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very minute a woman dies in pregnancy or

childbirth, over 500,000 every year. And

every year over one million newborns die

within their first 24 hours of life for lack
of quality care. Maternal mortality is the largest
health inequity in the world, with 99 per cent of
deaths occurring in developing countries—half of
them in Africa. A woman in Niger facesa lin 7
risk of dying during her lifetime from pregnancy-
related causes, while a woman in Sweden has a
risk of 1 in 17,400, a greater than one thousand-
fold difference. No other health indicator illus-
trates as starkly the global disparities in human
development.

Though maternal mortality and morbidity con-
tinue to be a major health problem in many parts of
the world, notable progress has been achieved in over
100 countries. Unfortunately, this progress has been
slow and unequal. During the 15-year period be-
tween 1990 and 2005, Asia experienced a 20 per
cent reduction in maternal mortality ratio (MMR).
During the same time period, MMR in sub-Saharan
Africa decreased a mere two per cent.

Fortunately, the vast majority of maternal and
newborn deaths can be prevented with proven in-
terventions to ensure that every pregnancy is wanted
and every birth is safe. Progress in many countries
has led to a growing consensus in the maternal health
field that reducing maternal and newborn mortality
and morbidity can be achieved by ensuring:

1) Accessto family planning

2) A skilled health professional present at ev-
ery delivery

3) Access to emergency obstetric and newborn
care (EmONC), when needed

Mobilizing communities and governments to
understand a woman’s right to these resources com-
bined with efforts to eliminate financial, geographic
and sociocultural barriers will allow universal ac-

cess to reproductive health and lead to a dramatic
reduction in the number of maternal deaths.

On September 25th 2008, as world leaders
gathered for the High-Level Event on the Millen-
nium Development Goals (MDGs), the heads of the
World Health Organization (WHO), the United Na-
tions Population Fund (UNFPA),the United Nations
Children Fund (UNICEF) and the Vice-President of
Human Development of the World Bank issued a
Joint Statement on Maternal and Newborn Health —
Accelerating Efforts to Save the Lives of Women
and Newborns (see Annex 2). The leaders jointly
pledged to intensify their support to countries to
achieve Millennium Development Goal 5, To Improve
Maternal Health, and the MDG showing the least
progress:

During the next five years, we will enhance
support to the countries with the highest mater-
nal mortality. We will support countries in
strengthening their health systems to achieve the
two MDG 5 targets of reducing the maternal mor-
tality ratio by 75 per cent and achieving univer-
sal access to reproductive health by 2015. Our
joint efforts will also contribute to achieving
MDG 4 To Reduce Child Mortality.

We will work with governments and civil so-
ciety to strengthen national capacity to:

Conduct needs assessments and ensure that
health plans are MDG-driven and perfor-
mance-based

Cost national plans and rapidly mobilize re-
quired resources

Scale-up quality health services to ensure
universal access to reproductive health, es-
pecially for family planning, skilled atten-
dance at delivery and emergency obstetric
and newborn care, ensuring linkages with
HIV prevention and treatment



Address the urgent need for skilled health
workers, particularly midwives

Address financial barriers to access, espe-
cially for the poorest

Tackle the root causes of maternal mortality
and morbidity, including gender inequality,
low access to education—especially for girls—
child marriage and adolescent pregnancy

Strengthen monitoring and evaluation systems

In the countdown to 2015, we call on Mem-
ber States to accelerate efforts for achieving re-
productive, maternal and newborn health. To-
gether we can achieve Millennium Development
Goals 4 and 5.

As part of this effort, UNFPA, through the Ma-
ternal Health Thematic Fund (MHTF), aims to boost
progress towards reducing maternal mortality and
morbidity by supporting countries in working with
civil society, the United Nations and other key part-
ners to implement and scale up effective maternal
and newborn health interventions as part of perfor-
mance-driven national health plans and systems.

UNFPA aims to raise $500 million over four
years for the MHTF, which will help save women’s
lives and prevent maternal morbidity such as ob-
stetric fistula, one of the most devastating compli-
cations of childbirth. While this amount represents
less than 2 per cent of the $7-8 billion needed an-
nually to improve maternal and newborn health,
it is a significant effort intended to be catalytic in
leveraging resources for maternal and newborn
health services.

One of the fundamental principles underpinning
the work will be country-owned and country-driven
development and support to the one national health
plan. The specific outputs and activities supported
by the MHTF in each country will be identified by
the government through a consultative process with
key partners and stakeholders and in close coordi-
nation with UNFPA’s Global Programme on Repro-
ductive Health Commodity Security and the Cam-
paign to End Fistula.

In collaboration with government and key part-
ners the MHTF will support:

1.  Anenhanced political and social environment
for Maternal and Newborn Health (MNH) and
Sexual and Reproductive Health (SRH)

2. Up-to-date needs assessments for the SRH
package with a particular focus on family plan-
ning, human resources for MNH, and EmONC

3. National health plans focus on SRH, especially
family planning and EmONC with strong RH/
HIV linkages to achieve the health MDGs

4. National responses to the human resource crisis
in MNH, with a focus on planning and scaling up
of midwifery and other mid-level providers

5. National equity-driven scale-up of family plan-
ning and EmONC services and maternal and
newborn health commodity security

6. Monitoring and results-based management of
national MNH efforts

7. Leveraging of additional resources for MDG5
from government and donors

A detailed results framework is presented, an-
chored to MDGS5 targets and indicators and to
UNFPA’s Strategic Plan 2008-2011. This includes
the key outputs of UNFPA’s Midwifery Programme,
now a central component of the MHTF.

The MHTF Results Framework is linked to two
other key UNFPA programmes and their respective
results frameworks:

The Global Programme on Reproductive Health
Commodity Security, UNFPA, 2008

The Campaign to End Fistula, Global
Programme Proposal; Making Motherhood
Safer by Addressing Obstetric Fistula 2006-
2010, UNFPA, 2006

UNFPA is currently examining how best to in-
tegrate the work of its three health thematic funds—
Maternal Health, Fistula, and the Global Programme
on Reproductive Health Commaodity Security. The
results framework for the MHTF is closely linked to
those of the other two thematic funds. While main-
taining the focus on specific results, it is envisaged
that the thematic funds will move towards a joint
country application, annual work-planning and re-
porting process in 2009.

Resources required for the MHTF are esti-
mated at $25M, $72M, $138M and $269M each year
from 2008 to 2011 respectively, for a total of $504M
over the period. At the time of this writing in early
2009, the MHTF was in the process of supporting
11 countries, and had raised a total of $25M includ-



ing the resources for the Midwifery Programme.

A management structure and processes for the
MHTF are presented, based on UNFPA thematic
fund guidelines and closely coordinated with the other
thematic funds, all housed within its Technical Divi-
sion. A Maternal Health Inter-Divisional Working
Group ensures strong representation from regional
offices and other key units and meets regularly via
teleconferencing.

The country-specific UNFPA outputs, activities
and indicators will be prepared with the ministries of
health (MoH) in close consultation with WHO,
UNICEF, the World Bank and other key partners.

At the global level, the work of UNFPA, in-
cluding the work supported by its thematic funds,
will be closely coordinated with WHO, UNICEF and
the World Bank through the UN-MNH Joint Sup-
port to Countries.

A consolidated annual report will be prepared
with overall and country-specific results. This will
also include financial reporting on income and on
the use of resources.

Based on a solid review of the scientific evi-
dence and the results of programmes in countries
which have tackled maternal mortality, we believe
that much progress can be accomplished between
now and 2015, with a community outreach and
health systems approach of scaling-up family
planning, skilled attendance at delivery and emer-
gency obstetric care, so that every pregnancy is
wanted and every birth is safe. We could then
envisage, in a not too distant future, a world where
maternal mortality has been eliminated as a pub-
lic health problem and where the burden of suf-
fering from maternal morbidity has been reduced
considerably.
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ogether as a global community, we have
committed ourselves to achieve the fifth
Millennium Development Goal (MDG)-To
Improve Maternal Health—-and to reduce
the maternal mortality ratio (MMR) by three quar-
ters by 2015 from a 1990 baseline. This goal was
further strengthened in 2007 by the addition of a new
target: Achieve, by 2015, universal access to re-
productive health, enshrining in the Millennium De-
velopment Goal framework what had been agreed
to by Member States at the International Confer-
ence on Population and Development (Box 1).
Making rapid progress towards this goal over
the coming years will enable us to envision a world
where maternal mortality has been eliminated as
a public health problem and where women will
enjoy their reproductive rights. As seen with so
many public health successes, rapid progress can
only be achieved when the global community unites
under one common vision and strategy. Such a vi-
sion was recently announced by the Secretary-
General for the elimination of malaria mortality.
The same can be done for maternal health. The
time is now to muster all of the world’s creative
energies to address maternal mortality, the great-
est health inequity in the world.

We have an in-depth understanding of the prob-
lem and its causes. Progress has been made in well
over 100 countries by strengthening national health
systems to ensure near universal access to highly
cost-effective maternal health interventions. With
strong political commitment and improved manage-
ment of health systems, similar progress can be made
in even the world’s poorest countries.

There is now unprecedented international com-
mitment to make maternal health a global priority.
The recent Women Deliver and Countdown to 2015
conferences reaffirmed this international mandate,
as well as the need for rapid progress to reach the
MDGS targets. On 22 July 2008, the heads of WHO,
UNICEF, UNFPA and the Vice President of Hu-
man Development of the World Bank pledged to
accelerate joint support to all high maternal mortal-
ity countries. On 25 September they followed up on
this pledge and issued a Joint Statement on Mater-

Targets and Indicators

Reduce maternal mortality ratio by three quar-

ters, between 1990 and 2015

®* Maternal mortality ratio

®* Proportion of births attended by skilled
health personnel

New Target: Achieve, by 2015, universal access

to reproductive health

®* Adolescent birth rate

®* Antenatal care coverage (at least one visit
and at least four visits)

® Unmet need for family planning

®* Contraceptive prevalence rate

11 United Nations. Report of the Secretary-General on the
work of the Organization. General Assembly. Official
Records. Sixty-second Session. Suppl No. 1 (A/62/1).
October 2007.



nal and Newborn Health during a high level MDG
event (see Annex 2). This United Nations joint
programme will provide enhanced support to 25
countries before the end of 2009 and all 60 high
maternal mortality countries within five years.

MDG5 may well be the most challenging Millennium
Development Goal to achieve. The link between
progress towards MDG5, newborn survival and child
health (MDG4), and poverty reduction (MDG1) is
inextricable. Improving maternal health is an ur-
gent mandate that requires focused attention and
support to save the lives of women, newborns and
children.

In line with the UNFPA mission (Box 2) and
Strategic Plan (2008-2011), the Executive Director
announced the creation of a Maternal Health The-
matic Fund (MHTF) at the Executive Board in Sep-
tember 2007 as part of a much needed global move-
ment. The MHTF, focusing on 60 high maternal
mortality countries, will complement UNFPA’s core
resources which are used to cover 140 programme
countries and its entire mandate (population and de-
velopment, gender and the whole of reproductive
health).

Designed as a pro-poor, performance-
based and MDG-driven mechanism, the MHTF
will provide more focused capacity develop-
ment, technical assistance, financial resources
and life-saving equipment, supplies and drugs
to those countries in greatest need, and thus
further contribute to achieving national results.

Such funding, in support of national health plans
and integrated within UNFPA’s country programmes
rather than as a separate funding mechanism, may
circumvent the need for a multitude of parallel
projects, and therefore reduce transaction costs for
all concerned: donors, UNFPA, and most importantly,
countries.

UNFPA foresees raising $500 million over the
four-year period from 2008 to 2011 for the MHTF.
While this is not an insignificant sum, it represents
only two per cent of the funding required to achieve
MDG5. WHO estimates that at least $6 billion a year
will be needed to improve maternal health with an
added $1.5 billion annually to meet the unmet need
for family planning. Therefore, the MHTF is in-
tended to be catalytic in leveraging major MDG5

UNFPA, the United Nations Population Fund, is an
international development agency that promotes the
right of every woman, man and child to enjoy a life of
health and equal opportunity. UNFPA supports coun-
tries in using population data for policies and
programmes to reduce poverty and to ensure that
every pregnancy is wanted, every birth is safe, every
young person is free of HIV/AIDS, and every girl and
woman is treated with dignity and respect.

resources by strengthening the capacity of national
health systems to achieve results towards reducing
maternal mortality and morbidity. MDG5 will only
be achieved with both a major effort by high mater-
nal mortality countries, including the allocation of 15
per cent of their national budget to health, and a sig-
nificant increase in donor funding for maternal and
newborn health and health system strengthening. As
maternal health is a litmus test for the functioning of
a health system, maternal health programmes should
be a priority entry point for health system strength-
ening in the context of primary health care for ev-
ery district and every community.

Maternal mortality represents the greatest health
inequity in the world. No other health indicator as
starkly illustrates global disparities in human devel-
opment. Each year more than 500,000 women die
during pregnancy or childbirth—one every minute.
Nearly all of these deaths occur in developing coun-
tries with a greater than one thousand-fold differ-
ence in lifetime risk between parts of Africa and
more industrialized countries. A woman in Niger
has a 1 in 7 risk of dying from maternal causes as
comparedtoa lin 17,400 risk for a woman in Swe-
den. Half of the maternal deaths that occur each
year are in Africa—a continent which represents 11
per cent of the world’s population.? It is no won-
der that maternal and newborn mortality have re-
mained so high when the time around delivery is such

21 Maternal Mortality in 2005: Estimates developed by WHO,
UNICEF, UNFPA and The World Bank. October 2007.
Geneva. WHO.



Box 3. Risk oF MorTALITY AND COVERAGE
The highest risk of mortality for mothers and babies

occurs when coverage of health interventions is lowest

~]
T

Mortality risk
for children

(4]
T

Martality risk
forimothers

N
T

Coverage in percentage for 51 priority countries™

* Most recent available data where data exists

*** Exclusive breastfeeding first six months

" Antenatal  Birthin  Postnatal  Breast-  DPT3
Care facility care*™  feeding™* vaccination
Time span i

** Postnatal care within 2 days, only measured for home births in most data sources

Source: The Global Campaign for the Health Millennium Development Goals. First year report 2008,
Published by the Office of the Prime Minister of Norway, Oslo, September 2008.

High risk

The graph shows estimates of care
coverage for the 51 most indebted
countries along a continuum from
pregnancy through to birth and the
care of the child through newborn
care, breastfeeding and immunisation.
Superimposed is an illustrative dia-
gram of the risk of mortality for
mothers and children loosely based
on Demographic and Health surveys
and selected studies. The diagram
shows that health care is accessed
least where the risks are highest for
women and their babies—at the time
of birth.

Low risk

arisky period for both mother and newborn and when
coverage of health interventions has remained so low
(Box 3).

Though maternal mortality and morbidity con-
tinue to be a major health problem in many parts of
the world, notable progress has been achieved in over
100 countries. Unfortunately, this progress has been
slow and unequal. During the 15-year period be-
tween 1990 and 2005, Asia experienced a 20 per
cent reduction in MMR. During the same time pe-
riod MMR in sub-Saharan Africa decreased a mere
two per cent.!

Poor women often lack access to the life sav-
ing interventions provided by skilled health person-
nel (emergency obstetric and newborn care). Fig-
ure 1 shows the tremendous difference in the pro-
portion of births attended by skilled personnel among
the poorest and richest wealth quintiles in six devel-
oping countries. In countries such as Ethiopia,

Bangladesh and Mauritania the proportion of women
giving birth with a skilled attendant in the highest
wealth quintiles is between 7 and 25 times greater
compared to those in the poorest wealth quintiles.™

As can be seen in Figure 2, women in the poor-
est quintile may have more than double the risk of
maternal death when compared to the wealthiest
quintile.®

For each woman who dies during pregnancy
or delivery, there are many more who suffer com-
plications resulting in disability. An estimated two
million women and girls around the world are living
with obstetric fistula, a devastating, and potentially
lifelong injury, caused by prolonged, obstructed
labour.[ When mothers die or face serious illness,
their children suffer; over one million newborns and
children die each year because of poor maternal and
neonatal health services.[

[l Maternal Mortality in 2005: Estimates developed by WHO, UNICEF, UNFPA and the World Bank. October 2007. Geneva.

WHO.

21 Round Il Country Reports on Health, Nutrition, and Population Conditions Among the Poor and the Better-Off in 56

Countries. 2004. Washington, D.C. the World Bank.

51 Measuring Maternal Mortality. Challenges, Solutions, and Next Steps. Impact. Population Reference Bureau. February 2007.
http://www.prb.org/pdf07/MeasuringMaternalMortality.pdf. Accessed 4 June 2008.

81 Murray C and Lopez A (1998). Health Dimensions of Sex and Reproduction. Geneva. WHO.

1 State of the World’s Children 2008: Child Survival. December 2007. UNICEF.



FiGURE 1. BIRTHS ATTENDED BY SKILLED PERSONNEL* AMONG THE POOREST AND RICHEST WOMEN
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FiGURE 2. MATERNAL DEATHS BY
SELEcTED WEALTH QUINTILES

Maternal deaths per 100,000 live births
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FEW CAUSES ACCOUNT FOR THE MAJORITY OF
MATERNAL MORTALITY

Figure 3 shows that a small number of direct causes
account for around 80 percent of maternal
deaths.®l Fortunately, we have cost-effective
and proven interventions for each of these causes.

Other contributing causes of maternal mor-
tality include malnutrition, HIV, malaria and vio-
lence against women. All of these factors are
linked to larger health determinants including gen-
der inequality, poverty and low education level,
and when combined can have catastrophic re-
sults. Cultural norms and religious beliefs may
also interact with socio-economic status and gen-
der to restrict a woman’s access and right to the
full continuum of reproductive and sexual health
services including maternal health services, as dis-
cussed below.

81 The World Health Report 2005: Make every mother and
child count. 2005. Geneva. World Health Organization.
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the lowest socio-economic quintiles and
rural populations having the least ac-
cess. Other marginalized groups, such
as adolescents, minorities and indig-
enous groups, face similar barriers to
access. Gender inequality further con-
tributes to poor maternal health on vari-
ous levels from the prioritization of
women’s health by governments in
their health plans and budgets to gen-
der norms within villages and commu-
nities. Women, and particularly poor
women, are often unable to access care
because they lack the decision-making
power, the financial resources, and the
empowerment to obtain a full range of
reproductive health services and infor-
mation, including family planning,
skilled attendance at birth and emer-
gency obstetric care.

Cultural norms and practices may
severely restrict or enhance maternal

15%

MATERNAL MORBIDITY: OFTEN SEVERE,
LONG-LASTING WITH HIGH BURDEN OF SUFFERING

Maternal morbidity affects millions of women each
year often with severe and long-lasting physical and
mental suffering. In 2003, UNFPA and partners
launched a global Campaign to End Fistula with the
goal of making obstetric fistula as rare in developing
countries as it is in the industrialized world. The
reader is referred to the website of this highly suc-
cessful campaign.[®

Complications of unsafe abortion leave
women with long-lasting problems such as infer-
tility. Perinatal depression is another severe, and
often neglected, pregnancy related condition re-
sponsible for high numbers of suicides and dis-
ability in many countries.(!%

GENDER AND SOCIO-CULTURAL
NORMS AND PRACTICES

Maternal mortality and morbidity are, at their core,
a consequence of gender inequality and health ineg-
uity. Data from national surveys reveal that access
to maternal health services is highly inequitable, with

1 www.endfistula.org
101 UNFPA Emerging Issues: Mental, Sexual and Reproduc-
tive Health. 2008. UNFPA.
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health. The perceptions of health and
risks during pregnancy, birth and the postpartum/
newborn period strongly influence both health-seek-
ing behaviour and appreciation of the quality of the
available services. For adolescents in particular, high
levels of maternal mortality and morbidity stem from
gender norms that force them into child marriage
and to drop out of school, and deprive them of basic
knowledge and decision-making about reproductive
health, as discussed further below. Meeting the chal-
lenge of MDG5 will rely heavily on efforts to re-
duce health and gender disparities and improve ac-
cess to primary and secondary education for girls.

ADOLESCENTS

Pregnancy and childbirth-related deaths are the num-
ber one killers of 15-19 year old girls worldwide.
Each year, nearly 70,000 die. At least two million
more are left with chronic illness or disabilities that
may bring them life-long suffering, shame and aban-
donment. Pregnancy rates among adolescents are
high in many countries, particularly among the poor
(see Figure 4). In 2004 in Niger, for example, 72
per cent of adolescents in the poorest quintile had
given birth by age 18, compared to 39 per cent in
the richest quintile. High fertility rates among ado-
lescents are associated with higher maternal mor-
tality due to complications from pregnancy and de-
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ductive Health: A Multicountry Analysis” International Family Planning Perspectives 30 (3): 112.

livery as well as from unsafe abortions. Adolescent
girls are twice as likely to die during pregnancy or
childbirth as women in their 20s. For those under
15, the risks are five times higher.

In many countries girls are married at a young
age, often against their will, and are expected to have
children soon after to prove their fertility. Globally,
the overwhelming majority of adolescents who be-
come pregnant are married. Married adolescent girls
often lack awareness of their rights and have lim-
ited access to family planning. Unmarried adoles-
cent girls face a different set of challenges. They
are more likely than married girls to suffer unplanned,
financially unsupported and socially unsanctioned
pregnancies. An unmarried adolescent mother may
face the social stigma of single motherhood and lack
the financial means to take care of herself and her
child. Adolescent girls confronted with unplanned
pregnancy are more likely to resort to unsafe abor-
tions than older women.

Both married and unmarried pregnant adoles-
cents are likely to face poverty, ill health and abuse,
and to have frequent pregnancies, engage in unpro-
tected sex carrying HIV risk, lack education and have
few positive life options. Their children are more

likely than those of older mothers to be malnour-
ished and have developmental problems. One mil-
lion babies born to adolescent mothers will not make
it to their first birthday. Several hundred thousand
more will be dead by age five.[*J

HIV/AIDS

Around 2.2 million HIV positive women give birth
every year.[’? In areas of high prevalence, HIV is
the cause of a significant number of maternal deaths.
In a scientifically robust cohort study in rural Rakai
District, Uganda, the MMR was 5.4 times greater
in HIV-positive women as compared to HIV-nega-
tive women.[*3

The HIV/AIDS epidemic is increasingly more
prominent among women; over 60 per cent of people
living with HIV in sub-Saharan Africa are women.
HIV and AIDS have also had a devastating effect
on health systems in many high prevalence coun-
tries by depleting the health workforce. In these
areas, women are less likely to be accompanied by
a skilled attendant at the time of delivery leading to
an increased risk of maternal death or disability.

[T Giving Girls Today and Tomorrow: Breaking the Cycle of Adolescent Pregnancy. UNFPA. 2007

221 WHO, World Health Report, 2005

131 Sewankambo NK et al. Mortality associated with HIV infection in rural Rakai District, Uganda. AIDS, 2000, 14:2391-2400.
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FIGURE 5. NUMBER OF YEARS TO HALVE MATERNAL MORTALITY, SELECTED COUNTRIES
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Fortunately, the vast majority of maternal and new-
born deaths can be prevented with proven, highly
cost-effective interventions to ensure that every preg-
nancy is wanted and that every birth is safe. First,
we must tackle the root causes of maternal mortal-
ity, including gender inequality, low access to edu-
cation—especially for girls—child marriage and ado-
lescent pregnancy. Many countries with limited re-
sources have been able to reduce maternal mortal-
ity by half in less than 10 years (see Figure 5).
Progress in these countries has led to a growing
consensus in the global health community on three
sets of interventions most effective in reducing ma-
ternal mortality and morbidity:

1) universal access to family planning

2) a skilled health professional present at ev-
ery delivery

3) access to emergency obstetric and newborn
care, when needed

Working towards the elimination of financial, geo-
graphic and sociocultural barriers will allow universal
access to these interventions. Community mobilization
and communication for social change will empower
individuals to demand services and enhance political
support. In successful countries, this increased demand
together with universal access has resulted in high uti-
lization and thus rapid declines in maternal mortality.

World leaders reaffirmed their commitment to achiev-
ing universal access to reproductive health at the World
Summit in 2005. Despite these renewed pledges, an
estimated 137 million women around the world still had
an unmet need for contraception in 2008.4 In sub-
Saharan Africa, the proportion of married women us-
ing modern family planning—the contraceptive preva-
lence rate—remains under 20 per cent while unmet need
stands at 27 per cent.’s1 Despite declines in global
fertility, lack of access to resources and information
about family planning, particularly among adolescents,
has contributed to total fertility rates of more than 5
children per woman in over 30 countries is sub-Sa-
haran Africa. In Gambia, 1 in 5 adolescent girls (aged
15-19) becomes pregnant compared to 1 in 140 ado-
lescent girls in Sweden.l*®! Meeting the need for fam-
ily planning could reduce maternal mortality by at least
33 per cent.l]

The recent adoption of a new MDG5 target—
to achieve universal access to reproductive health—
recognizes the importance of family planning in improv-
ing maternal health as part of the greater sexual and
reproductive health continuum. Empowering women
with the resources they need to exercise their right to
plan the number of children they have will signifi-
cantly reduce the number of unintended pregnan-
cies and unsafe abortions. Meeting the unmet need
for family planning will thus have a profound impact
on awoman’s risk of dying from pregnancy-related
complications over the course of her lifetime.

141 Guttmacher Institute, UNFPA. Contraception: An Investment in Lives, Health and Development. November 2008.

151 UNFPA - UN Population Division 2008.

[161 Maternal Mortality in 2005: Estimates developed by WHO, UNICEF, UNFPA and The World Bank. October 2007. Geneva. WHO.

171 UNFPA 2007.



It will be important to insure a judicious mix of
family planning policies, advocacy and communica-
tion, client education and quality service delivery to
ensure optimal impact with available resources.

To help meet the unmet need for family plan-
ning, particularly in isolated rural areas, many coun-
tries have enlisted community health workers to pro-
vide basic primary care including family planning
education and services at the community level. For
example, the Government of Ethiopia has decided
to accelerate its successful community health worker
program to cover the entire country by 2009. The
Health Extension Program is working towards uni-
versal access to primary care through the training
and deployment of over 30,000 health extension
workers to deliver services at the community level.
For the first time in Ethiopia’s history, every com-
munity should have access to family planning infor-
mation, education and services.

Prevention of death and disability during labour and
delivery is greatly increased by the presence of a
skilled health professional. Life threatening compli-
cations occur in around 15 per cent of deliveries and
cannot be predicted. In regions with high maternal
mortality and morbidity, such as sub-Saharan Africa
and Asia, the proportion of births attended to by a skilled
professional are as low as 47 and 61 per cent, respec-
tively. In the least developed nations in Eastern Af-
rica, only 34 per cent of women give birth with the help
of a skilled attendant.[*® These proportions fall signifi-
cantly short of the ICPD+5 target of 85 per cent by
2010, and are thought to be overestimates due to
methodological problems in determining the skill level
of birth attendants as well as their lack of supplies
and/or an enabling environment.9

Countries face serious challenges in ensuring
skilled attendance at birth due to major global short-
ages in the health workforce and in particular, mid-
wives. Midwives have an essential role in providing
normal pregnancy, delivery and post-partum care;
in managing complications and providing basic emer-
gency obstetric and newborn care; and in referring
women, when needed, for comprehensive emergency
obstetric newborn care (EmONC).

These human resource challenges are com-
pounded by poor training, unequal geographic distri-
bution and decreasing retention of health profession-
als. The Global Health Workforce Alliance estimates

the deficit of trained health providers to be over four
million in 57 countries.® In Afghanistan, a country
with one of the highest MMR, there were less than
500 midwives in the entire country in 2002.2Y In many
countries shortages are increasing due to “brain drain”
caused by skilled health-care providers leaving their
countries to seek more advantageous opportunities
elsewhere. Health workforce shortages have also been
exacerbated by the death and illness of many pro-
fessionals due to AIDS.

In 2007, WHO developed global recommenda-
tions for task-shifting to create more effective health
systems through the redistribution of tasks among
health-workers. By allocating tasks to health pro-
fessionals with less training and fewer qualifications
through standardized protocols, facilities can more
optimally use existing human resources to improve
service delivery.?? If health providers work in teams
and are effectively supervised, task-shifting can help
to relieve overburdened health systems and rapidly
improve coverage. To this end, great emphasis has been
placed on the need to scale up the training and deploy-
ment of non-physician providers, such as midwives and
surgical technicians. Several countries have developed
national human resource strategies to increase the num-
ber of mid-level providers and improve their retention,
particularly in more isolated, rural areas. These pro-
viders are essential to increasing coverage of family
planning services and EmONC, through direct pro-
vision or through referral systems, as is the case
with comprehensive EmONC.231 24 [25]

Given the importance of the issue of skilled health
professionals for maternal health and in particular mid-
wives, UNFPA has developed the Midwives Pro-
gramme (See Box on Midwives Programme next page).

(181 Proportion of births attended by a skilled attendant- 2008
updates. WHO Factsheet. Department of Reproductive
Health and Research.

(191 |bid.

(201 The World Health Report 2006- Working together for
health. 2006. Geneva, World Health Organization.

(211 Ronsman C, Graham WJ. Maternal mortality: who, when,
where, and why. Lancet 2007;368:1189-200.

(221 Task Shifting: Global Recommendations and Guidelines.
World Health Organization 2007.

(231 Freedman et al. Practical lessons from global safe moth-
erhood initiatives: time for a new focus on implementa-
tion. Lancet 2007; 370: 1383-1391.

(241 Global Health Workforce Alliance Forum, Kampala, 2008.
www.ghwa.org.

(251 Global Health Workforce Alliance and Health Systems for
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Jointly implemented by UNFPA and the International Confederation of Midwives (ICM), the Midwives
Programme was officially launched in April 2008 with the slogan “The world needs midwives now more than
ever to save the lives of mothers and babies”. It was conceived as UNFPA’s response to the growing need for
human resources for health in many countries. UNFPA chose to focus on midwives as they are a key
component to reducing maternal and newborn deaths and are in critical demand in most high maternal
mortality countries.

The Midwives Programme calls for a global effort to promote the work and role of midwives and others with
midwifery skills in order to accelerate progress towards MDG5. The Programme is aligned with the ICPD
agenda and the international call for investing in sexual and reproductive health and rights. The aim is to
develop national capacity in high maternal mortality countries, ensuring skilled attendance at all births.
Increasing the number and capacity of midwives will also contribute to the other health MDGs: reducing
neonatal mortality (MDG4), promoting gender equality and empowering women (MDG3) and combating HIV/
AIDS, malaria and other diseases (MDGS6).

With initial funding received from Sida in 2008, support was provided to an initial group of 11 high priority
countries through the posting of national midwife advisors in each country who are supervised by regional
midwife advisers. An international UNFPA Programme Coordinator and an international ICM Midwife Adviser
were also brought on board to coordinate the global efforts of the two partners—UNFPA and ICM. The
countries involved in this first wave are in Francophone Africa (Benin, Burkina Faso, Burundi, C6éte d’lvoire,
Madagascar), in Anglophone Africa (Ethiopia, Ghana, Uganda, Zambia) and in the Arab region (Djibouti and
Sudan). UNFPA country offices in Haiti and Cambodia have also initiated midwifery activities.

The Midwives Programme aims at building a critical mass of midwife advisers in all regions who will lead
country level efforts in capacity building on four focus areas: strengthening regulatory mechanisms; devel-
oping/strengthening education and accreditation mechanisms; promoting the development of midwifery
associations and promotion of midwives as a key health workforce for the achievement of MDGs 4 and 5.
These advisers will also have the necessary capacity to participate in policy level discussions and deci-
sions concerning maternal and reproductive health. Working in full coordination with the ministries of health
and national training institutions, the advisers will receive technical support from international and regional
midwifery schools or universities, as well as from international training programmes.

The Programme is initially planned for three years and aims at addressing at least 20-25 priority countries
that will also be supported under the Maternal Health Thematic Fund. The two programmes will thus harmo-
nize with aligned financial flows, monitoring frameworks and reporting procedures. This will create syner-
gies with the three key pillars of safe motherhood (family planning, skilled attendance at birth and emer-
gency obstetric care) and ensure a concerted response in addressing maternal mortality and morbidity and
neonatal survival.

Basic and comprehensive EmMONC represent a set
of interventions that address each of the direct
causes of maternal death. The term has been broad-
ened recently to include life-saving newborn care
such as newborn resuscitation (Figure 6).

Access to basic and comprehensive EmONC
greatly increases a woman’s chance of survival dur-
ing childbirth. Lack of access to simple interven-
tions such as oxytocics to prevent or treat
haemorrhage or antibiotics to treat infection often

leads to death or severe disability. Many countries
lack the health infrastructure to provide emergency
care to women, particularly poorer women and
women living in isolated, rural areas.

Even in areas where adequate basic and com-
prehensive EmMONC facilities exist, significant bar-
riers prevent women from reaching facilities or re-
ceiving care upon arrival. The three major delays in
obtaining EmMONC are a delay in 1) deciding to seek
care 2) identifying and reaching a medical facility
and 3) receiving adequate and appropriate treatment.
Many factors influence the delays at each stage in
a woman’s path to obtaining EmONC (Figure 7).



FiGURE 6. EMERGENCY OBSTETRIC AND NEWBORN CARE

In Primary Health Care Facility

Basic EmMONC

* Antibiotics IV

e Oxytocics IV

* Anticonvulsivant

* Manual removal of placenta

* Post abortion care (MVA)

* Assisted vaginal delivery (vacuum extraction)
* Newborn care

Women often fail to recognize labour complications;
they may not have the means for timely transporta-
tion to facilities or the money to afford quality care
once they have arrived; and the cost of EmONC
can be catastrophic for households.[? Preventing
delays in obtaining EmMONC can only occur when
solid health infrastructure is combined with outreach
and education as part of a functioning national health
system.

There is now universal agreement that coun-
tries should move as rapidly as possible to ensure
that every woman has access to a quality, facility-
based delivery:

“The advantages of facility-based deliver-
ies—both from a technical perspective and
from systematic analysis of mothers’ expe-
riences—are many. They enable teamwork,
so that midwives can attend far more births
than if would be possible in home deliver-
ies. They also enable non-professionals, such
as assistants and auxiliaries, to help, mak-
ing care more cost-effective. This allows a
single midwife to attend up to 220 deliveries
per year, compared with less than 100 for a
single-handed midwife visiting mothers at
home. In addition, the mixture of profession-
als in a facility means that life-saving emer-
gency care can be given quickly. Skilled care

[26]

In District Hospital

Comprehensive EmMONC

All Basic EmMONC +

e Surgery (caesarean section)

* Blood transfustion

* Care to sick and low birth weight
newborns

at facilities also ensures safety, cleanliness
and the availability of supplies. Other work
can be performed, and referrals are easier,
as is emergency transport.”

— Margaret Chan,
Director General, WHQR"

UNFPA’s Campaign to End Fistula is intended
to address the devastating childbearing injury caused
by prolonged obstructed labour (See box on the Cam-
paign to End Fistula next page).

FiGURE 7. THE “THREE DELAYS" FRAMEWORK
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Source: UNFPA Website: http://www.unfpa.org/
mothers/obstetric.htm
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Obstetric fistula is a devastating childbearing injury caused by prolonged, obstructed labour that is unre-
lieved by medical intervention. Women with fistula constantly leak urine and/or faeces and suffer life shatter-
ing consequences—the baby usually dies and the smell associated with fistula combined with misperceptions
about the condition often causes women to be stigmatized within their communities and abandoned by their
husbands. Left untreated, fistula can lead to medical problems such as bladder infections, painful genital
ulcerations, kidney failure and infertility. This physical and emotional suffering is frequently accompanied by
a loss of financial support and inability to work.

It is estimated that at least two million women are currently living with obstetric fistula and 50,000 to 100,000
more are affected each year—almost all in sub-Saharan Africa and parts of Asia and the Arab World.*2 The
chronic incidence of obstetric fistula in low-resource settings highlights the enormous disparities in mater-
nal health care between the developed and the developing world. The women affected are among the most
marginalized—young, poor, illiterate and rural—and as a result, they have remained invisible and the issue
has been largely neglected.

Fortunately, the means to prevent and treat fistula are well understood. Prevention is the ultimate goal,
through universal access to high quality and accessible maternal health care services, including family
planning, skilled birth attendance and emergency obstetric care, particularly caesarean section. Recon-
structive surgery can mend the injury, and with comprehensive care to address the social consequences,
most women can resume full and productive lives.

As part of its commitment to universal access to reproductive health, UNFPA launched a global Campaign to
End Fistula with partners in 2003 aiming to prevent and treat fistula and to rehabilitate and empower women
after treatment. The Campaign has grown from 12 countries to over 45 countries in Africa, Asia and the Arab
States. The Campaign has helped to spotlight the need to reduce morbidity as well as mortality in order to
improve maternal health. In addition, a focus on fistula has contributed to promoting equitable access to
maternal health care that responds to women’s needs. The target for achieving fistula elimination is 2015, in line
with ICPD and MDG targets.

Significant progress is being made toward this goal, as shown by some of the following results to date:

. Thirty-six countries have now assessed the national need to address fistula
. At least 16 countries have integrated fistula in relevant national health policies and plans
° More than 7,800 women have received fistula treatment 3

The Campaign to End Fistula emphasizes coordination and partnership building. Global efforts to eliminate
fistula are coordinated among partners via the international Obstetric Fistula Working Group (OFWG), for
which UNFPA serves as the Secretariat. Established in 2003, the group is comprised of approximately 25
institutional members including international and regional NGOs, universities, health facilities and United
Nations agencies. While UNFPA and partners provide support, the Campaign emphasizes locally-driven
solutions and South-South collaboration, addressing communities' awareness of fistula and women's ac-
cess to care and building on existing capacities.

The voices of women who have lived with fistula are joining the global call to urgently make maternal health
care accessible and affordable for all. In recognition of the unique perspective fistula survivors lend to the
maternal health dialogue, UNFPA sponsored the first-ever fistula advocate delegation to attend the Women
Deliver Conference in 2007. Following the conference, countries engaged in the Campaign have also begun
efforts to create platforms for women to engage in dialogue at community and national levels for the reduc-
tion of maternal mortality and morbidity.

The Campaign has made remarkable progress, but the needs are great. Ending fistula worldwide will demand
political will, resources and strengthened collaboration between governments, civil society and health professionals.
Support for governments’ efforts to improve maternal health, including the Campaign to End Fistula, can help
bring the world closer to the day when safe and healthy childbirth is a reality for all women, not just the lucky few.

i wall, L. 2006. “Obstetric Vesicovaginal fistula as an international public-health problem.” The Lancet 368 (9542):
1201-12009.

21 Abou Zahr, C (2003). “Global Burden of Maternal Death and Disability,”” British Medical Bulletin 67 (1).

(1 Treatment services supported by UNFPA may have also received support from governments and other partners.



Maternal mortality is increasingly accepted as a lit-
mus test of a functioning health system. Strong na-
tional health systems are necessary for making
progress towards MDG5 and the other health MDGs.
To achieve universal access to the interventions
needed to prevent maternal death, national health
systems must be strengthened to improve overall
functioning, coverage and quality. Investments in
maternal health must be fully integrated into, and in
line with national strategies, plans and budgets as
they relate to health systems and services. Initia-
tives must support country-led processes that bring
together important stakeholders to develop, cost and
implement national plans and strategies for improv-
ing maternal health services within a larger health
systems framework.

WHO has identified six building blocks of the
health system: service delivery; health workforce;
information; medical products, vaccines and tech-
nologies; financing; and leadership and governance
(stewardship).?81 Identifying the problems and
bottlenecks within each building block will help coun-
tries identify and prioritize areas within the health
system that need support to improve maternal sur-
vival. Improving the national health system to de-
liver quality care to all will allow women more regu-
lar access to medical services. More regular in-
teractions with the health system—including pre-
and postnatal visits—will also allow women con-
sistent support for family planning, preventing un-
wanted pregnancies and diminishing the unmet need
for contraception.

Investments in maternal health will also con-
tribute to the building of health systems better able
to respond to all medical needs and emergencies,
not just those faced in pregnancy and childbirth. The
strengthening of health systems at the national, dis-
trict and community levels to expand coverage will
contribute to sustainable improvements in health at
the population level. For example, the sound func-

tioning of a primary health centre will contribute to
the reduction of child mortality from severe disease
(pneumonia, diarrhoea, malaria). The availability of
surgery, anesthesia and a blood bank made avail-
able for maternal health in the district hospital will
contribute to much improved survival rates from
severe injuries or other urgent surgical conditions.

In developing countries, it costs approximately $50
to ensure a safe pregnancy and delivery, protecting
the life of the mother and newborn child. This cor-
responds to about $3 to $4 per capita annually.?! A
recent review of estimates has calculated that in 51
aid-dependent countries, these services will cost
around $2.4 billion in 2009, increasing to $7 billion
by 2015 plus an estimated $1 to $1.5 billion annually
for family planning services.l*

With an increase in the share of government
expenditures for health by developing countries to-
wards the 15 per cent target and increased develop-
ment assistance by OECD countries towards 0.7 per
cent of GNI by 2015, this financial target can be
reached.

A positive momentum is building around MDG5 as
international organizations are joining forces. The
Partnership for Maternal Newborn and Child Health
(PMNCH) has helped to ensure that maternal health
receives a far greater priority in the global health
agenda.

Several major international conferences have
taken place in the last year, bringing together gov-
ernment leaders, ministry of health officials, NGOs
and civil society. The landmark Women Deliver Con-
ference in London in October 2007 convened over
1,800 participants from 109 countries to mark the
20th anniversary of the Safe Motherhood Initiative.
The Statement from the Ministers’ Forum and the

[281 Everybody's Business: Strengthening health systems to improve health outcomes: WHQO's framework for action. World
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call from the participants put forth a renewed com-
mitment to improving maternal health.F1  Six
months later the Countdown to 2015 Conference
brought together important members of the global
health community to track progress on the maternal
and child health MDGs and to commit to a call for
future action.

Following these conferences, United Nations
Secretary General Ban Ki-moon declared in May
2008 that the world’s maternal death rates are “un-
acceptable” and that strengthening national health
systems is key to improving them. The G8, at their
2008 summit in Japan, committed to greater efforts
in support of reproductive, maternal and child health.

The Global Campaign for the Health MDGs,
which started in 2007, has already received signifi-
cant commitments, including Norway’s pledge of $1
billion for maternal, newborn and child health over
the next 10 years and Canada’s contribution to the
UNICEF Catalytic Initiative to save a million lives.
The United Kingdom is also playing a prominent role.
In September 2007, Prime Minister Gordon Brown
convened leaders in London to create an Interna-
tional Health Partnership to support developing coun-
tries in strengthening their national health systems
to achieve the health MDGs. The Prime Minister’s

wife, Sarah Brown, is working closely with the White
Ribbon Alliance on a maternal mortality campaign
calling for $10 billion annually for maternal new-
born and child health, as well as increases in the
number of trained health workers. Recently the
Bill & Melinda Gates Foundation convened a ma-
ternal health task force, with support from
EngenderHealth.

The heads of the eight global agencies work-
ing in health meet regularly to discuss how to fur-
ther strengthen their contribution to progress in glo-
bal health and how to better support countries. This
group, known as the H8, comprises WHO, UNICEF,
UNFPA, the World Bank, UNAIDS, The Global
Fund, the GAVI Alliance and the Bill & Melinda
Gates Foundation. As part of this effort towards
alignment and harmonization, WHO, UNICEF,
UNFPA and the World Bank are increasingly pro-
viding joint support to countries as they work towards
improving maternal and newborn health (Annex 2).

Based on the principles of the Paris Declara-
tion and of national ownership, this work must lead
to coordinated country support to the one MDG-
driven, results-based national health plan, with
predictable, progressively increasing and sustained
financing.

311 http://2007.womendeliver.org/closing/pdf/WD_Ministers_Statement_English_FINAL.pdf
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The MHTF aims to boost support to high maternal
mortality countries to reduce maternal mortality and
morbidity.

#1. Maternal and reproductive health as a
human right and as key to addressing gender
equality

The World Health Organization states in its
constitution, “the enjoyment of the highest attainable
standard of health is one of the fundamental rights
of every human being...” and that every country in
the world recognizes at least one treaty that includes
human rights related to health.

The rights-based approach to public health and
development work is increasingly promoted by in-
ternational health organizations, translating these
fundamental rights into quantitative measures of
access, coverage and ultimately impact: survival and
reduction of morbidity. The right to reproductive
and maternal health underlies the ICPD Programme
of Action and Millennium Development Goal 5, as
expressed in the target universal access to repro-
ductive health.

Working to ensure that every pregnancy is
wanted and that every birth is safe promotes gender
equality, as maternal mortality is the greatest health
inequity in the world.

The work of UNFPA’s MHTF is driven by the
fundamental right to safe pregnancy and childbirth
for every woman, regardless of socio-economic sta-
tus, geographic location, cultural or religious beliefs.
Support to countries will assist in expanding the cov-
erage of family planning and maternal health ser-
vices to increase access for vulnerable and
marginalized populations such as adolescent girls,
women living in rural areas, persons with disabilities

331 http://www.who.int/hhr/en/

and members of ethnic minorities. By focusing on
the countries with the highest maternal mortality and
by combining national capacity building, the provision
of reproductive health and maternal health commodi-
ties as well as catalytic funding, the MHTF is able to
contribute to maternal survival where it is needed most.

The strategies and outputs of the MHTF are
drawn from-and aligh with—-UNFPA’s Strategic Plan
2008-2011 and UNFPA’s Sexual and Reproductive
Health Framework as part of the support for the
provision of a basic package of SRH services, in-
cluding family planning, pregnancy-related services,
skilled attendance at delivery and emergency ob-
stetric care.B4

The MHTF will address high adolescent fertil-
ity, and therefore will contribute to UNFPA’s focus
on young people. Meeting the unmet need for fam-
ily planning will also address high and unwanted fer-
tility which is the root of inter-generational trans-
mission of poverty. Meeting this need will improve
quality of life and contribute to sustainable human
development.

The work of the MHTF is also guided by the
recognition that improvements in maternal health are
heavily dependent on the information, knowledge
and opportunities individuals and couples have to
exercise their rights. When empowered, communi-
ties are not just recipients; they can play an active
role in reducing maternal mortality and morbidity by
advocating for their right to quality health care and
supporting women’s access to services. The MHTF
will support efforts to raise awareness and commu-
nity mobilization around the importance of maternal
health and family planning as part of the national
agenda and the need for strong national governance
and leadership to make women'’s health a priority in
every country.

#2. Country-owned and country-driven devel-
opment

The work of the MHTF will promote national
ownership and capacity building in line with the prin-
ciples of the Paris Declaration on Aid Effectiveness.
The improvement of maternal health is viewed within
the broader spectrum of sexual and reproductive
health and as part of the one national health plan

341 Making Reproductive Rights and Sexual and Reproductive Health a Reality for All. Reproductive Rights and Sexual and
Reproductive Health Framework. United Nations Population Fund. May 2008.
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and health systems strengthening. The MHTF will
work with governments and key partners to
strengthen MDG-driven national health systems to
ensure universal access to the three recognized pil-
lars for improving maternal health:

e Family planning

* Skilled care in pregnancy and childbirth, includ-
ing quality facility deliveries

* Emergency Obstetric and Newborn Care

The MHTF will provide strategic capacity build-
ing and resources to address priorities identified at
the country level by ministries of health in collabo-
ration with key partners. This work will be guided
by the WHO Health System Framework and its six
building blocks (Figure 8).E

In response to requests from countries for more
streamlined funding processes and reporting, UNFPA
is working to closely coordinate the activities of the
three health thematic funds - Maternal Health, Fis-
tula, and Reproductive Health Commodity Security.
The results framework for the MHTF is closely
linked to the other Thematic Funds, as well as to the
UNFPA’s Midwives Programme. While maintain-
ing the focus on specific results, it is envisaged that
the thematic funds will move towards a joint coun-
try application and reporting process in 2009.

Similarly, enhanced maternal and newborn
health support from agencies within the United Na-
tions will be better streamlined to avoid duplicate ef-
forts and further burden countries. As noted in the
Joint Statement (Annex 2), UNFPA, UNICEF, WHO
and the World Bank are committed to working to-
gether at the global, regional and country levels.

#3 A focus on results and strong support to
national monitoring and evaluation: MDG-
driven and performance-based national health
system strengthening

Much attention will be given to measuring re-
sults and strengthening national capacity to do so.

As will be seen in the Results Framework and
in the Monitoring and Evaluation Sections of this docu-
ment, we now have a solid set of internationally-
agreed upon impact, outcome and coverage indica-
tors. The challenge is to strengthen, with part-
ners, the capacity of the one national health man-
agement information system (HMIS) and to se-
cure periodic facility and district reporting on a
minimum number of robust indicators of progress
in all countries supported by the MHTF. This,
together with periodic population-based surveys,
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should enable UNFPA to better report to finan-
cial contributors and its Executive Board.

Lessons learned on effective performance-
based financing for health, including those from the
current efforts supported by the World Bank, will
be shared with countries so as to ensure inclusion
as deemed appropriate.

The work of the MHTF stems from UNFPA’s Stra-
tegic Plan 2008-2011 Outcome 2.2- Access and uti-
lization of quality maternal health services in-
creased in order to reduce maternal mortality and
morbidity. The work of the MHTF will also con-
tribute to Outcomes: 2.1 Universal access to Sexual
and Reproductive Health, 2.3 Access to and uti-
lization of Family Planning and 2.4 Demand,
access and utilization of quality HIV prevention
services.

As part of the WHO-UNICEF-UNFPA-World
Bank joint support to countries to accelerate progress
towards MDGS5, the MHTF will support an increas-
ing number of countries through a series of waves,
reaching around 25 countries before the end of 2009
and reaching all 60 high maternal mortality countries
no later than 2012, subject to funding. In each country,
the level of effort should increase progressively. Thus,
it will be critical to rapidly expand the resource base
for the MHTF. Through solid reporting on results, it is
hoped the MHTF will foster a virtuous cycle similar to
that at the Global Fund under the theme: “raise it, spend
it, prove it”, to use the words of Richard Feachem, the
Global Fund’s former head.

Strengthening UNFPA’s Country Offices to bet-
ter contribute to national capacity building
In order to optimally support national capacity build-

ing and health system strengthening, and to manage
the additional resources provided through the MHTF,
UNFPA is strengthening its country office capacity,
in numbers and skills mix, through the provision of
tools and job aids, and timely access to international
experts. This effort aligns with UNFPA’s re-orga-
nization towards a greater field focus.

Network of regional institutions and roster of
experts

UNFPA and partners are in the process of estab-
lishing a network of regional institutions and a ros-
ter of international experts. Long-term arrangements
are being explored and will include institutions from
Africa and Asia to foster South-South collaboration.
The roster will include national experts who will be
available for short periods to support countries in
their region, sharing lessons learned and best prac-
tices. This roster will be developed in close collabo-
ration with WHO, UNICEF, the World Bank and key
academic partners, in particular the Columbia Uni-
versity Averting Maternal Death and Disability Pro-
gram. This is described at length in the MOU signed
between UNFPA, UNICEF and Columbia Univer-
sity on strengthening national capacity for
EmONC.E®

The Maternal Health Thematic Fund Results Frame-
work is anchored to MDG5 and to the UNFPA Stra-
tegic Plan 2008-2011.

The MHTF Results Framework is linked to
three other key UNFPA programmes and their re-
spective results frameworks:

e The Global Programme on Reproductive
Health Commaodity Security

* The Campaign to End Fistula, Global
Programme Proposal; Making Mother-
hood Safer by Addressing Obstetric Fis-
tula 2006-2010

e The UNFPA- ICM Midwives Programme

[361  Contributing to Millennium Development Goal 5 to Improve Maternal Health. Delivering Emergency Obstetric and New-
born Care at Scale: A UNFPA, UNICEF and Mailman School of Public Health / AMDD Alliance to develop technical support
capacity in the countries and regions. UNFPA, UNICEF, Columbia University, 17 July 2008.



One of the fundamental principles underpinning the
work supported by the MHTF will be country-owned
and country-driven development and support to the
one national health plan. Therefore the specific out-
puts and activities supported by the MHTF in each
country will be determined by the country through a
consultative process with key stakeholders.

There will be, however, a set of seven essen-
tial outputs which the MHTF will support in every
country (unless otherwise fully supported). In col-
laboration with government and key partners the
MHTF will support:

1. Anenhanced political and social environment
for Maternal and Newborn Health (MNH) and
Sexual and Reproductive Health (SRH)

2. Up-to-date needs assessments for the SRH
package with a particular focus on family plan-
ning, human resources for MNH, and EmONC

3. National health plans focus on SRH, especially
family planning and EmONC with strong RH/
HIV linkages to achieve the health MDGs

4. National responses to the human resource cri-
sis in MNH, with a focus on planning and scal-
ing up of midwifery and other mid-level pro-
viders

5. National equity-driven scale-up of family plan-
ning and EmMONC services and maternal and
newborn health commodity security

6. Monitoring and results-based management of
national MNH efforts

7. Leveraging of additional resources for MDG5
from government and donors

1. AN ENHANCED POLITICAL AND SOCIAL
ENVIRONMENT FOR MATERNAL AND NEWBORN
HeaLtH (MNH) AND SEXUAL AND
ReprobucTIVE HEALTH (SRH)

As stated in UNFPA’s Sexual and Reproductive
Health Framework, B a main strategy for improv-
ing maternal health will be advocacy and policy dia-
logue. The MHTF will contribute to an evidence
base for advocacy and resource mobilization at the
country, regional and global levels. This will con-

tribute to universal access to a basic package of SRH
services as described in the framework.

The MHTF will act as a leveraging mechanism,
generating awareness and support for maternal
health. Increased visibility and understanding among
governments, civil society, the general public and
private sector on the issues related to maternal health
will build greater awareness and support for action.
This is true at the national, regional and global lev-
els. It will thus be important to increase recognition
of the issues surrounding maternal health and re-
productive health among the media, donors, policy
makers, communities and the general public through
advocacy, media, communication for social change
and community mobilization.

MHTF resources will be used to support the
ministries of health, convene partners and bring to-
gether district health management teams for plan-
ning, problem-solving during scale-up, emulation be-
tween districts and monitoring of progress.

The MHTF will also focus on partnership-build-
ing in order to provide more harmonized support to
countries, as well as to raise awareness about ma-
ternal and reproductive health. The MHTF will build
on UNFPA’s existing partnerships with key stake-
holders at national, regional and global level. The
positioning of the MHTF within the joint UN-MNH
accelerated support to countries represents a har-
monized effort by United Nations agencies in accel-
erating progress towards MDGS5.

As part of this effort, UNFPA and UNICEF
have signed a memorandum of understanding with
Columbia University (Averting Maternal Death
and Disability Program) to provide joint technical
support to countries, focusing on the area of
EmONC.

UNFPA is a member of the Partnership for Ma-
ternal, Newborn and Child Health (PMNCH) and
sits on the advisory board of the Women Deliver
Initiative—a global advocacy and outreach effort
focused on promoting and advancing maternal and
women’s health. As a member of these and other
communication and advocacy initiatives, UNFPA
is well positioned in the global framework of ma-
ternal health initiatives and will carry out a sup-
portive role based on its comparative advantage
in advocacy, media, communication, technical as-
sistance and programming to raise awareness and
resources for MDGS5.

371 'Making Reproductive Rights and Sexual and Reproductive Health a Reality for All. Reproductive Rights and Sexual and
Reproductive Health Framework. United Nations Population Fund. May 2008.



2. UP-TO-DATE NEEDS ASSESSMENTS FOR THE
SRH PACKAGE WITH A PARTICULAR FOCUS ON
FAMILY PLANNING, HUMAN RESOURCES FOR
MNH, ano EMONC

The MHTF will prioritize supporting national as-
sessments in the areas of family planning/RHCS
(with the Global Programme on RH Commodity Se-
curity), human resources for MNH and EmONC.
These assessments will provide valuable quantita-
tive and descriptive information for advocacy and
policy dialogue. For countries lacking up-to-date
assessments, this process will provide baselines
against which progress can be measured. Most im-
portantly, information collected through these assess-
ments will contribute to solid national and district
planning, allowing for a more targeted, results-fo-
cused approach in each country.

3. NATIONAL HEALTH PLANS FOcus oN SRH,
ESPECIALLY FAMILY PLANNING AND EMONC
WITH STRONG RH/HIV LINKAGES TO ACHIEVE
THE HEALTH MDGs

The MHTF will support ongoing national planning
processes including the enhancement of existing
national and district health plans, including ser-
vice delivery plans, to ensure that they include com-
munity mobilization, family planning education and
services, quality facility deliveries, and RH/HIV in-
tegration.

a) Community mobilization
National efforts in community mobilization
around SRH, including demand creation for
family planning and birth planning, should be
supported as part of UNFPA’s general sup-
port and in close collaboration with the Global
Programme on RH Commodity Security.

b) Family planning education and services
Family planning education and services should
be offered in every community and in every
primary health facility (public and private).
Meeting the unmet need for family planning
will require that every health facility provides

d)

quality family planning services as an integral
part of SRH and primary health care. Repro-
ductive health commaodity security (RHCS) will
need to be ensured at every level (national,
district and facility).

Quality facility deliveries

In order to reduce maternal mortality, coun-
tries will need to ensure that all women, espe-
cially those from marginalized areas and popu-
lations, have access to a quality facility deliv-
ery in a primary health centre (public and pri-
vate) with a skilled health professional capable
of providing basic EmMONC. Referral to a dis-
trict hospital for comprehensive EmMONC, in-
cluding caesarean section and/or blood trans-
fusion, should also be readily available.®! In
order to achieve this level of access, service
delivery plans must include:

* For every 500,000 population and every
sub-national area / district, a minimum of five
basic EmMONC primary health facilities

* For every 500,000 population and every
sub-national area / district, at least one of these
facilities provides comprehensive EmMONC.E

RH/HIV Integration and prevention of
mother-to-child transmission

Reducing maternal mortality in countries with
high HIV prevalence will involve support to
HIV prevention initiatives and their integra-
tion within reproductive health. In line with
United Nations Resolution 60/262 Political
Declaration on HIV/AIDS, the MHTF will
support the United Nations commitment to:

...ensuring that pregnant women have ac-
cess to antenatal care, information,
counseling and other HIV services and
to increasing the availability of and ac-
cess to effective treatment to women liv-
ing with HIV and infants in order to re-
duce mother-to-child transmission of HIV,
as well as to ensuring effective interven-
tions for women living with HIV, includ-
ing voluntary and confidential counsel-

381 The Global Campaign for the Health Millennium Development Goals. First year report 2008. Published by the Office of the

Prime Minister of Norway, Oslo, September 2008.

391 The Indicators for Monitoring the Availability and Use of Obstetric Services: A Handbook. WHO, UNFPA, UNICEF,
Columbia University, Draft 9 September 2008. Publication expected first quarter 2009.



ing and testing, with informed consent,
access to treatment, especially life-long
antiretroviral therapy and, where appropri-
ate, breast-milk substitutes and the provi-
sion of a continuum of care.*"

Support from the MHTF will align with the
four elements of comprehensive prevention of
mother-to-child transmission (PMTCT):

» Prevent primary HIV infection among girls
and women

e Prevent unintended pregnancies among
women living with HIV

 Reduce mother-to-child transmission through
anti-retroviral drug treatment or prophylaxis,
safer deliveries and infant feeding counseling

e Provide care, treatment and support to
women living with HIV and their families®!

4. NATIONAL RESPONSE TO THE HUMAN
RESOURCE CRisIs IN MNH, wiTH A Focus oN
PLANNING AND SCALING-UP OF MIDWIFERY AND
OTHER MID-LEVEL PROVIDERS

A national MNH service delivery plan will require a
well deployed, competent and motivated health
workforce, a key building block of the health sys-
tem. A major thrust of the MHTF will be to support
countries to increase skilled attendance at delivery
with a focus on midwives. This will involve support
to national assessments and planning of human re-
sources for maternal health as part of broader na-
tional health human resource planning.

The joint UNFPA-International Confedera-
tion of Midwives (ICM) Midwives Programme,
described in detail elsewhere, is a priority compo-
nent of the MHTF.1*2

The following issues will be addressed:

« Numbers and deployment of midwives and
others with midwifery skills (MOMS)

* Regulatory environment to enable midwives

to perform the seven signal functions of basic
EmONC

» Scale-up of production to achieve the re-
quired numbers for the service delivery plan
(midwifery schools, skills-based curricula, clini-
cal training sites, etc.)

e Team work within primary health centres
and district hospitals including task shifting
with standardized protocols and adequate su-
pervision to increase the number of deliveries
than can be safely overseen by midwives

 Strengthening of national midwifery asso-
ciations and councils

Countries participating in the MHTF will re-
ceive midwifery support, particularly in the form of
national and/or international midwifery advisers.

5. NATIONAL EQUITY-DRIVEN SCALE-UP OF
FAMILY PLANNING AND EMONC SErVICES AND
MATERNAL AND NEWBORN HEALTH COMMODITY
SECURITY

A dual approach: addressing systemic issues and
resolving bottlenecks to scale-up

Teaming up with key development partners, the
in-country approach to health system strengthening
will use a combination of addressing systemic is-
sues (such as building up the midwifery cadre), while
supporting the resolution of bottlenecks. Coverage
rates often progress slowly because of bottlenecks
which may be relatively straightforward to solve.

For example, in a meeting with a minister of
health from West Africa and his team in early 2008,
it was revealed that family planning was being of-
fered in only one out of five primary health care
facilities. A cursory assessment indicated that this
should be relatively simple and low cost to address
through MoH decisions and management, some
training, logistics capacity strengthening, contracep-
tive supplies and modest additional financing. Simi-
larly, ensuring that midwives are authorized to carry
out the seven signal functions of basic EmMONC

[401 Resolution Adopted by the General Assembly. 20/262 Political Declaration on HIV/AIDS. United Nations General Assembly

60th Session. 15 June 2006.

411 A Framework for Priority Linkages. WHO, UNFPA, IPPF, UNAIDS, 2005.
421 UNFPA investing in Midwives and others with midwifery skills to accelerate progress towards MDG5. A proposal for 3

years. 14 March 2008.



through national regulation and ensuring the required
in-service training, could increase the provision of
basic EmMONC at a relatively low marginal cost and
effort. This could have a rapid and significant im-
pact on reducing maternal mortality from causes
such as haemorrhage or eclampsia.

This approach to resolving bottlenecks is one
of the components behind some highly successful
child survival programmes. Figure 9 represents the
approach, which aims to achieve the highest in-
crease in coverage of an effective intervention in
the least amount of time and with the least amount
of resources. Such an approach addresses the more
long-term systemic issues, such as scaling up the
production of midwives.

Family planning

MHTF support to family planning is closely
coordinated with the Global Programme on RH Com-
modity Security, which will provide key resources.
There are many factors that affect access to and
use of family planning services. A variety of ap-
proaches will be considered and areas of support
within family planning carefully selected by each
country. For some countries advocacy and commu-
nication campaigns are needed to address lack of
information or misinformation—and to enhance po-

litical support. In other countries, quality of family
planning services needs to be improved through
skills building amongst health care providers, more
user-friendly health services, or community-based
distribution of contraceptives and other RH ser-
vices, including for HIV prevention. Outreach
activities should be implemented to galvanize com-
munity participation and target those at risk for so-
cial exclusion from such services. Family planning
services may need to be strengthened in some re-
gions/ districts through improvement in HMIS, link-
ages of family planning services with post-partum
and post-abortion services, or supply management
and distribution.

The most conservative estimates indicate that
unsafe abortions are responsible for about 13 per
cent of maternal deaths. Therefore, it is important
to prevent unsafe abortions by increasing access to
family planning, emergency contraception and access
to post-abortion care. Post-abortion care also provides
avery important entry point for provision of family plan-
ning services to women who need it most at a time
when they are most open to receive it.

Most women want to use family planning after
childbirth and are thus open to information and
method provision immediately after their delivery,
while still in contact with the health system. Provi-
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sion of voluntary family planning to post-partum
women will prevent short intervals between deliver-
ies, and will positively affect both maternal and child
health.[“31.44]

EmONC services including upgrading of prior-
ity EmONC facilities

Much has been learned about supporting ma-
ternal health in resource-poor settings. One of the
programs that has achieved high impact is the Co-
lumbia University-UNFPA-UNICEF Averting Ma-
ternal Death and Disability (AMDD) Program
funded by the Bill & Melinda Gates Foundation
(1999-2005). Peer-reviewed publications, its exter-
nal evaluation and extensive documentation have
clearly demonstrated the impact of this programme
and have provided many practical lessons for pro-
gramming in resource-poor settings. 61 Qver a
period of five years, this programme has succeeded
in doubling the number of women served and reduc-
ing by half the obstetric case fatality rate (the pro-
portion of women dying from obstetric complica-
tions). The reader is referred to one of the more
useful publications for revitalizing and scaling-up
EmONC services, Practical Lessons from Global
Safe Motherhood Initiatives: Time for a New Focus
on Implementation.“"

UNFPA will work with governments in collabo-
ration with Columbia University, UNICEF and WHO
to carry forward this successful approach. Based
on the needs assessments in each country, a sys-
tematic approach to strengthening national health
plans will be undertaken in the area of EmONC ser-
vice delivery, including the costing of these plans.

More and more is known about the potential
impact of reviewing maternal deaths and near-misses
at facility level in terms of reducing the third delay
and improving the quality of care and reporting.
Based on national strategies, the MHTF will sup-
port efforts to institutionalize such practices. @

The MHTF will also provide resources for the
revitalization of priority maternal health services, to

bring them up to basic or comprehensive EmONC
standards as required. This will be done through in-
service training, MNH commodities (see below),
upgrading of facilities and strengthening of HMIS.
Basic and comprehensive EmMONC facilities that
have important clinical training responsibilities will
receive particular attention in order to contribute to
the scale-up in production of quality skilled health
professionals and midwives in particular.

Essential maternal and newborn health commod-
ity security improved

UNFPA, UNICEF and WHO are in the pro-
cess of updating their lists of MNH equipment and
supplies, and are planning to further strengthen pro-
curement services to address quality, price, and main-
tenance, including strategic spare parts, and other
important issues. This work, to be completed in 2009,
will facilitate the capacity building work in countries
as they move towards self-sufficiency in national
procurement, supply chain management and main-
tenance of equipment. The MHTF and the Global
Programme on Reproductive Health Commodity
Security (GPRHCS) will support the strengthening
of this key health system building block. Access to
quality essential equipment, supplies and drugs will
thus be strengthened with national, MHTF, GPRHCS
and other resources.

6. MONITORING AND RESULTS-BASED
MANAGEMENT OF NATIONAL MNH EFFORTS

Support will be provided to countries to strengthen
their capacity to monitor progress. Ensuring that
every country supported by the MHTF has up-to-
date assessments in family planning/RHCS, human
resources for MNH and for EmONC will enable
countries to determine baselines for measuring
progress towards MDG5. Support will also be pro-
vided to national HMIS to ensure the adoption and

431" Jones G, Steketee RW, Black RE, Bhutta ZA, Morris SS, and the Bellagio Child Survival Study Group. How many child deaths

can we prevent this year? Lancet 2003; 362: 65-71.

[441" Report of a WHO Technical Consultation on Birth Spacing, Geneva, Switzerland, 13-15 June, 2005. www.who.int.
451 Caro DA, Murray SF, Putney P. Evaluation of the Averting Maternal Death and Disability Program. A Grant from the Bill and
Melinda Gates Foundation to the Columbia University Mailman School of Public Health. 26 July 2004.

461 www.amddprogram.org.

471 Freedman LP, Graham WJ, Brazier E, et al. Practical lessons from global safe motherhood initiatives: time for a new focus

on implementation. Lancet 2007; 370:13831390.

(481 Beyond the numbers. Reviewing maternal deaths and complications to make pregnancy safer. WHO, Department of Repro-

ductive Health and Research, 2004.



regular use of the internationally-agreed MNH indi-
cators within the HMIS in each country. Technical
assistance will be provided to improve HMIS at fa-
cility, district and national levels, use for programme
management at each level and regular bi-directional
information flows between levels. This should fos-
ter friendly emulation between districts, a highly suc-
cessful strategy for scale-up. The organization and
delivery of monitoring and evaluation (M&E)
courses for maternal and newborn health
programmes by universities in developing countries
is part of the MHTF-funded partnership with
IMMPACT - University of Aberdeen.

7. LEVERAGING OF ADDITIONAL RESOURCES FOR
MDG5 FROM GOVERNMENT AND DONORS

The work supported by the MHTF will contribute to
investing current resources more effectively and ef-
ficiently, and with a greater focus on SRH and
MNH. It will also support government and partners
in leveraging additional resources for maternal and
newborn health. This will be done through policy
dialogue; the availability of detailed quantitative in-
formation on the national situation provided by the
needs assessments; the quality and results focus of
the national health plans to reduce maternal mortal-
ity; the costing of these plans; the improved report-
ing on results through strengthened monitoring; and
the momentum created through the national partner-
ship building.

While the above seven outputs are essential, unless
they have already been fully supported through other
means, countries are encouraged to prioritize their

requests for support for other important areas of
maternal health such as improving financial, socio-
cultural and geographic access to sexual and repro-
ductive health services.

Many women in high maternal mortality coun-
tries experience significant barriers to accessing the
full range of sexual and reproductive health ser-
vices. Countries may request support from the
MHTF for a number of activities related to re-
ducing gaps in health equity such as mapping ex-
ercises to determine coverage rates among
marginalized groups, community-based initiatives
to extend coverage to isolated communities, and
partnership with and contribution to national per-
formance-based funding.

In line with UNFPA'’s Sexual and Reproduc-
tive Health Framework, the MHTF will encour-
age and support countries in their efforts to em-
power communities to demand access to quality
maternal health services, including family plan-
ning. Demand-creation and community mobili-
zation activities, supported by the MHTF, could
include communication or social marketing cam-
paigns around family planning and MNH, male
involvement initiatives, training of community rep-
resentatives on health issues and verbal autop-
sies. Efforts may also be supported to increase
community participation in order to create culture-
and gender-sensitive maternal and reproductive
health initiatives.

UNFPA recognizes that special efforts must
be made to reach out to adolescents, both mar-
ried and unmarried, with reproductive health in-
formation, including HIV prevention. Depending
on the expressed needs of each country, the
MHTF will support advocacy for the rights of
young people to education and to access reproduc-
tive health services and the campaign for changes
in policies and laws, particularly around access to
care and child marriage.

41 PATH and United Nations Population Fund. Meeting the Need: Strenthening Family Planning Programs. Seattle: PATH/

UNFPA; 2006.
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The proposed MHTF budget is based on a progres-
sively increasing income scenario for 2008-2011,
totaling around $500 million. Under such income
projections, significant progress can be made in 25
countries mostly of middle size, but with some larger
ones (such as Bangladesh and Ethiopia); and work
could begin towards the end of the 2008-11 cycle in
approximately 48 countries. We would thus be on
the way to providing support to the 60 high maternal
mortality countries by no later than 2012.

It is worth remembering that the MHTF funding
is meant to be catalytic; $500 million over four years
represents less than two per cent of the $6 billion to $7
billion annually estimated by WHO, plus the $1.5 bil-
lion annually for family planning. It is assumed that
priority countries will receive the bulk of their health
ODA through other mechanisms, ideally through pooled
sector funding of an MDG-driven national health plan
through a Sector Wide Approach (SWAp).

Financial requirements for the MHTF increase
rapidly over the next four years, based on both the
increasing number of countries (12 countries per
year) and the rapidly increasing level of yearly ef-
fort in each country supported as scale-up
progresses.

Ideally, pledges from donors should be multi-
year (for the period 2008-2011) and progressively
increasing, commensurate with the growing finan-
cial requirements of the MHTF.

These resources should provide an important
contribution to the WHO-UNICEF-UNFPA-World
Bank joint support to countries to accelerate progress
towards MDGS5.

Impact of different levels of funding on the
MHTF-supported programme of work

Scenario One: $70 million to $75million a year:
initial work in 25 countries
A total of around $72 million will be required for

- 0,
2008 | 2009 | 2010 | 2011 22%0181 T/gt‘;fl
Number of countries added each year 12 12 12 12
Total number of MHTF-supported countries 12 24 36 48 48
$M $M M $M M

Country Level Outputs

1. Enhanced political and social environment for MNH | 1.02 3.06 6.12 12.24 | 22.44

2. Needs assessments 2.04 6.12 12.24 | 24.48 44.88

3. National Health Plans strengthened for FP and EmMONC | 2.04 6.12 12.24 | 24.48 | 44.88

4. National response to human resource crisis-midwifery 6.12 18.36 36.72 | 73.44 | 134.64

5. Support to national scale-up of FP an EmONC* 6.12 18.36 36.72 | 73.44 | 134.64

6. Monitoring and results-based management 2.04 6.12 12.24 | 24.48 | 44.88

7. Leveraging of additonal resources for MDG5 1.02 3.06 6.12 12.24 | 22.44
Country Level Total 20.40 | 61.20 | 122.40 |244.80| 448.80 | 95.3
Regional Level 0.70 1.40 1.40 1.40 4.90 1.0
Global Level 2.18 4.35 5.35 5.35 17.23 3.7
Total less indirect costs** 23.28 | 66.95 | 129.15 [251.55| 470.93| 100
Total 2490 | 71.64 | 138.19 |269.16 | 503.89
Notes: * In close collaboration with Global Programme on Reporductive Health Commodity Security

** Indirect costs = 7%




operations in 2009. Since the four United Nations
agencies have committed to accelerated support in
25 countries by the end of 2009, the minimum sce-
nario to begin work in the 25 countries would be
funding of the order of $25 million in 2008 and $70
million to $75 million per year thereafter. However,
such a funding level would not allow much support
to scale up in those 25 countries, and would pre-
clude expanding to the other 35 or so high maternal
mortality countries.

Scenario Two: Continued expansion to $140 mil-
lion in 2010 and $270 million in 2011: impor-
tant contribution in 48 of the 60 high maternal
mortality countries

Adding 12 countries in each of 2010 and 2011 and
scaling up coverage within each country would re-
quire around $140 million in 2010 and $270 millionin
2011. This, coupled with the resources of UNICEF,
the World Bank and the continued technical support
of WHO, could go a long way in ensuring that the
national health system can improve maternal and
newborn survival, achieving better results—and
value for money—uwith its overall sector resources.

The management and governance of the MHTF will
respect the usual UNFPA accountability lines, as well
as the approved thematic fund guidelines. Specifi-
cally, accountability for country activities rests with
the representative who is supervised by her/his re-
gional director. Regional activities are the responsi-
bility of the respective regions supervised by their
regional director. All global activities will be super-
vised under the Director of the Technical Division
(TD) or the Information and External Relations Di-
vision (IERD), as relevant. The overall program
stewardship rests with the Deputy Executive Direc-
tor of Programs and with the Executive Director.
A small team at UNFPA headquarters, within
the Sexual and Reproductive Health Branch of the
Technical Division, will manage and coordinate the
MHTF. The team will include a coordinator, an M&E
specialist and a finance associate, as well as admin-
istrative and consultative support where needed.
Most importantly, the coordination team will work
to ensure that the MHTF effort represents a
UNFPA-wide approach by including input from all
divisions as we work towards a common goal. In

order to operationalize this integrated strategy, one
consolidated annual workplan including all relevant
divisions is being developed.

The Maternal Health Inter-Divisional Working
Group (MH-IDWG) has been created as a mecha-
nism for communication and coordination. The MH-
IDWG operates on both a policy and working level
to assure coherence in planning, funding allocations,
reporting and other functions for country, regional
and global programs. At the working-group level,
focal points have been identified within each divi-
sion to participate in the MH-IDWG and liaise be-
tween divisions and the MHTF team to ensure that
every relevant unit is effectively involved. The MH-
IDWG meets monthly at the working level and an-
nually at the policy level.

All countries considered for support from the
MHTF have high maternal mortality, defined as an
MMR greater than 300 maternal deaths for every
100,000 live births. The country selection process is
highly interactive, involving consultations with coun-
tries, regions and other United Nations agencies.
Beyond high MMR, countries selected for support
must be identified as having the potential for rapid
success based on the criteria listed below or be fac-
ing significant maternal health needs due to humani-
tarian crisis.

Criteria for the selection of countries for MHTF
support:

1. Participation in recent global initiatives, and
in particular the International Health Part-
nership (IHP+)

2. Strong national commitment

3. Strong country office commitment and lead-
ership

Countries will be selected to join in successive
waves as funding becomes available, until eventu-
ally all 60 high maternal mortality countries are sup-
ported.

Application Process

Countries are asked to submit a simple proposal
outlining the maternal and reproductive health out-
comes they would like to achieve and the associ-
ated activities for which they need support. Coun-
tries will be allocated funding on an annual basis
through an annual workplan based on the amount
requested in the proposal and the availability of
MHTF resources. This funding will support the



country programme as part of “other resources” in
the country programme document approved by the
Executive Board. The MHTF is not intended to be
a parallel funding entity, but an integrated compo-
nent of each country’s programme to ensure opti-
mal in-country results.

Contributions received by the MHTF from do-
nors will be pooled. Donors will receive one con-
solidated annual report that will include both generic
and country-specific results. The funding mecha-
nism is intended to be simple and flexible to allow
countries to adapt to changing situations and needs.
Pooling resources under one thematic area, rather
than many separate projects, will also reduce trans-
actional costs at every level and allow for a more
harmonized development effort in countries. To fur-
ther streamline support to countries, and increase
continuity, UNFPA is considering the integration of
the Fistula Programme into the MHTF. As men-
tioned earlier, the Midwives Programme, which is
still in part funded as a separate project, has been
recently integrated within the MHTF. There will be
close coordination of country support with the glo-
bal programme for RHCS so as to decrease trans-
action costs with ministries of health and streamline
workflows and business processes with country of-
fices, regions and headquarters.

The work of the MHTF will be guided by this
business plan as well as a set of tools and publica-
tions. Most of these tools for MNH needs assess-
ment, planning, implementation, scale-up and moni-
toring already exist. Work is on-going to make them
easily available to countries. Some will require
development / adaptation, particularly those related
to human resources planning for MNH.

Strengthening national capacity for monitoring MNH
is a prominent feature of MNH support. Support
from the MHTF will aim to strengthen the na-
tional HMIS to ensure that a minimal set of inter-
nationally agreed MNH indicators are included
and reported on annually. In this regard, work

led by WHO is on-going, including in particular sup-
port through the International Health Partnership
M&E framework.

It will be critical to capture these indicators at
facility, district and national levels. Strengthening
M&E capacity at district-level will thus be impor-
tant. This will be supplemented with periodic popu-
lation-based surveys, to measure such indicators as
unmet need for family planning and contraceptive
prevalence.

Preliminary discussions have begun with aca-
demic institutions to explore the feasibility and costs
of measuring maternal mortality every three years
in all priority countries (60 of them) so as to provide
a few time points between now and 2015 (for ex-
ample 2009, 2012, 2015).

The coverage, outcome and impact indicators
are imbedded in the MHTF Results Framework.
Please see Annex 1 (the MHTF Results Framework
Indicator Table), for means of verification, frequency
of reporting and other relevant information on each
indicator.

The country-specific UNFPA outputs and ac-
tivity indicators will be prepared by UNFPA country
offices in close consultation with MoH and partners.

Annual report

A consolidated annual report will be prepared
with both overall and country-specific results. This
will also include reporting financially on income and
on the use of resources.

Based on a solid review of the scientific evidence
and the results of programmes in countries which
have tackled maternal mortality, we believe that
much progress can be accomplished between now
and 2015, with a health systems approach of scaling
up family planning, skilled attendance at delivery and
emergency obstetric care, so that every pregnancy
is wanted and every birth is safe.

We could then envisage, in a not too distant
future, a world where maternal mortality has been
eliminated.

511 A common framework for monitoring performance and evaluation of the scale up for better health. Monitoring & Evaluation
Working Group, International Health Partnership+. February 2008.
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ANNEX 2.

JOINT STATEMENT ON MATERNAL AND NEWBORN HEALTH
WHO-UNFPA-UNICEF-WorLp BANK JOINT COUNTRY SUPPORT FOR

ACCELERATED IMPLEMENTATION OF MATERNAL AND NEWBORN CONTINUUM OF
CARE

ProproseDp List oF PRrIORITY CouNTRIES FOR UN MNH JoinT WoRK
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JOINT STATEMENT ON MATERNAL AND NEWBORN HEALTH

Accelerating Efforts to Save the Lives of Women and Newborns

Today, 25 September 2008, as world leaders gather for the High-Level Event on the
Millennium Development Goals (MDGs), we jointly pledge to intensify our support to
countries to achieve Millennium Development Goal 5 To Improve Maternal Health — the
MDG showing the least progress.

During the next five years, we will enhance support to the countries with the highest
maternal mortality. We will support countries in strengthening their health systems to
achieve the two MDG 5 targets of reducing the maternal mortality ratio by 75 per cent
and achieving universal access to reproductive health by 2015. Our joint efforts will
also contribute to achieving MDG 4 To Reduce Child Mortality.

Every minute a woman dies in pregnancy or childbirth, over 500,000 every year. And
every year over one million newborns die within their first 24 hours of life for lack of
quality care. Maternal mortality is the largest health inequity in the world; 99 per cent of
maternal deaths occur in developing countries — half of them in Africa. A woman
in Niger faces a 1 in 7 chance during her lifetime of dying of pregnancy-related causes,
while a woman in Sweden has 1 chance in 17,400.

Fortunately, the vast majority of maternal and newborn deaths can be prevented with proven
interventions to ensure that every pregnancy is wanted and every birth is safe.

We will work with governments and civil society to strengthen national capacity to:

« Conduct needs assessments and ensure that health plans are MDG-driven and
performance-based,;

« Cost national plans and rapidly mobilize required resources;

« Scale-up quality health services to ensure universal access to reproductive health,
especially for family planning, skilled attendance at delivery and emergency obstetric
and newborn care, ensuring linkages with HIV prevention and treatment;

« Address the urgent need for skilled health workers, particularly midwives;
« Address financial barriers to access, especially for the poorest;

« Tackle the root causes of maternal mortality and morbidity, including gender inequality,
low access to education — especially for girls — child marriage and adolescent pregnancy;

« Strengthen monitoring and evaluation systems.

In the countdown to 2015, we call on Member States to accelerate efforts for achieving
reproductive, maternal and newborn health. Together we can achieve Millennium
Development Goals 4 and 5.
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Margaret Chan Thoraya Ahmed \

Director General, WHO Executive Director, UNFPA

Ann M. Veneé Joy PhuEmaphi

Executive Director, UNICEF Vice President Human Development, World Bank
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WHO-UNFPA-UNICEF-World Bank Joint Country Support for Accelerated
Implementation of Maternal and Newborn Continuum of Care
22 July 2008

Objective
To harmonize approaches by UN agencies towards improving maternal and newborn health (MNH) at
country level and jointly raise the necessary resources.

Background

The year 2007 represented the mid-point for the Millennium Development Goals (MDGs). While there
has been some progress in the health-related MDGs, MDG 5 is the one with the least progress.’? It
represents the greatest inequality in health and one that affects women, with a life-time risk of maternal
death of one thousand times greater in parts of sub-Saharan Africa and Asia (as high as 1 in 7) than in
some industrialized countries. Complications of pregnancy and childbirth leave 10-20 million women
with physical and mental disabilities every year.

Maternal mortality has root causes in gender inequality, low access to education, especially for girls,
early marriage, adolescent pregnancy, low access to sexual and reproductive health, including for
adolescents, and other social determinants.

Maternal mortality can be effectively reduced by addressing the above determinants and by
ensuring universal access to a) family planning, b) skilled attendance at birth and c¢) basic and
comprehensive emergency obstetric care.

Maternal and newborn health is also intrinsically related to health programmes such as HIV and AIDS,
in particular primary prevention and prevention of mother-to-child transmission, malaria prevention and
treatment, nutrition and immunization.

Taking into consideration the comparative advantage, core expertise/experience, and collective
strengths in MNH, WHO, UNFPA, UNICEF and The World Bank undertake to accelerate our joint
support to countries to improve maternal and newborn survival by strengthening the continuum of care.
The agencies will coordinate their support at country level guided by the national health plan and
according to each agency’s respective country-specific strengths and capacities. Support to these
activities will be embedded within the strengthening of national health systems. The agencies will jointly
contribute to national capacity strengthening, building of sustainable national health systems
and costing and financing of MNH national plans whilst ensuring national and global advocacy.

' Maternal Mortality in 2005: Estimates developed by WHO, UNICEF, UNFPA and The World Bank. October 2007. Geneva. WHO.
Africa and the Millennium Development Goals. United Nations. 2007 Update.
http://www.un.org/millenniumgoals/docs/MDGafricaO7.pdf

The Millennium Development Goals Report. United Nations. 2007.
http://millenniumindicators.un.org/unsd/mdg/Resources/Static/Products/Progress2007/UNSD_MDG_Report_2007e.pdf



Core functions of the UN agencies based on their comparative advantage:

* WHO: policy, normative, research, monitoring & evaluation

* UNFPA: reproductive health commodity security, support to implementation,
human resources for sexual and reproductive health including MNH,
technical assistance on building M&E capacity

e UNICEF: financing, support to implementation, logistics & supplies, monitoring &
evaluation

« The World Bank: health financing, inclusion of MNCH in national development frameworks,
strategic planning, investment in inputs for health systems, including fid-
ciary systems and governance, taking successful programmes to scale

Focal agencies

Focal agencies — (or shared focal agencies) — have been identified for each component of the MNH
continuum of care and related functions to ensure and facilitate coordinated, optimal support to
countries and clear accountability (Table 1). While these provide global guidance, the work of each
agency at country level will be determined by existing situations in countries where agency strengths
and experience differ as well as by arrangements such as sector-wide approaches (SWAps), or other
sector plans, within the context of support to the national health plan/compacts.

Being a focal agency would imply accountability at global and national level for facilitating and ensuring
coordinated optimal support to countries for scale-up of the agreed programme components including:

»  ensuring knowledge of the situation, inventory (mapping) of existing activities and resources,
including human resources;

ensuring support for the inclusion of MNH continuum of care concept in the development of
detailed national plans/compacts and district plans;

ensuring availability of technical support (tools and people);

identifying relevant partners and supporting government coordination;

supporting resource mobilization; and

ensuring that a strong monitoring and evaluation system and the required skills are in place
and used.

VVVY VY

Being a focal agency does not mean that other agencies are not involved; on the contrary, the focal
agency should help coordinate a strong UN response in support of the national health plan and national
leadership, and foster the involvement of other key partners. The government should always lead and
coordinate the process.

Table 1 Proposed focal agency per building blocks, i.e. core areas within the continuum of care

Area Focal agency Partners
Family Planning UNFPA, WHO UNICEF, WB
Antenatal Care UNICEF, WHO UNFPA, WB
Skilled Attendance at Birth WHO, UNFPA UNICEF, WB
B-EmONC? UNFPA, UNICEF WHO, WB
C-EmONC* WHO, UNFPA UNICEF, WB
Post-partum WHO, UNFPA UNICEF, WB
Newborn care WHO, UNICEF UNFPA, WB
Maternal and Neonatal Nutrition | UNICEF, WHO,WB ( for UNFPA
maternal nutrition)

* B-EmONC Basic Emergency Obstetric and Newborn Care
* C-EmONC Comprehensive Emergency Obstetric and Newborn Care

2



Table 2 lists additional issues and functions to be considered for maternal and newborn health
programming.

Table 2: Focal and partner UN agencies in additional areas of MNH work

Area Focal Agency Partners
Girls education UNICEF UNFPA, WB
Gender/culture/male involvement UNFPA, UNICEF WHO, WB
Gender-based violence UNFPA, UNICEF WHO
Adolescent sexual reproductive health | UNFPA, UNICEF, WHO WB
- young people
Communication for development UNFPA, UNICEF WHO, WB
Obstetric fistula UNFPA WHO
Prevention of unsafe abortion/ post- WHO UNFPA
abortion care
Female genital mutilation UNFPA, UNICEF, WHO WB
MNH in humanitarian situations UNFPA, UNICEF, WHO WB

Sexually transmitted infections

WHO

UNFPA, UNICEF

HIV/AIDS and integration with family

As per UNAIDS Technical Support Division of

planning Labour

Pre- and in-service training of human WHO, UNFPA UNICEF, WB
resources for MNH

Regulation/legislation for human WHO UNFPA, UNICEF, WB
resources for health

Essential drug list WHO UNFPA, UNICEF

Road maps' development and
implementation

WHO, UNFPA, WB

UNICEF




Proposed list of Priority Countries for UN MNH Joint Work

Lifetime risk

of maternal CIDA- | UNFPA- WB- GF-

Country MMR | death. 1in |IHP [ Catalytic | EU| Gates | Norway | PMTCT | MHTF | Norway | SPP*| MNH Joint UN-MNH
Afghanistan 1800 8 1 1 1 1
Angola 1400 12 1 1
Bangladesh 570 51 1
Benin 840 20 1 1 1 1 1
Burkina Faso 700 22 1 1 1 1 1 1 1
Burundi 1100 16 1 1 1
Cambodia 540 48 1 1 1 1
Cote d'lvoire 810 27 1
Djibouti 650 35 1
DRC 1100 13 1 1
Eritrea 450 44 1
Ethiopia 720 27 1 1 1 1 1 1
Ghana 560 45 1 1 1 1
Guyana 470 90 1 1
Haiti 670 44 1 1 1
India (very high MMR states) 450 70 1 1 1
Kenya 560 39 1 1 1
Lesotho 960 45 1
Liberia 1200 12 1 1
Madagascar 510 38 1 1 1
Malawi 1100 18 1 1 1 1 1 1
Mali 970 15 1 1 1
Mozambique 520 45 1 1 1 1 1
Nepal 830 31 1 1
Niger 1800 7 1 1 1 1
Nigeria 1100 18 1 1 1
Pakistan 320 74 1 1 1 1
Rwanda 1300 16 1 1
Senegal 980 21
Sierra Leone 2100 8 1
Sudan 450 53 1
Swaziland 390 120 1 1
Tanzania 950 24 1 1 1 1 1 1
Uganda 550 25 1
Vietnam 150 280 1 1
Zambia 830 27 1 1 1 1
Zimbabwe 1 1 1

Total 11 14 8 3 4 4 11 9 14 4 25

Selection criteria

Sub-set of 68 Countdown countries

Very high MMR > 550

Committed Country Teams (governement and partners)

Potential for scale-up including availability of financial resources




