implemented research on local ideas and practice of traditional medical 
practitioners has become the authoritative representation of "knowledge" about traditions, 
unchallenged as a basis for training and communication strategies (253). Whatever aspects of 
what people believe, think and do that does not "fit" into, and therefore cannot be understood by, 
Western conceptualization is excluded, generating frameworks that perpetuate the superiority of 
Western models (81,43a). 

Also from Nepal comes the critique that "most models of community participation reflect 
Western cultural values of individualism and equality. By contrast, rural Nepalese society 
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operates through principles of hierarchy, interdependence, and action through personal 
relationships and social networks. In these small scale, face-to-face communities where members 
are linked through kinship, caste, and other institutions, persons manipulate their multiple 
connections for access to resources, goods and services." Fostering true community self- 
determination requires a commitment to projects built on cultural patterns and institutions that 
are an integral part of indigenous community life (294). 

The implications of such culturally-insightful critique on the content and dissemination of 
reproductive health messages should not be overlooked by communication planners. More 
consistent use of expanded anthropological techniques can better explore the true dimensions of 
a wider sohere of local sociocultural construct and vreferences. This vrovides a framework for 
development of more culturally valid ways to promote behaviours, change perceptions, and 
create more appropriate, more effective communication models. Many of the factors which must 
be addressed reduce maternal deaths, such as transport and financial barriers, are not medical 
issues. Multidisciplinary teams with members from health and non-health sectors can collaborate 
to develop locally appropriate solutions to reduce the interrelated medical, sociocultural and 

. ec 

Gaps in Safe Motherhood Communication Methods 

A critical review of the methodologies and results of many safe motherhood communication 
projects and materials from the past decade reveal several common problems. The most frequent 
are failure to apply a strategic, integrated reproductive health communication model; 
"methodology gaps"; a top-down approach to research design and implementation; lack of 
systematic application of research results to the development of communication strategies and 
materials (called strategy formulation in the social marketing process); and failure to explore and 
exploit innovative, interactive community-based channels for information dissemination. 

This section briefly describes some problems specific to the most frequently utilized 
communication methodologies, and suggests some alternative approaches for planning the 
communication component for future national reproductive health programs. 

Improving Reproductive Health Research 

Incorporating well designed qualitative methods - a function of communication - into all phases 
of reproductive health research can strengthen reproductive health policy and programs by 
enhancing the scope and reliability of data, providing additional insights into the acceptability of 
proposed interventions, and clarifying the preferences, priorities and felt needs of women, 
families and communities based on terms defined by women themselves (187). 

To date, the major global emphasis in women's health research has been on maternal mortality, 
primarily gathering quantitative information. Quantitative data also assists in identification of 
risk factors, determinants and consequences of these problems; and assessing the efficacy and 
effectiveness of interventions. This information is used to guide recommendations for program 
content, and for routine monitoring and evaluation of programs. 

In the past much of this information was generated solely from service-based data, hospital and 
clinic records that represent health providers definitions of problems encountered by women who 
present spontaneously for facility-based care. In several countries, service statistics have been 
augmented by information from maternal audits and confidential inquiries (207, 216, 219, 244, 
310) and verbal autopsies (185). These methods provide an additional dimension to numerical 
accounts of maternal deaths. Insight into the circumstances, events and actions surrounding 
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individual deaths, looking closer to understand why potentially avoidable deaths occur, can lead 
to development of more effective solutions, and provide background information for 
communication interventions. 

More recently, additional emphasis has been placed on gathering information on maternal 
morbidities, to determine the range and magnitude of reproductive health problems affecting 
women and families (6a). One methodology in use is comparison of medical examination to 
health interview (361). Such interviews with women can produce area-specific profiles of 
medical problems and help develop locally appropriate services (122). The reliability, and 
therefore the clinical applicability, of findings from several maternal morbidity studies has been 
disappointing. Wide discrepancies between reported symptoms and the presence of actual disease 
are partially a result of miscommunication between investigators and women, who conceive and 
express reproductive health and illness in radically different ways. 

As part of the development of maternal morbidity research instruments, a comprehensive list of 
reproductive morbidities and detailed signs and symptoms for each condition is generated, using 
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the correlation between the presence of biomedical conditions as diagnosed by doctors and the 
signs and symptoms self-reported by women also requires a "lexicon of terms" that accurately 
reflects the particular local expression of each medical term by women themselves. For example, 
"profuse malodorous lochia", standard medical terminology that clearly represents to health 
professionals the postpartum discharge that heralds serious maternal infection, may be 
represented by a wide variety of descriptive terms among women themselves. Women's own 
terminology may reflect subtle distinctions, and describe a "spectrum of severity" upon which 
their care-seeking decisions are based. 

Understanding women's own descriptive terms for reproductive health problems is imperative 
(64). Developing a lexicon of local lay reproductive health terms can reduce misinterpretation . . . - . . 
and inaccurate responses during qualitative research, and can also carry over into message and 
materials development. This approach has been successfully applied to development of 
interventions for sexually transmitted disease (STD) control (142). 

Effective community-based reproductive health data collection requires specific methods and 
skills. Several comprehensive guidelines have been developed that contain research instruments 
designed and tested by multidisciplinary teams with specific expertise in both women's health 
and qualitative research. The most recent experience in asking questions about women's 
reproductive health is specifically tailored to researchers with varying levels of expertise and 
varying information needs (122). 

Messages are Only Words 

Like medicine, which is part of a system called "the healing arts," communication is part science 
and part art. Although there is a simple, scientific methodology inherent in the process of social 
marketing and behaviour change communication, without creativity, communication is not likely 
to change reproductive health behaviours. The highly personal nature of many safe motherhood 
reproductive health behaviours requires special care in research technique, and attention to 
creating carefully designed opportunities to sensitively explore women's own perceptions of their 
health and their health needs. 

Anthropologists have expressed a need for "research reform" (28,43a), expressing concern over 
inappropriate selection and uninspired application of research tools, with result that "tools often 
define the problem rather than the problem defining the tools" (270). Qualitative research does 
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not impose a predetermined investigative framework. Too often it is researchers, more 
experienced in and comfortable with quantitative research methods, who impose the limits 
themselves. 

Qualitative research problems evident from literature review include: 

. not conducting formative qualitative research to guide the shape and content of both the 
research process and instruments. Formative research can allow unanticipated 
information, ideas and concepts to emerge that were not included in initial research 
hypotheses. This can redirect or enhance original hypotheses, and provide new directions 
for further exploration. 

. not planning in advance how the results of qualitative research will be applied; and not 
creating from the outset clear links between those who conduct research, those who will 
apply results to develop strategies and interventions, and those intended to ultimately 
benefit from research results. 

. failure to incorporate expanded methodologies to "fine tune" qualitative research with 
overreliance on focus group discussions (FGD), and misapplication of their use. 
Although widespread interest in and acceptance of FGDs could be useful if it leads to 
wider use of other methods "a few hours with a few groups guarantees only that the 
"quality" in qualitative will go the way of fast food" (9). Focus groups are too often used 
as the sole or primary method for collecting even sensitive personal information and 
often result not in truthful responses, but rather what participants perceive as socially 
correct responses (143). 

inadequate use of probing techniques, failure to elicit or include "verbatim" that are 
critical to design of effective materials and messages and incomplete analysis of 
qualitative information. This too often results in assumptions made by researchers 
themselves as to the possible significance of results. Good qualitative research leaves 
little room for assumptions. If asked in sensitive and appropriate ways, women will 
provide the "whys" that are essential to behaviour change. 

There is documentation of the successful use of a wide range of creative, innovative qualitative 
research methods for reproductive health topics (36), including use of projective techniques with 
pregnant women in Jamaica (341) "best friend" and triad interviews among adolescents in 
Malawi (143), and concept testing or trial of improved practices (TIPS) (99, 126). Many forms of 
mapping techniques have been used in community-based reproductive health research. These 
include mental maps, social maps (336), mapping of body image and body visualization (56). 
Mapping techniques visually portray trends, and can reveal connections and relationships that 
community participants may not have been aware of. 

Targeted intervention research (TIR) is a type of small scale social science research specifically 
designed to address programmatic questions and incorporate findings into program 
improvements. By applying well-established but under-utilized anthropological concepts of 
domain and illness taxonomy, this method increases understanding of community perspectives of 
STDs among program managers, who are the principal investigators in TIR (142). 



Rethinking reproductive health communication strategies for the next decade WHOlRHTl97.34 

Putting Women at the  Centre 

Anthropologists have also rejected the "top down approach" where materials are developed by 
centrally-based program officers without user collaboration. Participation of women and 
communities is typically limited to input through externally-designed qualitative research and 
materials pretesting that too often results in only superficial changes. If these materials are to 
result in behaviour change they must be more interactive, more meaningful to women, and 
represent women's own product, priorities, and perceptions. 

This can be achieved by expanding the role of women and other community members in 
communication activities, involving women themselves in the design and implementation of 
research. An expanded role for women in reproductive health research includes identifying and 
including women's conceptual frameworks and language into research instruments, allowing 
them to participate in interviewer training, directly involving women in strategy formulation that 
incorporates their perceptions as documented in qualitative research into intervention design; 
promoting sustained, active involvement in the design and content of materials, not just as a ~~ ~ ....,.. ~ ~ .... ... ..~- 

ents in pretesting actrvrt~es; and ~nvolv~ng women in the selectionof appropriiite--- 
communication channels. Providing interviewers exposure to women's concerns and experiences 
prior to community entry is also important. 

A commitment to excellence in safe motherhood communication research demands moving 
beyond what has become routine, obligatory, almost token use of the most common qualitative 
methods; a return to innovative, creative qualitative research using a full spectrum of methods, 
and active involvement of women in research about their health. Reproductive health 
communication requires more - more time, more resources, more attention to detail, a more 
collaborative approach. Despite the additional methodological challenges reproductive health 
communication presents, "it is better to struggle ... and move forward than not to tackle this most 
sensitive issue at all" (250). 

Who's in Control? 

One of the strongest criticisms levied against safe motherhood and reproductive health research, 
indeed against development research in general, is the "elitism" of its origins and the exclusivity 
of participation in both research design and process. Critics who call current research "expert 
driven", propose "undoing the expertification" and question whether health promotion 
undertaken in the community but initiated by outsiders can make a lasting difference (346). 
Those critics suggest that there are unintended consequences of actions of researchers that 
"significantly encroach upon and transform the cultures of the lay people who engage with them" 
(94). There is a call for a "change in the relationship of power" between researchers and 
"research subjects", to allow for recognition of voices that are now unheard (98,276); for 
movement away from the "eloquent science" produced by academics; and for development of 
mechanisms to improve dissemination of research results to a much wider audience, including 
not only other researchers, hut other stakeholders in improving reproductive health, such as 
clinicians and communities (345). 

"The only way to proceed was through dialogue, giving up trying to take control over 
other people's lives ... being content to listen ... trying to provide choices for those whom I 
was sewing, not taking on the role of making choices for them" (62). 
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Process, Not Product 

In West Africa, active involvement in the maternal mortality reduction research process 
generated lasting interest and enthusiasm and created bonds between multidisciplinary team 
members, suggesting that a community-based research process may be "an intervention in and of 
itself' (297). 

The concept of community-based social change research challenges us to move the research base 
away from universities into communities and to support active, equitable involvement of women 
and community members. The "grounded science" that this research will produce will be based 
in the reality of everyday life; surrounded by the "real world messiness" that will also surround 
any solutions based on that research (94). Placing the locus of control of the research process in 
the community automatically shifts emphasis toward the research process, rather than on the 
research product. 

In participatory research, local knowledge and perspectives are not only acknowledged but form 
- .  - 

participatory research raisks personal, professional and challenges and goes beyond the 
bounds of production of information to production of "knowledge for action" (74). Participatory 
action research (PRA) places emphasis on people's history, and on indigenous conceptualizations 
and media, within which people can locate themselves and their experiences (344). The process 
of investigating problems may make them seem less mysterious and less insurmountable. In 
many settings, community members have demonstrated extraordinary instinct about what would 
work in the community. In the case of AIDS, participatory research helped transform people with 
the disease from patients into experts, from a "disease constituency" to an "alternative basis of 
expertise" (94). 

Most involvement of women in reproductive health research to date has been indirect, channelled 
through interpretation of focus groups, interviews and pretest results. Women, who have been 
primarily passive subjects of research, must be allowed a more active role (137). "Listening to 
women", if conducted through mechanisms as documented in the safe motherhood literature to 
date, appears to be primarily a one-way process. For true dialogue and exchange of ideas to 
occur, it is necessary to consider both sides of the equation, not only what researchers want to 
know about women or what researchers are willing to listen to. Researchers must allow women 
themselves to determine what they want to know and bear about themselves and how they would 
like to learn about it; and take a similar approach to examining the constraints facing health 
workers, many of them women, in their work with women's health. 

There are several examples of this innovative approach, where research and women's health 
education materials are conceived, researched, and developed by and for women. All of them 
built in mechanisms to include women in isolated circumstances, who as a result of their 
isolation, are often not represented in most research or statistics on women's health. The "open- 
ended" process began by convening a team representing a variety of women and women's health 
groups from around the world. These women then conducted preliminary research among women 
in their own countries to determine what issues and content women themselves would prefer to 
include, and in what format they would like it presented (339). A video, counselling guide and 
health workers training guide are among the products that resulted (135). In South Africa, 
community women participated in the design and production of their own women's health 
handbook (3 19). The Women's Health Book Project surveyed women and women's organizations 
from around the world to develop the book's content, solicited feedback from the women on early 
drafts of the manuscript, and revised the text and illustrations accordingly (51). 



Rethinking reproductive health communication strategies for the next decade WHOlRHTl97.34 

Many of the most successful, sustainable, community-based reproductive health activities are 
implemented and managed by women's non-governmental organizations (NGOs). One such 
program in India utilized visual techniques for recording case histories developed by women 
themselves. Through a process of reflection and mutual learning, rural women and traditional 
birth attendants (TBAs) built on local knowledge to develop a self-reliant women's health care 
delivery system (297). Similar methods, not only increasing women's access to knowledge but 
involving women in the production of that knowledge, have been used in Bolivia (148, 149), 
Peru, Guam (152), and the Philippines (337). 

Another potentially useful approach involves utilizing women who have themselves experienced 
the reproductive health problems being investigated as interviewers/researchers. Women with 
personal experience might be more compassionate, more empathetic, and more committed to the 
research. For example, research participants "paid back" researchers who suffered the same 
affliction, in this case the rare ocular condition of achromatopsia, with greater elaboration of 
their own cultural, medical and life experiences (280). This approach could be particularly useful 
in extremely sensitive areas of exploration such as female genital mutilation (FGM) and vesico- 
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health. 

Linking Reproductive Health Research to Action 

Strategic application of research results to intervention design and implementation is a basic 
underlying principle and an integral part of the process of participatory action research, and the 
related approach of intervention research. But the literature documents the disturbing fact that all 
too often, even well-designed operations research does not result in action related to the findings 
and recommendations generated by that research (28, 134,334). Researchers must be committed 
not only to soliciting the voices and opinions of women, but to utilizing them to improve 
services, service conditions and the overall quality of women's lives (352). 

A major constraint to implementing research-based changes in reproductive health care, 
identified by midwives themselves, is a "physical and intellectual distance" from research results, 
and lack of confidence in ability to interpret the validity of results (214). Including managers, 
health workers, and others who are involved in planning and delivering reproductive health 
services in communities in the research process itself may help to overcome the widespread 
failure to incorporate research findings into program improvements. 

Collaborative research to investigate midwives' interpersonal communication (IPC) skills in 
Senegal involved teams composed of both researchers and practitioners in all aspects of the 
process, including analysis of research results and development of recommendations for change. 
Participation in action research strengthened the capacity of staff midwives as researchers and 
improved their understanding of both women's health information needs and the implications of 
their own communication behaviour in the success of clinical encounters. Specific research 
findings made it easier to implement previous broad recommendations to "improve interpersonal 
communication skills" by identifying the particular verbal and non-verbal communication 
behaviours that most required change (21). 

In refugee camps in Liberia, where midwives and TBAs participated in the design and 
implementation of research investigating violence against women, "the interventions of 
individual women matured to a point where women began to work together to intercede on 
behalf of women who had been violated" (337). Genuine collaborative research processes can be 
an effective way to facilitate lasting change. 
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A project to develop AIDS education materials for South African secondary schools involved 
teachers who would later be implementing research-based program improvements in the 
qualitative research process. This resulted in timely identification of serious conflicts between 
the self-perceived moral responsibilities of teachers and patterns of sexual beliefs and conduct 
among students documented by the research (204). Researchers used "value negotiation" to 
develop an acceptable compromise with teachers before recommendations and strategies were 
developed. 

The first decade of the Safe Motherhood Initiative focused on research to quantify the medical 
aspects of reproductive health problems. Now, with a greater recognition of the nature and 
magnitude of the medical problems, the colnmunication focus must shift to depth investigation of 
the qualitative aspects of reproductive health as perceived by women themselves. For the coming 
decade, reproductive health communication research must focus on how to implement local 
solutions: participatory research by women, for women, and near to women. 

The need for reproductive health communication information continues to increase at all levels. 
.. .......... ~~ ........... .. Lessons-learned-fromsmall-pilotprojects;targestdat base-currentlyavailable;document-the--- --------- ------------------  - --- --. 

need to pay even more attention to the "micro" aspects of communication research, the small 
details in design and conduct of locally-conducted research. At the same time, going to scale 
with integrated national reproductive health communication programs createsa different set of 
"macro" concerns. These "micro" and "macro" reproductive health communication needs are 
potentially conflicting. 
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DISCUSSION 

What Works? 

The safe motherhood communication literature reflects the dichotomy of thought described 
throughout this paper. One set of literature reports the results of projects implemented with the 
financial and technical support of the partnership organizations that comprise the Safe 
Motherhood Initiative, and other collaborating international agencies and foundations. Another 
set of literature represents the perspective of smaller, more isolated groups and individuals not as 
closely connected to, and often quite critical of, the global safe motherhood network and the 
presumably state-of-the-art communication methodologies and interventions it proposes. 

Trying to synthesize these two often widely divergent points of view is challenging - like trying 
to fit together the pieces of two different puzzles. Yet there is much to be learned from the 
-successes-and~failures of  both~sets-of information.-When-consideredtogether as a-cohesive .-.- ...- -...-.. 
whole, the literature reflects the evolution of our collective understanding of what 
communication can contribute to improve reproductive health. 

The literature provides an abundance of guidance on what works in social change 
communication. What works best is not an eitherlor attitude, not "top down" or "bottom up" 
communication interventions, but a combination of the best of both approaches; a cohesive set of 
communication activities that aims to simultaneously create more supportive social and policy 
environments; increase knowledge, skills and motivation of health care providers; reorient 
services; stimulate community action; and enhance partnerships. 

We need to "open all the gates," and more fully utilize all available communication technologies 
to increase the two-way flow of information and reinforce the concept of partnership. Creating 
broader channels of communication can promote dynamic interaction and increase local 
absorptive capacity and technical capability, while at the same time increasing global sensitivity 
to the reproductive health needs and aspirations of people from their own perspective. 

The individual components of the comprehensive reproductive health communication strategy 
described in this paper cannot be carried out in isolation from each other, or in isolation from 
service delivery and training. They must be inextricably linked and simultaneously implemented. 
Reproductive health communication planners cannot think in terms expressed at one point during 
the Safe Motherhood Initiative - "from advocacy to action" - but rather in terms of a multiplicity 
of comlnunication interventions, a comprehensive program of simultaneous advocacy and action 
to sustain interest, awareness, commitment and motivation among families, communities and 
nations. Fostering quiet, slow consensus-building while at the same time promoting bold, 
dramatic action is an art - the art of communication. 

No One Knows, No One Cares, No One Prepares 

This paper provides a basic overview of current trends and issues related to integration of what 
was formerly called safe motherhood communication into comprehensive reproductive health 
communication. It presents the findings and lessons learned from an objective analysis of a wide 
array of communication, reproductive health, and social science literature. In many ways, the 
literature raises more questions than it provides answers. There will continue to be questions as 

I to the specific combination of reproductive health communication interventions and activities 
that will achieve the best results in specific country settings. 
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tlowever, in addition to the many valid questions raised about the appropriateness and 
effectiveness of safe motherhood communication research methodologies and implementation 
approaches, there are some clear conclusions that can be drawn. Most of the answers required to 
develop guidelines for an overall reproductive health communication approach and strategy are 
readily available. Many of these conclusions have previously been presented elsewhere, but are 
now re-validated by the wider body of literature. 

The lessons learned in safe motherhood communication demonstrate that if the results of 
effective pilot projects are clearly described, systematically analyzed, and successfully 
communicated to national health policy makers and planners, and if the attention and resources 
of a nation are focused on improving maternal health, replication of small models can he 
successful. This process of scaling up is now in progress in Guatemala and Bolivia, where two 
comprehensive safe motherhood pilot projects applied innovative qualitative research 
methodologies not only to development of comprehensive, multi-level communication 
interventions hut to development of training for professional and traditional maternal care 
providers as well (333). 

However, even these projects, or similar projects in West Africa that also aimed to improve 
utilization of obstetric care when complications arise, have not been entirely successful in 
changing care-seeking and referral behaviours of pregnant women and their caretakers. In 
Guatemala, referrals of women with obstetric complications by TBAs trained using research- 
based training methods and content did not increase (178). In Ghana, researchers built maternity 
waiting homes based on focus groups results that indicated transport was a barrier to emergency 
care, but women did not use them (97, 163). In rural Indonesia, women did not use roadside 
maternity waiting homes that researchers provided to increase births attended by trained 
assistants (228). 

What is the link among all three of these projects, and so many others reported in the literature? 
Although all of them used qualitative research in the conventional way, to determine barriers to 
care use, they primarily based project interventions on what they, the researchers, assumed would 
overcome those harriers. They documented the problems, but did not ask women and 
communities what they thought would be the best solutions. Few of them adequately involved 
women and colnmunities in the formative stages of intervention design, or solicited the formative 
input of women and communities. 

There is a well-established process that, if properly applied, can avoid these costly and 
unnecessary errors in reproductive health intervention design. The process utilized by social 
marketing and applied behaviour change is clearly defined. We must simply he more rigorous in 
applying it. It is now possible to systematically apply the techniques and process, modified to 
reflect a decade of experience using these methodologies in early efforts in safe motherhood 
communication, to develop more effective, experience-based strategies and activities for 
integrated reproductive health communication. The question, therefore, should not he "what 
works?" hut why are we not doing what we know works? The models exist. As stated in the 
Mother-Baby Package, we don't need to do anything new. We simply need to do what we are 
already doing better. 

Most countries have already begun implementation of some form of safe motherhood 
communication activities. Most countries are exploring ways to integrate safe motherhood 
communication with family planning and STDIHIV communication activities, to develop a 
coordinated package of integrated reproductive health communication. This paper suggests a 
criteria by which to assess current national maternal health communication strategies and 
activities, and upon which to develop a framework for developing locally appropriate integrated 
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reproductive health communication strategies for national programs. Hopefully, the review of 
lessons learned, presentation of tested methods, critique of current strategies, and suggestions for 
shift in emphasis will help move forward the discussion of how to best integrate safe motherhood 
communication priorities into the rapidly evolving sphere of integrated reproductive health 
communication. 

What emerges most clearly is the critical role of strategic communication interventions, and the 
incomplete and inappropriate way that communication is now being applied to enhance safe 
motherhood programs in many settings. Communication, when strategically applied to its fullest 
potential, is the cornerstone of improving reproductive health through community-based 
programs. It is the key to creating and sustaining links between the widely disparate groups that 
must be involved in reproductive health communication, particularly as it relates to successfully 
reducing maternal deaths. 

There is no universal model, no single, simple strategy that will make the most significant impact 
on improving reproductive health. But there are some very creative and successful strategies that 

---have-beentried; -and-that~canbe--adauted-and-tested- in- countries-to- create-countrv=snecific------- ------ ----- , a 

integrated reproductive health communication programs. Experience confirms the success of 
communication strategies that combine the best elements of social mobilization and social 
marketing, and that utilize behaviour change interventions based on well-designed, community- 
centred qualitative research. 

Whose Side Are You On? 

"Many conflicts are still unresolved and power imbalance remains an obstacle to 
more open and constructive dialogue across genders, between physicians and 
social scientists, and between providers and clients. 

It is encouraging to see that dialogue and collaboration have begun at national 
and international levels. But the fill implementation of  the reproductive health 
concept, centred on individual rights and needs, requires not only a continuation 
o f  this dialogue but its diffusion and expansion. International meetings ... are 
important, but the dialogue should extend to each country, province and village. 
Ideally there will come a time when health providers will listen to clients 
individually or through their community leaders. Influential institutions such as 
FIG0 and WHO have a&ndamental responsibility for promoting such dialogue 
at all levels." 

-- A. Faundes (98) 

As the decade anniversary of the Safe Motherhood Initiative approaches, the most challenging 
goal of reducing maternal deaths by half by the year 2000 has not yet been achieved. The gap 
between maternal deaths among women in developed countries and those in developing countries 
remains. If the global reproductive health communication community is not able to convey the 
continued urgency of maternal mortality reduction as safe motherhood is integrated into the 
larger arena of reproductive health, that gap may become a chasm. 

The challenge for the coming decade is to develop sustainable reproductive health 
communication strategies in true partnership with women, families and communities that clearly 
reflect the dramatic improvements in understanding of what works and what needs to be changed 
in safe motherhood communication. We need to encourage more dialogue at all levels, on even 
the most sensitive reproductive health issues, to accelerate and sustain the broad social change 
that is required to bring about lasting solutions. 
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What is the sound of half a million women dying in childbirth? Most maternal mortality, 
morbidity and disability continues to occur behind closed doors - silent, invisible, out of sight of 
all but the closest family members. Even half a million women still do not make a loud enough 
noise to capture the attention of those who can make a difference. We need to shatter the "culture 
of silence", to "make a louder noise" that will be heard around the world. We must make a 
louder noise on behalf of women whose collective voices are not yet loud enough for them to 
speak for themselves. 

We need to reemphasize communication and program interventions that aim to empower not 
only women but their families and communities to speak up, speak out, and speak together as 
advocates for the type of reproductive health programs, services and education that they want to 
see developed. We ourselves need to speak out against the medicalization of safe motherhood, 
the compartmentalization of communication in safe motherhood and reproductive health 
programs, and against the slick "communication machine" that places priority on developing 
products - posters, pamphlets, videos, slogans, and logos. We need to prioritize strategic, holistic 
.... ~ ~.~ ..-. ~ .~~ 

~~~ . ~~ .... .. ....... ~ .... ~...~~.~..~ ....., 
approaches based on a foundation of commun~ty-developed, commun~ty-sanctioned 
communication activities and interventions integrated into the fabric of family and community 
life. 

Despite expressed commitment to doing so, the safe motherhood community has not yet assured 
that the voices of women are reflected in the services and education developed to reduce 
maternal deaths. Women, families, communities and health workers have clearly expressed their 
preferences, stated their priorities, and "voted with their feet" by refusing to use services that do 
not reflect their needs and preferences. With few exceptions, we are still not looking close 
enough at the lessons learned, not listening hard enough to what women have already told us, not 
reaching far enough to develop and support innovative, responsive, individualized solutions to 
improving reproductive health and reducing maternal death. 

After a decade of research, we know enough about what works, enough about what communities 
prefer. But despite what we know we have not systematically and strategically applied that 
knowledge. A continued focus on "eloquent science" is out of synch with the real lives and real 
needs of the women who are dying - women who would rather die at home than submit to the 
"uncaring care" available to them at modern health facilities from professional maternal care 
providers. We need to rededicate ourselves to developing ways to explore alternatives to delivery 
of reproductive health services and education without compromising quality, to the "imperfect 
science" of saving women's lives and improving women's health in the context of the real world 
in which they live. 

Who really decides what, where and how women receive the reproductive health care they need? 
Have we allowed Western, Eurocentric bias to influence every level and every aspect of research, 
service and communication interventions funded in the name of reducing maternal deaths? 
Prescriptive, top-down approaches that incorporate women and community input in only the 
most superficial ways do not present options or allow choices and, in fact, may perpetuate the 
very reproductive health problems we aim to solve. 

We need to move away from universities and "centres of excellence," into households and 
communities before interventions are designed and strategies are decided upon. We need to resist 
developing models based on assumptions about what women and communities want. We must 
insist on more rigorous requirements for project designs that do not treat communication as an 
"ad-on", but build it in from start to finish; and refuse to continue funding projects that are not 
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based on well designed, comprehensive, formative qualitative research with women, because 
these projects will continue to fall short of their objectives. 

The beginning of the second decade of the safe motherhood initiative is an appropriate time to 
pause for reflection, to take a look back at where we have been before moving forward. It is an 
appropriate time to demonstrate unswerving commitment to one of the most basic principles of 
safe motherhood communication - listening to women. We must continue to learn from the 
lessons women and communities have eloquently shared with us, and to incorporate these lessons 
into the development of new communication approaches to reduce maternal deaths and improve 
the health and well being of all women. 

Reproductive Health Communication Priorities 

S... . ~"~ifespan..approach!!..~hat..foCu5eS.on~providing~acoro.se~.of reproduc$ive.health... ................ 

information to women, timed to correspond with the specific reproductive health needs of 
adolescence, womanhood, and motherhood; but that takes place within a framework that 
allows access to the full set of information throughout life. 

Phased integration of safe motherhood communication priorities into existing systems of 
reproductive health communication in countries to avoid "overwhelming the system". 

. A multifaceted strategy that addresses regulation (policy), information, persuasion, 
facilitation, and incentives. 

. Within a "minimum package" of integrated reproductive health communication, 
prioritizing the universal theme of clean birth to reduce maternal and newborn deaths 
from sepsis, the most preventable of "big five" causes of such deaths. 

Refocusing safe motherhood communication strategies to reflect the emerging priority 
for care during the week immediately following birth, when we now know most maternal 
deaths occur. 

Continued promotion of the critical role of family planning in preventing maternal deaths 
by avoiding the risks associated with pregnancy, especially unwanted pregnancy. 

A true commitment to not just participation but control of communication interventions 
by the communities in which they take place. 

. Adherence to the guiding communication principles of "respect, receptiveness and 
consistency." 
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