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1990-2011 

MDG 5 – Maternal mortality 

MDG 6 – HIV, TB, Malaria 
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Taking stock - End of 2015 

Rolled into SDG 3 
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1.21 cf 1.19 
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Based on annualised rates of change, the year 

When these countries will reach the MDG 

target 
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11  

 

 
I 

 

Up to 50% of maternal deaths could be prevented by 7 

medical levers . FP & Safe abortion care (43% 

reduction) Focus on selecting 

and implementing 

a few, targeted 

 

1 For 2010, the total figures by cause were not available. However, total maternal deaths have reduced 

to 287,000 in 2010. 
2 Medical interventions have been prioritised and chosen on the basis of their link with key causes 

of death and high impact potential to save lives, and have been validated through literature 

  review and expert opinion. 
3 HIV data is estimated. Various sources state the total burden to be 3-17%. The 7% estimate is 

based on Spectrum  modelling data. 
4 Examples of treatment include uterotonics, uterine massage, balloon tamponade, uterine compression sutures, hysterectomy. 

SOURCE: Source 

Text 

2 
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PPH – Advances 

 

Monitoring of the patient 

Estimation of Blood Loss 

BP, Pulse > Shock Index 

Pulse oximetry 
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Developed by King’s College London, 

Prof. Andrew Sheenan, Hannah Nathan, 

Natasha Helzegrave 

CRADLE/Microlife - Traffic Light Vital Sign 

Alert (VSA) 

  Range    Syst      Dias          Traffic Light 

 

Severe Shock                    Red LED will 

flash 

                                            Arrow down 

BP V. high >160  >110     Red flash arrow 

up 

                                           constantly 

 

Shock      <160                 Yellow flash – 

Arrow                               Flashes down 

                                             

BP High  >140     >90     Yellow flash 

                <160     <110   Arrow up - const 

BP norm<140     <90      Green constantly 

 & No shock                      No arrow 
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Uterine activity after intravenous injection 

- Heat stable long acting oxytocin 

Oxytocin Carbetocin 

Onset of action < 1 minute ~ 1.5 minutes 

Duration of rhythmic 

contractions 
8 minutes 60 minutes 

Carbetocin has a long duration of action 

Carbetocin rapidly returns uterine tone 

Data compiled from Sweeney et al, 1990; Hunter et al, 1992; Ferring data on file 
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THE COCHRANE COLLABORATION 2012 
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The InPress Device 

1. Seal created in birth canal 

2. Light vacuum force uterine 

cavity  

3. Uterus contracts and vessels 

constricted 
 

• Immediately assess the efficacy of the treatment 

• Allows physician to accurately measure blood loss  

Clinical Experience: 10 patients in Jakarta, IN 
 

• Hemorrhaging controlled <2 minutes 

• Device removal unremarkable, no recurrence of bleeding 

• CE Mark Application and Pre-IDE Submission to FDA 
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Control of Postpartum Hemorrhage Using  

Vacuum Induced Uterine Tamponade 

 

Jan Segnitz MD, Yuditia Purwosunu MD,  Wydiastuti MD, Amelia 

Degenkolb MS, S. Arulkumaran MD -   
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An occlusion balloon, built into the device shaft, was inflated at the level of 

 the external cervical os, to create a uterine seal. The distal end of the device 

 was attached by standard suction tubing to a regulated suction source with 

 a one-liter collection canister, and set at 70-mmHg vacuum. 

Results: The suction created an immediate seal at the cervical os,  

50 -250 ml of residual blood was evacuated from the uterine cavity into the 

 vacuum canister, the uterus collapsed and regained tone within minutes,  

and hemorrhaging stopped in all cases. The device remained in place while 

 vaginal and perineal lacerations were easily repaired. The device was left in 

 place for a minimum of one hour, and in our study, up to 6.5 hours. 

 



McKinsey & Company 

W
o

rk
in

g
 D

ra
ft - L

a
s
t M

o
d

ifie
d

 0
9

/0
8

/2
0

1
2

 2
3

:0
5

:1
4

 
P

rin
te

d
 

| 

TXA 

TXA better TXA worse 

0.62 (0.58–
0.65) 

RR (95% 
CI) 

0.4 0.8 1.2 1.6 

Transfusion 

               95 trials    
    72 trials  

TXA 

RR (95% 
CI) 

TXA better TXA worse 

0 0.4 0.8 1.2 1.6 

0.61 (0.38–
0.98) 

Death 

Tranexamic acid in surgical bleeding 

Ker K, Edwards P, Perel P, Shakur H, Roberts I. Effect of tranexamic acid on surgical bleeding: systematic review and cumulative meta-analysis. Br Med J 

2012;344:e3054. 
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 TXA worse TXA better 

0.
8 

0.
9 

1.
0 

1.
1 

RR (95% CI) TXA (10,060) 

 
489 dead (5%) 

Placebo (10,067) 

 
574 dead (6%) 

0.85 (0.76–0.96) 2P=0.0077 

TXA and bleeding death in trauma 
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1 .7 .8 .9 1.1 1.2 1.3 1.4 1.5 

RR (95% CI) Heterogeneity p=0.000008 

≤1 hour RR=0.68 (0.57–0.82) p<0.0001  

>1–≤ 3 hours RR=0.79 (0.64–0.97) p=0.03 

>3 hours RR=1.44 (1.12–1.84) p=0.004 

0.85 (0.76–0.96) p<0.0077 

Time since injury 

TXA and bleeding death in trauma 

· 
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WOMAN STUDY - Patient enrolment 

0
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N
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.1
6

20,060 patients 
193 hospitals  
21 countries 



McKinsey & Company 

W
o

rk
in

g
 D

ra
ft - L

a
s
t M

o
d

ifie
d

 0
9

/0
8

/2
0

1
2

 2
3

:0
5

:1
4

 
P

rin
te

d
 

| 

Where delivered? 

Randomising hospital 17625 (88%) 

Elsewhere 2435 (12%) 

Uterotonic prophylaxis given? 

Yes 19305 (96%) 

No 270 

Not known 485 
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Other (7%)

Placenta
praevia/accret
a (9%)

Primary cause of haemorrhage 
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[PERCENT
AGE] 
(346) 

3% 

4% 

5% 
9% 

2% 
5% 

Bleeding

DIC

Pulmonary
embolism

OTHER CAUSES 

Amniotic fluid embolism 

Anaesthetic complication 

Aspiration pneumonia 

Blood transfusion 

reaction 

Diabetic ketoacidosis 

HELLP syndrome 

Uremic encephalopathy 

Unknown 

All deaths 483 

Cause of death; n=483 
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Death by days since randomisation 

Days since 
randomisation 

N
u

m
b
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Bleeding 
Pulmonary 
embolism 
Other 
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81% 
([VALUE

]) 

11% 

 7% 
1% 

Cause of hysterectomy  n=709 

All causes (n=709) 

Bleeding 
Abnormally adherent placenta 
Ruptured, damaged or infected 
uterus 
Other 

1020 women had a hysterectomy – 311 done before randomisation 
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Hysterectomy by hours since randomisation 

Hours since 
randomisation 
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 Women continue to die from 
PPH even when they deliver in 
hospital. 
 

 More effective treatments are 
needed to improve outcomes.  
 

 The WOMAN trial will resolve 
the uncertainty regarding the 
effectiveness and safety of 
TXA as a treatment for PPH. 

WOMAN STUDY –  
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Health facility orders 
blood via mobile 1 

Stork can carry up to 
1.0 kg in 75 km 
radius 

3 

Stork drops package at 
health facility in 15-45 
min 

4 

Stork System:  Rapid, On-demand, Aerial 

Delivery of Blood/Uterotonics/Emergency 

Supplies;   

Nest dispatches a 
Stork with 
package 

2 
Ifakara Health Institute Tanzania & Romotive Inc. Pilot SLAB Grant  
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Voluntary Family Spacing with Post Partum FP 

programs including LARCs  

MDG 5b – Unmet need of FAMLY PLANNING 
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Cu T 380 – Ten years of use 
Thousands deliver in institutions – immediate post-placental or CS IUD – high retention rate, few 

expulsions, negligible perforation or infection 
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Percentage of women experiencing an unintended pregnancy 

within the first year of use (Pearl index) 
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37  

Cost Effectiveness - Significant improvements in maternal 

health have been achieved for between $1-6 per targeted 

woman 

-12.0 

-5.8 

-6.5 

SOURCE: Plan Maroc 2008, MoH; Tamil Nadu Health System Project; Sexual and Reproductive Health Strategy, MoH Romania; USAID; The Lancet; Plan estrategigico 
nacional para la reduccion de la mortalidad materna y perinatal, MoH Peru, Centre for Community Health Research and Development Vietnam, 
UNICEF Report on China, Chinese MoH Maternal H. Program 

1.3 

2.6 

-4.3 

-6.8 2.3 

3.2 -5.7 

1.4 

1 Costs for government spending 
2 Women in reproductive age (15-49) 

Morocco  
(2008 - 12) 

Tamil Nadu 
(India) 
(2005 - 11) 

Romania 
(2003 - 11) 

Vietnam 
(2000 - 09) 

China 
(2000 - 09) 

Peru 
(2009 -2015) 

75 

97 

25 

54 

27 

52 

8.2 

16.4 

4.8 

22.9 

317.
7 

7.0 

Case 
example 

Free emergency obstetric care 

Facility upgrades/quality 

Emergency transport 

24 hour services 

>2k additional nurses 

Training/equipment upgrades 

Family planning/education 

Quality improvements 

Training of doctors and facility 
upgrade 

Education of population 

Micro-insurance 

Facility upgrade 

Demand creation 

Facility upgrades/quality 

Casas Maternas 

Emergency transport 

Funding covers … 

Total annual 
cost  
USD millions 

Targeted 
women  
Million1 

Annual reduc-tion 
in MMR 
Percent 

Cost estimate 
USD/targeted 
woman1 

MMR 
2011 

44 

22 

12 

31 

728 

22 

Total cost <0.1% of 
GDP in all countries 
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Secret of these Success stories   
We distilled the 5 Principles for Improving Maternal Health 

1 2 3 5 4 

Entrench maternal 
health as a 
national priority 
by strengthening 
existing coalitions. 

Focus on selecting 
and implementing 
a few, targeted 
initiatives. 

Strengthen 
ownership at the 
grass-roots level. 

Continually innovate 
to maximize 
available resources. 

Reinforce 
accountability 
by consistently 
measuring what 
matters. 

Leverage groups of 
individuals who are 
passionate about 
maternal health and 
unite them around 
a shared vision of 
success. 

Several innovative 
solutions to 
reduce maternal 
mortality have 
been successfully 
implemented around 
the world. Select and 
focus on the ones 
that will work for your 
local context. 

Inspire your people to 
continue to make a 
difference in maternal 
health and ensure 
they have the skills 
and power to drive 
the solution locally 

Focus on using 
current assets 
creatively and 
efficiently, while 
also leveraging the 
power of the private 
sector and other 
contributors. 

Regularly track 
leading indicators for 
maternal health and 
establish seamless 
& sustainable 
monitoring to ensure 
accountability 
throughout the 
system. 
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Overarching Objective is Provision of Family Planning,  

Safe Abortion and Emergency Obstetric Care 
Full provision 

Partial provision 

Full prevention in 

antenatal care 

At 

child 

birth 

▪ Ultimate goal to get 

women to institutional 

(hospital) care quickly 

when needed – where all 

interventions are possible 

▪ Partial, community based 

interventions for 

preventing and treating 

haemorrhage and 

preventing pre-eclampsia 

▪ Family timing/spacing 

and some aspects of safe 

abortion can be 

community interventions 

Community PHC1 Hospital2 

Treat 

haemorrhage 

Prevent/treat 

infection 

Cesearean 

sections 

Prevent/treat 

(Pre)eclampsia 

Prevent 

haemorrhage 

Possible place of provision 

Family timing/ 

spacing 

Safe  

abortion 

1 Primary care center, employing at least one midwife 

2 Hospital, providing at least one operation theatre 

2 
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Health 

care 

Desire 

for care 

Healthcare alone is not the answer: Improvements must be made across 

the Maternity Ecosystem of Supply, Demand, Affordability and 

Accessibility 

A B 

D 

C 

A 

B 

D 

C 

Stimulate desire for care 

Provide quality healthcare 

Ensure financial affordability 

Ensure physical accessibility 

Ensure that women and their influencers 

know the importance of family planning and 

maternal care, and are willing, enabled and 

empowered to seek these services 

Ensure that the 7 health interventions across 

3 areas can be provided with skill and 

empathy 

Innovate to provide affordable care to those 

who can contribute and free care to those  

who need it most 

Overcome barriers that prevent women from  

accessing care by bringing women to  

healthcare or bringing healthcare to women 

2 
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A few critical initiatives can dramatically Improve Maternal Health 

Create and train healthcare 

workers in clinical guidelines 

that cover the 7 core 

medical interventions 

Develop individual birth 

plans for women who 

face significant barriers to 

accessing care 

Segment your population 

so you can provide free 

essential care to those who 

need it most 

Provide temporary 

accommodation close to 

medical facilities for mothers 

who live in remote areas 

Provide quality healthcare Stimulate desire for care Ensure financial affordability Ensure physical accessibility 

Ensure 100% availability 

of clean delivery kits, 

uterotonics (e.g. misoprostol) 

and other life-saving drugs 

(such as antibiotics and 

magnesium sulphate) at 

health facilities 

Respect local cultural 

constraints when providing 

clinical and other healthcare 

Use micro-insurance for 

those who can afford small 

premiums 

Send a caregiver into rural 

areas 1-3 times per year, 

to promote awareness of 

maternal health and to 

provide contraceptives of 

choice 

Investigate each maternal 

death and make local 

leaders responsible for 

prevention 

Use local context and 

cultural references 

to communicate the 

importance of family 

spacing and institutional 

delivery to at-risk 

populations 

Encourage local 

contributions by enabling 

community insurance 

Provide emergency 

transportation between 

primary care centers and 

hospitals 

And Consider innovative, 

remote solutions, e.g. mobile 

healthcare / tele-health 
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Depending 

on Terrain - 

Training of 

Traditional 

Birth 

Attendants 
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Nicaragua 

Homes to stay closer to Health Facilities 
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Strengthen ownership at the grassroots level 

What does this mean? 

▪ Make the national priority 

a personal priority for 

everyone 

▪ Make sure your people 

understand their 

importance and are 

empowered to help you 

drive success 

▪ Give people at all levels 

the ability to adapt the 

solution to their local 

needs 

Vietnam creates ownership at all levels, 

inspiring even basic clinics to become leaders 

Example of ownership in a commune health clinic 

in Luong Son District… 

▪ Clinic manager (of past 23 years) knows and tells 

the interviewer that maternal health is a national 

priority 

▪ Celebrate and reward 

success 

▪ Manager holds up MoH guidelines, outlining 

exactly what each staff member should know how 

to do, and what supplies she should always have. 

Awareness of guidelines high at all staff levels 

▪ To encourage more deliveries at the clinic, the 

manager has personally created an inter-village 

quiz about maternal health, and leads a talent 

show about maternal health every year 

▪ The manager points to her many awards on the 

wall, the most recent “2nd place in district for best 

provision of care” 

3 
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Empowerment can be achieved by Community Mobilization; to select priority areas, discuss 

Family Planning, Immunization, micro financing for transport, medicine, agriculture/ nutrition. 

Tony Costello’s group – Lancet series – MMR reduction by community mobilization. 

Women and Children First – a UK charity -  www.wcf-uk.org  

19 

http://www.wcf-uk.org/
http://www.wcf-uk.org/
http://www.wcf-uk.org/
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Continually Innovate to Maximize Available Resources CASE EXAMPLE 

4 

What does this mean? 

▪ Focus on making the most 

of the resources that are 

currently available (rather 

than delay until more 

resources are procured) 

▪ Use innovative financing 

models to move beyond 

traditional sources (e.g., 

micro-insurance, 

community insurance) 

▪ Capitalize on the private 

sector where it is more 

efficient 

Case examples 

Mozambique 

Training of surgical assistants to perform Caesarean sections extended the 

reach of these life saving interventions to underserved populations – and 

proved to be highly cost-efficient  

India  

For-profit company Zigitza runs over 

300 emergency areas in collabo-

ration with the government and pro-

vides transport to the poor for free 

Tanzania  

NGO regulated pharmacies for the 

government and increased availability of 

essential drugs while reducing the black 

market 

India  

Large insurance scheme for the poor 

negotiated 30% lower fees for private 

sector services 

Kenya 

Savings cards allow women to 

prepare for the cost of delivery and 

take a part of the burden 

Capitalize on private sector 

Focus on using what is available 

Maximize the reach of your finances 
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Home visit - 83% booked by 12 

weeks 

Postnatal care – takes care of child 

immunization 

Midwife – 0ne/5000 

Rep age group 

women 

Antenatal – quality care at door 

step 

 

Adequate, well 

trained motivated 

personal are essential  

Desire, Devotion & 

Determination 
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Reinforce accountability by consistently Measuring what Matters 

Audit structure, process and outcomes. 
What does this 

mean? 

▪ Develop short cycles of 

data generation and 

production of reports 

▪ Create accountability 

at every level, make 

levels accountable for 

each other 

Peru conducts immediate maternal death audits to 

create accountability and understand root causes 

Vietnam creates accountability between health 

facility levels, fostering and rewarding competition 

▪ Ministry of Health follows-up with each maternal death to 

understand reason and cause of death 

▪ A doctor and midwife team travel to the clinic and analyze 

reason for death, giving future preventative training 

▪ Each death is discussed in maternal health committees 

and resulting actions are defined for the local level 

▪ In 4-tiered health center system (national, provincial, 

district, commune), the tier above is responsible for 

monitoring and resulting training of centers underneath 

(e.g. district hospitals responsible for ~10-15 commune 

health centers) 

▪ Districts and commune health centers are given yearly 

recognition for status within the province and district 

▪ Create a friendly 

competitive spirit by 

highlighting 

achievements and 

rewarding success 

5 

▪ Identify a focused set of 

data which highlights 

both process and 

outcome measures to 

monitor maternal health 

improvement 
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Success in maternal health requires everyone in the system to work 

together towards the same goal 

▪ Recruit a coalition for change 

▪ Lobby for legal and policy change 

▪ Help craft change story and raise 

awareness 
1 Advocacy and conveners 

2 Advisors & Technical 

Support 

▪ Craft technical 

solutions 

▪ Provide global 

best practice 

▪ Guide project 

management 

▪ Build 

capabilities in 

local leaders 

▪ Develop 

implementati-

on plans  

▪ Provide pro-

ject funding 

▪ Support 

government to 

be the owner of 

national 

strategy  

▪ Diagnose 

issues  

3 Donors 

4 NGOs 

5 Private sector 

6 Professional Associations 

▪ Train the trainers 

▪ Provide on-the-ground 

implementation 

▪ Advise on local context 

▪ Support government programs 

where private sector is stronger (e.g., 

distribution) 

▪ Supply new markets when feasible 

(e.g., micro-products for rural, poor) 

▪ Champion change at local level 

▪ Ensure solutions are medically 

and locally relevant 

▪ Own full 

strategy 

▪ Convene 

coalition for 

change 

▪ Monitor imple-

mentation 

▪ Responsible 

for end 

results 

Potential roles and players – some examples 

SOURCE: Team analysis 

Government 
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Poverty – living with 

less than $1/= per day  

 

Exacerbated by 

economic crisis 

created by the Banking 

& Investment sector 

Higher Fuel & Food 

Prices 

Unemployment 

Corruption 

Population expansion 

Environmental Factors 

– Natural disasters 

Civil wars 

Main Goal with SDGs 
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Child mortality has an impact on 

child bearing- Child mortality has 

been significantly reduced by 

immunization programs and 

group Education 

2,3 & 4 Included  

in the SDGs 



McKinsey & Company 

W
o

rk
in

g
 D

ra
ft - L

a
s
t M

o
d

ifie
d

 0
9

/0
8

/2
0

1
2

 2
3

:0
5

:1
4

 
P

rin
te

d
 

| 57  

What can you do tomorrow to save more women’s lives? 

* Good indicators are those suggested by the UN for MDG 5 (see http://mdgs.un.org/unsd/mdg/Host.aspx?Content=indicators/officiallist.htm 

✓ Commit to making maternal health a personal priority 

✓ Ensure there is a compelling case for change in place that inspires 

everyone – from village mother to Prime Minister – to join you in saving 

mothers’ lives 

✓ Identify any existing alliances for improving maternal health and 

handpick a few influential leaders who will drive change starting tomorrow 

✓ Use others’ success as inspiration - create a shortlist of 2-3 innovations 

that could dramatically improve maternal health in your country 

✓ Define and commit to follow up personally on the most relevant 

process & outcome indicators* for your top 2-3 initiatives (e.g. availability of 

contraceptives, facility-based deliveries, maternal mortality ratio) 

How many more lives could you save? 
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It keeps startling me that at 

the beginning of the 21’st 

Century, at a time when we 

can .. explore the depths of 

the seas and build an 

international space station, 

we have not been able to 

make childbirth safe for all  

women around the world. ..  

This is one of the greatest 

social deficiencies of our 

time 

Thoraya Obaid 
Executive Director 

United Nation Population Fund 

MDG 5 -  It is unethical not to 

take action to rectify this 

Human Rights Issue  
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Moving forwards; POVERTY/ SOCIAL UNREST 

Climate change & Disasters 

Those affected mostly are women & children 

World, National leaders & WE have a major role to play 
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 “Women are not dying because of diseases we cannot treat.  

They are dying because societies have yet to make the decision that their 

lives are worth saving.”   

Mahmoud Fathalla –         

Past President FIGO 

                           
 

THANK YOU 

 
Acknowledgement; Imperial College &  

McKinseys & Company 
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Women matter: The world should focus on Maternal Health  

Saving women stimulates the Economy, Bolsters communities, and 

Strengthens families  

SOURCE: UNFPA; UNICEF, “The State of the World's Children 2009: Maternal and Newborn Health.”; Julio Frenk, “It’s Time to Set  A Women and  

Health Agenda.” PMNCH, “Global Strategy for Women's and Children's health.” UN, 2010; Women Deliver; Woodrow Wilson Center 

event, “The Impact of Maternal Mortality and Morbidity on Economic Development”  

Communities Families 

Economies 

Women 

Matter 

▪ Orphans are 10 times more likely to die 

within two years of their mothers' death 

▪ Women operate majority of small busi-

nesses and farms in developing countries 

▪ Women produce 80% of Africa’s food 

▪ Women make up 70% of Africa's labor force 

▪ At home and on the farm, women’s unpaid 

work equals about 1/3 of world GDP 
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Indicators for MDG 4 and 5 

MDG 5a Target 

Maternal Mortality Ratio (MMR) reduce by 75% between 1990 and 2015 

Proportion of births attended by Skilled 

Birth Attendant  (%) 

at least 80% by 2015 

MDG 5b 

Contraceptive prevalence rate Universal access to reproductive health 

by 2015 

Unmet need for family planning 

Adolescent Birth Rate   

Antenatal care coverage  at least 1 visit, at least 4 visits 

MDG 4 

Under five mortality rate Reduce child mortality by 65% between 

1990 and 2015 

Infant mortality rate 

Proportion of 1 year old children 

immunised against measles 
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A woman from the developing world is 100x 

more likely to die in childbirth than one  

in the developed world 

By 2015, the world has pledged to 

decrease deaths to 100 per  

100,000 live births 

Because Women matter, the World agreed to reduce Maternal Deaths by 

5.5% every year - MDG 5 (75% reduction from 1990 – 2015) 

SOURCE: WHO data, MDG 5, http://whqlibdoc.who.int/publications/2010/9789241500265_eng.pdf  

4 

Developing world Developed world 

Deaths per 100,000 live births 

These deaths are almost entirely preventable, 

if you address the root causes for maternal 

mortality 

396 4 100 
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-100% 

Millennium Development Goal 5 outlines 2 global objectives  

in maternal health, measured by 6 key performance indicators 

SOURCE: UN; MDG Monitor, Team analysis 

MDG 5: Improve maternal health 

Reduce maternal mortality by 

75%, between 1990 and 2015 
5A 

5.1 Maternal mortality ratio 

Births attended by 

skilled health 

personnel 

75

-63% 202 

299 

6658

100 +52% 

5.3 

6355

100 +59% 

Deaths per 100,000 live 

births 

Births attended by skilled 

health personnel, % 

Usage among women 

(15-49), % 

5.4 Adolescent birth rate 

0

48
60

-80% 

Births to women aged 

15-19, Per 1,000 women 

5.5 Contraceptive 

prevalence rate  

Antenatal care 

coverage Women (15-49) receiving 

antenatal care, % 

80
64

100 +25% 
At least one visit 

5.6 Unmet need for family 

planning 

0

11
13 -85% 

Women (15-49), married 

or in union with unmet 

need for family planning, 

% 

Achieve universal access to reproductive health by 2015 5B 

Target 2015 

1990 

Current status1 

Target goal: 

Performance 

Indicator: 

5.2 

1 Current status based on most recent available data (2008-2011) 
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Adolescent Birth – Poor outcome – Community Education 

Legal age of marriage >20; Contraception for Adolescents 

Termination of unintended pregnancies Vs Criminal  

Septic abortion (Nepal, Urugay, Hungary). Medical & MVA 
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Observation - Countries on track to meeting MDG 5 are from various 

geographies and income levels - Success is possible in all environments – 

An inspiration to the ~90% of countries who must still improve progress  

SOURCE: Trends in Maternal Mortality: 1990 to 2010, WHO; World Bank 
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Sources 

Input from interviews 

▪ Sabaratnam 
Arulkumaran 

▪ Elizabeth Mason 
▪ Dorothy Shaw 
▪ Anibal Faundes 
▪ Hamid Rushwan 
▪ Frances Day-

Stirk 
▪ Naveen Rao 
▪ Metin 

Gulmezoglu 
▪ Nynke Van Den 

Broek 
▪ Leslie Regan 
▪ David Bloomer 
▪ Martin Marshall 
▪ Margaret Kruk 
▪ Audrey Prost 
▪ Michael Mbizvo 

Academics and 

WHO  

Practical 

Implementers 

▪ Mohammed 
Lardi 

▪ Hafid Hachri 
▪ Sabine Jean-

Walker 
▪ Jeff Sturchio 
▪ Adam Lewis 
▪ Maria Schneider 

Successful case studies  

Countries   

▪ Nicaragua 
▪ Bolivia 
▪ Peru 
▪ Brazil 
▪ Morocco  
▪ Mozambique 
▪ Kenya 
▪ Rwanda 

 

▪ Pakistan 
▪ Nepal 
▪ Bangladesh 
▪ India 
▪ China 
▪ Vietnam  
▪ Philippines 
▪ Romania 
▪ Turkey 

▪ WHO documents 
▪ Lancet 
▪ UNICEF 
▪ UNFPA 
▪ MDG monitor  
▪ AMDD (Avert mat death & 

disab) 
▪ RCOG (Royal Coll O&G) 
▪ BMJ (British Medical Journal) 

Medical literature review 

▪ Peru 
▪ Vietnam 
▪ Nigeria 

Country visits 

Research - To determine what works in maternal health we Examined 

medical literature, Interviewed global experts, and Visited successful 

countries… NOT EXHAUSTIVE 

Findings 

▪ Causes of 

maternal 

mortality 

▪ Medical 

interventions 

with impact on 

maternal health 

▪ Initiatives that 

have proven to 

be successful 

▪ Principles to 

ensure 

successful 

implementation 
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… Findings - Incredible maternal health success stories from 

around the world 

Pakistan 

Family planning through PPP 

and community outreach 

contributed to 15% increase 

of contraceptive prevalence 

Bangladesh 

Comprehensive family 

planning program has 

helped save 160,000 

mother’s lives since 1990 

Peru 

Program of waiting homes 

plus healthcare supply has 

helped reduce MMR by 2/3 

since 1990 

Mozambique 

Surgical task shifting tripled 

the availability of C-Sections 

– good start for MMR 

reduction 

Rwanda 

Health worker & doctor 

training, plus community 

insurance contributed to 

~50% MMR reduction 

Bolivia 

Cash incentives lead to 

3.5m additional consulta-

tions in antenatal care and 

institutional delivery 

Vietnam 

Community awareness, 

health care workers & 

microinsurance helped 

reduce MMR by ~60% 

India 

Investment in quality and 

availability of maternal 

healthcare services helped 

reduce MMR by 75% 

Morocco 

Focus on obstetric 

quality and affordability 

of care – helped to be on 

track to meet MDG 5 

Family planning 

Safe Abortion 

Maternity care 

Nepal 

Legalization of abortion, 

distribution of misoprostol 

for PPH and women’s 

groups  helped reduce MMR 

by 30% 

Romania 

Legalized abortion, then 

focused on family planning 

& adolescent health ed-

ucation to help meet MDG 5 
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Cost Effectiveness - Significant improvements in maternal health have 

been achieved for between $1-6 per targeted woman 

-12.0 

-5.8 

-6.5 

SOURCE: Plan Maroc 2008, MoH; Tamil Nadu Health System Project; Sexual and Reproductive Health Strategy, MoH Romania; USAID; The Lancet; 

Plan estrategigico nacional para la reduccion de la mortalidad materna y perinatal, MoH Peru, Centre for Community Health Research and 

Development Vietnam, UNICEF Report on China, Chinese MoH Maternal H. Program 

1.3 

2.6 

-4.3 

-6.8 2.3 

3.2 -5.7 

1.4 

1 Costs for government spending 
2 Women in reproductive age (15-49) 

Morocco  

(2008 - 12) 

Tamil Nadu 

(India) 

(2005 - 11) 

Romania 

(2003 - 11) 

Vietnam 

(2000 - 09) 

China 

(2000 - 09) 

Peru 

(2009 -2015) 

75 

97 

25 

54 

27 

52 

8.2 

16.4 

4.8 

22.9 

317.

7 

7.0 

Case 

example 

Free emergency obstetric care 

Facility upgrades/quality 

Emergency transport 

24 hour services 

>2k additional nurses 

Training/equipment upgrades 

Family planning/education 

Quality improvements 

Training of doctors and facility 

upgrade 

Education of population 

Micro-insurance 

Facility upgrade 

Demand creation 

Facility upgrades/quality 

Casas Maternas 

Emergency transport 

Funding covers … 

Total 

annual cost  

USD millions 

Targeted 

women  

Million1 

Annual reduc-

tion in MMR 

Percent 

Cost estimate 

USD/targeted 

woman1 

MMR 

2011 

44 

22 

12 

31 

728 

22 

Total cost <0.1% of 

GDP in all countries 
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Secret of these Success stories - we distilled the 5 Principles for 

Improving Maternal Health 

1 2 3 5 4 

Entrench maternal 

health as a 

national priority 

by strengthening 

existing coalitions. 

Focus on selecting 

and implementing 

a few, targeted 

initiatives. 

Strengthen 

ownership at the 

grass-roots level. 

Continually innovate 

to maximize 

available resources. 

Reinforce 

accountability 

by consistently 

measuring what 

matters. 

Leverage groups of 

individuals who are 

passionate about 

maternal health and 

unite them around 

a shared vision of 

success. 

Several innovative 

solutions to 

reduce maternal 

mortality have 

been successfully 

implemented around 

the world. Select and 

focus on the ones 

that will work for your 

local context. 

Inspire your people to 

continue to make a 

difference in maternal 

health and ensure 

they have the skills 

and power to drive 

the solution locally 

Focus on using 

current assets 

creatively and 

efficiently, while 

also leveraging the 

power of the private 

sector and other 

contributors. 

Regularly track 

leading indicators for 

maternal health and 

establish seamless 

& sustainable 

monitoring to ensure 

accountability 

throughout the 

system. 
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Entrench maternal health as a National Priority by strengthening 

Existing Coalitions (FIGO – LOGIC Project) 

CASE EXAMPLE: Rwanda uses technical working 

groups and basket funding to align all activities 

▪ Government ownership of all development 

plans 

▪ Technical working groups supports the 

government, consisting of donors, UN 

organizations, and the private sector 

Strategy 

▪ Government presents strategic development 

plans in a high level forum to donors 

▪ Donors can then provide funding into 

strategic developments  Funding 

▪ On regional and local level, government 

heads implementation committees, which 

consist of NGOs, the public and private 

sector, and professional organizations 

Imple-

mentation 

What does this mean? 

▪ Develop a “burning platform” on 

why MDG 5 matters for your country 

▪ Bring your coalition for change 

together and align on your goal – to 

meet MDG 5 targets within five years 

▪ Ensure maternal health becomes a 

national priority by using the 

advocacy power of your coalition  

▪ Create your coalition for change  

– Government 

– Donors / NGOs 

– Private sector representatives 

– “On the ground” implementers 

– Professional organizations 

▪ Extend your reach beyond maternal 

health (e.g. HIV, infrastructure) and 

build a comprehensive solution 

1 
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1 Reasons for not delivering in institution 

SOURCE: UNFPA Policy Brief on Maternal Health 

▪ Understand which 

medical interventions 

matter 

Morocco used initial demographic survey to focus 

on 3 essential pillars 

▪ Low institutional delivery 

rates for rural and poor 

population 

– 74% no ability to pay1 

– 60% no geographical 

access1 

– 46% lack of transport1  

▪ Social barriers to 

institutional care, e.g., lack 

of respect, privacy, 

supportive environment 

Results from demographic 

survey 
3 pillar strategy 

1 Reduce barriers to 

access and increase 

quantification, e.g. 

▪ Free access to care 

▪ Rural awareness 

▪ Increase training 

▪ Ambulances 

2 Improve quality of care 

▪ Quality audits and 

facility upgrades 

▪ Improved patient 

experience 

3 Improve governance  

▪ Know what works for 

you 

▪ Focus on delivering a 

few key initiatives 

What does this mean? 

Prevent eclampsia /

Treat pre-eclampsia
24

Caesarian section 27

Prevent/treat infection 21-28

Treat haemorrhage 2 29

Prevent haemorrhage 34

Vacuum Aspiration or 

medical abortion
46

Family timing / spacing 90

Potential to reduce 

maternal mortality 

(1000 lives saved)

Potential to reduce 

maternal mortality 

(1000 lives saved) Targets deaths due to…Targets deaths due to…

(Preventive) All causes

Unsafe abortion

Haemorrhage

Haemorrhage

Sepsis

Obstructed labour

Hypertensive disorders

6-8%6-8%

7%7%

8%8%

9%9%

13%13%

7%7%

25%25%
100% = 358,000

7

6

10

11 14

35

17

Others

HIV3

Obstructed

labor

Maternal

sepsis

Hypertensive

disorders

Unsafe

abortion

Haemorrhage

Causes of maternal deathCauses of maternal death Medical intervention1Medical intervention1

Ensure financial affordability

Create options which ensure that care is 

affordable

Ensure physical accessibility

Overcome barriers that prevent women 

from accessing care by bringing women 

to medical care or care to women

Provide quality 

medical care

Ensure the minimum 

of 7 medical inter-

ventions can be 

provided skillfully and 

with empathic care

Stimulate desire 

for care

Ensure women and 

their influencers know 

the importance of 

family planning and 

maternal care and 

women are willing, 

enabled and 

empowered to seek it

Medical

care

Desire

for care

Focus on Selecting and Implementing a few, Targeted Initiatives  2 
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Women die from relatively simple to understand and easily 

preventable causes 

SOURCE: WHO; The Partnership for Maternal, Newborn & Child Health. 2011. A Global Review of the Key 

Interventions Related to Reproductive, Maternal, Newborn and Child Health. 

Not easily preventable Easily preventable 

These 

causes of 

death can be 

detected 

early, 

prevented or 

treated early 

with minimal 

resources & 

simple 

techniques 

(i.e. basic 

medical 

support) 

How can it be avoided? How does this cause death? How preventable 

Hemorrhage 

▪ Women bleed to death from 

uncontrollable blood loss 

▪ Prevented with active management of third 

stage of labour 

▪ Basic treatment through additional 

oxytocics & uterine massage/ bimanual 

compression 

▪ Secondary basic treatment with balloon 

tamponade and compression sutures; 

Lack of knowledge/experience & often not 

used; Complex treatment is surgery 

Unsafe 

abortion 

▪ The procedure may cause 

bleeding, infection and 

rupture to internal organs 

▪ Trained healthcare workers and post 

abortion monitoring creates a safe 

procedure 

Hypertensive 

disorders 

▪ High blood pressure causes 

cerebral bleed, seizures and 

organ failure   

▪ Monitoring can identify warning signs 

early and allow for medication 

Sepsis 

▪ Pregnant women are more 

susceptible to bacterial infec-

tion; these bacteria can enter 

the uterus/ blood and can be 

fatal 

▪ Antiseptic and aseptic techniques; 

Monitoring during pregnancy/ post 

delivery and early use of antibiotics 

Obstructed 

labour 

▪ Woman unable to deliver the 

baby, causing risk of uterus 

rupture, sepsis and 

haemorrhage 

▪ Skilled attendants to monitor progress 

and intervene early; Advanced care 

includes surgery (C-sections) 

2 
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Up to 50% of maternal deaths could be prevented by 7 medical levers 

which focus on family planning, safe abortion and maternal care 

1 For 2010, the total figures by cause were not available. However, total maternal deaths have reduced to 287,000 in 2010. 
2 Medical interventions have been prioritised and chosen on the basis of their link with key causes of death and high impact potential to save lives, and have been validated through 

literature 

  review and expert opinion. 
3 HIV data is estimated. Various sources state the total burden to be 3-17%. The 7% estimate is based on Spectrum  modelling data. 
4 Examples of treatment include uterotonics, uterine massage, balloon tamponade, uterine compression sutures, hysterectomy. 

SOURCE: Source 

Text 

2 
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Family spacing with LARCs 

PP – IUD program with Cu T380/ Implants  
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UP T0 2013 
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Gradual reduction observed 

Green bar is the target 
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Maternal mortality ratio, 1990, 2000 and 2013 

(Maternal deaths per 100,000 live births, women aged 

15–49) 
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> 4 Antenatal Visits 
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"Millennium 
Development Goals 
after 2015 – the aim 
will continue under 

SDG 3" 

Degree of 
achievement of the 

Millennium 
Development Goals 

ten years later. 

  

Where did we go wrong ??? 
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First: The failure of the developed countries to 
abide by their promise i.e.at least 0.7 of its 
budget to development cooperation.  

 

With the exception of four Nordic countries, others 
looked the other way, hiding behind the issue of 
economic crisis.  

 

It may not have been their intention to provide such 
% of their budget. They cut the donation; it 
happened even in the years before the crisis.  

REASON FOR FAILURE - 1 
Donor not fulfilling their promises 
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ODA – Overseas Development Assistance 
LDC  - Least developed countries 
GNI – Gross National Income 
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Of the so-called G-8 countries, the United Kingdom gave 
the highest level of aid at 0.51% and Italy the lowest at 
0.15%.  

 

 

 

 

 

 

 

The US is far behind at 0.20%, although given the size of 
its economy, it supplies the highest volume of development 
assistance. 

 

  

G8 countries also failed to meet a promise to double aid 
to Africa by 2010, made at a summit in Gleneagles, in 
Scotland, five years ago.  

They maintain that it is due to the global financial crisis.  

One reason for failure is that, although the amount of 

development  

assistance had increased over the past decade, the richest 

states 

 failed to meet their commitment to donate 0.7% of gross 

national  

income.  
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Non tested policies were implemented in the 
developing and the least developed countries.  

 

Up to 99.3% of their own budget was spent on public 
policy actions - continued focus on deficits in 
governance (+ corruption and malpractices).  

 

Inadequate monitoring of social policies.  

Heads of States blame rich countries for not fulfilling 
their commitment but looking the other way when 
faced with problems. 

 

More interested in self and being elected the next 
time. 

REASON FOR FAILURE - II 
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The UN has proved to be ineffective in addressing 
the objectives. 

It needs to reform based on international public 
opinion in order to be an operational organization and 
guarantor of global progress.  

 

The UN structure has outlived its intended 
purpose.  

Astronomical salaries of it’s experts  

 

An international workforce without promoting nationals 
in each country. Must reduce the budget - absolute 
cooperate structure should diminish  

 

Spends too much money to cover the cost of 
personnel and logistics. 

REASON FOR FAILURE III 
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Estimated couples with subfertility – 80 million 
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Estimated Cervical Cancer Mortality – Rates/ 100,000 

HPV Vaccination  

Better screening 

Early diagnosis and better treatment 


