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Abstract

fall the MDGs, the least progress has

been made on MDG 5—reducing ma-

ternal mortality by three-quarters by
2015. Maternal mortality also comes with a
high cost to the rest of society. Costs are both
direct, involving mostly the cost of health care
(either to families or to the health system),
and indirect, in the form of income and pro-
ductivity lost for both the mother and the
family (child health, growth and education all
suffer when mothers die).

Health experts agree that the interven-
tions needed to avert much of the burden of
maternal and perinatal death and disability are
known. However, it has become increasingly
clear that the success of these interventions de-
pends on the capacity of the health system in
the country to deliver quality care as well as
factors in other sectors such as girls education,
good roads, and available transport for emer-
gencies. A review of key supply- and demand-
side determinants of persistent high maternal
mortality highlights the importance of health

systems capacity to deliver these key interven-

tions effectively at the community level, while
ensuring that women seek care when they
most need it.

Of the 60 countries with high maternal
mortality, during the period from July 1,
1997, to June 30, 2008, the Bank financed
104 health projects with population and re-
productive components in 44 countries, to
the tune of US$ 4.7 billion. In order that
monitoring and evaluation (M&E) of World
Bank maternal health projects be effective,
appropriate indicators must be selected, re-
alistic targets must be set, and both baseline
and end-of-project data must be collected.
All these are necessary in order to measure
and evaluate the achievement of project ob-
jectives. Moreover, there are several strategies
in which the Bank could take a leadership
role, given its global presence and financial
resources. These are described in detail in
this paper.

Keywords: maternal mortality, MDG,
monitoring and evaluation, indicators, repro-

ductive health
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Part |

fall the Millennium Development

Goals, the least progress has been made

on goal Number Five (MDG 5): Re-
ducing maternal mortality by three-quar-
ters by the year 2015. Every day, about 1,500
women across the globe die because of com-
plications during pregnancy or childbirth, and
98 percent of these deaths, half a million an-
nually, occur in developing countries. Another
10 to 20 million women develop physical or
mental disabilities every year as a result of
complicated pregnancies and deliveries.

Sub-Saharan Africa leads this death toll,

accounting for 50 percent of all maternal
deaths worldwide, and South Asia accounts

for another 35 percent (United Nations. 2000.

United Nations Millennium Declaration). In
addition to the tragedy of these preventable
deaths, high maternal mortality comes with a
high cost to the rest of society. Costs are both
direct, including the cost of health care (either
to families or to the health system), and indi-
rect, in the form of income and productivity
lost for both the mother and the family (child
health, growth, and education all suffer when
mothers die) (Gill et al. 2007).

The recent progress report on the sub-
ject, Countdown to 2015: Tracking Progress
in Maternal, Newborn & Child Survival, de-
fines as “high” any maternal mortality ratio
(MMR) of 300 or more maternal deaths per
100,000 live births. Currently, 60 countries
have MMR levels this high (UNICEF 2008).

The regions (excluding high-income coun-
tries) that had the highest aggregate MMR in
2005 are Sub-Saharan Africa (900 deaths per
100,000 live births) and South Asia (500).
These stand in extreme contrast to the average
rate among high-income countries, which was
just 9 maternal deaths per 100,000 live births
in that same year. Worldwide, the average ma-
ternal mortality ratio has declined at a rate of
less than one percent per year between 1990
and 2005, according to the 2007 WHO/
UNICEF/UNFPA/World Bank report on ma-
ternal mortalicy (WHO 2007).

Of all health indicators, maternal mor-
tality reveals the greatest gap between rich and
poor women, both between and within coun-
tries. Health experts agree that the interventions
needed to avert much of the burden of maternal
and perinatal death and disability are known.
However, it has become increasingly clear that
the success of these interventions depends
on the capacity of the health system in each
country to deliver quality care as well as factors
in other sectors such as girls” education, good
roads, and available transport for emergencies.

Both maternal and infant mortality are
considered sensitive indicators of whether
or not the health system as a whole is func-
tioning effectively, and they can indicate gen-
eral progress on other health indicators as well
(Goodburn et al. 2001). Monitoring and evalu-
ating health projects aimed at improving ma-

ternal health is nevertheless challenging in



Figure 1 | Global Map Depiction of Maternal Mortality Ratios, 2005
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Source: Map by the World Bank, based on data from WHO/UNICEF/UNFPA/World Bank 2007.
Note: The regions exclude high income countries.

itself. As will be discussed further in this report, In this Report We Answer the
achieving this requires that appropriate indica- Following Questions:
tors ﬁ[‘St bC SClCCth, baSCd on the results a giVCn 9 Whﬂt are the success :torz’ejﬁom Countrl'es

project aims to achieve. Realistic targets must where maternal mortality has been signifi-
be set, and both bascline and end-of-project cantly reduced? Illustrative stories for four
data must be collected to measure and evaluate countries are told in the four boxes on the
whether projects have achieved their objectives. following pages 3—7.

(See Part II, Section 1, for more detail).

Figure 2 | Maternal Mortality Ratio by World Bank Regions, 2005

Sub-Saharan Africa I 900
South Asia I 500
Middle East and North Africa I 200
East Asia and Pacific I 150
Latin America & Caribbean N 130
Europe and Central Asia [l 42

0 100 200 300 400 500 600 700 800 900 1000

Source: Map by the World Bank, based on data from WHO/UNICEF/UNFPA/World Bank 2007.
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2> How could the monitoring and evaluation
of programs be improved? What are the ap-
propriate indicators to measure progress in
the same? These details are covered in Part
IT (Section 1, Page 10).

= What are the constraints to improving ma-
ternal health? What are successful interven-
tions that have addressed these determinants?
These questions are answered in the next
section, with further detail in Part II (Sec-
tion 2, Page 15).

= How have World Bank projects supported
maternal health in countries with high ma-
ternal mortality ratios between 1997 and
2008? This is answered in detail in Part II
(Section 3, Page 26).

> How much will it cost? Estimated costs for
improving maternal health are shown in
Part II (Section 4, Page 35).

= What strategy should the Bank pursue for
a cross-sectoral engagement to address ma-
ternal mortality? This is answered at the
end of this overview, and in further detail
in Part II (Section 5, Page 38).

Addressing the Key Determinants
of Maternal Mortality

The essential package of interventions
needed for averting maternal mortality is
known. The challenge lies in ensuring that
this package is delivered at a sufficient scale
and with sufficient quality that it can have a
significant impact. A review of key supply-
and demand-side determinants of persistent
high maternal mortality highlights the im-
portance of health systems’ capacity to de-
liver these key interventions effectively at
the community level, while ensuring that
women seek care when they most need it.

This section looks at a few key determinants

and how they have been addressed success-
fully in varied settings. The country examples
cited in the boxed summaries here can pro-
vide useful lessons for countries with high
maternal mortality.

Long-term sustained policy and
financial commitment to improve
maternal health outcomes

Two kinds of commitment are necessary to
improve maternal health outcomes: long-
term sustained policy commitment and fi-
nancial commitment. Of the two, policy
commitment is more crucial (see Box 1). If
long-term commitment to delivering the es-
sential package is not consistent, key steps
will be missed and the overall monitoring
of progress will remain weak. Sri Lanka pro-
vides a textbook case of how the government
of a low-income country, even with modest
financial resources, can have a huge impact
on reducing maternal mortality by consis-
tently implementing a high-quality program
and focusing on strengthening the health
system.

Strengthening health systems to
effectively deliver the Essential
Package

Four key actions are necessary in order to
strengthen the health system sufficiently to
support the essential package. First, maternal
health interventions must be integrated into
the larger health system. They should not be a
stand-alone program but instead benefit from
an integrated approach. (Box 2 illustrates the
case of Egypt, where strengthening Family
Planning and obstetric care contributed sig-
nificantly to declines in MMR.) Second, ac-
tion must be taken to ensure that the pool of



Box 1 | The Sri Lanka Story

Sri Lanka is a low-income country which has successfully reduced maternal mortality. Starting with a ma-
ternal mortality ratio of 1,056 maternal deaths per 100,000 live births in 1947, by 1996 it was experiencing
just 24 maternal deaths per 100,000 live births. During roughly the same period, the proportion of births with
skilled birth attendants increased from 27 percent in 1940 to 89 percent in 1995. The following key actions
helped to achieve this dramatic reduction in MMR:

A vast network of health infrastructure extending into rural areas was established by the 1950s to make
health services more accessible. This included blood transfusion services. Services were also provided
free of charge.

* Large cadres of professional midwives were trained and deployed both at the health facilities and in
communities to attend to home deliveries. Additionally, midwives visited pregnant women at home and
encouraged them to seek antenatal care and assistance during delivery.

» Family planning was integrated into maternal and child health services and offered as part of the basic
package of services.

A strong referral system ensured timely access to basic and comprehensive emergency obstetric and
newborn care (EmONC) when necessary, backed by the availability of ambulances and telephones.

» Steps were taken to ensure that data needed to track progress was made available. Civil registration
systems and health management information systems (HMIS) were established and strengthened.
Maternal death reviews were instituted in the 1950s to identify the factors contributing to maternal
deaths, enabling corrective actions. These reviews also allowed issues of quality of care to be ad-
dressed.

Conclusion: The Sri Lankan government’s commitment, together with appropriate interventions, led to a
dramatic reduction in maternal mortality. Given that public expenditure on health care was low (on average
less than 2 percent of GDP) during the 1950-1999 period, this reduction cannot be attributed to a huge
investment of funds. This indicates that other low-income countries with high maternal mortality could also
reduce maternal mortality with political commitment and the appropriate interventions.

Source: Padmanathan et al. 2003.

available skilled health personnel is adequate
to provide basic and comprehensive EmONC
as required; these personnel include not only
doctors but also midwives and nurses with
midwifery skills, and anesthetists.

Third, staff must be trained in referral pro-
tocols, particularly outreach staff. This helps
ensure that women at risk receive emergency
obstetric care in a timely manner. And fourth,
a strong monitoring system must be put in
place to ensure (i) that the system responds ef-
fectively to specific implementation challenges;
and (ii) that quality of care is enhanced

The importance of Cross-Sectoral
Approach

As has been demonstrated by the example of
Sri Lanka as well as other examples from Ma-
laysia (see Box 3), Indonesia, and elsewhere,
a cross-sectoral approach can have important
positive impacts on reducing maternal mor-
tality. For example, an analysis of declines in
both infant and maternal mortality rates in
Sri Lanka and Malaysia shows that they can
be attributed to a combination of interven-

tions, including:

Reducing Maternal Mortality | Strengthening the World Bank Response



Box 2 | The Egypt Story

In 1992-93 the maternal mortality ratio in Egypt was 174 maternal deaths per 100,000 live births. By 2000
using a combination of strategies, it had dropped to less than half that figure at 84 maternal deaths per
100,000 live births:

* The proportion of all deliveries that occurred with skilled health personnel increased from 40.7 percent in
1992 to 60.9 percent in 2000.

* Health facilities were upgraded and equipped, health personnel were trained and treatment protocols for
obstetric complications were developed and implemented.

* Greater access to family planning resulted in increased use of contraceptives, which rose from 47.1 per-
cent in 1992 to 56.1 percent in 2000, thus reducing the total number of pregnancies, including higher-risk
and unwanted pregnancies.

* Increase in women'’s secondary education (from 13 percent in 1992 to 22 percent in 2000) might have
further contributed to the decline in maternal mortality

* Mass media campaigns were carried out, aimed at educating women and their families to access mater-
nal health services appropriately.

Source: Campbell et al. 2005.

Box 3 | The Malaysia Story

Malaysia is a middle-income country whose total public expenditure on health services was modest
between 1950 and 1999 (averaging of 1.79 percent of GDP), yet during that period its maternal mortality
ratio declined rapidly. The ratio had already fallen between 1933 and 1950 from 1,085 maternal deaths (per
100,000 live births) to 534 maternal deaths, and then dropped to 19 maternal deaths by 1997. The propor-
tion births attended by skilled health personnel grew from 30 percent in 1949 to over 90 percent in 1995.

* The goal of the maternal health program was to ensure that professional midwives (skilled health per-
sonnel) attended to deliveries. Toward this end, there was massive training of competent professional
midwives who were properly supervised. In the rural areas, midwives conducted home visits, delivered
births at home, and referred women with complications to the health facilities. Efforts were made to
reach underserved populations and minority groups.

* From 1957 to 1975, the program focused on assisting with home deliveries in rural areas, and from 1976
to 1989 the focus shifted to health facility-based deliveries to allow prompt treatment of obstetric com-
plications.

* In addition to the expansion of health services in rural areas, demand for services was generated through
community mobilization coupled with virtually free services.

* The referral systems were strengthened and quality of care was emphasized.

* Maternal death reviews were instituted and midwives carried out active case finding to identify maternal
deaths in the communities. Similarly, strengthened civil registration allowed tracking of progress.

* The government took steps to improve maternal health as part of a deliberate policy and program for rural
development, including expansion of rural health services, improvement of basic education and education
for girls, development of sanitation and water supply, and the extension of road networks in rural areas.

Conclusion: Integrated rural development, together with key maternal health interventions such as

development of a professional midwifery cadre, enabled a majority of pregnant women to receive delivery
services at home and, with time, at equipped and well functioning health facilities.

Source: Padmanathan et al. 20083.



> strengthening of maternal and child wel-
fare services
expansion of education

provision of safe drinking water

N2 20\ Z

more sanitary methods of sewage disposal,
and

- improvement of nutrition levels.

Evidence also suggests that women who
participate in micro-credit programs exhibit
higher levels of knowledge about health care
and are more likely to completely immunize
their children (Oomman et al. 2003). Roads
and transportation also greatly determine
women’ access to emergency care, particularly

emergency obstetric care.

Involving the private sector in service
delivery

The private sector has often been a primary
source for health care, especially in rural com-
munities. Private sector service providers in-
clude not only private hospitals or clinics but
also traditional healers and traditional birth
attendants. Several initiatives using the private
sector as the health care provider have been
successful globally in addressing this reality.
Recognizing this, in 1995 USAID launched

a project in Haiti that created supply-side in-
centives for service providers to deliver basic
health services (Eichler et al. 2007). The ser-
vices were free to patients.

The project began by contracting NGOs
to deliver health services and reimbursing them
for documented expenditures or inputs. In
1999, the strategy was changed to provide part
payments on attaining performance targets or
outputs. This project also provided technical
assistance to the NGOs, along with opportu-
nities to participate in an NGO network and

other cross-fertilization activities. Panel re-
gression results suggest that the new payment
incentives were responsible for considerable
improvements in both immunization cov-
erage and attended deliveries. The Chiranjeevi
Scheme in Gujarat, India (see Box 4) demon-
strates how this can be done effectively to im-
prove access to institutional delivery with the
objective of reducing maternal mortality while

providing financial protection to poor families.

Increasing the Demand for Services
Poor and vulnerable groups need to be prop-
erly mobilized through effective incentive
strategies if they are to take advantage of pro-
grams designed for their benefit. One suc-
cessful approach that has been used to reduce
poverty and to increase food consumption,
school attendance, and use of preventive health
care services is to increase demand-side incen-
tives to individuals through Conditional Cash
Transfers (CCTs). Since 1997, several coun-
tries in Latin America have implemented and
evaluated CCT programs that have health and
nutrition components. The core of these pro-
grams is based on encouraging poor mothers
to seek preventive health services and attend
health education talks by providing them with
cash incentives for their health-seeking be-
havior. Evaluations of the impact of CCT have
provided unambiguous evidence that such fi-
nancial incentives do increase the utilization
of key services by the poor (Glassman et al.
2007). (See Section 2 for more detail.)

What the World Bank Can Do

to Promote a Cross-Sectoral
Response

Maternal mortality is not an isolated phenom-

enon but is intimately linked with a variety

Reducing Maternal Mortality | Strengthening the World Bank Response



Box 4 | The Chiranjeevi Health Financing Scheme

The Chiranjeevi Scheme implemented by the Government of Gujarat aims to improve access to institutional
delivery for poor families. In Gujarat, reliance on the private sector for deliveries is widespread, since the
government health network cannot always ensure availability of services, especially in remote rural areas.
The Chiranjeevi Scheme therefore was designed to provide financial protection to families seeking private
maternal healthcare, including the following elements:

» The scheme covers families’ out-of-pocket costs incurred for travel to reach healthcare facilities.

* |t also provides for financial support to the accompanying person for loss of wages.

* The scheme involves the empanelment of private medical practitioners (mainly gynecologists) to provide
maternity health services. These providers are reimbursed at a fixed rate for deliveries, either normal or
Caesarean.

Preliminary analysis of household-level data from Chiranjeevi beneficiaries and non-beneficiaries show
that partnering with the private sector has considerably reduced the costs of care to the poor.

+ Most of the Chiranjeevi users have income levels less than Rs. 12,000 (about US$248) per annum, indi-
cating that the scheme is able to target poor families.

» The average expenditure incurred for both medicine and transportation by non-users (of the scheme) on
their most recent delivery at a private facility was Rs. 4000, while the average expenditure incurred by a

Source: Ramesh et al. 2007.

Chiranjeevi beneficiary on their most recent delivery was Rs. 727.

of causes and effects. It not only concerns the
health sector, although that is a key actor; it

is also affected by other sectors, including nu-
trition, education, social justice/women’s em-
powerment, labor/employment, and others.
Data overwhelmingly show, for example,

(i) that anemic women are more likely to have
poor maternal outcomes; hence, nutrition is
an important related sector; (ii) that educated
women are more likely to access antenatal
care and other health services and therefore
have better health outcomes; hence, female
education is an important related sector; and
(iii) that working women have fewer children
and lower mortality rates for a variety of rea-
sons; hence, female workforce participation is
an important related sector. Mechanisms need
to be put in place that can bring these sec-

tors together under a committed leadership,

making prevention of maternal mortality a

central issue.

What could the Bank do to promote
such cross-sectoral synergy and
coordination?

The Bank could take a leadership role in se-
lected strategies, given its global presence and

financial resources. These are described here.

Orienting governments/clients to newly
available information and approaches
Large-scale global research efforts have been
seeking to identify the cost-effectiveness of
various interventions. The World Bank’s Dis-
ease Control Priorities Project-2 was one such
effort, which attempted to categorize interven-

tions on the basis of their cost-effectiveness.
Another research effort, the High Level Task




Force’s Working Group 1, has also estimated
the costs of health-system support needed to
accelerate the achievement of the Millennium
Development Goals for health in low-income
countries. The resulting information is now
available to the global public health commu-
nity. The Bank can use this information to

(i) raise knowledge and awareness on such is-
sues at the country level; (ii) build consensus
among key stakeholders for intervention strat-
egies; and (iii) advocate for decisions regarding

the allocation of scarce resources.

Providing evidence on the cross-sectoral
dimensions of reducing maternal
mortality

As described earlier, much of the success of
maternal health programs in both Sri Lanka
and Malaysia, as well as in Kerala (India), can
also be attributed to a combination of non-
health interventions.

Making use of information from ongoing
initiatives aimed at evaluating maternal
health

These initiatives include SIEF (Spanish Trust
Fund for Impact Evaluation and Results-based
Management in Human Development Sec-
tors), the Health Contracting/Performance
and Conditional Cash Transfers clusters, and
the Results-based Financing (RBF) pilots. The
evidence they offer can be leveraged with gov-
ernments to initiate the dialogue on cross-sec-

toral approaches and convergence.

Including a wide range of constituents
Policies are most likely to succeed if a wide
range of constituencies—such as senior pol-
icy-makers, program implementers, civil so-

ciety, grass-roots organizers, service providers,

Reducing Maternal Mortality |

and client representatives--are all involved in
the implementation and the dialogue affecting

policy formulation.

Expanding the use of lending instruments
that promote cross-sectoral synergies
Use of the Bank’s Development Policy Op-
erations could allow for greater dialogue with
governments and encourage ownership of
cross-sectoral approaches. Setting the strategic
context for a cross-sectoral approach in the
Country Assistance Strategy (CAS) also guides
the direction in which policy reform needs to
take place. Achievement of the outcomes spec-
ified in the CAS can be used as a trigger for
greater support for a long-term engagement.
This process also facilitates the involvement of
other bilateral, multilateral, and development
agencies that play a crucial role in providing
financial and technical support to developing

countries.

A Bank strategy for developing
cross-sectoral engagement
Recognizing that the world has made the
least progress on reaching MDG 5, and rec-
ognizing the urgency and complexity of this
challenge, and further, recognizing that the
challenge is not necessarily technical but of
one of gaining traction and finding new,
multi-sectoral entry points for influencing
priorities, approaches, and outcomes, the
Bank should develop its own engagement
strategy (detailed in Section 4) to support its
response to improving maternal health.
This strategy would be expected to garner
the support and focus of multiple stake-
holders, both within the World Bank Group
and elsewhere, who are on the front lines of

knowledge, operations, and policy dialogue.

Strengthening the World Bank Response



It would support HNP efforts to create a
“community of practice” on maternal health
that would in turn help pave the way for the
rollout of a Population/Reproductive Health
Action Plan, anticipated to be presented to
the Board in December 2009. The approach
would be cross-sectoral—drawing not just
on colleagues in HDN, but also on those
working in other networks (such as PREM
and DEC)—as maternal mortality is impacted
by multiple factors.

Country directors in priority countries

would need to have a strong awareness of

maternal health issues and effective ways to
address them, combined with a real commit-
ment for outcomes, in order to succeed. This
would become an integral part of the overall
Population/Reproductive Health Action Plan.
The key stakeholders would be World Bank
technical and operational experts, country di-
rectors/managers, task team leaders and sector
managers who are best positioned to have an
impact on both the design of operations and
the health system policy dialogues that will

occur in key countries.



Part Il

Section 1. Guidelines for
Monitoring and Evaluation of
World Bank Projects Aimed at
Improving Maternal Health

The fifth Millennium Development Goal
(MDG 5), which aims at improving maternal
health, has two targets. Target 5a is to reduce
the maternal mortality ratio (MMR) by 75
percent between 1990 and 2015. Target 5b

is to achieve universal access to reproductive
health by 2015 (United Nations Millennium
Declaration). Box 5 presents the indicators for
both Targets.

Box 5 | MDG 5 Goal and Targets

Goal: Improve maternal health

Target 5A: Reduce maternal mortality ratio by
three quarters, between 1990 and 2015
Indicators

* Maternal mortality ratio
* Proportion of births attended by skilled health
personnel

Target 5B: Achieve, by 2015, universal access to
reproductive health
Indicators

* Adolescent birth rate

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

* Unmet need for family planning

» Contraceptive prevalence rate

Source: United Nations, Millenium Development Goals
Indicators. http://mdgs.un.org

In order that monitoring and evalua-
tion (M&E) of World Bank health projects
aimed at improving maternal health be effec-
tive, appropriate indicators must be selected,
realistic targets must be set, and both base-
line and end-of-project data must be collected.
All these are necessary in order to measure
and evaluate the achievement of project ob-
jectives. Table 1 shows selected indicators and
data sources for assessing projects and pro-
grams aimed at improving maternal health. A
portion of the funds for projects should be ex-
plicitly allocated for M&E and the persons or
agency responsible for M&E should be identi-
fied upfront.

Selecting the indicators

In 2007, WHO released an important report
summarizing and analyzing the 2005 MMRs,
the result of collaboration between WHO,
UNICEE UNFPA, and the World Bank. The
report concluded that measuring the MMR
accurately is generally too difficult except in
countries that have complete civil registra-
tion systems with good attribution of cause

of death (WHO 2007). Global health experts
generally recommend that indicators be chosen
for monitoring and evaluation based on a
given project’s specific objectives and activities.
Indicators should be clearly defined, accurately
measured, and reflective of the set of activities
being implemented. Indicators to be avoided

are those that are complex, require large sam-
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Box 6 | Types of Indicators

Inputs - Resources such as personnel, facilities,
equipment, supplies, or funds that are used to
implement the project.

Outputs - The immediate products or results of
the activities implemented, such as the number
of personnel trained, number of deliveries con-
ducted, or number of contraceptives distributed.
Outputs are measured at the program level.

Outcomes - The intermediate results of the
activities implemented, such as contraceptive
prevalence rates or percent of births with skilled
birth attendants. Unlike outputs, outcomes are
measured at the population level.

Impacts - Long-term outcomes, such as the ma-
ternal mortality ratio or infant mortality rate.

ples, and indicators that provide estimates that
pertain to years in the past should be avoided.
Box 6 presents the definitions of inputs, out-

puts, outcomes, and impact indicators.

Data sources and data collection

An explicit plan for data collection should

be developed during a project’s prepara-

tion and design, and preferably baseline data
should also be identified or collected before
the project is implemented. Without ade-
quate baseline data, subsequent monitoring of
a project becomes challenging. Regarding the
frequency of data collection, a minimum of
three collections is desirable:

- Data collected at baseline
> Data collected for midterm project review,
and

= Data collected at end-of-project.

For some indicators, data can be collected

more frequently, as shown in Table 1. Ad-

ditionally, when prior analytic study is con-
ducted to inform the design of a project, it
increases the likelihood of the project’s suc-
cess.

Several sources of data and data collec-
tion instruments can be effectively used to
measure indicators for improving maternal
health. These include routine Health Man-
agement Information System (HMIS), the
civil registration system, household surveys
(such as Demographic and Health Surveys
[DHS] or Multiple Indicator Cluster Survey
[MICS]), health facility surveys, and cen-
suses.

A complete and accurate HMIS together
with a civil registration system can provide
sufficient data to measure most indicators for
improving maternal health, as the details in
Table 1 make clear. In countries where the
HMIS is weak, a portion of projects funds
should be allocated to the strengthening of the
HMIS. In the interim, while the HMIS is still
being improved, data from selected health fa-
cilities could be used to allow for the tracking
of a project’s progress, depending on the cov-
erage of the project and local capacity. Where
appropriate, health facility surveys could also
be conducted to provide baseline, interme-
diate and end-of-project data.

Population-based surveys, such as the
DHS, are also reliable sources of data for M&E
since they provide medium-term trends. The
limitation of such surveys is that they might
not coincide with the beginning and end of a
project. Moreover, population-based estimates
cannot be attributed solely to the World Bank
funded project. In sum, these instruments can
be reliable for general health monitoring pur-
poses but may not always be reliable for evalu-

ating the Bank’s projects as such.



(8bod }xau 0} panuiuoy)

IDak Ippus)nd b Ul SelIBAlep

- Jndjno —
J09A Jad saliaAnep

‘Al apak papiodal pup Ayuow pa}da))0d SI bibp dyL Alpak SIINH 8uinoy ]OUIBDA |DWIOU JO JBqWINN  |PUIBDA |DWIOU JO JBqWINN
- ndino —
a)gnJajaid J0ak
SI HSIA | OS ‘SaWl} |PJOASS 8409 10}DUISOd 0] OB USWOAN 109k Jopus)pd b ul (spupJtisiBal) Jad (Ao} yyoay) SHsIA
‘AlIpak papodal pup Ajyluow payoa) oo SI PP 8yl Kook SINH 8uinoy SISIA 1010U}S0d | JO JoquinN 1010UISOd 5| JO JOqWINN
- jndjno —
*9)qnJa4aid SI USIA 5| J0ak
0S ID3A D Ul SBWI} |PIBASS 840D |DIDUBIUD 0} OB UBWOAN JD3A IDPUB)PD D Ul (SIUD.ISIBaI) Jad (Ayy190) ypaY) SHSIA
‘Al ApaA papiodal pup Ayuow pa}ds))0d SI bibp dyL Anak SIINH 8unnoy S1ISIA |D}DUBIUD | JO JBqWINN 10}DUBIUD 4| JO JaquinN
‘SpuaJ} poLad pup DaJID BWDS 8y}
wJa-wnipaw jnyasn apiroid Aow Ing ‘108foid o pus pup (SOIN ‘SHAQ Ul syuig 0 Jaquinu 1p}o] /jduuosiad — 8wooINo —
Buiuuibaqg 8y} yim apioulod 10U M ‘9BDIBAD IDBA-G 10 -¢ APIETA “6'9) AoAIns ynpay pans Aq pepusnp Jouuosiad yyoay pajs
D SD ‘YoIym 81pwWiIse dlponad pasng-uonpindod b SI SIYL Glog p1oyasnoH uswom jupubaid Jo JaquinN  AQ 840D |DIOUBIUD JUBIISd
Tem
SD DaID UBAIB D Ul SYMI]Q JO Jaquinu 1p}0} 8y} JO 8}DWIISd — jndino —
81DIN29D UD 8Jinbal |)IM—S8lIBAIap |DUOIIN}ISUI JO Ipak IDpUBIDO D Ul SBI})IOD} ook Jad sausAnep
1u8918d—J0}D2IPUI JaYoUY “Alyjuow pa}os)|o Si bIop ay| Runak S|IAH aunnoy yoay Ui SalIBANep 40 JaquinN 1oUOIINYIISUI JO JaquinN
('119M SD S8LI01SIY JDBA G- WO} PB}08]109
91D 1Dy} SJ0D2IpUI JBy10 0} sanddo siy] :910N) ‘SpuaJ}
wJa)-wnipaw njesn apiaoid Aow ing ‘108foud o pus pup (SOIN ‘SHa poliad pup paID BWDS By} — 8wo9no —
BuluuiBaqg ay} yym apioulod 1ou |)im ‘9601aAD I0DA-G IO -g Aok “6-9) AoAINS Ul SYMIQ JO Jaquinu 10| /jduuosiad 19uuosiad yyoay
D SD ‘YoIiym aypwiss aiporiad pasoq uonpindod b si SIyL Gglog pjoyasnoH ynoay pans Aq syuiq jo JaqunN panms Aq syuiq juadlad
*9]D]IDAD 81D SY}DaP 4O S8SNDI pup 8181dwo9 aID walshs
swa)sAs uoipJisiBal JIAID 8Y} 818YM S81I}UNOD Ul Pasn aq uonp.isibal — Jopdwi —
PIN0D YN "8INSDaW O} 1]ND1HIP SI } 80UIS JOJDDIPUI UD SO 82JN0S 8y} JIAID puUD ID8A JDPUB)DO BWDS BY} Ul SYMIq (HIANIN)
pasn aq jou 1im YN ‘108loid yypay Joah-g 1poidAy b u]  uo spusadaq S|IAH aunnoy 9AIT/SUIDaP |pUIBIDW JO JaquinN 011pJ Ayjp}IOW 1DUIBIDIN
a3 21119190
s9)oN Aouanbaig juawnisul 101naipul jo uondiosaq ,40}D91pul
uoI1}991109 awooino/ndinQ

YNoaH 1puladi Hulroidwi 3o pawiy S308(0id BULIOHUO 10} S92IN0S DIDJ PUD SIOINJIPU| Paldales | | aqoL

/821n0s pdg

Strengthening the World Bank Response

Reducing Maternal Mortality



(abnd jxau 03 panujuo))

"9OUDAPD Ul U0 paaibp aq

pouad
pup $3111IoD4 Y}ody Swbs sy} ul
SuOIIPONdWOo9 214}8}Sq0 paloads

pinoys (s)uonnondwod d1}81Sgo palIoads Jo uoI}081es JO JaquinN/suoipodwo 914}83Sqo — jndjno —
8y ‘AlpaA papodal pup Alyiuow paioa)0o SI PP By Kook SINH 8uinoy  pawioads 0} anp Syibap Jo JaquinN 9104 AJ1p1D} BSP)
yioap - jndino -
'Sy109p 9say} Bulnidno SYpap 4O 8SNNI JO $J0}oD} A101NQLIIUOD 10} s)pno
Ul |D1IUBSSd SI BUIpUl-9SDI BAI1OY "BWOY 1D J9AI|Bp AHUNWWOD JO  PAMdIABI 81dM 1DU] SBINIOD) Y} nay Yipap |puIdIDW Pasnq
USWOM 1SOW 3Jaym $39n1d Ul 1998109 0} YNJIYIP SI SIYL AuoaA  spodai sunnoy  9pISINO SY1Dap |pulalDW JO JBquInN -AIunwwod Jo JaquinN

yioap
JO 8SNDI JO $10}0D} A10INQLIUOD 1O} — Jndjno —
PaMaIAaJ 819M }DU} SBIN]IOD) Ynoay S}PND Y}nap |pulaiow
‘AlIpaA papiodal pup Ajyiuow payoa)0o SI PP By Kook SINH 8uinoy Ul SYpap 1oulaIDW JO JaquInN paspng-A1op} JO Jaquinn
"9]qD]IDAD 8J8M Sainpadoid QNOWT suonouny JNOW3 - jndino —
aysinbai 8y} Jayleym uiplIaaso o0} pouad 8ousiaal SD anisuayaidwod g 1b papiroid Sa1IoD) ONOWT
pasn aq und Ipak Jopus)pd D Ul pouad Yiuow g UsAb Kpak SIAH aunnoy 1DY1 S8IMNI0D) Y08y 4o JaquinN  SAIsuayaidwod Jo JaquinN
"9]1gD]IDAD 8JaM S8Inpadoid JNOWT suonouny — Jndjno —
aysinbai 8y} Jayjaym uip}IsasSD 0} polad 8dudla)el D SO ONOW3 21Spg 9 )P papirocid Sa1})10D}
pasn aq und InaA JppudInd D Ul polad Yluow-g UsAlb v Kook SINH 8uinoy 10U} S81MI00) Y1Ipay Jo JaquinN  QNOWT 2ISbq Jo Jaquinn

spuai}

wJs)-wnipaw jnjasn apiaoid Abw ing ‘108foid Jo pus puo (SOIN ‘SHA pouad pup paip
Buiuuibag 8y} ylm apIoulod 10U |)im ‘9BDIBAD JDBA-G J0 g Kpak “B9) AoAINs  BWDS BY} Ul SYMI]G JO Jaquinp P10} — 8wo9ino —
D SD ‘Yolym a1owise olpouad pasng-uonpindod o si siy| Gglog ployasnoH /S81I8AI19P UD8IDSADI JO JaquNN 91DJ UOI}08S UDBIDSaN)
— jndino -
J0ak Jopus)pd b J0aA Jad sausAap
‘AlI0ak papiodas pup Alyjuow pajas)09 Si PIOP Y| INBLOETN SINH @ulN0Y Ul SBIBAIISP UDBJIDSBDD JO JaquinN UDaINSADD JO JAqWINN
81gp)IbAbUN 31D sydpi6090101PIDD — Jndjno —
alaym sa9on)d ul Jogp)] Jojuow 0} pasn a.p sydoiBonnd Ipak Jopus|pd b Ul Jogn) Ipak Jad Jogp) ul pasn
‘AjInaA papiodal pup Ajyiuow payoa) oo SI PIbp 8y Kook SINH 8uinoy ul pasn sydoibopnd jo JaquinN sydoniBbopnd jo JaquinN
s9)oN Aouanbaig juawnisul 101naipul jo uondiosaq ,40}D91pul
uoI1}991109 awooino/indinQ

/821n0s pdg

(penuiuo)) yypaH jpulappy Buiroidwi o pawny s}oafold Bunopuoyy J0j S32IN0S DD PUD SI0}DIIPU| PAJIdI8S | | aqpL



'SpuaJ} Wis)-wnipaw

$80IN0S SNOLDA WOJ) Pa]Idwod 81om SI0}DoIpUI 8SaY] |

pouad puon

Inyasn apiroid Aow 1 ybnoy 198foid b Jo pus pup Bulu (SOIN ‘SHAQ  paJp swWDSs 8y} Ul SIndAk gL-G| pabb
-uIbaqg 8y} yum ap1ouiod 1ou )im ‘9BpISAD IDBA-G 10 © Alpak “6'9) Aoans USWOM JO JaquinN/SInaAk 61-G| — 8wooIno —
D SD ‘YoIym 91pwilss dlpolad pasng-uoipindod o SI siyL Gglog ployasnoH pabp uswom 01 syuIq 4o JaquinN 91DJ YHIqg JUS3S810pY
"Spaau 9soy} 198w 0}
91g01IDAD Aj9pIm 8D $89IAI8S Buluupid Ajlwby usym uipbo
9SD810dP UBY} PUD UOIIDIIUNWWOY 8bupy) JoiAnyag
YHM 9SDaJoU] PIN0D P3U }BWUN ING USJP]IYD JOW JUDM
Ajipnoo uswom uaym Aiunod Ayjipiey -ybiy o ul moj SOAI}d80DIU0D
K101}l 9 UDD PaBU }BWUN BJUIS }84didjul 0} JNOIYIP Buisn jou a1p Ing pJIyo Jayjoun
91D PAdU }dWIUN U] SPUBJ} }DY} 9}ON "SPUSJ} WId}-Wnipaw Buinpy a10j9q SIDaA om} 1Spa)
1njasn apiaold Aow 31 ybnoy ‘108foid b Jo pus pup (SOIN ‘SHa 1D 10} 1IDM O} JUDM JO UBJpP]Iyd — 8wooINo —
Buiuuibaqg 8y} yum apioulod 10U M ‘9BDIBAD IDBA-G O -¢ JABIeETA “B'9) AoAIns aJow Aup JUDM J0U OP OYM 6H-G | Bujuunid
D SD ‘Yolym a1pwiIss dlpouad pasnq uonpindod o si SIyL Glog p1oyasnoH $o6D UBWOM PaLIIDW JO JUSJad AWy Jo} paau Jowiun
spuai} 'S910J AYI18) o1108ds
wJa}-wnipaw jnyasn apiroid Aow ing ‘08foid jo pus puo (SOIN ‘SHa -9bb jua1ind 8y} uo pasng pouad
Buluuibag ay) yum apioulod 10U M ‘9B0IBAD JDBA-G 10 -¢ AjIpak “6'9) AoAins  aAonpoudal Jay JO pus ayj 10 SADY — 8woono —
D SD ‘YoIym 91pWwiIss dlpolad pasng-uoipindod b SI SIyL Gglog ployasnoH 11IM UDWOM D SYHIq JO Jaquinn 910J A8} 10101
— jndpno —
‘(uonpzials “6:9) saA}deoDIU0D Po1Dd)as I03A Ippua)no Joak Jad
Jojluow 0} pasn 8q Abw poylaw SIy} ‘SaAi}daoniuod D Ul S8A1IdOODIUOD Ulepow  S9AIdeODIIUOD UlopoW JO
uJspoul 1o 4o 9oun}dedon BuloHUOW 0} UCIPPD U] Alpak SIINH @uinoy JO $101de00D MU JO JaquinN  S10}d822D Mau JO JaquinN
'SIDBA GY-G | PabD ,UBWOM |)D, JO/PUD USWOM PaLIIDW
A)us1in9, 8)DWIISS 0} PAsSh 8q UDI }| 'SPUSJ} WIS}-WnIpaw polad pup
1nyasn apiroid Abw 31 ybnoyyp Yo8foid b Jo pus pun (SOIN ‘SHA DpaIp BwDS 8y} Ul S| S9BD uswom — 8woono —
BuiuuiBag ayy yim apIoulod 10U )M ‘9BDIBAD IDBA-G IO -§ Ajpak “6'9) AoAIns 1O JaquinN/S8AIIda0DIU0D UIBpOW 9104 8ous)pAaId
D SD ‘YaIym a1pwiiss dipoliad pasng-uopindod b s SIyL Gglog pijoyasnoH 9SN OUYM UBWOM JO JaquinN 9A1}d80DJU0D UISPON
siojpaipul buiuupyd Ajwn4
s9)oN  Aouanbaig juawnisul 10)naipul jo uondiasaq ,40}D2Ipul
uo1}99))09 awoono/ndino

(penunuon) ynnaH Jputedpy Buiroidwy 3 pawily s}osfold BuLIOHUO) 10} S22INOS DIV PUD SI0IIIPU| PaYOd)es | | 91qoL

/821n0s pdg

Strengthening the World Bank Response

Reducing Maternal Mortality



Section 2. Addressing Constraints
to Improving Maternal Health

This section describes recommended global
interventions for improving maternal health,
constraints in implementing these interven-
tions, and evidence from the extant literature
on how some countries have addressed these
constraints.

Several recent reviews of global evidence
in improving maternal health outcomes have
largely agreed on which specific strategies or
interventions are effective. The expert con-
sensus from the 2007 Women Deliver Con-
ference in London (commemorating the 20th
anniversary of the Safe Motherhood Initia-
tive), resulted in the proposal of four core
interventions to improve maternal health
(shown in Box 7) (Family Care International.
2009). These have been elaborated further in
the 2009 WHO Recommended Interventions for
Improving Maternal and Newborn Health: In-
tegrated Management of Pregnancy and Child-
birth (WHO 2009).

A High Level Taskforce on Interna-
tional Innovative Financing for Health Sys-
tems was formed in September 2008 to assist
countries in obtaining additional financial re-
sources to attain the health MDGs. Two Tech-
nical Working Groups were then established:
Working Group 1 on constraints to scaling up
and costs and Working Group 2 on raising and
channeling funds (Working Group 1, IHP+
Taskforce).

Working Group 1 concluded that
strengthening country health systems is key
to achieving the MDG 5 but the approach
should be context-specific (Working Group
1, IHP + Taskforce). The constraints iden-
tified by Working Group 1 to scaling up
Health MDGs, including MDG 5, are listed
in Box 8. Table 2 presents country examples
of how some of these constraints have been
addressed to improve maternal health out-

comes.

Box 7
Conference)

Core Interventions to Improve Maternal Health (from the Women Deliver

» Use of skilled health personnel for delivery;

» Emergency obstetric care(EmONC) when life-threatening complications develop;
* Immediate postnatal care for mothers and newborns; and
* Family planning and other reproductive health services

A basic EmMONC facility is expected to provide the following seven critical lifesaving services: adminis-
tration of parenteral antibiotics, parenteral oxytocic drugs, and parenteral anticonvulsants (magnesium

sulfate) for pre-eclampsia; manual removal of retained placenta; removal of retained products of concep-
tion (manual vacuum aspiration or dilatation and curettage); assisted vaginal delivery (vacuum extraction
or forceps delivery); and basic neonatal resuscitation (bag and mask).

In addition to these seven functions, a comprehensive EmONC facility offers blood transfusion and Cesar-
ean delivery

Sources: Family Care International 2009; Maine et al. 1997.




Box 8 | Constraints to Improving Access to Health Benefits, by Level

Level of constraint Examples of types of constraints

Community and household level * Lack of demand for effective interventions due to knowledge,
perceptions, culture, or language
« Barriers to the use of effective interventions (physical, financial,
social)

Health-services delivery level * Shortages or inadequate distribution of appropriately qualified
staff
* Weak information systems, technical guidance, program man-
agement, or supervision
* Inadequate drugs or other medical supplies
* Lack of equipment, infrastructure, or referral system

Health-sector policy and strategic * Weak or overly centralized planning and management systems
management level « Insufficient use of evidence in decision-making
* Weak drug policies or drug supply system
» Weak transportation or communication and referral systems,
especially for emergencies
« Ineffective policies for, engagement with, or regulation of the
pharmaceutical sector or the private sector generally, and
improper industry practices
* Lack of interministerial and intersectoral action, or weak part-
nerships for health between government and civil society
* Weak incentives to use inputs efficiently and to respond to us-
ers’ needs and preferences
* Reliance on aid agency funding, which reduces flexibility and
ownership
* Aid agency practices that overload country management
capacity

Public policies cutting across sectors * Government bureaucracy (civil service rules and remuneration,
centralized management)
« Limited fiscal space for additional public expenditure
* Poor availability of communications and transport infrastructure

Environmental and contextual » Governance and overall policy framework:
characteristics « Corruption, weak government, weak rule of law and enforce-
ability of contracts
« Political instability and insecurity
* Low priority attached to social sectors
* Weak structures for public accountability including lack of a
free press
* Physical environment:
 Climatic and geographic predisposition to disease
« Physical environment unfavorable to service delivery

Global level * Number of global initiatives and misalignment of reforms
* Reliance on project funding modes and limited use of country’s
public financial management system
* Poor quality reporting on DAH flows to countries
* Demand for skilled health workers in other countries

Sources: Working Group 1, IHP+ Taskforce; Hanson et al. 20083.
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Mexico’s Conditional Cash Transfer
Program, “Oportunidades”
Conditional Cash Transfers (CCTs), as noted
earlier in Table 2, have been widely used,
particularly in Latin American countries, to
improve nutritional, maternal and child out-
comes. We illustrate or describe in detail one
such successful program implemented in

Mexico.

Context

The design of conditional cash transfer (CCT)
programs in Mexico came at a time when it
was widely recognized that public subsidies
were often poorly targeted to poor house-
holds and had a limited impact on poverty
(Glassman et al. 2007; Fiszbein et al. 2009;
Levy and Rodriguez 2004; Levy 2006; Ro-
driguez 2003). There was little coordination
across programs, administrative tasks were du-
plicated, there was a noticeable imbalance in
spending that favored urban areas, and there
was no systematic evaluation to analyze the ef-
fectiveness of such programs.

In 1997, Mexico decided to address these
issues with the introduction of a large-scale
CCT program that aimed, in part, to improve
birth outcomes through better maternal nu-
trition and use of antenatal care. The Mexican
program (originally called PROGRESA and re-
named Oportunidades in 2001) uses cash as an
incentive for parents to invest in their children’s
health and education to break the cycle of pov-
erty. Oportunidades was an innovation in Mex-
ican social policy. The program explicitly made
a commitment to give beneficiaries the freedom
to choose how they used the transfers as long
as they committed to certain behaviors, namely
education, health, and nutrition behaviors that

were viewed as investments in human capital

(Fiszbein et al. 2009). Oportunidades initially
targeted very poor rural areas but later was ex-

tended to all poor households.

How did it improve maternal health?
The program aimed to improve birth out-
comes by providing cash transfers to ben-
eficiary households conditioned, in part, on
women’s completing a prescribed antenatal
care plan (at least four antenatal care visits,
and two post-partum care visits for breast-
feeding women) and attending an educa-
tional program. A key component of the
educational program is requiring mothers’
attendance at health and nutrition lectures
(platicas). Pregnant women are also required
to attend platicas to learn what to expect
from antenatal care consultations, the clin-
ical content of this care, maternal nutrition
and other reproductive health information.
Monthly meetings also take place between
beneficiary women and promotoras, or elected
beneficiary representatives, to ensure that the
program’s objectives and requirements are
understood. A key objective of both the edu-
cational sessions and the meetings with the
promotoras is informing beneficiary women
of their right to social services and empow-
ering women on how to make the best out of
their interaction with health care providers
(Barber and Gertler 2008).

A unique feature of the program was the
deliberate decision to give the cash trans-
fers directly to the mother or female head of
household. Once enrolled, households receive
benefits for a minimum of three years, condi-
tional on meeting program requirements. The
payment mechanism is cash payments made
at program-specific payment points, and pro-

gram compliance is via certification at public



clinics and schools. The program’s average
cost per family beneficiary is US$560, and
the average monthly transfer per household is
US$20 (Handa and Benjamin Davis 20006).
The program is affordable; with a total of five
million household beneficiaries by 2005, the
total program budget of US$2.8 billion rep-
resented less that 1 percent of Mexico’s gross
domestic product (Handa and Davis 20006).

Outcomes

Numerous evaluations of Mexico’s Oportuni-
dades have shown that this program has been
successful in improving access to and use of
health services by poor women as well as im-
proving their health outcomes.

> Use of health services: Oportunidades
beneficiary families visited the health fa-
cilities twice as frequently as non-bene-
ficiary families and utilization of public
clinics increased by 53 percent, according
to research by Lagarde et al. (2007). That
analysis also suggested that children born
to mothers in this program were 25 per-
cent less likely than those born in non-
beneficiary households to be reported
as having been ill in the previous four
weeks.

> Maternal mortality: Hernindez et al.
(2005) found that maternal mortality
was 11 percent lower in the municipali-
ties with at least one locality incorporated
in Oportunidades compared to those
without any localities participating in the
program.

> Antenatal care: Studying urban areas,
Prado et al. (2004) found that the per-
centage of births with appropriate ante-

natal care (defined as at least five visits
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during pregnancy) increased by 6 percent
between 2002 and 2003 among urban
beneficiaries of the program. Barber et al.
(2008) studied rural, low-income women
and found that for these women the Opor-
tunidades program was associated with
better quality of antenatal care (with
quality being measured as the proportion
of antenatal care procedures received by
beneficiaries). The Barber study found that
beneficiaries received 12 percent more an-
tenatal procedures compared with non-
beneficiaries, and attributed this result to
the program’s empowerment goal; the pro-
gram provides women with information
about care content and gives them skills
to insist on better quality from health care
providers.

> Other outcomes: Lagarde et al. (2007)
also agree that CCT programs are effec-
tive in improving nutritional and an-
thropometric outcomes, and preventive
behaviors. However, their overall effect
on health status remains less clear. The
Mexican program was also successful
in increasing its coverage from approxi-
mately 300,000 beneficiary households
in 1997 to 5 million households in 2005,
and serving as a precursor of similar
programs in the region (Fiszbein et al.
2009).

Lessons learned

While CCT programs seem to be successful in
increasing the use of health services and in im-
proving nutritional and anthropometric out-
comes and preventive behaviors, their overall
effect on health status remains less clear. This

highlights the importance of having supply-
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side interventions (improving access to and
quality of health services) to complement de-
mand-side programs like Oportunidades to
meet the needs of clients and improve health
outcomes (Lagarde et al. 2007). Further, pro-
grams with an effective monitoring of their
conditionality will have higher compliance
rates, as the Oportunidades monitoring system
shows with its compliance rate of 93 percent
(Glassman et al. 2007).

Cost effectiveness

Several authors agree that data on the overall
costs of CCT programs is still too limited to
allow a full scope for assessing their cost-ef-
fectiveness or cost-efficiency (Glassman et al.
2007; Barber and Gertler 2008; Caldés et al.
2004). Despite this, the impact of this ap-
proach on human capital outcomes cannot be

underestimated.



Section 3. Overview of Bank
Projects in 60 Countries with High
Maternal Mortality

This section provides an overview of the
World Bank’s support for maternal health in
countries with high maternal mortality (de-
fined as having more than 300 maternal
deaths/100,000 live births) through health
projects implemented between 1997 and
2008. Sixty countries with high maternal
mortality met the criteria for this review. (See
Figure 1)

Methodology

Project Appraisal Documents (PADs) of
health projects with Population and Re-
productive Health (Pop/RH) themes were
reviewed for the 60 countries with high ma-
ternal mortality. A total of 104 projects with
Pop/RH as a primary or secondary theme
were approved by the Bank within these coun-
tries during 1997-2008. The review of these
projects was intended to identify which proj-
ects addressed maternal health activities. In
addition to the Pop/RH projects review, the
Country Assistance Strategies (CAS’s) were
reviewed for countries with high maternal
mortality but with 70 health projects that ad-
dressed use of skilled health personnel for de-
livery or emergency obstetric care. The review’s
purpose was to find out whether the CAS for
each of these countries had identified maternal
health as a health burden and, if so, why sup-
port for use of skilled health personnel for de-
livery care or emergency obstetric care was

not considered in the country portfolio. The
Country Assistance Strategy Results Frame-
works were also examined for the following

indicators: maternal mortality ratio, use of

skilled health personnel for delivery, total fer-
tility rate (TFR), and contraceptive prevalence
rate (CPR).

A. Bank support for maternal health
in countries with high maternal
mortality as documented in PADs

Of the 60 countries with high maternal mor-
tality, during the period from July 1, 1997, to
June 30, 2008, the Bank financed 104 health
projects with a Pop/RH theme in 44 coun-
tries, while 16 countries had no health projects
with a Pop/RH theme (Figure 3). The regional
distribution of these 104 projects is shown in
Figure 4. Of the 104 Pop/RH projects, only
31 projects (in 21 countries) included use of
skilled health personnel for delivery or provi-

sion of emergency obstetric care.

Distribution and funding of health
projects with Pop/RH theme

The distribution of the 104 health projects
with a Pop/RH theme by fiscal year of ap-
proval is shown in Figure 5. The number of
projects approved per year ranged from a low
of one in 1997 to 15 in 2006. The highest
numbers of projects approved during the
1997-2008 period were all approved during
the last three years (2006-2008).

Figure 6 shows World Bank lending by
fiscal year (of approval) of projects with Pop/
RH theme alongside the corresponding total
funding for all Health, Nutrition, and Pop-
ulation (HNP) projects. During the entire
period, total Bank funding for Pop/RH proj-
ects was US $4.717 billion, as compared with
US$ 16.807 billion in funding for all HNP
projects—an overall ratio of 1:3.6. Funding for
health projects with Pop/RH theme per year

during the period followed no clear pattern and
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Figure 3 | Review of 60 Countries with Maternal Mortality Ratios Greater than 300
Maternal Deaths per 100,000 Live Births

Countries with health projects
having Pop/RH theme (44)

21 countries that addressed
EmONC or skilled health personnel

Bangladesh, Bhutan,

Dem. Republic of the Congo
Djibouti, Eritrea, Ethiopia,
Gambia, Ghana, Guinea

India, Indonesia,

Kenya, Lao People’s Dem.
Republic, Lesotho, Madagascar,
Mali, Nepal,

Niger, Sierra Leone,
Timor-Leste, Yemen,

23 countries that did not addressed
EmONC or skilled health personnel

Afghanistan, Benin,

Burkina Faso, Burundi,
Cambodia, Central African Republic,
Chad, Cote d’lvoire,

Guinea Bissau,

Guyana, Liberia, Malawi,
Mauritania, Mozambique,
Nigeria, Pakistan,

Rwanda, Senegal,

Somalia, South Africa, Sudan,
Uganda, Zambia,

16 countries with no Pop/RH theme

Angola, Botswana,

Comoros, Congo,

Dem. People’s Republic of Korea,
Equatorial Guinea,

Gabon, Haiti,

Irag, Myanmar,

Papua New Guinea,

South Africa,

Swaziland, Togo,

United Republic of Tanzania,

Zimbabwe

Countries that did not address
EmONC or skilled health
personnel (39)

Source: Map by the World Bank, based on data from WHO/UNICEF/UNFPA/World Bank 2007.

Figure 4

Regional Distribution of 104 Population and Reproductive Health

Projects in 44 Countries with High Maternal Mortality Ratios, July 1,
1997-June 30, 2008
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Figure 5 | Number of Health Projects Approved by Fiscal Year with Population and
Reproductive Health Theme in 44 Countries with High Maternal Mortality
Ratios, July 1, 1997-June 30, 2008
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ranged from a low of US$ 185 million in 2008
to a high of US$ 822 million in 2007. Funding
for individual health projects with Pop/RH
theme ranged from US$ 5 million to a high of
US$ 360 million (not shown in Figure 6).

The India Reproductive and Child Health
project, Part I (approved in fiscal year 1997)
and Part II (approved in fiscal year 2007) were
among the highest funded, receiving US$ 248
million and US$ 360 million, respectively. In-
deed, India alone (including separate funding

for individual states) accounted for 28 percent
(US$ 1.327 billion/ US$ 4.717 billion) of the
Bank’s funding for health projects with a Pop/
RH theme during the 1997-2008 period, as
compared with 51 percent (US$ 2.404 bil-
lion/ US$ 4.717 billion) absorbed by projects
in 31 sub-Saharan African countries. In addi-
tion, the majority of the 104 projects entailed
counterpart funding from respective govern-
ments and, in some cases, funding from bilat-

eral donors or international agencies. The few

Figure 6 | Funding by Fiscal Year in US$ in millions for Health Projects with
Population and Reproductive Health Theme, 1997-2008
2500
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exceptions involved countries such as Sudan
and Timor-Leste where there were World
Bank-administered Multi-Donor Trust Funds
with no direct lending from the Bank.

Maternal health components and
indicators in health projects with Pop/RH
theme
The project appraisal documents (PADs)
of the Bank’s 104 Pop/RH health projects
during 1997-2008 were examined to ascer-
tain whether they contained any of the four
core interventions to improve maternal health:
family planning; skilled care during and imme-
diately after pregnancy and childbirth; emer-
gency obstetric care when life-threatening
complications develop; and immediate post-
natal care for mothers and newborns.
Two-fifths of these projects included
at least one of the four core interventions.
Family planning was included in 41 proj-
ects, while postnatal care was included in just
20 (Table 3). There was no clear pattern for
any of these components by fiscal year of ap-
proval. Further, regarding use of the three key
MDG 5 indicators and the total fertility rate,
the most frequently mentioned indicator in the

PADs was the maternal mortality ratio, and the

Table 3 | Maternal Health Interventions
in 104 Health Projects with
Population and Reproductive
Health Theme, 1997-2008

least frequently mentioned was the contracep-
tive prevalence rate (shown in Table 4). A sub-
sequent in-depth review ascertained whether
these indicators were incorporated in the results
framework matrix in the selected projects and

whether data was available to measure them.

B. Review of CAS for countries with
no maternal health components for
MDG 5A

As noted earlier, 39 countries with high ma-
ternal mortality had no Bank financed health
project that addressed the use of skilled health
personnel for delivery or provision of emer-
gency obstetric care. Of these 39 countries,
four did not have any type of country assis-
tance strategy document in either of the Bank’s
two operational databases (the Image Bank and
the Operations Portal) used for this review,
bringing the actual number of reports reviewed
to 35. The type of reports reviewed included the
following: 16 CAS reports, 14 interim strategy
notes (ISNs), one joint assistance strategy note
(JAS), one joint interim strategy note (JISN),
and three country partnership strategy notes
(CPSs). Table 5 shows the regional distribution

of the 39 countries under review.

Table 4 | Maternal Health Indicators
in 104 Health Projects with
Population and Reproductive
Health Theme, 1997-2008

Number
Number of of
Maternal health component projects Maternal health indicators projects
Use of skilled health personnel for 31 Maternal mortality ratio 49
delivery Percentage births by skilled health 39
Emergency obstetric care 23 personnel
Postnatal 20 Total fertility rate 32
Family planning 4 Contraceptive prevalence rate 29




Table 5 | Regional Distribution of 39 Countries with High Maternal Mortality
Ratios that have no Health Projects Addressing Use of Skilled Health
Personnel for Delivery or Provision of Emergency Obstetric Care,

July 1, 1997-June 30 2008

Region'  Countries Total
AFR Angola, Benin, Botswana?, Burkina Faso, Burundi, Cameroon, Central African Republic, 30
Chad, Comoros, Congo, Cote d’lvoire, Equatorial Guinea?, Gabon, Guinea Bissau,
Liberia, Malawi, Mauritania, Mozambique, Nigeria, Rwanda, Senegal, Somalia, South
Africa, Sudan, Swaziland, Tanzania, Togo, Uganda, Zambia, Zimbabwe
EAP Cambodia, Democratic Republic of Korea? Myanmar?, Papua New Guinea 4
LCR Guyana, Haiti 2
MENA Iraq 1
SAR Afghanistan, Pakistan 2
Total 39

" The regions exclude high income countries
2 Countries with no country assistance strategy documents.

Maternal health indicators in the country
assistance strategy results framework
The CAS reports were also examined to de-
termine the extent to which key MDG 5 in-
dicators were incorporated in the Country
Assistance Strategy Results Framework, since
this reveals whether these indicators were in-
tended to be monitored. Among the frame-
works for the 35 countries, only 10 included
the maternal mortality ratio, while 13 in-
cluded the use of skilled health personnel at
delivery (Table 6).

Reasons for not addressing MDG 5A in
some high maternal mortality countries
The varied reasons why Bank support was not
considered for use of skilled health personnel
for delivery or provision of emergency ob-
stetric care in the 35 countries identified above
are summarized in Table 7. The individual rea-
sons for each of the 35 countries are shown in
Table 8. The reasons included the following:
maternal health was expected to be addressed
in budget support operations to governments

or as part of planned sector-wide approaches

Table 6 | Maternal Health Indicators in 35 Country Assistance Strategy Documents
by Region
AFR EAP LCR MENA SAR Total
(28) (2) (2) (1) (2) (35)
Indicator in the Country Assistance Strategy Results Framework
Maternal mortality ratio 8 0 0 0 2 10
Use of skilled health personnel for delivery 9 1 1 0 2 13
Total fertility rate 16 2 1 0 2 21
Contraceptive prevalence rate 1 0 0 0 2 3
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Table 7

Reasons Why Country Assistance Strategies in 35 Countries did not
Address Maternal Mortality: Summary

Summary reasons Countries Number

Maternal health was to be addressed in budget support Benin, Guyana, Pakistan, Rwanda, 6

(development policy lending, Poverty Reduction Sector Senegal, Uganda

Credits)

Maternal health was to be addressed in sector-wide Cameroon, Congo, Guinea Bissau, 6

approaches (SWAp) Mozambique, Nigeria, Tanzania

Maternal health was to be addressed as part of a package of  Afghanistan, Burkina Faso, Chad, 5

health services Liberia, Sudan*

Other donors were to take leadership in maternal health Cote d’lvoire, Malawi, Mauritania, 5
Papua New Guinea, Swaziland,

Bank involvement in maternal health was to be mainly through  Cambodia, Somalia*, Zambia 3

technical assistance and analytic and advisory activities

Other health interventions took strategic priority Angola, Central African Republic 2

Maternal health was to be considered as part of future project ~ Burundi

Maternal mortality was deemed low compared to countriesin ~ Gabon 1

the sub-region

No reason provided Comoros, Haiti, Irag, South Africa, 6

Togo, Zimbabwe*

* Countries currently under suspension due to arrears.

(SWAp); maternal health was to be part of a
package of health services, Bank involvement
in maternal health was to be mainly through
technical assistance or in analytic and advisory
activities (AAAs); and other donors were ex-
pected to take the lead in maternal health. It is
notable, though, that no reasons were provided

for six countries with high maternal mortality.

Common Bank practices and trends
The review also identified several common prac-
tices and trends in the development of country
assistance strategies, which help to understand
the context in which the Bank, governments,
donors, and stakeholders work in partnership to
achieve sustainable development.

The Bank is increasingly using harmo-
nized aid modalities, such as development

policy lending, basket funds, and joint analyt-

ical and advisory services (AAAs), and relying
increasingly on governments’ processes and
systems to improve aid effectiveness.
Consequently, the Bank support is be-
coming less focused on highly selective and
targeted interventions, as shown by the pro-
portion of countries (approximately one third)
where the Bank is choosing to provide a sup-
porting rather than a leading role in maternal
health interventions. There is a clear acknowl-
edgment in the country assistance strategies
reports that the Bank’s comparative advantage
lies in its ability to bring international best-
practice experience to bear in its policy dia-
logue through analytical and advisory services
and to use its convening power to leverage
scarce resources. In this regard, AAAs are key
to providing a solid foundation for informed

policy decisions and investments.



Table 8 | Reasons Why Country Assistance Strategies in 35 Countries did not
Address Maternal Mortality: Individual Countries
Country Reasons why support for maternal health was not considered

Afghanistan  Maternal health is supported by the ISN, as the Bank strategy calls for continued support for
the delivery of a Basic Package of Health Services (BPHS), which includes antenatal care,
vaccination, safe delivery, and family planning services.

Angola The ISN identifies HIV/AIDS, malaria, and tuberculosis as the target areas of intervention in
the health sector. (Note: While the ISN reports that some progress has been made in improv-
ing maternal health and family planning, the quality of maternal health in Angola remains
among the lowest in the world.)

Benin The CAS acknowledges lagging performance in the implementation of priority public health
programs, including reproductive health, but it indicates the Bank>s support through the PRSC
| project. Bank assistance to health programs will focus more on partnerships, programmatic
assistance, community-driven development, and capacity enhancing AAA.

Burkina Faso  The CAS will support national efforts to increase use and quality of primary health services
through greater emphasis, among othe things, on antenatal care, assisted births, and contra-
ceptives use.

Burundi The CAS proposed a lending program for FY09-FY 12 that includes a health project (FY09)
which would help the government to implement its policy of eliminating health user fees for
pregnant women and children under five.

Cambodia The CAS does not include any health-related projects in its proposed lending program
(FYO5-FY08), but it proposes analytic work as preparation for a future health project (likely
after the CAS period in FYQ9).

Cameroon The ISN includes a proposed health sector SWAp (FY08) which is expected to «put Cameroon
back on track for reaching the health MDGs.»

Central With IDA support, mainly through help with arrears clearance and budget support, specific

African interventions in the health sector are limited to a multi-country HIV/AIDS program and micro-

Republic projects funded through cross-sectoral operations. Maternal health is not considered in the
assistance program despite the fact that MMR doubled from 1988 to 20083.

Chad Maternal health is addressed through the CAS outcome indicator of «increased percent of

health centers providing the minimum package of activities,» which includes care for preg-
nant women and women of reproductive age.

Comoros Maternal health is not addressed in the ISN, although it is considered a key strategic goal in the
country>s PRSP. The ISN does not provide any reason why maternal health is not considered.

Congo The Bank would continue to support the health sector through the establishment and imple-
mentation of a SWAp for a health project in FY08, and a MAP funded HIV/AIDS project.

Cote d’lvoire  The ISN explains that «other donors are committed (to the sector). Programs are funded by
external donors such as Global Fund and PEPFAR (HIV/AIDS) and the bilateral cooperation».
The ISN for the FY08-09 program does not include any health-related projects and focuses
largely on community rehabilitation and infrastructure programs.

Gabon The CAS indicates that Gabon’s current maternal mortality ratio is one of the lowest in
Sub-Saharan Africa and represents a significant decline from 2000. If this decline continues,
«Gabon appears to be on track to achieve the MDG by 2015.»

Guinea Bissau The CAS would support gender-targeted programs through a Health Sector Investment Pro-
gram (FY98) which would target about 80 percent of its resources to child and maternal care
and management of a Social Action Fund.

(Continued to next page)
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Table 8 | Reasons Why Country Assistance Strategies in 35 Countries did not
Address Maternal Mortality: Individual Countries (Continued)

Country

Reasons why support for maternal health was not considered

Guyana

Haiti

Iraq

Liberia

Malawi

Mauritania

Mozambique

Nigeria

Pakistan

Papua New
Guinea

Rwanda

Senegal

Somalia

South Africa

Under this CAS, the Bank>s support would move away from individual sectoral investment
projects to a program of policy-based lending, which would be implemented through a series
of PRSCs.

Although the ISN acknowledges that Haiti has the highest infant and maternal mortality in the
Americas, delivery of basic health services, including maternal health, is not included in this
ISN or even considered for future IDA intervention.

Irag’s authorities have specifically asked for the Bank>s support for the sectors of education,
electricity, roads, and water supply and sanitation but not for the health sector.

Although the ISN indicates that Bank support in the health sector is limited to strengthening
the policy making and management functions of the Ministry of Health, the proposed Emer-
gency Health Project (FY97) would also include maternal and health components.

The CAS supports a selective Bank program limiting the Bank>s engagement in sectors in
which other donors are better positioned to take the lead. The UK’s Department for Inter-
national Development (DFID) will take the key role in the health sector but the Bank would
remain strongly engaged in HIV/AIDS prevention.

The proposed CAS pursues a very selective approach, based on key areas in which the Bank
has comparative advantages, including governance, financial and private sector development,
urban development, and education.

Maternal health is addressed in the CPS through a planned SWAp operation to support the
government>s Health Service Delivery Program (HSDP).

Under this joint CPS between the Bank and DFID, support for maternal health is envisaged
through targeted programs using Community Driven Development (CDD) at the local govern-
ment, and SWAps at the state level.

The CAS priorities in the health sector include support for policy reforms and institution build-
ing to help reach MDG targets, including maternal mortality. The key Bank lending instrument
will be PRSCs at the national level.

Under the CAS, the Bank’s support for the health sector is limited to participation in multi-
donor programmatic support, since other key development partners (such as ADB, NZAID,
AusAID, WHO, UNICEF and EC) take the lead in the implementation of health projects.

Bank support for maternal health will be provided through a programmatic Development
Policy Lending (DPL) series (starting in FY09) which will be merged with the PRSC series dur-
ing the CAS period.

One of the outcomes of the CAS is to assist the government in reducing maternal mortality by
increasing the number of assisted births, particularly in the poorest regions, with a series of
annual PRSCs throughout the CAS period.

Bank lending to Somalia has been suspended since 1991; a resumption of regular lending will
require the country to fulfill key political and financial conditions. Bank support is limited to TA
and AAA on public finance management and private-sector development, and the piloting of
an inter-agency community-driven recovery and development project. Maternal or other health
related activities are mentioned in the ISN.

There are no lending operations under this CPS. The two pillars of the CPS are urban/rural de-
velopment and regional integration, neither of which addresses any critical issues in the areas
of human development or health service delivery, including maternal health.

(Continued to next page)



Table 8 | Reasons Why Country Assistance Strategies in 35 Countries did not
Address Maternal Mortality: Individual Countries (Continued)
Country Reasons why support for maternal health was not considered

Sudan Due to Sudans outstanding arrears, IDA lending to the country is currently suspended. How-
ever, the Bank has remained engaged through the administration of two large Multi-Donor Trust
Funds (MDTF) with a “Health Umbrella Project» which supports the provision of health services
in the south of the country by contracting with the private sector and NGOs.

Swaziland After a decade and half of non-lending to the country, the ISN focuses on rebuilding the Bank
Grouprs relationship with Swaziland by focusing very strategically on a few key priorities of
support, where the Bank can add value. This does not include maternal health objectives at this
time.

Togo The overarching goal of the ISN is to help Togo recover from a long period of instability and
from suspension of Bank operations since 2002. One of the objectives of the government>s
interim PRSP is «developing the health system and health care by promoting maternal-child
health care» (among other interventions); however, the ISN does not provide specific support for
this country objective.

Uganda Bank support for maternal health will be provided mainly through general budget support in the
form of annual PRSCs as well as through non-lending activities such as health sector reviews.

United Repub- The JAS includes Bank support for maternal health through an on-going Health Sector Develop-
lic of Tanzania ment Program I, a SWAp with pooled funding from the Bank and seven other development
partners.

Zambia As a result of the government>s preference to use scarce IDA resources for financing infra-
structure while funding social sectors through its own resources or grant financing, the Bank>s
support during the CAS period in the social sectors will be limited to analytical and advisory
activities (AAA) only. A results-based financing program to improve maternal health will also be
piloted, and a Norwegian Trust Fund will focus on maternal mortality.

Zimbabwe Zimbabwe has not received any new lending from the Bank since 2000 due to its outstand-
ing arrears. While Bank lending is not part of the proposed ISN, its objective is to enhance the
Bank>s country knowledge, improve donor harmonization, and strengthen operational readiness
to re-engage with Zimbabwe when circumstances permit.

Note: Reports reviewed included country assistant strategy notes (CASs), interim strategy notes (ISNs), joint assistance strat-
egy notes (JASs), joint interim strategy notes (JISNs), and country partnership strategies (CPSs).
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Section 4. Estimated Costs for
Improving Maternal Health
The Technical Working Group 1 of the High
Level Taskforce on International Innova-
tive Financing for Health Systems, noted ear-
lier (Section 2), examined the constraints to
scaling up and costs to achieve the health
MDGs, including MDG 5 (Working Group
1, IHP + Taskforce). Technical Working
Group 1 has made a strong case that it will
not be possible to scale up the required activi-
ties to address all the health MDGs without
strengthening health systems. Key elements of
health system strengthening emphasized by
this working group fall under three categories:
governance, financial arrangements, and de-
livery arrangements.

Under financial arrangements, Technical
Working Group 1 found that these three ele-
ments are essential:

> Strengthening domestic generation of fi-
nancing and risk pooling

> Purchasing and results-based financing

—> DPaying the public sector health work-
force

Under delivery arrangements, the working

group identified these seven elements:

Service infrastructure

Service integration

Public and private provision
Human resources and training
Quality of care

Drugs and supplies, and

2 20 20 20 22\ 2%

Information and evidence.

Using two approaches, the working group
estimated the additional funds needed to
strengthen health systems for the 49 low-in-
come countries in order to achieve the health
MDGs (see Table 9). Applying the normative
costing approach, which is based on scaling up
health interventions, they estimated that an
additional US $251 billion will be required
during 2009-2015. Their corresponding esti-
mate using the marginal budgeting for bottle-
necks (MBB) approach (“medium scenario”) is
US $112 billion.

Regarding maternal health in 2015,
using the normative costing approach, this
translates to 322,000 maternal deaths averted
in 2015, 56 million women having access to
skilled health personnel at birth and to an-
tenatal care, and 56 million births averted
due to the use of contraceptives (potentially
reducing the number of maternal deaths).

It was noted by the working group that se-
curing these anticipated additional funds will
not necessarily provide the expected health
benefits if political commitment, good gov-
ernance, and efficient use of resources are
lacking.

Although the Technical Working Group
1 did not provide recent estimates of of the
costs of maternal health interventions, the
2006 Disease Control Priorities in Developing
Countries estimated that the cost per Dis-
ability-Adjusted Life Year (DALY) averted of
mother and baby packages could vary from
US$77 to US$151 in Sub-Saharan Africa and
from US$143 to US$278 in South Asia, de-
pending on the complexity of the interven-

tion.



Table 9 | Additional Costs for Achieving Health Millennium Development Goals for
49 Low-income Countries

WHO Normative MBB Medium
(US$2005) (US$2005)
Total additional costs 2009-2015 bn Total 251 bn 112 bn
Capital 101 bn 54 bn
Recurrent 151 bn 58 bn
Total additional costs in 2015 bn Total 45 bn 36 bn
Capital 2 bn 19 bn
Recurrent 43 bn 17 bn
Total additional costs in 2015 per capita  Total 29 24
Capital 1 13
Recurrent 28 11
Capital as percent of total 40 percent 48 percent
Human resources as percent of total 22 percent 12 percent
Drugs and commodities as percent of total 13 percent 21 percent
Programme and disease as percent of total* 26 percent 38 percent
Health systems as percent of total 74 percent 62 percent
Sub-Saharan Africa as percent of total 60 percent 80 percent

*Includes only program or disease-specific resources; multipurpose health workers and facilities are included within health
systems.

Source: IHP+ (International Health Partnership and related initiatives), Working Group 1 on Constraints to Scaling Up and
Costs, Working Group 1 Technical Report
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Table 10 | Costs for per DALY Averted for Maternal Health Intervention Packages

Intervention

Level

Cost per DALY

Contraception

The contraception costs per couple-year
of protection could vary, depending on
the method used.

Post-abortion care

Complications from unsafe abortions
account for 13% of all maternal deaths,
although this is probably an under-
estimate, due to large scale under-
reporting.

Prenatal care

Preventing almost a quarter of all mater-
nal deaths, good prenatal care includes
information, education, and communi-
cation activities and behavior-change
communication to increase women’s
skills in relation to the identification of
danger signs and potential complications
and where to seek care in these cases
(Dayaratna and others 2000).

Iron and Folic Acid Supplementation
Iron deficiency accounts for 1.8% of
women'’s deaths and 2.6% of female
DALY losses.

Health Systems Strengthening

A health facility that is equipped to
provide essential obstetric care can also
treat accidents, trauma, and other medical
emergencies. In addition, in develop-

ing countries, 61 percent of maternal
deaths occur 23 to 48 hours after delivery
because of such problems as postpartum
hemorrhage and hypertensive disorders

or after 48 hours because of sepsis. Little
information is available on costs related to
postnatal care given the different kind of
interventions and the severity of cases, but
the literature generally agrees that emer-
gency obstetric care can reduce costs.

Individual: intra-uterine device,
condom, injection

Household: planning for
contraception, including travel
expenses to health clinics
Community-based services:
contraceptive services delivered

by a doctor based within the
community

Prenatal care through public
system

Religious mission services

Public Hospital

Mission Hospital

US$6 (intrauterine device) to
US$20 (condoms or injections)
(Dayaratna and others, 2000)
US$44 (Planned Parenthood
Association of South Africa,
1999)

US$42 (ibid.)

US$4.40 to US$17.19 (Dayarat-
na and others, 2000)

US$2.26 per pregnant woman
per year (Uganda; Levin et al,
1999)

US$6.43 per pregnant woman
per year (ibid.)

US$13 per DALY averted (Ber-
man and others 1991)

US$73 per emergency episode
(Uganda; Levin et al, 1999)

US$86 per emergency episode
(Uganda; Levin et al, 1999)

US$56 to US$104 per caesar-
ian section (Bolivia; Rosenthal
and Percy, 1991)

US$11 to US$16 per normal
delivery (Dmytraczenko and
others, 1998)

Source: Jamison, D.T,, J.G. Breman, A.R. Measham, G. Alleyne, M. Claeson, D.B. Evans, P. Jha, A. Mills, and P. Musgrove. 2006.
Disease Control Priorities in Developing Countries. Second edition. Washington, DC: World Bank and Oxford University Press



Section 5. Maternal Health
Engagement Strategy

Concept Note: Strategic
communication program for engaging
stakeholders on the Bank’s response
to improving maternal health

Context

Of all the Millennium Development Goals, No.
5—improving maternal health--has made the
least progress. The World Bank’s Health, Nutri-
tion and Population (HNP) Sector is leading re-
newed institutional efforts on this front, seeking
new approaches to improve maternal health

in developing countries. The challenge is not a
technical one—the knowledge on effective in-
tervention strategies to reduce maternal mor-
tality is quite well developed. The challenge is
one of gaining traction, finding new, multi-sec-
toral entry points for influencing priorities, ap-
proaches, and ultimately outcomes. To succeed,
HNP needs to adopt an engagement strategy
that will garner the support and focus of mul-
tiple stakeholders, both within the World Bank
Group and elsewhere, who are on the front
lines of knowledge, operations, and policy dia-
logue. In particular, stakeholders will have to
work directly with the networks and regions
where countries have high maternal mortality
or poor reproductive health outcomes. Recog-
nizing the urgency—and complexity—of this
challenge, HNP is secking to develop a stra-
tegic communication program to support its re-

sponse to improving maternal health.
Objectives of the engagement strategy

This strategic communication program would

be a long-term effort to achieve cross-sectoral
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engagement at the World Bank to improve
maternal health. It would be initiated with a
focused, short-term (six-month) communica-
tion program to support HNP in its upstream
efforts to create a “community of practice”
on maternal mortality, which would in turn
help pave the way for the rollout of an ac-
tion plan. It would become an integral part
of the overall Pop/RH Action Plan, which is
expected to be presented to the Board in De-
cember 2009.

The key stakeholders would be World
Bank technical and operational experts,
country directors/managers, task team
leaders, and sector managers best positioned
to have an impact on the design of operations
and health-system policy dialogues in key

countries.

Approach
The program’s approach would be cross-sec-
toral—drawing not just on colleagues in
HDN, but also other networks (e.g., PREM,
DEC)—since maternal mortality is affected
by multiple factors. It must also be regionally
driven. Country directors in priority countries
would need a strong awareness of maternal
health issues and ways to address/impact
them, combined with a real commitment to
successful outcomes. It would also be multi-
pronged, targeting both internal and external
stakeholders through a wide range of activities.
These activities will include:

> Assembling the stakeholders: The first
step would be to identify the key World
Bank Group colleagues/professionals who
are engaged in research/policy dialogue/

program implementation related to ma-
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ternal health outcomes, both from within

and outside the health sector. The in-
dividuals thus identified would then be
linked in several possible ways: (i) a net-
work, such as a list-serve, would be de-
veloped that would help the group to
communicate ideas and discuss con-
straints and bottlenecks, much as a “sup-
port group”; (ii) personal communication
between these individuals would be pro-
moted in a variety of ways (short bulletins
focusing on issues of interest, other publi-
cations, BBLs, speeches, internal and ex-
ternal events, learning weeks, seminars,
etc.). Teams from countries with high
maternal mortality and fertility rates that
are working on CASs and/or health proj-
ects will also be engaged as a part of this
strategy.

Commaunicating knowledge: Next, avail-
able knowledge needs to be communicated
with these stakeholders in an effective way.
The challenge will be to develop effec-

tive ways of translating theory into prac-
tice, particularly in resource-constrained
circumstances. These practices then need
to be communicated widely. Updated sta-
tistics, FAQ)s, latest news on new devel-
opments in the field, case studies/success
stories—all these would be effective in
communicating relevant information. A
review of the knowledge available on ma-
ternal health to the community of practice
would also need to be addressed in terms
of communication impact, revamped as
needed, and put into the overall strategic
context for engagement and influence.
Designing tailored messages: Messages

around maternal health and efforts to re-

duce maternal mortality would need to be
defined for various audiences.
Developing materials: While the strategy
would likely focus more on engagement,
especially given the short-term length of
the assignment, a review of materials (fact
sheets, core presentations, etc.) either ex-
isting or recommended to be developed,
could also be useful.

Scope of work
> Development of strategy and action

plan: A senior-level communication strat-
egist to undertake a thorough diagnostic
of the communication environment, in-
cluding interviewing key stakeholders
regarding their views on the issues, per-
ceived roadblocks and opportunities,
points of entry for engagement, etc. This
process, along with corresponding desk
reviews of materials and websites, should
elicit enough information for the develop-
ment and presentation of a strategy and
action plan to include a detailed proposed
engagement plan, along with review/rec-
ommendations for knowledge, messages
and materials.

Senior Staff (or STC) Communication
Strategist: 4-6 weeks.

Implementation: Senior-level oversight
on a part-time/review basis, with ju-

nior level staff for implementation of key
events or products (e.g., seminars, web-
sites, etc.) over 3—4 months.

Senior Staff (2—4 weeks); Junior Staff (4-8

weeks)



Resources & timeline Month Activities

> Resources: Senior STC/Staff (ap- August « Concept Approval, TORs,
proximately $4,000/week)=$24,000 to Identification of Resources
$40,000  Staff/STC Contracting

. . Aug-Sept * Communication Diagnostic
Junior staft/STC (approximately $2,000/ . Strategy & Action Plan

week):=$8,000 to $16,000 Development

> Time Line: Sept-Dec * Implementation, Engagement,
Materials/Production
* Oversight, Quality Control and
¢ Incorporation on the Pop/RH
Action Plan

Reducing Maternal Mortality | Strengthening the World Bank Response
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