WHO. Mot her Baby Package: 94-11 rev1WHO RHT/ MBM 94.11. Rev 1

Mot her - Baby Package
| mpl enenti ng safe notherhood in countries

Wrld Health Organization
Geneva
Depart ment of Reproductive Health and Research

© Wrld Health Organi zati on, 1998.

This docunent is issued by the Wrld Health Organization (WHO) for genera
distribution. Al rights are reserved. Subject to due acknow edgenment to
WHO, this docunment may, however, be freely revi ewed, abstracted
reproduced or translated, in part or in whole, provided that such is not
done for or in conjunction with commercial purposes and provided that, if
it is intended to translate or reproduce the entire work, or substantial
portions thereof, prior application is nade to the Departnent of
Reproductive Health and Research, World Health Organi zati on, Geneva,

Sw t zerl and.

The views expressed in docunents by named authors are solely the
responsibility of those authors.

CONTENTS

Pr ef ace
Executive sumary
VWHY t he Mot her - Baby Package?
Most mat ernal deaths have the sane causes
Most pregnancy conplications can be prevented or treated
Saf e not her hood benefits babies too
Saf e notherhood is attai nabl e
Ef fective and feasible interventions
District health system
Skill ed health workers

VWHAT is the Mot her-Baby Package?
CGoal s and objectives
Fam |y pl anning
Basic maternity care
Br east f eedi ng
Prevention, early detection and nanagenent of conplications
Anaemi a in pregnancy
Sexual |y transnmtted di seases and H V
Ecl anpsi a
Abortion
Haenorrhage -- ante and postpartum
Pr ol onged/ obstructed | abour
Puer peral sepsis
Neonat al tetanus
Birth asphyxia
Neonat al hypot hermi a
Opht hal i a neonat or um

HOWto operationalize the Mt her-Baby Package
Define national policy and guidelines
Assess needs
Prepare national plan of action
Estimate costs
Identify sources of financial support
Devel op detail ed inplementation plan
| mpl enent pl anned activities
Strengt hen health services
Devel op and manage hunan resources
Assure equi pment, supplies and drugs
Assure quality of care



Organi ze information, education and conmuni cati on
Pronote social nobilization
Moni t or and eval uate

ANNEX 1 - ESSENTI AL DRUGS LI ST FOR MOTHER- BABY PACKAGE

ANNEX 2 - EQUI PMENT LI ST FOR MOTHER- BABY PACKAGE AT EACH LEVEL
ANNEX 3 - DEFI NI TI ONS

Eval uation form

d ossary
Al DS Acqui red i nmunodefi ci ency syndrone
ANCANnt enat al care
EPI Expanded Progranme on | nmuni zati on
FI GOFederati on of International Obstetrics and Gynaecol ogy
HDPHypert ensi ve di sorders of pregnancy
Hl VHuman i mmunodefi ci ency virus
| CM nt ernati onal Confederation of M dw ves
| ECl nformati on, educati on and comuni cation
| UDI ntrauterine device
LGVLynphogr anul ona vener eum
MCHVat ernal and Child Health
NGO Nongover nnent al organi zati on
Pl DPel vic inflamuatory di sease
PPHPost part um haenor r hage
STDSexual |y transm tted di sease
TBTuber cul osi s
TBATradi tional birth attendant
UTI Urinary tract infection

Acknowl edgenent s

The World Health Organization would like to thank the many

i ndi vi dual s and agenci es who col |l aborated in and supported the
devel opnent of the Mther-Baby Package, notably the United Nations
Devel oprment Programme (UNDP), the United Nations Children's Fund
(UNI CEF), the United Nations Popul ati on Fund (UNFPA) and the World
Bank.

Speci al thanks are due to the Rockefeller Foundati on whose support
provi ded an opportunity to share the devel opnent of the Mother-Baby
Package with a nunber of devel opi ng countries whose val uabl e i nput
at various stages of preparation has been incorporated into the
final docurment.

Uni ted Nations

Devel oprrent Progranme ( UNDP)

United Nations
Children's Fund (UN CEF)

Uni ted Nations
Popul ati on Fund

The World Bank



Message fromthe Director-Cenera

We stand at the threshold of a new century. At this nmonent, the
future is our concern and rmust be our conmon responsibility. The
future is for human beings -- their lives and deaths, their persona
rel ations, their happi ness and suffering.

Woren are crucial to social and econonic devel opnent. Their health
and wel | -being matters to thenmselves, to their fanmlies and to
conmuni ties. Moreover, the health and wel |l -being of wonen is a
critical ingredient of the generation of the future. Wnen undertake
a vital function of bearing and raising our children. Yet
insufficient attention has been paid to ensuring that they do so in
safety.

Pregnancy and childbirth are natural processes but they are by no
nmeans risk-free. Wonen and children die and suffer because they do
not have access to the basic mninmumof health care that is their
right. Worldwi de, only half the wonmen in | abour have someone near by
who can help if things go wong. Mre than half a nillion wonen die
each year as a direct result of pregnancy-related conplications.
Anot her 20 nmillion at |east suffer serious and |ong-Iasting
illnesses or disabilities. Every year, 4 mllion newborn infants die
and mllions nore are disabl ed because of poorly nanaged pregnancies
and deliveries.

It is not for lack of know edge that the majority of the world's
woren still face the prospect of death or disability as a
consequence of chil dbearing. The burden of death and the stigma of
permanent injury are borne by wonen and their newborn infants in

| arge part because we, the holders of know edge, the bearers of
political authority and the architects of health and soci al
programes, have failed to exercise our full creative capacity and
to commit our energies and resources to the health and devel opnment
needs of womnen.

WHO has pl edged, along with its United Nations partners, to reduce
nortality and norbidity significantly anong nothers and i nfants by
the end of this century. Achieving these goals does not require
sophi sticated technology. It requires conparatively nodest but
sustai nable funding. It also requires a consistent strategy to
pronot e saf e not herhood and newborn care.

WHO has now nade a strategy to deal with this issue available to
countries. The Mot her-Baby Package is a practical tool to intensify
pronmotive, preventive, treatnent and rehabilitation interventions
for nmothers and infants. It offers guidance on inproving skills,
equi pnent, research, standards of care, monitoring and eval uation
whil e focusing on the delivery of famly-friendly services at the

| ocal |evel

Several countries have already started the process of devel opnent
and i mpl enentation of the strategies outlined in the Package. It is
my conviction that a concerted and well-coordi nated effort to

i mpl enent these sinple and cost-effective interventions will permt
us to attain our goals of significantly reduci ng maternal and
newborn nortality and nmorbidity and inproving the health and

wel | -bei ng of wonen and children -- our conmon future

H roshi Nakajim, MD., Ph.D

Pref ace
Much progress has been made in the last 10 years towards a better
under st andi ng of the problemof maternal nortality. However, despite
hei ght ened i nternati onal awareness and comitnent, only a few
countries have adopted national programes of sufficient nagnitude
to make a major inpact on the level of maternal nortality. There is



an urgent need for inmediate action if the goals of the Safe

Mot herhood Initiative are to be achi eved by the year 2000.

The Programme of Action of the International Conference on

Popul ation and Devel opnent, adopted by consensus in Septenber 1994,
has recogni zed that neeting the reproductive health needs of wonen
and nen is a critical requirement for human and social devel opnent.
The Conference affirnmed that reproductive health care is an integra
conponent of primary health care and should be provided in that
context. Reproductive health care includes, at the very m ni mum
preventi on and nanagenment of sexually transmtted di seases (STDs);
fam |y planning informati on and services that pernit people to
choose the timng, spacing and nunber of their children; and safe
not her hood to ensure wonen are able to go safely through pregnancy
and childbirth and have a healthy infant. These el enents have a
prof ound i npact on the course and outcone of pregnancy, and the
health service requirements for addressing themare closely rel ated.
The Mot her - Baby Package addresses all these aspects of reproductive
heal th and thus provides an opportunity to develop an integrated
approach to service delivery.

The Mot her - Baby Package does not focus solely on maternal nortality.
It is clear that the factors that cause the nore than 500 000

mat ernal deaths a year overlap with those that cause naternal
norbidity, stillbirths and neonatal nortality and norbidity. What

will reduce maternal nortality will certainly reduce the others as
wel . Moreover, it is inpractical to separate maternal care from
care of the newborn. In this Package, nother and baby are treated as
one entity -- a dyad.

The Mot her-Baby Package is based on a nunber of underlying
principles which are intrinsic elenents of primary health care.
These are:
I nterventions nmust be based on the best scientific information
avai | abl e and nust use only those nethods that have been
scientifically denpbnstrated to be valid.
There nust be equity in access to care for all, including the poor
and di sadvant aged.
Services should be provided at the | owest |evel of the health care
system capabl e of perform ng them adequately.
Resources, both human and material, nust not be concentrated at
the apex of the health care system but nust be redistributed to
t he periphery and to the conmunities where people live
(decentralization).
There should be del egation of responsibility and of authority,
coupl ed with supportive supervision.
Quality of care is as inportant as access to care and inplies the
exi stence of the skills and equi pnent that are necessary, as wel
as client-provider relationships that are appropriate.
There shoul d be appropriate use of technol ogies, avoiding
hi gh-t echnol ogy i nterventi ons when equally effective alternatives
are avail abl e.
Conmmuni ties should be involved in devel opi ng, inplenenting and
eval uating the services that are provided for them
Health care providers should work together in a spirit of teamnork
and col | aborati on.
Health interventions nust be cost-effective and sustai nabl e.
Thi s Mot her-Baby Package is intended to facilitate nationa
strategies and plans of action. It is addressed to nationa
deci si on- nakers and those responsible for health planning. It is
al so intended to be used by the staffs of United Nations and
bi | ateral agenci es and nongovernnental organizations (NGOs)
concerned with maternal and neonatal health. However, it is not
limted to "strategic" issues; conponents of the Package and its
annexes give details on the "what" and "how' of the required
actions. Detail ed managerial guidelines and other support materials
are available, or are in preparation, to facilitate the
i mpl enentation of the interventions.
The problenms of maternal and neonatal nortality are conpl ex,
i nvol ving wonen's status, education, enploynent opportunities and
the availability to wonen of basic human rights and freedons. Wile
interventions in these areas should start now, it would not be



realistic to expect to nake nmajor changes in |less than a generation
Thus it is necessary to identify interventions that will nake a
visible inpact in the i mediate term

This docunent is intended to allay apprehensions that safe
not her hood is just another "vertical" progranme. The nature of the
core elements of the Mdther-Baby Package is such that they cannot
operate on their own. They nust be integrated with and operate

t hrough exi sting health systenms. The strategi es depend on augnenting
and naki ng the best use of existing resources. For this reason, the
cost of inplenenting the Package nay be | ess than antici pated,
especially in countries where the infrastructure already exists.
Moreover, as the World Bank's Wrld Devel opment Report 1993 inpli es,
safe nmotherhood is a reliable, cost-effective investnent.

The basic principles of the Mther-Baby Package are neither new nor

controversial -- they are considered the "four pillars" of safe
not her hood:
1.Family Planning -- to ensure that individuals and couples

have the information and services to plan the timng, nunber
and spaci ng of pregnanci es;

2. Antenatal Care -- to prevent conplications where possible
and ensure that conplications of pregnancy are detected early
and treated appropriately;

3.Clean/Safe Delivery -- to ensure that all birth attendants
have t he know edge, skills and equi pnent to performa clean
and safe delivery and provi de postpartumcare to nother and
baby;

4. Essential Obstetric Care -- to ensure that essential care
for high-risk pregnancies and conplications is made avail abl e
to all wonen who need it.

Figure 1 The "four pillars" of safe notherhood

These four strategic interventions nust be delivered through prinmary
health care and rest on a foundation of greater equity for wonen.
Even though the five nmajor causes of naternal death are conmon to
al |l devel oping countries, there are considerable variations between
countries and even within individual countries. These variations
make regi onal and national adaptation essential. The value of this
Package can be determined only through its adaptation, its w de

di ssemi nation and, above all, its use.

The Mot her-Baby Package is the product of extensive consultation.
The Worl d Health Organization (WHO received val uabl e feedback from
its partners in safe notherhood, especially UNDP, UNFPA, UN CEF and
the World Bank, as well as governnents, universities, NGO and

bil ateral agencies. Their comrents have been carefully taken into
consideration in preparing this version. The Wrld Health

Organi zation is nost grateful to all who have contributed to this
initiative to reduce the tragi c damage and | oss caused by materna
and neonatal nortality.

The Worl d Heal th Organi zati on wel cones conments on t he Mt her - Baby
Package, especially fromthose working to alleviate the burden of
mat ernal deaths and disabilities in devel oping countries. Please
conplete the formonline at the end of the docunent or print it out
and send it to:

Department of Reproductive Health and Research

Worl d Health Organization

20 Avenue Appi a

CH 1211 CGeneva 27

Swit zerl and

Executive Sumary
Wiy the Mot her-Baby Package?
O the annual total of nmore than 500 000 maternal deaths that occur



each year, nost happen in devel oping countries. They are the result
of the sane nmjor conplications of pregnancy -- haenorrhage, sepsis,
hypert ensi ve di sorders of pregnancy, obstructed |abour and abortion
M1 Ilions of wonmen survive such conplications but nonethel ess suffer

acute or chronic ill-health or Iifelong disabilities.
The conplications that affect wonen during pregnancy and childbirth
affect the fetus as well. Around 8.1 million infants die each year

one half of themwthin the first nonth of life and a | arge
proportion within a few days of birth. Many of these neonatal deaths
are a direct consequence of poorly managed pregnanci es and
deliveries. MIlions of infants survive but with a degree of damage
that renders them physically or nentally disabl ed throughout their
lives. The causes are sinilar around the world -- newborn babies die
or are danmaged because of birth asphyxia, trauna or infections.
Pregnancy-rel ated deaths and disabilities result not only in human
suffering but also in | osses to social and econom c devel opnent. The
wormren who die are in the prinme of life, responsible for the health
and wel | -being of their fanmlies. They generate income, grow and
prepare food, educate the young, care for children, the elderly and
the sick. Their deaths represent a drain on all devel opment efforts.
Above and beyond the social and econonic rationale for preventing
this burden of nortality and norbidity is the noral inperative.
Pregnancy is not a di sease, and pregnancy-related nortality and
norbidity are preventable with attainable, sinple and cost-effective
interventions. Failure to do so is to deny wonen a fundamental hunan
right -- the right to the highest attainable |Ievel of health.
Most pregnancy-rel ated conplications can be effectively prevented or
managed w t hout recourse to sophisticated and expensive technol ogies
or drugs. Experience has shown that maternal and neonatal nortality
can be reduced when conmmunities are infornmed about danger signs and
synptonms, and quality health services are avail abl e and accessi bl e
including a referral systemto nanage conplications at a higher
| evel of the health care system
The international health conmunity has been working to support
countries to reduce naternal and neonatal norbidity for severa
years. Considerable efforts have been expended to inpl enent
activities that would | ead to substantial inprovenments in maternal
and newborn heal th. However, many of these efforts have been
hanpered by a |l ack of agreenment about the npst appropriate and
effective interventions. Since the start of the Safe Mt herhood
Initiative in 1987, nuch has been | earned about the effectiveness of
different interventions for maternal health and about the
feasibility of inplenmenting themin resource-poor settings.
Furt hernmore, there is now general agreenent that the interventions
needed to save the lives and preserve the health of nothers and
babi es cannot be inplenmented in a vertical and uncoordinated manner
but must formpart of a broad strategy to inmprove reproductive
heal th through primary health care. This inplies that safe
not her hood i nterventi ons should be applied holistically within a
general health context that pronptes equity in access to and quality
of care.
Maki ng ot herhood safe requires action on three fronts
si mul t aneousl y:

reduci ng the nunbers of high-risk and unwanted pregnancies

reduci ng the nunbers of obstetric conplications

reduci ng case fatality rate in wonen with conplications.
Strategies and interventions are available for dealing with each of
t hese aspects of the problemand it is these that formthe essence
of the interventions described in the Mther-Baby Package.
Increasing the availability and accessibility of famly planning
i nfornati on and services will substantially reduce the nunber of
pregnancies -- particularly high-risk and unwanted pregnancies --
and thus result in a reduction in maternal deaths.
The nunber and severity of obstetric conplications may be reduced by
ensuring that all wonen have access to quality antenatal, delivery
and postpartum care to provide information, prevention and
managenent of di seases during pregnancy, and early detection and
managenent of conplications.
Provi ding access to essential obstetric care to all wormen who need



What

it will help to reduce case fatality rates anbng wonen experi enci ng
conpl i cati ons.

These interventions, coupled with special attention to the needs of
the newborn -- resuscitati on when necessary, inmedi ate
breast-feeding, warnth, clean delivery and cord care -- will also
hel p ensure the survival and health of infants.

s the Mot her-Baby Package?
The Mot her - Baby Package descri bes each intervention needed to
achi eve safe notherhood in the short term It represents the
synthesis of activities at different levels of the health care
system and defines a basic set of health systeminterventions and
activities that cannot be further reduced. The Package descri bes
sinple interventions needed before and during pregnancy, during
delivery, and after delivery for nother and newborn. It outlines
what can be done to prevent and nmanage the nmjor obstetric
conplications in the community, at the health centre and at the
hospital. Throughout, it focuses only on those interventions known
to be effective which can be inplenmented by neking the nost
efficient use of avail abl e resources.
Sone interventions can be delivered at conmunity | evel by ensuring
that wonen and their famlies have the infornmation they need to care
for thensel ves during pregnancy and delivery and seek assistance
when appropriate. Mich of this information can be channell ed through
conmuni ty-based facilities such as health posts, dispensaries and
trained traditional birth attendants (TBAs).
O her interventions nust be carried out at a higher |evel of the
health care system-- through the health centres and hospitals and
the auxiliary health care providers, mdw ves and doctors staffing
them A continuum of care must be available, Iinking all three
| evel s and ensuring the necessary support and supervision
The Mot her - Baby Package brings together the core cluster of
interventions to which all wonmen are entitled. The fourfold approach
-- conprising famly planning, quality antenatal care, clean and
safe delivery, and access to essential obstetric care for high-risk
pregnanci es and conplications -- recognizes that it is not always
possi ble to predict which wonen will devel op conplications and that
many conplications occur anbng wonen who are not considered high
risk. Therefore, it is essential to ensure that a chain of effective
maternity care is available to all women, wherever they live and
what ever the circunstances of their pregnancy and delivery.
Ensuring that wonen and fanmilies have access to information and
services for fam |y planning can hel p reduce the nunber of high-risk
pregnancies. Equally it can hel p reduce the nunbers of unwanted
pregnanci es associated with a higher risk of poor maternal and
newbor n out cone. Reduci ng unwant ed pregnancies will also reduce the
nunbers of unsafe abortions that are a najor cause of materna
nmortality around the world.

Mot her - Baby Package i nterventions

1. Before and during pregnancy

Informati on and services for fam |y planning

STD/ H' 'V preventi on and managemnent

Tet anus toxoid i munization

Antenatal registration and care

Treatment of existing conditions (for exanple, malaria and
hookwor m

Advi ce regarding nutrition and di et

I ron/fol ate suppl enentation

Recognition, early detection and managenent of
conpl i cations

(ecl anpsi a/ pre-ecl anpsi a, bl eeding, abortion, anaen a)

2. During delivery

Cl ean and safe (atraumatic) delivery

Recogni tion, early detection and managenent of
conplications at health

centre or hospital (for exanple, haenorrhage, eclanpsia,



pr ol onged/ obst ruct ed | abour)

3. After delivery : nother

Recognition, early detection and managenent of postpartum
conpl i cations

at health centre or hospital (for exanple, haenorrhage,
sepsi s and

ecl anpsi a)

Post partum care (pronotion and support to breast-feeding
and

managenent of breast conplications)

Information and services for fam ly planning

STDY H'V prevention and nmanagemnent

Tet anus toxoid i munization

4. After delivery : newborn

Resusci tation

Prevention and managenent of hypotherm a

Early and excl usive breast-feedi ng

Prevention and managenent of infections including
opht hal i a neonat or um

and cord infections

Al'l wonen shoul d have access to basic maternity care during
pregnancy and delivery. Basic maternity care conprises quality
antenatal care and clean and safe delivery whether the delivery
takes place at honme or in an institutional setting. It also includes
early postpartumcare for nother and infant to detect and manage
conpl i cations, such as secondary postpartum haenorrhage, ecl anpsia
and sepsis and to offer support for breast-feeding.

One of the nmobst inportant functions of antenatal care is to offer

t he wonan advi ce and informati on about the appropriate place of
delivery given her own particular circunstances and heal th status.
Antenatal care is also an opportunity to i nform wonen about the
danger signs and synptons for which assistance should be sought from
a health care provider wthout delay.

Antenatal care can hel p reduce the nunbers and severity of
pregnancy-rel ated conplications by careful nmonitoring and early
treatment of diseases aggravated during pregnancy, such as nalaria
and anaemi a. It also provides the opportunity to offer prophylactic
treatments such as iron and fol ate suppl ementati on and nanagenent of
conditions such as sexually transnitted diseases. It also
facilitates the early detection and nmanagement or referral of
pregnancy-rel ated conplications.

Accurately predicting antenatally which wonen will devel op
conplications is not possible. Any woman can devel op conplications
at any stage of pregnancy, delivery or the postpartum period. And
when conplicati ons happen, they are often energencies. Since
obstetric conplications are unforeseeable and require rapid

i ntervention, every effort should be made to provide all essenti al
obstetric services as close as possible to where wonen |ive. Wnen
and comunities need to be infornmed about danger signs during
pregnancy and delivery and be encouraged to seek assistance with the
nm ni mum del ay.

How t o operationalize the Mt her-Baby Package
Maki ng nmot her hood safer requires the establishment of a chain of
care |linking wonen, famlies and comunities with the health system
Therefore, interventions will be needed at conmmunity |evel and al so
within health services. The interventions described in the
Mot her - Baby Package focus largely on those that are the prine
responsibility of the health sector. Many interventions needed to
i mprove maternal and newborn health will require the collaboration
of other sectors for their successful application. This is the case
with, for exanple, interventions to inprove wonen's social status
and access to resources. As countries carry out safe notherhood
interventions, the roles and responsibilities of other sectors
shoul d be defined and attention directed to these areas.



The district health systemis the basic unit for planning and

i mpl enenting the interventions outlined in the Mt her-Baby Package.
The district provides a nechanismfor linking fanilies and
communities wth health centres and hospitals in a functiona
cost-effective manner. Through district-based inplenentation of
interventions, it is possible to ensure that health services are
avai |l abl e as cl ose as possible to people's hones.

obstetric procedures should be carried out by the person closest to
the conmunity who is conpetent to performthemsafely and

ef fectively. The person best equi pped to provide community-based,
appropriate technol ogy, safe and cost-effective care to wonen during
their reproductive lives is the person with mdw fery skills who
lives in the comunity al ongsi de the wonen she serves. She can
ensure the health system serves wonen equitably and effectively and
that the health services available respond to the needs of clients.
Soneti mes pregnancy conplications require obstetric procedures, such
as surgery and anaesthesia. This type of service should be avail able
at the district hospital, along with effective referral and transfer
system GCeneral practitioners have an inportant role to play in
ensuring the availability of such services at the peripheral |evel
especially when there are insufficient nunbers of obstetricians
avai |l abl e.

VWhere TBAs attend nobst hone deliveries, upgrading their skills is a
way of bridging the gap until all wonmen and children have access to
accept abl e, professional and nodern health care services. Progranmres
for TBA training should include ongoing support and supervision

The goal s of the Mdther-Baby Package are, by the year 2000, to
reduce maternal nortality by half and perinatal and neonata
nortality by 30 to 40% of 1990 | evels. Reduction of nortality will
substantially reduce maternal and neonatal disabilities. The aim

t hr ough partnershi ps between agenci es, national governnents and
NGOs, is to create a gl obal monmentum for support to health services,
enabling themto deliver maternal and newborn care nore effectively.

The objectives of the interventions are:
to pronote fam ly planning and reduce the incidence of mstinmed
and unwant ed pregnanci es
to reduce maternal deaths due to conplications of abortion
to provide basic maternal care to all pregnant wonen
to pronote, protect and support early and excl usive breast-feedi ng

to reduce anaenia in pregnant wonen

to reduce sexually transmtted diseases in pregnant wonen

to reduce maternal deaths due to eclanpsia

to reduce maternal deaths due to haenorrhage

to reduce nmaternal deaths due to prol onged/ obstructed | abour

to reduce maternal deaths due to puerperal or post-abortion sepsis

to elimnate neonatal tetanus
to reduce neonatal deaths due to or associated with birth asphyxia

to reduce neonatal deaths associated with neonatal hypotherm a
to reduce neonatal infections.

The Mot her-Baby Package is a technical tool intended to provide
gui dance to countries as they seek to inprove naternal and neonata
heal th and reduce nortality and norbidity. |Inplementation within
countries will require adaptation of the interventions, definition
of nationally relevant goals, objectives and targets and the
preparati on of national action plans. The district should be the
| ocus of inplenentation of the detailed activities.
The Package does not provide a detail ed breakdown of the activities
that national authorities have to undertake to carry out the
i nterventions but provides a general outline of the essential steps.
These i ncl ude:

definition of national policy and guidelines

assessnent of needs

estimation of costs

identification of available and attainable resources



preparati on of national action plans

i mpl enentation of activities as defined in district |evel plans

t hrough strengt hening of health services; human resources

devel opnent and managenent; assuring equi pnent, drugs and

supplies; ensuring quality of care; organizing i nformation,

education and comuni cation; and social mobilization

noni toring and eval uati on.
An inportant first step in inplenenting the interventions descri bed
in the Mt her-Baby Package is the analysis of the policy framework
wi thin which maternal health care providers operate. This analysis,
coupled with a detailed review of the naternal health situation
provi des the basis upon which national action plans can be
devel oped. Once gaps in health care provision and policy, |egal and
regul atory barriers have been identified, a national action plan can
be devel oped which identifies priority activities and assigns
responsibilities for inplenentation
A basic level of infrastructure is essential if all wonen are to
have access to maternal health care. Much will depend on the |oca
situation. In sone places, where existing infrastructure is very
weak and di stances great, efforts will have to concentrate on the
upgradi ng of peripheral facilities such as health posts and health
centres so that they are able to provide the best |evel of care
given the skills available. In other areas, where existing
infrastructure is available, it is often the quality of care
provi ded that needs to be inproved. Wthin each district, a needs
assessnment is an essential step in determ ning the nobst appropriate
approach. The objective in all cases is to nake the highest
attainable level of care available as close as possible to where
wonen |ive.
Devel oprment of human resources for safe not herhood, through
in-service, skills-based training as well as through initial
training, is a prerequisite for success. Staff should be trained in
settings closely resenbling those in which they will be working.
Priority should be given to the devel opnent of nmidwifery skills to
provide routine maternal care and to respond to obstetric
energenci es. Training may be needed in obstetric surgery,
anaest hesi a, newborn care, |aboratory support and bl ood transfusion
servi ces.
However, training al one cannot bring about the changes required for
devel opi ng skills and changing attitudes. Decisions as to the
functions to be perforned by different menbers of the health care
team (for exanple, authorization of midwi ves to carry out certain
tasks) are essential for effective delegation of responsibility,
training and practice.
I nformati on, education and conmunication (I EC) strategies are needed
to enable women and their fanmlies to recognize conplications and to
encour age heal t h-pronoti ng behavi ours before, as well as during and
after, pregnancy and delivery. Conmunity-based health posts and
di spensari es and comuni ty-based health care providers, such as
auxi liary health workers and trai ned TBAs, can be inportant
resources in such efforts. In addition, health centres can serve an
i mportant outreach function by bringing needed information, advice
and services to outlying popul ations.
Conmunities can be nmobilized to ensure access to effective transport
of wonmen and babies with conplications. Nongovernnent al
organi zati ons and wonen's groups can be inportant allies in
organi zi ng energency transport. They can also participate in the
devel opnent of ways and nmeans so that famlies are able to pay for
the care they need, if necessary.
The performance of the health system nust be nonitored closely to
i mprove the effectiveness of these interventions. Existing
i nfornati on systems shoul d serve as the basis upon which to
establish regular nmonitoring and feedback in order to ensure that
programmes neet their targets and objectives and that the goals of
saf e not herhood are attai ned.

The role of WHO
The Mot her-Baby Package is one of a series of docunents which WHO



has devel oped to provi de gui dance on the devel opnent and

i mpl enent ati on of safe notherhood action plans. Many of these

gui del i nes concern clinical and managerial aspects of maternal care.
O hers, currently in preparation, are primarily concerned with
manageri al issues such as needs assessnent, costing, |ogistics and
managenment. A list of guidelines are available directly fromthe
Depart ment of Reproductive Health and Research

The role of international collaboration
WHO and ot her international agencies, notably UNDP, UNI CEF, UNFPA
and the World Bank, together with a range of bilateral and
nmultil ateral agencies, are committed to supporting nationa
authorities in their efforts to reduce the burden of maternal deaths
and disabilities and inprove the health of wormen and children. The
Mot her - Baby Package is a technical tool designed to assist these
efforts.

MOTHER- BABY PACKAGE
Most mat ernal deat hs have the sanme causes
Most pregnancy conplications can be prevented or treated
Saf e not her hood benefits babies too
Saf e notherhood is attai nabl e

VHY?

CGoal s and objectives

Fam |y pl anni ng

Basic maternity care

Prevention, early detection and nanagenent of conplications

VWHAT?

Define national policy and guidelines
Assess needs

Prepare national plan of action
Estimate costs

Identify sources of financial support
Devel op detail ed inplementation plan
| mpl enent pl anned activities

Moni tor and eval uate



VWHY t he Mot her-Baby Package?

Most

mat er nal deat hs have the sane causes

Every year nore than 200 nmillion wonmen become pregnant. Most
pregnancies end with the birth of a |ive baby to a healthy nother.
For some, however, childbirth is not the joyous event it should be
but a tinme of pain, fear, suffering and even death.

Because of difficulties associated with human birth, wonmen often
requi re assistance during delivery. Childbirth may be surrounded by
traditions, many of which are beneficial but others may be harnful
Al too often, the needs of the woman in | abour are neither

recogni zed nor acknowl edged. As a result, childbirth may end in
disability or death for the nother, infant or both.

The World Health Organi zation estimtes that at |east 15% of al
pregnant wonen require skilled obstetric care in the absence of
which they will suffer serious and long-termnorbidities and

di sabilities. Wiere unsafe induced abortion is conmon, this figure
is likely to be considerably higher. Not all of these wonen need to
be treated in hospital; sone can be nanaged at the health centre

I evel .

For half a million wonen each year, the conplications of pregnancy
are fatal. The causes of these deaths are essentially the sane
around the world. It is estinated that 127 000 wonen (25% die due
to haenorrhage, 76 000 (15% due to sepsis, 65 000 (12% due to
hypert ensi ve di sorders of pregnancy, 38 000 (8% due to obstructed
| abour, and al nost 67 000 (13% due to abortion. Around 20% of wonen
die as a result of a disease which is aggravated by pregnancy, such
as malaria, iron deficiency anaem a, hepatitis, tuberculosis (TB) or
heart disease (Table 1). While the majority of wonen survive such
conplications, they nmay nonethel ess suffer acute or chronic
ill-health and debilitating conditions such as anaem a or
reproductive tract infections or lifelong disabilities, such as
obstetric fistulae, which may render themoutcasts fromtheir own
fam lies (see Table 2).

Mat er nal deat hs occur due to the sanme conplications throughout the
devel opi ng worl d; yet the technology to prevent them exists.

Tabl e 1: Estimated gl obal incidence and nmortality fromthe main
obstetric conplications worldw de (1993)(1)

ostetric conplicationslncidence YNunber of cases (000s)Nurmber of
deat hs (000s)% of all naternal deaths

Haenor r hagel0 14 000127 25

Sepsi s 8 12 000 76 15

Hypertensi ve di sorders of pregnancy 4.5 6 400 22 4
Ecl anpsi a 0.5 700 43 8

obstructed | abour 5 7 000 38 8

Unsaf e abortion* 20 000 6713

O her direct causes 3 4 000 39 8

I ndi rect causes 9 13 500100 20

Total **77 600510100

(Note: This table is a global estimate and may vary in different



settings. Figures may not add to totals due to rounding.)

* estinated to be equivalent to 10% of all pregnancies

** estimated nunmber of events, not wonen

Source: Maternal Health and Safe Mt herhood Programe, unpublished
esti mat es

Under | yi ng these medi cal causes of death are the social and cul tural
factors inplicated in naternal nortality and norbidity. Materna
death is only the |last chapter in a story that starts nuch earlier
in awnmn's life. In many parts of the world, girls are subject to
discrimnation in terns of the allocation of famly resources and
access to health care. Where wonen's status is low, their health,
education and enotional needs take second place to those of nen.
Studies indicate that girls may not get nedical treatnent when they
are ill or they may receive inadequate care. Relegated to a position
of subordination fromthe nmonment of birth, girls eat |ast and eat

| east, are overworked and under-educated, and can prove their worth
only by bearing many children froman early age.

The interrel ati onship between wonen's | ow status and their access to
health care is a conplex issue. Health care for wonen is both the
outcone of their status in society and a deterninant of their health
and productivity and, ultimately, of their status. Another barrier
to wonen's use of health care services is the failure of the health
systemto take their needs into account.

Figure 2 The intervention pyramd

It is important to acknow edge the inmpact of such social and
cultural factors on maternal health. However, the inmedi ate cause of
mat ernal deaths is the absence, inadequacy or underutilization of
the health care system Froma public health point of view, it is
necessary to identify which interventions can address the problemin
the short term and which will require nore long-terminvestnent and
a nmultisectoral approach. In seeking to address maternal and newborn
nortality, the priorities are to identify and inplement strategies
and interventions that will have an i medi ate inpact on the health
of mothers and chil dren. The Mot her-Baby Package focuses on these
types of interventions. Mediumtermand | onger-terminpacts will
result when interventions ai ned at addressing the underlying causes
of nortality and ill-health are devel oped (Figure 2). These

i nterventions need to be initiated simultaneously through

mul ti sectoral action though their inmpact nay take sone tine to
becone evi dent.

Figure 2 shows the intervention pyram d and which interventions for
mat ernal health have an i medi ate or | onger termi npact.

Maternal nortality is a synptom of the neglect of wonen that cannot
be allowed to continue. In the nane of equity and human rights, it
is nowtime to nove fromadvocacy for safe nmotherhood to action at
nati onal level. To do so inplies naking available to countries the
techni ques and instrunments they need to inplenent, on a massive
scale, interventions that require a mnimuminvestnent of additiona
resour ces.

Most pregnancy conplications can be prevented or treated
Any wonan can devel op conplications during pregnancy, |abour and the
post partum peri od. Although some pregnancies carry nore risk than
others, predicting conplications in the individual woman is
uncertain. Therefore, pregnancy should be viewed as a special period
during which all wormen should take particular care and seek
treatment for certain signs and synptons.
Efforts to reduce maternal and perinatal nortality have often sought
to identify both popul ati on groups and individuals who are at high
risk. The first leads to the creation of specific public health
strategies based on priorities in relation to resources, while the
latter leads to specific clinical decisions involving the treatnent
of the individual (e.g. advice, referral, clinical nmanagenent). For
i nstance, a history of problens during a previous |abour and
delivery is a warning that a sinmlar event nay occur in the present
one. |If potential enmergencies such as these are anticipated during
the course of antenatal care, the woman can be advised to deliver at
a health centre or hospital, or can be directed to a maternity



wai ting home during the final weeks of pregnancy.
Ri sk assessnent during antenatal care, however, is not by itself

sufficient to identify all the women who will devel op conplications
during pregnancy, |abour and delivery. One reason for this in many
countries may be related to poor "quality of care", including the

skills, attitudes and notivation of health workers. Another
limtation is that conplications also occur in wonen who are not
identified as high risk. Since obstetric conplications are often
unf oreseeabl e, every effort should be made to provi de essenti al
services that are avail able, acceptable and accessible to al

chi | dbeari ng wonen.

Many conplications can be prevented through provision of quality
antenatal, delivery and postpartum care and avoi ding certain harnfu
practi ces.

In the inmediate term reducing maternal nortality can be achi eved
t hrough a conbi nation of several interventions. Maternal and
neonat al deaths can be reduced by reducing the total nunber of
pregnanci es, especially those that are high risk. Fanmily planning

i nfornati on and services can help avoid births that are unwanted,
too early, too close together, too many or too |late. Such high-risk
fertility patterns contribute considerably to high nunbers of

mat ernal and neonatal deaths.

Pregnancy is a period of potential risk
Any pregnant woman can have conplications and die.

Accurately predicting which wonen will develop conplications is
not possi bl e.

Early detection and managenent of conplications is vital.

Resul ts from denmographi ¢ and health surveys (1985-1990) conducted in
25 devel opi ng countries show that approximately 75% of married wonen
in Sout h-East Asian, Latin American and North African countries and
nmore than half in sub-Saharan African countries want to space or
limt births.

Figure 3 Percentage of all births associated with "too young" or
"too old" and/or "too soon" and "too many" (in selected countries)*

*Not es:
Too young = 17 yrs 3 nonths or younger at time of interview
Too old = 34 yrs 3 nonths or older at tine of interview
Too soon = had a birth less than 15 nonths ago
Too many = five or nore children
In all but three countries, less than 50% of married wonmen use
nodern contraception. Furthernore, 76% of wonen in North Africa, 72%
i n sub-Saharan Africa, 57%in Asia and 53%in Latin America, fal
into the high-risk categories of "too young, too old, too soon
and/ or too many" (Figure 3).
However, fanily planning can provide only part of the solution to
the problem Once a wonan is pregnant, a dual intervention strategy
is needed. First, the nunbers of obstetric conplications can be
reduced through the provision of a continuumof antenatal, delivery
and postpartum care. Second, the fatality rate anobng wonen with
conplications can be reduced by ensuring that all wonen have access
to skilled care for managerment of conplications and energencies.
Reduce the nunber of high-risk and unwant ed
pr egnhanci est hr oughfam |y pl anni ng

Reduce the nunbers and severity of obstetric
conpl i cati onst hroughpr e- pregnancy and antenatal care to
prevent problenms and detect conplications early



cl ean and safe delivery
post partum care

Reduce case fatality rates in wonen with
conpl i cati onst hroughaccess to essential obstetric care

Nearly all nmaternal deaths occur in devel opi ng countries and anong
t he nost vul nerabl e and di sadvant aged popul ati on groups. Yet
hi storical evidence indicates that maternal and newborn health can
be inmproved in a relatively short tine if the political will exists.
The deaths and disabilities of nothers and infants can be greatly
reduced with attainable skills and resources.
Less than a century ago, there was little that the nedica
profession could do to prevent or treat the comon conplications of
pregnancy. That is no longer the situation. In Northern Europe, the
risk of death in childbirth is now very low, at |less than 20 per 100
000 live births. The steep decline in maternal nortality coincided
with inprovenents in the managenent of pregnancy and delivery,
i ncl udi ng:

better aseptic techni ques

antibiotics

oxytocics

bl ood transfusion

safe operative delivery

managenent of ecl anpsi a.
| mpl enentation of such interventions in sone devel opi ng countries
has resulted in substantial declines in maternal nortality. Sri
Lanka wi tnessed significant decreases in maternal nortality in a
relatively short period. Froma | evel of 555 per 100 000 live births
in 1950-55, maternal nortality fell to 239 per 100 000 ten years
later and to 95 per 100 000 in 1980. These declines followed the
i ntroduction of a systemof health centres around the country
acconpani ed by the expansion of mdw fery skills and the spread of
fam |y planning. During the 1950s, nobst births in Sri Lanka took
pl ace at hone with the assistance of untrained birth attendants. By
the end of the 1980s, only 30 years later, over 85%of all births
were attended by trai ned people.
An anal ysis of the causes of maternal death in Sri Lanka during the
period 1953 to 1968 shows that the decline was nost rapid anmong
sepsis deaths. At the beginning of the period, one-quarter of al
non- abortion deaths were due to sepsis. By the end of the period,
the proportion had fallen to 10% Unlike the rapid decline in deaths
fromsepsis, deaths from haenorrhage declined nore slowy,
particularly in the early years. Haenorrhage as a cause of death is
| ess easy to prevent because of the short tine between the onset of
serious bl eeding and deat h.
Simlar evidence for the effectiveness of health care interventions
is avail able from Cuba and China. Both countries established
conmuni ty- based maternal health care systens conprising antenatal
delivery and postpartumcare and a referral systemfor
conplications. Cuba set up maternity waiting homes where pregnant
worren who lived far froma health facility could await delivery

close to a health centre or hospital. In China, a w despread
canpai gn to rai se awareness about the need for clean delivery
resulted in a massive fall in sepsis related nortality. Haenorrhage

continues, however, to present problens in rural areas with
scattered popul ati ons where access to health care is difficult.
The experience of Sweden is equally relevant. In the second half of
the 19th century, training and rural assignnent of qualified
m dwi ves led to a considerable reduction of maternal nortality in
Sweden, showing clearly the gain that skilled mdw fery can bring,
even in a largely rural country with a scattered popul ati on

Tabl e 2: How conpli cations affect nother and baby

Probl em or conplicationMst serious effects on nother's
heal t hMost serious effects on fetus/newborn baby



Severe anaem aCardi ac failureLow birth wei ght, asphyxia,

stillbirth
Haenor r hageShock, cardiac failure, infectionAsphyxia,
stillbirth

Hypertensi ve di sorders of pregnancyEcl anpsi a, cerebrovascul ar
acci dentsLow birth weight, asphyxia, stillbirth

Puer peral sepsisSepticaenia, shockNeonatal sepsis

obstructed | abourFi stul ae, uterine rupture, prol apse,
amionitis, sepsisStillbirth, asphyxia, sepsis, birth trauma,
handi cap

I nfection during pregnancy, sexually transmtted

di seasesPremat ure onset of |abour, ectopic pregnancy, pelvic
i nflanmat ory di sease, infertility Premature delivery, neonata
eye infection, blindness, pneunobnia, stillbirth, congenita
syphilis

Hepatiti sPost part um haenorrhage, liver failureHepatitis

Mal ari aSevere anaem a, cerebral thronmbosisPrenaturity,
intrauterine growth retardation

Unwant ed pregnancyUnsafe abortion, infection, pelvic

i nfl anmat ory di sease, haenorrhage, infertilitylncreased risk
of morbidity, nortality; child abuse, neglect, abandonment
Uncl ean deliverylnfection, maternal tetanusNeonatal tetanus,
sepsi s

Saf e ot her hood benefits babies too

Birth is a risky event for babies too. The conplications that

cause the deaths and disabilities of nothers al so damage the

infants they are carrying (Table 2). O 8.1 nillion infant
deat hs each year, around one-half occur during the neonata
period, i.e. before the baby is one nonth old. Every year
there are 4 million neonatal deaths of which two-thirds occur
during the first week of life. And, for every early newborn
death, at |east another infant is stillborn. These perinata
and neonatal deaths are largely the result of the same factors

t hat cause the deaths and disabilities of nothers. Newborns

die or are disabled because of poor maternal health,

i nadequat e care during pregnancy, inappropriate managenent and

poor hygi ene during delivery, during the first critical hours

after birth, lack of newborn care and discrimnatory car?

Most newborn deaths are due to infections that occur either at

birth (neonatal tetanus and sepsis) or shortly after birth

(pneunoni a, diarrhoea). Alnpbst a third of newborn deaths are

due to birth asphyxia and trauna. Prematurity on its own

causes sone 10% of newborn deat hs. However, because premature
newborns are nmuch nore susceptible to asphyxia and infections,
their deaths are often classified under other categories

(Table 3). Many infants survive with |lifelong disabilities. An

unknown proportion of newborn deaths results from negl ect of

the fenmal e newborn infant.

Tabl e 3: Newborn deat hs in devel opi ng countries (1993)
Cause of deat hNumber of newborn deat hsProportion of al
newborn deaths (%

Birth asphyxia 840 000 21.1

Birth injuries 420 000 10.6
Neonat al tetanus 560 000 14.1
Sepsis and meningitis 290 000 7.2
Pneunoni a 755 000 19.0

Di arr hoea 60 000 1.5
Prematurity 410 000 10.3

Congeni tal anonalies 440 000 11.1
O hers 205 000 5.1

Total 3 980 000100.0

Appropriate care during pregnancy and delivery can
substantially reduce newborn deaths but it nust be acconpanied
by special newborn care and neasures to reduce deaths and
disabilities due to postnatal causes such as infections
(tetanus, sepsis), hypotherm a and poor managenent of

asphyxi a. Most postnatal infant deaths are caused by



Bangl adesh.

preventabl e and/or treatable di seases. Preventive
interventions are sinple, inexpensive, attainable and
cost-effective. Mdreover, not only is newborn care given at
the sane tine as maternal care, it is also the responsibility
of the sane health care provider.

Babi es who survive the death of the nmother sel domreach their
first birthday. O der children may find thensel ves obliged to
halt their schooling to | ook for paid enploynent or, if they
are girls, to look after the rest of the fanmily. For a girl
child in nmany societies, the |loss of the nother can be
particularly catastrophic. Wile the death of either parent is
damagi ng to the chances of survival of the remaining children
the loss of the nother is nost often fatal for girl children
as shown in Fig. 4 which is based on evidence from

Figure 4 What happens to the renmining children when the
not her di es?

Saf e not herhood is attainable
Ef fective and feasible interventions

The interventions described in the Mdther-Baby Package do not
requi re high-technol ogy investnments or expensive drugs and
equi prent. They require, instead, revitalization of existing
systens and i nprovenent of attainable skills. The

i nterventions selected are only those known to be effective in
preventing deaths and disabilities (see Table 4).

| mpl enentation of these interventions will permt the
reduction of nmaternal nortality by 50% by the year 2000 and a
significant reduction in newborn nortality (see Table 6)

Tabl e 4: Mot her - Baby Package i nterventions

Bef ore and during pregnancy

Information and services for fam ly planning

STDY H'V prevention and nmanagenent

Tet anus toxoid i munization

Antenatal registration and care

Treatment of existing conditions (for exanple, malaria and
hookwor m

Advi ce regarding nutrition and diet

Iron/fol ate suppl enentation

Recognition, early detection and nmanagenent of conplications
(ecl anpsi a/ pre-ecl anpsi a, bl eeding, abortion, anaemn a)
During delivery

Cl ean and safe (atraunmatic) delivery

Recognition, early detection and nmanagenent of conplications
at health centre or hospital (for exanple, haenorrhage,

ecl anpsi a, prol onged/ obstructed | abour)

After delivery: nother

Recognition, early detection and managenent of postpartum
conplications at health centre or hospital (for exanple,
haenor rhage, sepsis and ecl anpsi a)

Post partum care (pronotion and support to breast-feeding and
managenent of breast conplications)

Information and services for fam ly planning

STDY H'V prevention and nmanagemnent

Tet anus toxoid i munization

After delivery: newborn

Resuscitation

Prevention and managenent of hypotherm a

Early and excl usive breast-feedi ng

Prevention and managenent of infections including ophthalma
neonat orum and cord infections

District health system

The district health systemis the basic unit for planning and
i npl enenting the interventions outlined in the Mdther-Baby



Package. A schematic nodel of the health care pyram d at
district level is shown in Figure 5. Most health care should
take place at the lowest |evel of the health care pyranid

The district is the basic unit for planning and inplenenting
t he Mot her - Baby Package.

Figure 5 The health care pyramd at district |eve

Some conplications requi re nmanagenent and
skills that are available only at higher levels of care. In
order to facilitate access to a higher level of care, health
services should be avail able as close as possible to where
people live. This inplies that procedures should be carried
out by the person closest to the comunity |level who is
conpetent to performthemsafely and effectively. The
Mot her - Baby Package describes the information that fanilies
and comunities need in order to pronote and protect their own
health and in order to know when to seek assistance at a
hi gher | evel of the health care pyram d. The Package descri bes
what functions should be available at the health posts,

di spensaries and health centres which formthe central part of
the pyram d and which can only be avail able at the apex -- the
district hospital.

Health centres vary greatly in size, staffing pattern, |eve

of resources, services offered and in the size of popul ation
they are expected to cover. The classification in Table 5 has
been prepared on the basis of experiences gathered froma
range of different country settings.

The district hospital -- first referral level -- is the
facility to which a wonan at high risk is referred prenatally
or to which she is sent for energency obstetric care. It holds
an inportant place in the organization of maternal care.
Certain essential obstetric procedures, nost of them
life-saving in energencies, can only be perforned at this

| evel, and many maternal deaths occur due to the |ack of
suitably trained staff, facilities and equipnent to carry the
procedures. The el enents of obstetric care that are essenti al
at first referral level to reduce maternal and neonata
nortality and norbidity include surgical obstetrics,

anaest hesi a, nedical treatnent, blood replacenent, nanual
procedures and nonitoring | abour, managenment of high-risk
pregnancies, famly planning and neonatal special care.

When the health care pyramd structure functions effectively

it links the three levels -- fanmily and conmunity, health
centre, and district hospital -- in a functional
cost-effective manner. The key to success is to have the
persons with nmidw fery skills at all levels of the health care

pyram d. One of the nobst critical functions of these persons
is to serve as the |ocus of comunication between the
community and the referral |evel

Health services should be nade available as close to
peopl e's hones as possi bl e.
obstetric procedures should be carried out by the person

closest to the community |evel who is conpetent to perform
them safely and effectively.

Table 5: Cassification of health centres



Type NameChar acteri stics

D spensary

Type | health centre

Heal t h subcentre

limted ambul atory and curative services
conmmuni ty devel opnent

no beds -- possibly one maternity bed
staffed by auxiliary nurse-mdw fe

popul ati on served <10 000

Type Il health centre

anbul atory and curative services

heal th pronotion, prevention and education

support for subcentres

maternity and observation beds

out pati ent operating room

staffed by multidisciplinary team of professional and
auxi liary health workers

popul ati on served nmaxi mum 100 000

The Mot her - Baby Package does not attenpt to describe in detai
all the activities that are needed at comunity level. At this
I evel the health centre plays a pivotal role between
conmunities and the rest of the health system by providing
continuing logistic support for conmunity-based care through
TBAs and conmmunity health workers and by ensuring links to the
first referral centre. Detailed information about the role and
functions of the health centre and its relation to the
conmmunity level is available fromthe Maternal Health and Safe
Mot her hood Progranme. (2) Subsequent guidelines will describe
in greater detail the activities needed at comunity |evel

Skilled health workers
Health care for nother and baby neans nmki ng t he nost
ef fective use of material and human resources. Maternal health
systens nust be strengthened so that they are able to offer a
conti nuum of care from before conception, through pregnancy
and delivery. The Mot her-Baby Package defines a set of basic
interventions to be applied before and during pregnancy, and
during and after delivery. Each el enent can be applied
appropriately at comunity level, in the health centre or the
first referral facility. Only when this continuumof care is
provided fromthe community through to the referral hospita
will interventions have a significant inpact in reducing
maternal nmortality and norbidity.
The person best equi pped to provide comrmunity-based,
t echnol ogi cal | y-appropriate and cost-effective care to wonen
during their reproductive lives is the person with mdw fery
skills who lives in the community al ongsi de the wonmen for whom
she cares. M dwi ves understand wonmen's concerns and
preoccupations. They acconpany wonen through their
reproductive life span, providing assistance at birth, then
during adol escence, pregnancy and delivery, and providing
fam |y planning services when needed. Moyst interventions
related to care of the nother and newborn are within the
capacity of a person with midw fery skills. Experience shows
that upgrading the skills of mdwi ves to enable themto
respond to obstetric emergenci es can reduce naterna
nortality. However, additional support is needed from doctors
and obstetricians for the nmanagement of certain conplications
and the provision of surgical interventions. Special skills
training in essential obstetric care should be available for
t hese categories of health care providers.
Legislation to support the full use of mdw fery skills should
be based on the Definition of the Mdw fe, agreed between WHO



the International Confederation of Mdw ves and the

I nternational Federation of Cbstetricians and Gynaecol ogi sts
over 20 years ago and revised in 1992.(3) This definition
makes it clear that m dw ves should be equi pped to take
responsibility for the full range of wonen's reproductive
heal th needs, including the managenent of |ife-threatening
conditions where this becones necessary. Local regulation of
practice which inhibits the full range of mdw fery skills
shoul d be changed in order to support the delivery of the nost
conpr ehensi ve and effective care to wonen.

In countries where TBAs attend a | arge proportion of hone
deliveries, training courses can be effective in upgrading
their know edge. Training of TBAs should be seen as a way of
bridging the gap until all wonmen and chil dren have access to
accept abl e, professional health care services. Such programmes
for TBA training should include ongoi ng support and
supervi si on.

The nost effective way to |link TBAs and ot her conmunity
workers with the health care systemis to involve the staff,
especially the midwife fromthe nearest health facility, in
t he processes of explaining the role of TBAs in safe

not herhood to the local conmunity, and in the selection

trai ning, and supervision of TBAs.

MOTHER- BABY PACKAGE

Most mat ernal deat hs have the sane causes

Most pregnancy conplications can be prevented or
treated

Saf e not her hood benefits babies too

Saf e not herhood is attainable

VHY?

CGoal s and objectives

Fam |y pl anni ng

Basic maternity care

Prevention, early detection and nmanagenent of
conpli cations

VWHAT?

Define national policy and guidelines
Assess needs

Prepare national plan of action
Estimate costs



goal s.

Identify sources of financial support
Devel op detail ed inplementation plan
| mpl enent pl anned activities

Moni tor and eval uate

VWHAT is the Mot her-Baby Package?

Goal s

The Mot her - Baby Package consists of a cluster of interventions
designed to support countries in striving to attain the goals
of the Safe Motherhood Initiative. These interventions focus
on fam |y planning to prevent unwanted and m stined
pregnanci es, basic maternity care for all pregnancies and
special care for the prevention and managenent of
conplications during pregnancy, delivery and postpartum

and obj ectives

The goal s of the Package are to achieve substantial reductions
in maternal and neonatal nortality and correspondi ng

i mprovenents in the health of nmothers and newborns. The

Mot her - Baby Package is a technical tool to achieve these

The Mot her - Baby Package presents gl obal goals and targets and
outlines the general strategies needed to attain them Each

country will have to define its own objectives and adapt the
i nterventions accordingly.
Goal s:

Reduction of maternal nortality ratio to half of 1990 |evels
by the year 2000 and substantial reduction in maternal
norbidity.
Reducti on of perinatal and neonatal nortality rate from 1990
| evels by 30 to 40% and substantial inprovenents in newborn
heal t h.
hj ecti ves:
1. To pronote famly planning to reduce the incidence of
unwant ed and ni stined pregnancies.
2.To provide basic maternity care to all wonen.
3.To pronote, protect and support early and excl usive
br east - f eedi ng.
4. To reduce anaem a i n pregnant womnen.
5.To reduce sexually transnmitted di seases in pregnant
womnen.
6. To reduce nmaternal deaths due to conplications of
abortions.
7.To reduce naternal death due to ecl anpsia.
8. To reduce nmaternal deaths due to haenorrhage.
9. To reduce naternal deaths due to prol onged/ obstructed
| abour.
10. To reduce maternal deaths due to puerperal sepsis.
11. To elim nate neonatal tetanus.
12. To reduce neonatal deaths due to birth asphyxia.
13. To reduce neonatal deaths associated with neonata



hypot her nm a.
14. To reduce ophthal m a neonat or um

Attai nnent of these objectives will lead to significant
reduction in maternal and newborn deaths and correspondi ng
reductions in disabilities (Table 6).

Tabl e 6: Inpact of Mt her-Baby Package interventions on deaths
of nothers and newborns

MOTHER

CAUSESNUMBER OF DEATHS(4) POTENTI AL | MPACT | N DEATHS

AVERTED( 5)

Per cent ageNumnber

Haenorr hagel27 00055% 70 000

Sepsi s 76 00075% 57 000

Ecl anpsia and HDP 64 00065% 42 000

Obstruct ed | abour 38 00080% 30 000

Unsaf e abortion 67 00075% 50 000

O her direct causes 39 000- -

I ndi rect causes100 00020% 20 000

TOTAL510 000 269 000

NEVIBORN

CAUSESNUMBER OF DEATHS(6) POTENTI AL | MPACT | N DEATHS

AVERTED( 5)

Per cent age( 7) Nunber

Birth asphyxia 840 00040 - 60%340 000 - 500 000

Di arr hoea 60 00040 - 60924 000 - 36 000

Tet anus 560 00080%150 000

Pneunoni a 755 000409300 000

Sepsis and meningitis 290 00040 - 609410 000 - 170 000

Birth injuries 420 00040 - 609470 000 - 250 000

Congeni tal anonalies 440 000- -

Prematurity 410 000- -

O hers 205 000- -

TOTAL3 980 000 1 394 000 - 1 706 000

Fam |y pl anni ng
Ensuring access to fanmly planning i nformati on and services is
a key el enent of the Mdther-Baby Package. Family planning can
reduce maternal nortality in several ways. First, fanily
pl anning can lead to a reduction in the nunber of births and,
since every pregnancy is associated with sone risk, this in
itself hel ps reduce maternal deaths. Second, fam |y planning
can hel p reduce mstinmed pregnancies. Al though any pregnancy
carries a risk of death or disability, sone are nore risky
than others -- for exanple, those anbng very young wonen,
worren of high parity and those to ol der wonen. Third, famly
pl anni ng can help to reduce the nunber of unwanted
pregnanci es. Unwanted pregnancy is always a threat to the
worman' s heal th, either because she may resort to unsafe
abortion with all its attendant risks or because she is |ess
likely to take care of herself than if the pregnancy was
want ed. Sone estinmates indicate that access to famly planning
to prevent mstined and unwanted pregnanci es coul d reduce
maternal nortality by up to one third.

oj ective: To promote fam |y planning and to reduce the
i nci dence of unwanted and nistined pregnancies

Tar get s:
1. To increase contraceptive preval ence in wonen of
reproductive age up to at |east 56% by the year 2000.
2. To provide post-abortion fam |y planning counselling
to all wonen by the year 2000.
3.To increase through I EC, the nunber of wonen who space



their births by an interval of no less than 2 years from
present levels to at |east two-thirds by the year 2000.
4. To decrease the age-specific fertility rate in wonen
bel ow 18 years and above 40 years fromthe existing

| evel s by one-third by the year 2000.

St rat egy
1. A major Information, Education and Conmuni cation (I EC)
strategy should be devel oped, focusing on birth spacing
and birth tining as inportant health nmeasures for nother
and child. Informng and orienting the nmedia about
contraception should be an integral part of the effort.
It will be essential to target IEC activities at
community level and to involve nen.
2. Training of health care providers should include not
only the technical and managerial aspects of
contraception but al so appropriate interpersona
conmuni cati on and counselling skills.
3. An optinmal range of contraceptives should be nade
avai l able to neet the needs of the wi dest possible range
of users, following the principle of "free choice".
However, it nust be recogni zed that each additiona
contraceptive nethod neans another potential weak point
in the supply systemand additional training for staff.
Condons, oral/injectable contraceptives and |1 UDs shoul d
be nmade available at type | health centres, while
contraceptive subdermal inplants should be added at type
Il health centres, and sterilization would be avail able
at hospitals, according to national policies. Famly
pl anning information, as well as post-abortion
counsel I'ing, should be offered at all service points.
4. Avai l ability of contraceptives should be increased by
of fering them at immunization sessions, all health
facilities and conmunity-based outlets, and by
counselling at health facilities and community-based
outlets.
5. The protection offered by use of condons agai nst Al DS
and other STDs shoul d be highlighted.
6. Adol escent boys and girls need to be educated on
i ssues related to reproduction, human sexuality and the
i nadvisability of early marriage and pregnancy. Peer
counsel i ng through youth and wonmen's organi zations can
al so be an effective strategy.

Basic maternity care
Pregnancy and delivery are nornmal physiol ogi cal processes and
t he outcone of nost pregnancies is good. However, al
pregnanci es involve some risk to the nother or infant and it
is inmportant to prevent, detect and nanage conplications early
bef ore they becone life-threatening emergencies. Pregnant
woren, their famlies and all persons attending deliveries
shoul d be aware of what they can do to pronpte and protect the
heal th of pregnant wonen and to ensure early referral when
problens arise. This is of particular inportance in parts of
the world where nost deliveries continue to take place within
conmmuni ti es and where nany nothers deliver unaided or with the
assistance of only relatives or traditional birth attendants.
Provi ding individuals and comunities with the infornmation
they need to avoid harnful practices and pronoting appropriate
basi ¢ care including clean delivery can hel p prevent nmany
pregnancy-rel ated conplications. Furthernore, giving people
i nformati on about the signs and synptoms which require urgent
assi stance froma higher level of care helps to nobilize
conmmunities to seek tinely referral when conplications arise.
Antenat al care during pregnancy is an opportunity for
pronotion and education; prophylactic neasures, such as iron
and fol ate suppl enentati on; managenent of diseases, such as
mal ari a and STDs; and to ensure the early detection and



managenent of conplications.

bj ective: To ensure that all wonmen have access to basic
maternity care, including antenatal care, health
pronotion and infornmation about signs and synptonms of
conpl i cati ons.

Strat egy

1. All pregnant woren, whatever the circunstances of
their pregnancy and delivery, should have access to
basic maternity care, conprising quality antenatal care
cl ean and safe delivery and postpartum care.

2.All woren, fanmilies and conmunities should be aware of
t he special needs of pregnant and |actating wonmen in
terns of nutrition, rest, antenatal, delivery and

post partum care.

3. Communi ti es should be infornmed about the signs and
synptons of conplications and be aware of the need to
pl an for energency transport to the health centre or

hospi t al
4. At all levels of the health care system-- comunity,
health centre and hospital -- people should have the

appropriate know edge and skills to nanage nor nal
pregnanci es and deliveries and to detect, manage and/or
refer high-risk cases and conplications.

5. All pregnant wonen should have a m ni nrum of four
antenatal visits (at least 20 mi nutes duration each) for
prevention, early detection and managenent of
conplications. Antenatal care should conprise health
pronoti on, assessment, nanagenent and/or referra

t hrough hi story-taking, physical exam nation, and

| aboratory tests, where necessary; tetanus toxoid

i muni zation; iron and fol ate suppl enentation; nalaria
prophyl axi s; hookworm treatment; and STD managenent. (8)
6. Antenatal care sessions should be used as an
opportunity to provide infornation to wonen and their
fam | i es about danger signs and synptons during
pregnancy and delivery and to hel p them devel op an
appropriate delivery plan, based on the woman's history
and health status.

7.A'l women and birth attendants should be aware of the
requirenents for a clean delivery: clean hands, clean
delivery surface, clean cord cutting and care. Al

health care providers should be trained in and practice
cl ean and safe delivery techniques and avoi d unnecessary
vagi nal exam nati ons and epi si ot omi es.

8.All women and their birth attendants should be aware
of the need to refer cases of prolonged or obstructed

| abour to a higher level of care. Al institutiona
deliveries should be nonitored using an appropriately
adapt ed version of a partograph(9) in order to prevent
prol onged | abour.

9. All wonen should receive a postpartumvisit within the
first week of delivery in order to ensure early

det ecti on and managenent of hypertension, haenorrhage
and sepsis. The postpartum period should al so be used to
provi de support to breast-feeding and is an opportunity
to provide famly planning information and services.

Br east f eedi ng
Breastfeeding is one of the nost inportant contributors to
neonatal, infant and child health, growth and devel opnent. The

benefi

ts are greatly enhanced if breastfeeding starts within

one hour after birth, with demand feeding and no prel actea

f eeds.

Many neonatal health problens are greatly aneliorated

by such a pattern of breast-feeding. These include such
conditions as hypotherm a, neonatal hypoglycaenia, infections
and neonatal jaundice associated with schedul ed breastfeedi ng.



Apart fromthe clear nutritional superiority of breast mlKk,
breast feedi ng protects agai nst infant deaths and norbidity.
Infants who are exclusively breastfed are likely to suffer
only one-quarter as nany epi sodes of diarrhoea and respiratory
i nfections as babi es who are not breastfed.

Mot hers benefit from breast-feeding too. It reduces the risk
of postpartum haenorrhage and | owers the risk of breast and
ovarian cancer. It contributes to child-spacing and reduces
fertility.

hj ective: To pronpote, protect and support early and

excl usi ve breastfeeding.

Target: Ensure early and excl usive breastfeeding in al
births in health facilities by 1997 and in all births at
hone by the year 2000.

Strat egy
1. Early and excl usive breastfeeding should be pronoted
for all infants. Health workers, families and nothers

shoul d be nade nore aware of the benefits of
breast f eedi ng and t he dangers of anything other than
excl usi ve breastfeeding. The conmunication strategy of
t he Mot her - Baby Package shoul d include breastfeedi ng as
an integral conponent.

2. Appropriate steps should be taken to change hospita
practices in accordance with the "Ten steps for
successful breastfeeding" (see steps).

3. Heal th workers should be trained in the skills
necessary to support breastfeeding nothers.

Ten steps for successful breastfeeding
1. Have a witten breastfeeding policy that is
routinely communicated to all health care staff
2. Train all health care staff in skills necessary to
i mpl enent this policy
3. Informall pregnant wonen about the benefits and
managenment of breastfeedi ng
4. Help nothers initiate breastfeeding within an hour
of birth
5.  Show nothers how to breastfeed, and how to
mai ntain lactation even if they are separated from
their infants
6. G ve newborn infants no food or drink other than
breast m |k, unless nedically indicated
7. Practice rooming-in -- allow nothers and infants
to remai n together 24 hours a day
8. Encourage breastfeeding on denand
9. Gve no artificial teats or pacifiers (also called
dunmi es or soothers) to breastfeeding infants
10. Foster the establishnent of breastfeeding support
groups and refer nothers to them on discharge fromthe
hospital or clinic

Prevention, early detection and nmanagenment of conplications
Many obstetric conplications can be prevented by appropriate
pregnancy nanagenent. However, should conplications occur
they rmust be detected early and dealt with pronptly and
ef fectively. The sections that follow deal with the nost
conmon conplications arising during pregnancy, |abour
delivery and the postpartum peri od.

Anaemi a in pregnancy (10)
VWHO estimates that nore than half the pregnant wonmen in the
wor |l d have a haenogl obin | evel indicative of anaem a. For
devel opi ng countries only, the figure is 56% or 61%if China
i s excluded. Over one-third of all wormen in the world suffer



fromanaem a. In some areas of the Indian subcontinent, 7% of
worren are afflicted by severe anaemi a which is associated with
a five-fold increase in maternal nortality. Iron or folate
suppl ementati on of pregnant wonen nmay prevent a deterioration
of the anaem c condition during the increased physiol ogica
burden of pregnancy. However, it does not address the
underlying iron deficiency that already existed when pregnancy
began. In devel opi ng countries, where perhaps nost wonen are
nutritionally deficient and generally unhealthy and where
constant supervision in pregnancy is inpracticable, there is a
case for universal supplenentation, especially in wonmen of
reproductive age. More research is required to identify the
optinmal mix of strategies that will ensure the reduction of
anaem a. However, based on available information, a broadly
appl i cabl e strategy has been defined for the Mther-Baby
Package.

hj ective: To reduce anaem a in pregnant women

Tar get s:

1. Increase coverage of iron supplenentation fromthe existing
| evel to 90% by the year 2000.

2. In malaria hol oendem c areas, coverage of antimalarials for
pregnant wonen to be increased fromthe existing level to 90%
by the year 2000.

Strat egy

1. Al pregnant wonen shoul d be given the standard dose of
iron/folate (two tablets of 60 ng elenental iron) every day
for 100 days. In sone areas, one tablet per day nay be
appropriate based on the preval ence of anaem a

2Di etary advice should be given about the consunption of
adequate quantities of iron-rich foods. Foods rich in vitamn
C enhance absorption, while tea and coffee inhibits absorption
of iron, so appropriate advice should be given (tea should not
be drunk with neals, or within one hour of eating a neal).
Vitamin C increases absorption of iron, so fruits should be
consunmed with neals.

3. Al pregnant wonen should be clinically exan ned for
anaem a as a part of the antenatal check-up at the type
health centre or in the conmunity. Haenogl obi nonetry shoul d be
avai l able at the type Il health centre and hospital

4. Pregnant wonen found to be anaem ¢ should be recomended a
hi gher dose of iron/folate

5Pregnant wonen residing in hol oendenic malaria areas shoul d
be given anti-nmalaria prophylaxis according to country
pol i ci es.

6. In malaria endenic areas, any pregnant wonmen with anaem a
and/ or fever should be assessed and treated for malaria in
accordance with country policy.

7. Wonmen who are severely anaenic (very pale, reporting

synmpt ons such as easily fatigued, breathless on nmild exertion
weakness, dizziness) should be given a higher dose of
iron/folate and referred fromthe type | health centre to a
type Il health centre or hospital for nmonitoring and further
treatnent.

8. Bl ood | oss follow ng delivery should be mninized by
practising the active managenent of the third stage of |abour
(i.e. routine use of oxytocics, pronpt repair of |acerations).
9. Type Il health centres should be able to provide

i ntranuscul ar iron therapy and hospitals should provide packed
red blood cells transfusion and total dose infusion of iron
When using bl ood or blood products, testing for HVis a
necessary precaution, especially in areas of high preval ence.
10. During the pre-pregnancy and inter-pregnancy period, any
contact between the health systemand the woman (e.g. infant

i muni zation, famly planning) should be used for identifying



and treating anaem a. Lactating nothers should al so be given
prophylactic or therapeutic iron/folate, as should wonmen who
suf fer postpartum haenorrhage.

11. Hookworm i nfections contribute to iron-deficiency anaem a
and in areas where these infections are endem c (preval ence
>20 to 30%, hookworm control should be included in strategies
designed to inprove the health, devel opnent and nutritiona
status of girls and wonen

PREGNANCY AND MALARI A

In areas with endem c nmal aria, nost wormen will begin their
pregnancies with sone levels of imunity. In these

popul ations, nalaria increases the risk of maternal anaem a
abortion, stillbirth, premature birth and | ow birth weight,
particularly in the first pregnancy. This risk dimnishes with
further pregnancies. Interventions for the prevention of

mal aria i n pregnancy include the use of bed nets to prevent
contact between the nobsquito and the pregnant wonmen and the
use of an effective chenoprophylactic drug.

In areas with epidenic malaria or where non-i nmune wonen are
travelling to nalarial areas, the risk of malaria and
infection during pregnancy is greater and can result in
mat er nal death and spontaneous abortion in up to 60% of cases.
In such wonen, prevention of infection and pronpt effective
treatment of the disease is inportant to prevent nmaternal and
perinatal nortality and norbidity.

Table 7: Anaemni a in pregnancy

SUSPECT: I f :- tired and/or breathless
- last delivery within a year
-any history of bleeding, malaria or hookworm di sease
ASSESS FOR
Pal eness of tongue, conjunctiva, or pal nePALE NOT PALE
CLASSI FY ASCl i nical anaem a (severe)Clinically not severe
anaem a (noderate or mld fornms possible)
TREAT AT
Type | health centre
- Gve higher dose of iron/folate
- Gve malaria prophylaxis and treatment (if under policy)
- Refer to type Il health centre- G ve standard dose of
iron/folate
- Gve malaria prophylaxis and treatment (if under policy)
- Refer to type Il health centre if clinical signs of anaem a
devel op
Type Il health centre
- Estimate severity of anaem a/Hb
- If severe anaem a

Treat for a nonth with higher dose

In third trinmester, if asynptomatic, give IMiron (if Hb

| evel not raised after treatnent, refer to hospital)
- If very severe anaem a or synptomatic, refer to hospita
- If malaria is suspected, exam ne and treat, give prophylaxis
according to national policy- Estimate severity of anaem a/Hb
- If noderate anaem a, give standard dose iron/folate
- If severe anaemi a, see treatnent of severe anaenia
- If malaria is suspected, exam ne and treat, give prophylaxis
according to national policy

Hospi t al
- Treat with total dose infusion of iron, blood or packed cel
transfusi on according to gestational age and severity of
anaem a
- If malaria is suspected, exam ne and treat, give prophylaxis
according to national policyAs above +
- Blood transfusion if necessary



Anaem a in pregnancy is defined as a haenopgl obin concentration
of less than 110 g/1 (11 g% .

Degree of anaem a: noderate (70-109 g/l), severe (40-69 g/l)
and very severe (<40 g/l). Correspondi ng haematocrit (PCV)

val ues are 24-37% 13-23% and <13% respectively.

Al'l pregnant wonen should be given a standard dose of
iron/folate during pregnancy.

In areas of high preval ence of hookworm all pregnant and

| actati ng wonen shoul d receive single dose oral anthelmnthic
treatment. Single-dose, oral anthelmnthic treatnment for
hookworm i nfection is reconmended al so for pregnant and

| actati ng wonen, using nebendazole or pyrantel. As a genera
rule, in the case of pregnant wonen, treatnent should not be
given in the first trinester unless there is specific nedical
need to do so.

Sexual |y transmtted di seases and HV (11)

VWHO estinmates that between 150 to 330 million new cases of
curabl e sexually transmtted di seases (STDs) occur annually,
nore than half of them anong wonen in the reproductive age
group. STDs not only cause acute norbidity, conplications and
sequel ae, but also contribute to maternal and fetal nortality
and adverse pregnancy outcone. |In Zanbia, 18% of early feta
deat hs and 43% of late fetal deaths were attributed to
mat ernal syphilis. In Swaziland, perinatal nortality, due to
syphilis, was estinmated to be 35/1000 births, nore than half
of the total of perinatal deaths (53/1000 births), whereas in
Zambi a, 30% of perinatal nortality was associated with
syphilis. In Kenya, 44% of wonen wi th postpartum pelvic
i nfl anmat ory di sease (PI D) had gonorrhoea or chl anydi al
cervicitis. In Africa, the rate of ectopic pregnancy, largely
a sequela of STDs, is three tines that found in industrialized
countries and renmains an inportant cause of maternal nortality
i n devel opi ng countries, especially in rural areas where easy
access to care is often lacking. Prematurity is also often
caused by STDs, while congenital syphilis, ophthalma
neonat orum and chl anmydi al neonatal pneunonia remain frequent
causes of infant norbidity and nortality.

hj ective: To reduce sexually transmtted di seases in

pregnant women

Tar get :

I ncrease case-finding to 90% for syphilis and 40% for ot her
STDs anobng all pregnant wonen attendi ng antenatal care
services by the year 2000.

St rat egy

1.Health care providers should be trained to: a) provide

i nformati on on STDs, including HV, to all wonmen attending
health facilities before, during and after pregnancy in order
to reduce high-risk behavi our and STD transm ssion; b) pronote
appropriate seeking of health care for STDs; and c) pronpote
and provi de condons.

2.lnstitute case-finding of syphilis by serological testing
for syphilis in all pregnant wormen, and provision of treatnent
for those who are sero-reactive and their partners.
3.Institute case-finding of syphilis by serological testing

i mediately after delivery of all wonen not previously tested
during antenatal care, and of all wonmen with adverse pregnancy
outcones (e.g. abortion, stillbirth or syphilitic infant) and
treatment of sero-reactive wonen and their partners.

4.1 nstitute case-nmanagenent for STDs anpbng synptonatic wonen
by using syndrom c approach (syndrom c di agnosi s, treatnent,
educati on, counselling, condom pronotion, partner notification
and followup if necessary).

5.Train health care providers to refer conplicated cases.

6. Any contact between wormen and the health system (e.g. famly



pl anni ng, child care) before, during and after pregnancy
shoul d be used as an opportunity for primary prevention, STD
case-finding and treatnent of synptomatic cases.

Tabl e 8: Sexually transnitted di seases

SUSPECTI f STD preval ence is high
ASSESS FOR
Reacti ve syphilis
STD synpt ons/ si gns
- Syphilis sero-reactive
- Genital sores/inguinal swelling
- Vagi nal discharge present and risk assessnent
positiveSyphilis sero-nonreactive
No synptons/ signs
CLASSI FY ASSexual ly transnitted di seaseNo sexually transmtted
di sease
TREAT AT
Type | health centre

- Treat for syphilis
- Treat for synptomatic STDs
- Partner notification
- Refer to hospital if necessary
- Health pronotion
- Risk reduction
Type Il health centre
As above- Health pronotion
- Risk reduction
Hospi t al
As above +
- Investigate and treat appropriately- Health pronpotion
- Risk reduction

Syndrom ¢ di agnosis is based on identifying consistent groups
of synptons and easily recogni zed signs -- syndrones -- and
providing treatnent which will deal with the mgjority of
organi sns responsi ble for produci ng each syndrone.

Exanpl e of risk assessnment: partner synptonatic or >1 partner,
new partner in past 3 nonths and/or |ower abdom nal pain.

HI V/ Al DS | N PREGNANCY
Counsel I ing and testing
Counsel ling and testing should be provided to pregnant wonen
if any of the follow ng questions is present:
Synpt onms suggestive of HV infection (unexpl ai ned wei ght | oss,
chronic diarrhoea, intermttent or persistent fever
persi stent cough, swollen glands, oral candidiasis, night
sweats, fatigue, generalized dermatitis)

A history of intravenous drug use

A partner or child with H V-related synptons or AlIDS

A history or presence of sexually transmtted di seases

A history of exchangi ng sex for nobney, goods, drugs or other

favours

A history of unprotected sex with multiple partners

A history of blood transfusion that may have been

contam nated with HV

A partner who is bisexual or an intravenous drug user
Ant enat al care
If a worman | earns during pregnancy that she is infected with
H'V, the first task of those providing antenatal care is to
of fer her enotional support.
In addition, adequate counselling should be provided so that
she can nmeke i nformed choices regarding the continuation of
pregnancy and adapt her behaviour to prevent transmission to
ot hers and avoi d subsequent pregnanci es.



The necessary referrals should be made for social support.
Pregnant wonen with H V/ Al DS should receive antenatal care;
t hey shoul d eat nourishing foods, practice good hygiene to
reduce risk of infection, avoid all nedicines except those
prescribed by a health care worker, take exercise but not
overexert thensel ves,and ensure they are properly inmmunized
agai nst tetanus.
Del i very care
I f possible, the mother with H V/ AIDS should give birth in a
health centre or a hospital. If not, the home shoul d be
prepared for delivery so that it poses as little risk as
possible to the nmother, the baby and those who help with the
delivery. Using a clean delivery kit helps to reduce the risks
of infection. Precautions should be taken to mnimze contact
with the nother's bl ood by the baby and those attending the
not her. These precautions nay include using barriers such as
gl oves. Traditional practices associated with delivery and
i nvol ving risk of exposure to blood should be discouraged.
Those who help with delivery should cover any open wounds on
their skin. Special care should be taken with used needl es,
scal pel s and ot her sharp instruments during procedures and
di sposal
The risk to the birth attendant
Even where conditions are not optinmal the risk of an infected
not her transmitting HHV to a person who helps with the birth
is very low Nevertheless, sone sinple precautions can help
mnimze the risk to the birth attendant:
Pl anning for childbirth in the hospital or in the hone
shoul d i ncl ude obtaining gl oves aprons, soap and water
Broken skin or open wounds shoul d be covered with waterti ght
dr essi ngs.
Hands shoul d be washed with soap and water immediately after
contact with blood or other body fluids.
Sui tabl e gl oves shoul d be worn when expecting exposure to
bl ood or body fl uids.
Precautions shoul d be exerci sed when bl ood spl ashes are
expect ed.
Mout h-t o- mout h sucti on of newborns should be replaced with
nmechani cal or electric suction devices.
Resusci tati on bags should be nade available in health care
settings in which resuscitation is likely to be needed.
Li nen soiled with bl ood or other body fluids should be
carried in | eak-proof bags or folded with the soiled part
inside. It should be washed in hot water and detergent.
Solid waste, such as bl ood soaked dressings or placentas,
shoul d be burned or carefully buried in places where they
are not likely to be dug up or contam nate water sources.
Needl e-stick injuries occasionally result in the
transm ssion of HV. The risk can be reduced by handling
used needles as little as possible, using a needle hol der
when repairing tears and epi siotom es, avoiding recappi ng
di sposabl e needl es, and pl aci ng needl es and other sharp
objects in puncture-resistant containers |ocated as cl ose as
practical to the area in which they are used.
Bl ood transfusion
If a woman has a severe haenorrhage during pregnancy, delivery
or the postpartum period, a blood transfusion nay save her
life. Conplications of pregnancy are a mmjor cause of bl ood
transfusion the world over
Since HV infection is transnitted through bl ood, all blood
nmust be screened before it is accepted for transfusion
H V and t he newborn
Most children infected with H'V, including those with Al DS
have been infected fromtheir nothers during pregnancy (in
utero infection), during birth (intrapartuminfection) or
shortly afterwards (postpartuminfection). It is difficult to
tell whether a newborn infant is infected with HV. Children
infected with H V usually have poor health. They are nuch nore
likely than others to have | ow wei ght, fever, chronic



di arrhoea and recurrent oral thrush. They have nuch hi gher
rates of ear infections, pneunonia, tuberculosis and nuch

| oner chance of survival

Br east - f eedi ng

Where HIV infection is prevalent, health care providers should
i nformthensel ves about the risks to infants in the

transm ssion of H'V, but at the sane tinme be aware of the
risks to infants from not being breast-fed.

Wrren who do not know if they have HI'V infection should al ways
be advi sed to breast-feed.

Worren who know t hey do not have H V infection should al ways be
advi sed to breast-feed.

Worren who know t hat they have HI V infection need to know what
is the best feeding nethod for their babies' survival

Ecl anpsi a

A VHO popul ation-based prospective study on the incidence of
hypert ensi ve di sorders of pregnancy found the follow ng rates
of eclanpsia: 0.17% (China), 0.34% (Viet Nan), 0.40% (Burng),
0.93% (Thai l and), 0.2% (Egypt), 1.14% (Lesotho), 0.14%
( Bot swana) .
The drug of choice for the nanagenent of eclanpsia is
magnesi um sul phate, which has been shown to be nore effective
t han di azepam or phenytoin in preventing the reoccurrence of
sei zures. The nobst appropriate choice of anticonvul sant for
t he managenent of pre-eclanpsia, to prevent eclanpsia, awaits
further research. In the neanwhile, clinical decisions should
be based on accepted nmedi cal practices and standards.
Randoni zed clinical trials have shown that the
anti hypertensi ve agents hydral azi ne, diazoxi de and net hyl dopa
appear to be reasonably effective at reduci ng bl ood pressure.
As there is no good evidence that one of themis better at
doing this than the others, any one of them may be used.

oj ective: To reduce naternal death due to ecl anpsia.

Target:
Provi de effective managenent to 50% of wonmen with severe
pre-ecl anpsi a/ ecl anpsia by 1997 and 80% by the year 2000.
Strat egy
1. Efforts should be nade to raise community awareness
of signs and synptons of hypertensive disorders of
pregnancy. This should stress the need for pregnant
woren to seek care if they experience severe headache,
general i zed oedema, blurred vision and/or convul sions.
2. Al health workers should have a bl ood pressure
i nstrunent and be trained to neasure bl ood pressure in
order to detect hypertension early.(12)
3. Health workers should be trained to manage and/ or
refer women wi th pregnancy-i nduced hypertension
4. The full range of services required to manage severe
pre-ecl anpsi a and ecl anpsi a shoul d be avail abl e, at
| east at hospitals, on a daily 24-hour basis.

Tabl e 9: Ecl anpsi a/ pre-ecl anpsi a

SUSPECT (If one or nore is present)
- severe headache
- generalized oedemn
- blurring of vision
- convul si ons
ASSESS FOR
Bl ood Pressure
Protei nuri a
Convul si ons

di astolic 90 mHg



Aborti

YES
YES

diastolic 90 nmHg

YES/ NO

NO

CLASSI FY ASEcl anpsi aPregnancy-i nduced hypertension
pre-ecl anpsi a
TREAT AT

Type | health centre or comunity |eve

Type Il health centre

Hospital Type Il health centre

- Maintain airway, initiate treatnent of convul sions and refer
urgently to hospita
- If diastolic B/P is 90-100 nmmHg and no proteinuria:
bed rest
check B/ P twice weekly
refer if B/P rises and/ or oedema or worsening synptons
- If diastolic B/P is 90-100 mHg and proteinuria, refer
- If diastolic B/Pis >100 mtHg with or without proteinuria
refer to hospital
- Maintain airway
- Control convul sions
- If in labour, expedite delivery if possible, or refer
- Continue treatment after delivery
- If not in labour, refer to hospital As above
- Manage hypertension
- Manage convul sions
- Deliver- Control hypertension
I nduce | abour or deliver as appropriate

A diagnosis of hypertension in a pregnant wonman i s nmade when
the B/P is 140/90 or greater, or there has been a rise of 30
nmrHg systolic or 15 mHg diastolic over baseline values on at
| east two occasions, six or nore hours apart.

Pre-eclanpsia is the devel opnment of hypertension and
significant proteinuria in pregnancy.

on (13)

Every year al npbst 67 000 wonmen die worl dw de foll ow ng
conplications of abortion. Abortion-related deaths account for
bet ween 10% and 50% of all maternal deaths, depending on the
country. Many deaths could be prevented if wonmen were able to
avoi d unwant ed pregnancy through access to famly planning

i nformation services. A substantial reduction in materna
deaths can be achieved if conplications due to abortion are
prevented or recogni zed early and treated appropriately.

The post-abortion period offers health care providers a unique
opportunity to hel p wonen resolve problens that contributed to
unwant ed pregnancy and abortion. Because fertility returns
rapidly after abortion, tinely selection of an appropriate
contraceptive nethod is critical. Many wonen may not be aware
of this rapid return to fertility. In nmany instances, the
abortion-care setting may be one of the few contacts a wonen
has with the nodern health care system The tinme when she
recei ves abortion care is, therefore, an inportant opportunity



for her to receive contraceptive informati on and services to
avoi d anot her unwanted pregnancy. At the very least, all wonen
recei ving abortion care need counselling and information to
enabl e themto understand the health consequences of unsafe
abortion; the risks of becom ng pregnant again very soon; that
there are safe nmethods to prevent or delay pregnancy; and
where and how they can obtain fam |y planning care.

hj ective: To reduce naternal deaths due to conplications

of abortion.

Tar get s:
1. To ensure that 90% of wonen have access to
appropriate treatnent for all abortion-rel ated
conpl i cati ons.
2. To provide 90% of all wonen with access to
i nfornati on services to prevent unwanted pregnancies.
3. To ensure that 90% of wonmen have increased access to
nmeasures to avoid unsafe abortions.
4. To ensure that all wonmen treated for abortions or
abortion conplications have access to post-abortion
fam |y pl anni ng.

St rat egy
1.Increase availability and use of contraceptives.
2. National authorities should adopt appropriate policies
and suitabl e services to address the probl em of
contraceptive failure in a sensitive and hunane nmanner.
3. Health workers should be trained in early recognition
of abortion conplications, especially sepsis. Evacuation
of the uterus, antibiotic therapy and IV fluids should
be nmade avail able at health centres and surgica
treatment should be avail able at hospitals. The
treatment nmust be rapid, wthout punitive or judgnental
overtones. Treatment nust al ways be foll owed by
contraception informati on and servi ces.
4. Efforts should be made to provide post-abortion
counsel ling, contraceptive services and information
about where these services can be obtained. Al health
centres and hospitals that provide treatnent of abortion
conplications should be equi pped, with appropriately
trained staff, to provide famly planni ng nethods or
advi ce.
5.1f termination of pregnancy is permtted in the health
services, then such services should be of high-quality,
equitably distributed and accessible to those in need.

Tabl e 10: Abortion

SUSPECTI f vagi nal bleeding within first five nonths of
pr egnancy

ASSESS FOR

Shock

Heavy bl eeding (cl ean pad soaked in 5 mnutes

H story of expulsion of fleshy tissue

Sepsis (fever and foul discharge)

Abdom nal tenderness (painful, hard tense abdonen)

YES / NO
YES / NO

YES

YES
YES
NO
NO / YES



NO / YES

NO

NO
CLASSI FY ASSeptic abortionThreat ened/i nconpl ete abortion
TREAT AT
Type | health centre

Type Il health centre

Hospi t al
- Gve IV fluids if shock or heavy bl eeding
- G ve oxytocics
- Gve antibiotics
- Ugently refer to hospita
- Organi ze bl ood donors
- Gve tetanus toxoid if required- If all above is NO i.e
Iight bleeding only, advise bed rest at hone
- If bleeding continues or other signs develop, refer to
hospi t al
As above +
- Bvacuate uterus in first trinester if os open or history of
expul sion of fleshy tissue
- If no inprovenent in 1 to 2 days, refer to hospital-
Evacuate uterus in first trimester if os is open
- If os is closed with all above assessnents NO, advi se bed
rest and re-evaluate after two weeks ?
Al above +
- Evacuate uterus in 2nd trimester
- Treat shock, give blood transfusion if required
- Laparotomy if signs of uterine perforationAs above

Abortion is term nation of pregnancy (expul sion or extraction
of enbryo/fetus) before 22 weeks of gestation.

Shock: low B/ P <90 mtHg systolic, fast pulse >110/m nute, fast
breat hi ng, cold skin.

At all levels, provide post-abortion counselling and famly

pl anni ng servi ces.

Al wonmen with severe bl eeding shoul d receive iron therapy.

Haenorrhage -- ante and postpartum

Overall, it is estimated that nearly a quarter of all direct
obstetric deaths are due to haenorrhage. Postpartum
haenmorrhage (PPH) is often an associated factor in deaths
officially listed as fromother causes. The contribution of
PPH to these deaths and to the norbidity which foll ows heavy
bl ood loss in surviving patients is not easy to quantify but
is likely to be significant. It is well established that
routine injection of oxytocics follow ng delivery reduces the
rate of PPH, as denonstrated in controlled trials.
Ant epart um haenorrhage occurs conmmonly due to placenta previa
or abruptio placentae. However, it is nmuch | ess commopn than
post part um haenor r hage.

oj ective: To reduce naternal deaths due to haenorrhage.

Tar get s:
1. Active nanagenent of the third stage of |abour for
all institutional deliveries and hone deliveries

attended by a person with mdw fery skills.
2. Effective nmanagenment of 50% of all cases of
haenorrhage by 1997 and 80% by t he year 2000.

Strat egy
1. Ensure that all health workers are aware that bl eeding
in the second half of pregnancy is a serious sign and



shoul d be managed with great care. If placenta previa is
suspected, refer imrediately W THOUT perform ng a

vagi nal exam nati on.

2. Train health workers to provide active managenent of
the third stage of | abour.

3. Oxytocics should be available at all health centres
and health workers should be trained to adm nister them
by injection as a first aid neasure for PPH

4. Health workers of an appropriate |evel should be
trained in nmanual and surgical skills to nmanage ante and
post part um haenor r hage.

5. For wormren with severe bleeding, IV fluids should be
available at all levels of the health care system and

bl ood transfusion services should be avail abl e at
hospitals on a daily 24-hour basis.(14)

6. The full range of services required to manage

post partum haenorrhage shoul d be avail able, at |east at
hospitals, on a daily 24-hour basis.

Tabl e 11: Ant epartum haenorr hage

SUSPECTI f vagi nal bl eeding after five nonths of pregnancy and
before delivery
ASSESS FOR

Shock

Heavy bl eedi ng (cl ean pad soaked in 5 ninutes)

YES / NO
YES
NO
NO
CLASSI FY ASPl acenta previa or abruptio placentaePossible
pl acenta previa or abruptio placentae
TREAT AT
Type | health centre
Type |l health centre

Hospi t al
- Gve IV fluids if shock
- No vagi nal exami nation
Ugently refer to hospita
organlze bl ood donors- No vagi nal exam nation
- Refer to hospital
As aboveAs above
- Treat shock, give blood transfusion if required
- Monitor condition
- Expedite delivery- If in |abour, nonitor progress and
bl eedi ng
- If not in [abour, manage according to gestational age
- If near terminduce |abour consider caesarean section

Ant epartum haenorrhage i s haenorrhage fromthe genital tract
occurring after 22 weeks of pregnancy but before delivery of
t he baby.

No vagi nal exam nation should be carried out at the health
centre in a case of antepartum haenorrhage.

Al wonmen with severe bl eeding should receive iron therapy in
t he postpartum peri od.

Tabl e 12: Post partum haenorrhage (15)

SUSPECTI f excessive bl eeding after delivery ( 500 m or
soaki ng of nmore than one pad per hour) or bright red bl eedi ng
with or without clots after delivery

ASSESS FOR



Shock
Conpl ete placenta delivered within 1 hour

YES/ NO
YES
YES/ NO
NO
CLASSI FY ASPost partum haenorr hageRet ai ned pl acenta
TREAT AT
Type | health centre

Type Il health centre

Hospi t al
- Gve IV fluids if shock
- Vigorously nmmssage uterus
- Do bi manual conpression of the uterus or conpress aorta
- G ve oxytocics
- Encourage wonman to pass urine, catheterize if necessary
- If severity of bleeding not reduced in 15 minutes, refer to
hospi t al
organi ze bl ood donors
Repair tears- Gve IV fluids if shock
Encourage wonan to pass urine, catheterize if necessary
Attenpt controlled cord traction
- If placenta is still retained, perform nanual renoval of
pl acenta; if renoval not possible, refer

organi ze bl ood donors
- Repair tears
As above +
- Exploration/curettage if necessary
- Refer if bleeding continuesAs above
As above +
- Treat shock, give blood transfusion if necessary
- Surgical procedures if requiredAs above +
- Gve blood transfusion if required
- Surgical procedures if required

Post partum haenorrhage is the | oss of 500 mMl or nore of bl ood
fromthe genital tract after delivery of the baby.

Al'l wonen with severe bl eeding should receive iron therapy in
t he postpartum peri od.

Pr ol onged/ obstructed | abour
Prol onged and/ or obstructed | abour account for about 8% of
direct naternal deaths in devel oping countries. If a wonan
wi th prol onged and/ or obstructed | abour does not receive
timely and effective managenent, she may die fromrupture of
the uterus or infection. Furthernore, obstructed |abour nay
lead to severe disabilities such as obstetric fistulae. Feta
deaths are common if pronpt treatnent for obstructed |abour is
not undertaken.

oj ective: To reduce naternal deaths due to prol onged/
obstructed | abour.

Tar get :
Ensure effective nmanagenent of 50% of cases of
obstruct ed/ prol onged | abour by 1997 and 80% by the year 2000.
Strat egy
1. Communities should be educated to seek care at a
hospital for wonen having | abour pains for nmore than 12



hour s.

2. To detect obstructed | abour or prol onged | abour

heal th workers should be trained to assess for
presentation/lie and engagenent of head.

3. The partograph, an effective tool for the early
recogni ti on of obstructed | abour, should be introduced
at hospitals and health centres where staff with
appropriate skills and training are avail abl e.

4. At |east one hospital in a maxi mum popul ati on of 500
000 (depending on the total population and its

di stribution) should be upgraded to undertake caesarean
delivery.

5. The full range of services required to manage

prol onged/ obst ruct ed | abour should be avail able, at

| east at hospitals, on a daily 24-hour basis.

Tabl e 13: Prol onged/ obstructed | abour

SUSPECTI f | abour pains for 12 hours without delivery
ASSESS FOR

Li e/ presentati on

Head engaged

Fetal heart sounds

- nor mal
- engaged
- nor mal
- abnor nal
- not engaged
not heard/very fast or slow
CLASSIFY ASPr ol onged | abour Cbstructed | abour
TREAT AT
Type | health centre
Type Il health centre

Hospi t al
- Enpty bl adder, catheterize if necessary
- Gve antibiotics if rupture of nenbranes nore than 12 hours
- Refer if no progress in 2 hours- Gve antibiotics
- Rehydrate
Refer to hospital
As above +
- Artificial rupture of menbranes if required
- Vacuum extraction
- Refer to hospital if no progress- Gve antibiotics
Rehydr at e
- Synphysiotony if required
- Refer to hospital if required
As above +
- G ve oxytocics
- Consi der caesarean section- Gve antibiotics
- Caesarean section
- Other surgical procedures if required

Qobstructed | abour is a | abour in which progress is arrested by
nmechani cal factors; delivery often requires a caesarean
section.

Prol onged | abour is active |abour with regular uterine
contractions and progressive cervical dilatation for nore than
12 hours.

Refer urgently all wonen with prol onged | abour having severe
abdom nal pain or weakness to hospital as these nmay have a
ruptured uterus



Puer peral sepsis (16)
Puer peral sepsis is an inportant cause not only of nortality
but also of infertility and chronic debilitation. It is
estimated that 15%of all direct obstetric deaths are due to
sepsis. Unclean delivery practices, prolonged rupture of
menbr anes and/or |abour are inmportant factors in the
devel opnent of subsequent sepsis.
Sexual |y transmtted di seases are associated with a hi gher
ri sk of puerperal sepsis.
oj ective: To reduce naternal deaths due to puerpera
sepsi s.

Tar get s:
1. Ensure that all deliveries are clean and safe.
2. Provide effective managenent of 50% of cases of
infection followi ng delivery by 1997 and 80% by the year
2000.

Strat egy
1. All wonmen and birth attendants should be aware of the
requirenents for a clean delivery: clean hands, clean
delivery surface, clean cord cutting and care.
2. Health care providers should be trained to recognize
puer peral sepsis and manage it appropriately or refer
3. Health facilities should be able to provide the
necessary treatnent for puerperal sepsis, including
antibiotics and surgical procedures.

Tabl e 14: Puerperal sepsis

SUSPECTIf fever i.e. oral tenperature 38.5C/ 101. 3F or hi gher
on any two of the first 10 days postpartum
ASSESS FOR

Fever

Vagi nal di scharge pus or foul-snelling

Abdom nal tenderness (painful, hard abdonen)

Pel vic pain

I nvol ution of uterus as expected

Breast infection

YES

YES

YES

YES

NO

NO

YES

NO

NO

NO

YES

YES

CLASSI FY ASPuer peral sepsisQher infections
TREAT AT

Type | health centre

Type Il health centre

Hospi t al
- Gve antibiotics
- Refer if no inprovenment in 48 hours woman very sick- Treat
appropriately
- Malaria treatnent according to national policy in
hol oendeni c ar eas



Refer if no response in three days

- Gve IV fluids if shock

- Gve antibiotic IV/IM

- Manage infected wound, urinary tract infection or retained
pl acenta fragnents

- Reassess and refer to hospital if no inprovenent in 2 days-
Investigate if possible

- Treat appropriately

- Malaria treatnent according to national policy in

hol oendeni ¢ ar eas

- Refer to hospital if no response in 3 days

As above +

- Change or conbine antibiotics if necessary

- Treat pelvic abscess, thronbophlebitis- Investigate and
treat appropriately

Puer peral sepsis is defined as infection of the genital tract
occurring at any tinme between the onset of the rupture of the
menbranes or | abour and the 42nd day postpartumin which fever
and one or nore of the follow ng are present:

1. pelvic pain

2. abnornal vagi nal discharge, e.g. presence of pus

3. abnormal snell/foul odour of discharge

4. delay in the rate of reduction of size of uterus (<2

cmday during first 8 days)

Worren shoul d be nade aware of the early signs and synptons of
i nfection and be encouraged to seek treatnent.

Neonat al tetanus
The total global estimte of deaths from neonatal tetanus is
560 000. WHO s African Regional Ofice estinates 126 000
deat hs due to neonatal tetanus, or approxinmtely 21% of al
neonat al tetanus deaths in the devel oping world (excl uding
China). In South-East Asia, there are an estimted 220 000
deat hs annual ly, or 37% of worl dwi de neonatal tetanus deaths.
Tetanus is often associated with sepsis and a substanti al
proportion of 290 000 newborn deaths due to sepsis are caused
by uncl ean delivery and cord care.

bj ective: To elimnate neonatal tetanus.

Tar get :

Uni versal coverage (90% of all pregnant wormen with at | east

two doses of tetanus toxoid; and near universal clean

deliveries by the year 2000.

St rat egy
1. Ninety per cent of pregnant wonmen shoul d have tetanus
toxoi d i muni zation. Al pregnant wonen attendi ng
antenatal care should be assessed and gi ven tetanus
toxoi d according to i mmuni zati on status. The recomended
5 dose schedule is shown in the box below. The 5 doses,
once conpleted, will provide lifelong protection
2. There should be comunity-based surveillance of
neonat al deaths and investigation of tetanus cases and
deat hs.
3. Information, education and comuni cation strategies
shoul d be devel oped to pronote clean delivery and cord
care, whether in health facilities or hones, including
the use of sinple delivery kits with instructions on
hand- washi ng.

TT1: At first contact, or as early as possible during
pregnancy



Birth

TT2: At |least 4 weeks after TT1

TT3: At least 6 nonths after TT2

TT4: At least 1 year after TT3

TT5: At least 1 year after TT4 or during next pregnancy

asphyxi a
I n devel opi ng countries, 3% of all newborn babies (3.6
mllion) devel op noderate or severe asphyxia. O these, about

840 000 di e and approxi mately the sane nunber devel op severe
sequel ae (epilepsy, nental retardation) with devastating
human, social and econoni c consequences.
Newborn infants have difficulty in initiating breathing for a
vari ety of reasons such as prolonged and/or obstructed | abour
prematurity, infection, as well as as a result of unknown
causes. Oten it cannot be anticipated that the newborn infant
will have trouble in initiating breathing. Hence the necessary
equi prent and skills are needed for every birth.
Encouragi ng results can be achieved by ventilating with mask
or bag and mask, and cardi ac nmassage when bradycardi a
persi sts. These appropriate technol ogi es can be used safely at
different levels of health care
hj ective: To reduce neonatal deaths due to or associated
with birth asphyxia.

Tar get :
Ef fecti ve managenent of birth asphyxia for all institutiona
deliveries and hone deliveries attended by a trai ned person by
t he year 2000.
Strat egy
1. Health workers should be trained in the assessment
and nanagenent of birth asphyxi a.
2. Necessary equi pment for resuscitation should be
avai |l abl e and health care providers trained in its use.

Tabl e 15: Birth asphyxia

SUSPECTI f newborn does not cry or breathe i mediately after
birth
ASSESS FOR

Br eat hi ng

Heart rate

depressed or absent
>80/ m nut e
depressed or absent
<80/ m nut e
CLASSI FY ASM | d neonat al asphyxi aSevere neonatal asphyxia
TREAT AT
Type | health centre
Type Il health centre

Hospi t al
- Dry with warmtowels
- Provi de warm envi ronnent
- Clear airways
- Positive pressure ventilation by- Dry with warmtowels
- Provi de warm envi ronnent
- Clear airways
- Positive pressure ventilation by
As above +
- Ventilation with bag and maskAs above +
- Ventilation with bag and mask
- External cardiac massage if necessary
As above +
- Ventilation with oxygen
- Intubation, if necessaryAs above +



nortality.

Bi

br
Pr
of

Neonat al

Ventilation with oxygen
I ntubation, if necessary

rth asphyxia is characterized by absent or depressed

eat hing at birth.

oper ventilation of the newborn is the nost inportant aspect
resuscitation.

hypot herm a

Neonatal cold injuries are conmon throughout the world. In a
hospital in Ethiopia, 67%of |ow birth weight and high-risk
infants adnitted to a special care unit from outside the
hospital were hypothermc. Simlarly in India, the nortality
rate of hypothermc infants was found to be tw ce that of
infants without hypothermia. There is sufficient evidence to
concl ude that inmredi ate post-delivery hypotherma is harnfu
to the newborn, increasing the risk of nmorbidity and

| f
ar

all newborn infants, including pretermand small infants,
e carefully dried and given to the nother in skin-to-skin

contact inmmredi ately upon delivery, the risk of hypotherma

Wi

Il be greatly reduced. Breast-feeding nust also start as

soon as possible to provide calories and stimulation which
hel p to keep the infant warm

hj ective: To reduce neonatal deaths associated with
neonat al hypot herm a

Tar get :

Pr

eventi on and/ or managenent of hypothernia in al

institutional deliveries and hone deliveries attended by a

tr
St

ai ned person by the year 2000.

rat egy
1. Hypotherm a should be prevented in all newborns by
drying themimediately after birth and providing a warm
envi ronnent afterwards.
2. Health workers should be trained to recognize
hypot herm a and to rewarm hypot herm ¢ newborns by using
appropriate nethods and referring severely hypothernic
newbor ns
3. A mmjor conmunication strategy should be devel oped
for the prevention of hypothernmia in the hone by drying
t he baby after birth, providing skin-to-skin contact
with the nother and initiating breast-feeding within an
hour of birth. Al wonmen and birth attendants should be
aware of the need to have two clean and dry cl oths ready
at delivery -- one to dry the baby after birth and one
to wap it in afterwards.

Tabl e 16: Neonatal hypotherm a

SUSPECTI f neonate's feet are cold to touch, cry or sucking
weak or activity reduced (I ethargy)

ASSESS FOR
Axillary tenperature
32-36C
<32C
CLASSI FY ASM | d hypot her mi aSevere hypot herm a
TREAT AT

Type | health centre

Type |l health centre
Hospi t al
Dry with warmtowel s



- Provide warm environnent by skin-to-skin contact and/or wap
t he newborn with warm cl ot hs/cl ot hi ng

- Frequent breast-feeding- Dry with warmtowel s

- Provide warm environnent by skin-to-skin contact and/or wap
t he newborn with warm cl ot hs/cl ot hi ng

- Frequent breast-feeding

- Refer to hospital

As aboveAs above

- Rewarni ng using appropriate nethods- Rewarm ng using
appropriate nethods

Hypot herni a occurs when the body tenperature (axillary) drops
bel ow 36.5C (97. 7F). The nornal range is 36.5-37.5C
(97.7-99.5F).

I mredi ately dry every newborn with a warm dry cloth to
prevent hypot herni a.

Opht hal mi a neonat or um
Opht hal i a neonatorumis a frequently identified perinatal
infection related to maternal infection by Neisseria
gonor rhoeae and Chl anydia trachomatis. Conplications --
corneal damage and blindness -- develop without treatment or
even delay in treatment. Many infants will also progress into
systemati c gonorrhoea. Ophthal m a neonatorumin nost cases is
not a deadly di sease but causes severe disability.
A high preval ence of STD in wonen results in a high incidence
of ophthal m a neonatorumin the absence of eye prophyl axis at
birth. The preval ence of gonorrhoea in pregnant wonen in
Africa range from3%to as high as 22% The few published
results fromother continents suggest that sone countries have
simlar preval ence rates. The transnission rate from an
i nfected mother to her newborn, in the absence of prophylaxis,
is between 30% and 50% Although effective prophylaxis is
avai | abl e and recommended in nost countries, it is frequently
negl ected. The risk of infection during delivery anong
newbor ns exposed to an infected nother is 7% when silver
nitrate is given and 3% when tetracycline ointnent is used.
hj ective: To reduce opht hal m a neonat orum by 80%

Target :

Application of eye prophylaxis for all newborns delivered in

institutions or by a trained attendant at hone. Early

di agnosi s and treatment of 90% of cases of ophthal ma

neonat orum by the year 2000.

St rat egy
1. Case-finding and managenent of gonococcal and
chl anydi al infections in pregnant wonmen shoul d be
pr onot ed
2. Routine eye prophylaxis in the newborn at birth
shoul d be used by all health workers, including
traditional birth attendants.
3. Health workers at all health facilities should be
trained in early recognition and treatnent of ophthalma
neonat or um
4. Traditional birth attendants should be trained in
recognition and referral of neonates with eye discharge
to health facilities.

Tabl e 17: Opht hal ni a neonat or um

SUSPECTI f purul ent discharge in first two weeks

In areas of significant preval ence of gonococcal ophthal ma
neonat or um

ASSESS FOR

Swel I i ng and redness and purul ent discharge of eyes



- Purulent red, swollen eyelids
- Discharge present
CLASSI FY ASOpht hal ni a
TREAT AT
Type | health centre

Type Il health centre
Hospi t al

- Treat or refer the newborn for gonorrhoea

- Treat or refer nother and partner(s) for gonorrhoea and

chl anydi a

- Refer to hospital if no response within 3 days

- Treat the newborn for gonorrhoea

- Treat nother and partner(s) for gonorrhoea and chl anydi a

- Refer to hospital if no response within 3 days

- Treat the newborn for gonorrhoea

- Treat nother and partner(s) for gonorrhoea and chl anydi a

In case of treatnent failure in newborn, treat for chlanydia

Opht hal i a neonatorumis defined as a purul ent discharge from
the eyes occurring within 14 days of delivery.

Carefully clean eyes of all newborns imrediately after
delivery and apply either 1% silver nitrate solution or 1%
tetracycline eye ointment within one hour of delivery.

MOTHER- BABY PACKAGE
Most mat ernal deaths have the sanme causes
Most pregnancy conplications can be prevented or
treated
Saf e not her hood benefits babies too
Saf e not herhood is attainable

V\HY?

CGoal s and obj ectives

Fam |y pl anning

Basic maternity care

Prevention, early detection and managenent of
conpl i cations

VWHAT?



Define national policy and guidelines
Assess needs

Prepare national plan of action
Estimate costs

Identify sources of financial support
Devel op detail ed inplementation plan
| mpl enent pl anned activities

Moni t or and eval uate

HOWto operationalize the Mt her-Baby Package

The chal | enge whi ch now confronts decision-makers, health care
pl anners and nmanagers, and health care providers is to ensure
that every pregnant wonman has access to high-quality essenti al
care. In seeking how best to achieve this, interventions wll
have to be based on existing primary health care systens. In
order to ensure that as many pregnant women as possi bl e have
access to the essentials of care, a balance will have to be
achi eved between what is absolutely critical for all wonen and
what woul d be ideal if circumstances permtted.

The Mot her-Baby Package is an integral part of the w der Safe
Mot her hood I nitiative which has, since its inception in 1987,
achi eved notabl e success in alerting the world to the

di mensi ons and nature of naternal nortality. There is

i ncreasing recognition of the inportance of safe notherhood
for inmproving the health of newborns and thus reducing
continuing high levels of infant nortality and norbidity.
Assuring inproved nmaternal and newborn health is seen as a
fundamental prerequisite for famly health and for social and
econoni ¢ devel opment. The returns on investnent in the health
of wonmen and children are generally acknow edged. Moreover
investing in maternal health care is one of the nost
cost-effective health interventions in terns of benefit to the
whol e communi ty.

The Mot her-Baby Package is not a new vertical programe.
Rather, it represents a way of revitalizing maternal and
newborn care services and ensuring that basic core set of
interventions -- but only those interventions that have been
proved to be effective and feasible -- is accessible to al
pregnant wonen and to their newborns.

The Mot her - Baby Package has been defined for gl obal action.
Country-specific goals, strategies and activities have to be
defined in order to initiate nationwi de progranmes over a
specified time-scale. It is not possible at a global level to
recomend country-specific guidelines for operationalizing the
Package. Each country will have to adapt the contents of the
Package in the light of its own specific conditions and to

i mpl enent it in accordance with its own structures.

The goal s, objectives and targets of the Package defi ned
earlier in this docunent should be defined and achi eved by al



countries at progressively nore peripheral |evels (national
subnational and district). The goals and targets should
include all the critical elenents of the Package.

Several countries have already started the process of planning
and i npl enenti ng national safe notherhood programmes. Based on
their experiences, and on the expertise of the various
partners in the Safe Modtherhood Initiative who have been
working with countries, the essential steps required for
devel opi ng and i npl enenting national action plans are
sunmar | sed bel ow. This section is designed as a general guide
only. Mre conprehensive and detail ed gui delines on planning,
manageri al and | ogi stic conponents of Mbother-Baby Package

i mpl enentation will be nade avail abl e by WHO

In order to inplenent the interventions described in the
Package, countries need to undertake a series of activities,
many of which will be the prinme responsibility of the health
care system Ohers, however, will have to be devel oped in
col l aboration with other sectors, notably in the areas of
finance and pl anni ng, education, transport and conmunication
The process outlined bel ow focuses largely on the activities
that are the responsibility of the health sector. The steps
descri bed do not necessarily follow in a sequential manner.
Several can be undertaken concurrently. Broadly speaking, the
activities conprise definition of national policy and

gui del i nes; situation analysis and assessnent of needs;
preparati on of national action plans; estimation of costs of

i mpl enentation; identification of sources of support at

nati onal and international |evels; preparation of detailed

i mpl enentati on plans; inplenentation of interventions; and
nmoni tori ng and eval uati on

Define national policy and guidelines
In order to ensure the long-termsustainability of the
activities and to foster the collaborative efforts that wll
be needed, an essential first step is the devel opnent of a
sense of national conmitnment to the goals, targets and
activities outlined in the Mther-Baby Package. This requires
the creation of awareness of the magnitude and inportance of
the problem and the provision of such information to
deci sion-makers in health and ot her sectors, NGOs, wonmen's
groups etc. This advocacy effort is necessary for the
devel opnent of a sense of national commtnent to tackle the
probl em
| mpl enenting the range of actions required by the Mt her-Baby
Package will not be feasible or sustainable in the absence of
a high-level national comitnent. This requires bringing
toget her key actors and institutions to take a role in
nati onal programme devel opnent and inplenentation. At this
stage, the involvenent of political |eaders at the highest
| evel can serve as a catalyst to the devel opnent of a nationa
policy franework and action plan
Very early in the process, it is inmportant to ensure
col I aborati on and conmuni cation within the health care system
The Mot her - Baby Package can serve to stinulate dial ogue
bet ween heal th nanagers and health care providers. Such
di al ogue should seek to identify policy issues which need to
be resol ved. Exanples include the judicial and regul atory
framework within which different health care providers
function and which stipulate who can do what and at which
| evel of the health care system
Many countries have ensured a continuing national comitnent
to the process by establishing a Task Force which brings
toget her representatives of national mnistries, e.g. health,
finance, planning, wonen's affairs, community devel opnent,
education, along with professional associations, universities
and teaching hospitals, wonen's groups and NGOs. A Task Force
can help to sustain the monentum t hrough subsequent stages of
nati onal plan devel opment and i npl ementati on and can



coordi nate inputs and activities of the various actors in the
process.

Assess needs
In order to nmake operational the activities and interventions
described in the Mt her-Baby Package, policies nmust be defined
and objectives and targets set, bearing in mnd the situation
in the country or region concerned. In nost countries, these
goals will formthe basis of a safe notherhood "action plan”
that will be followed by a nore detailed inplenmentation plan
A critical step in the devel opnent of national action plans is
an assessnent of the current status of health policies,
services and infrastructure. Such an assessnent w |l enable
health authorities to identify weaknesses or "gaps" in
mat ernal and neonatal health provision and thus to identify
areas requiring strengthening.
The specific objectives of the Safe Mtherhood Needs
Assessnment are to provide national or district |evel managers
with tools to:
descri be the antenatal, delivery, and postpartum care
provi ded to wonmen and newborn babies at all |evels of the
heal th care system
identify "gaps" in the provision of this care: specifically,
assess the ability of staff to performthe functions
identified in the Mother-Baby Package, as well as the
avai lability of appropriate drugs, supplies, equipnment,
facilities, equipment and transport.
At this stage, the Mt her-Baby Package should serve as a
framewor k agai nst which to conpare current services with those
defined as essential for nothers and newborns.
WHO has devel oped a structured approach -- the Safe Mt herhood
Needs Assessnent -- to assist health authorities to identify
rapi dly these needs. It can be nodified for individual country
settings. It includes the use of nobdel questionnaires,
pre-progranmed conputerized data entry and anal ysis routines,
and guidelines for interpretation and anal ysis of the
i nfornation collected, along with step-by-step instructions.
The precise tine-frane for inplenentation of a Safe Mt herhood
Needs Assessnment will vary fromcountry to country although it
has been designed to be inplemented within a six-nonth period.

Prepare national plan of action
Once the gaps have been identified, the el enents of a nationa
action plan should be drawn up. This involves the selection of
goal s, objectives and targets and the definition of
appropriate indicators to nonitor programe inplenentation
Strategies should be identified for attaining the targets, and
the nost cost-effective approaches selected for i mediate
i mpl enentati on. Every national action plan should include
activities for strengthening health infrastructures, supplies
and equi pnent, for devel opnment and nanagenent of hunman
resources, for information, education and conmuni cation
social nobilization, and for overall evaluation and nonitoring
of progress towards the goals defined in the nationa
programe of action.
Al'l interested parties should endorse the action plan.
Nat i onal wor kshops can be used to foster this process.

Estimate costs
Col l ection and analysis of data on the cost of inplenmenting
the activities can hel p programre planners and managers to
develop a national or district package that is operationally
feasi bl e and sustai nable. Cost information can be used to
determne the affordability of the interventions, and can be
useful in conparing the cost of the interventions wth other
clusters of interventions. In addition to estinmating the total
funds required, cost analysis also helps to consider the
depl oyment of health personnel in delivering the interventions
and the efficiency of putting supplies, equipnment, drugs, and
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other inputs to work.

Costs are typically classified by inputs, and specifically
into capital and recurrent cost categories. In the Mther-Baby
Package, capital costs include |arge equi pnent such as
operating theatre equi pnent, sterilizers, and vacuum
extractors; buildings such as health centres and di spensari es;
training activities for health personnel that occur only once
or rarely; and the costs of social nobilization. Recurrent
costs include supplies such as drugs, vaccines, syringes and
smal | equi pent; periodic training costs such as short
in-service training courses; personnel costs; operation and
mai nt enance of buil dings and vehicles; and the operationa
costs of social nobilization.

A spreadsheet nodel, which is being devel oped, will assist in
estimating the cost of inplenenting the interventions. The
nodel offers two options: a "low incone" setting where
existing infrastructure is weak, and a "m ddl e i ncone"
scenario where infrastructure is already in place, and in

whi ch the enphasis is to inprove its functional effectiveness.

The nodel includes a set of assunptions, representing a

hypot heti cal rural district population. However, a nore
rigorous analysis that better reflects the specific | oca
situation will require consideration and, if necessary,

nodi fication of sone of the critical inputs. Al of the inputs
are easily nodified

fy sources of financial support

Since the start of the Safe Modtherhood Initiative, nany

nati onal, international and bilateral agencies have devel oped
programes to support safe notherhood activities in countries
where the need is greatest. Such support will continue to be
needed i n nany devel oping countries in the foreseeable future.
Al t hough such external support is welcone, the challenge is to
pronot e proper coordination at national |level and to ensure
that the activities put into effect are sustainable by
countries in the long term

I n devel opi ng national action plans, countries can use the

Mot her - Baby Package to pronote greater coordinati on between
the different internal and external actors in safe notherhood.
Initial consultation with donors and technical support
agencies interested in maternal health not only pronotes

col I aborati on but al so strengthens national planning and

avoi ds duplication and waste of resources. One of the first
steps in the process of identifying sources of financial
support should be the convening of a neeting of national and
international interested parties. This step should be taken by
some individual or agency according to the agency's mandate
and policies and financed by specific sources of funds.

Where the physical infrastructure is very weak, financial
support for creating or inproving facilities will be needed as
a prerequisite for inplenmentation.

Governnments should all ocate adequate resources to the nationa
action plan within the context of the overall funds avail abl e.
In nany instances, a disproportionately | ow anbunt is

al l ocated for nmaternal and newborn care.

Initiatives that encourage conmunity cost-sharing and
conmmuni ty managenent of facilities should be initiated. A

revi ew of experiences in Africa, including those in the Banmako
Initiative, indicates that programmes in which resources are
nobi | i zed (at least partially) at the local |evel have a
greater likelihood of increased health service utilization and
better managenent.

The voluntary and private sectors also provide a significant
proportion of obstetric and newborn services and need to be
part of the decision-nmaking process.

Devel op detail ed inplementation plan

The national action plan describes the overall strategic



approach to inplenenting needed activities. However, the
specific activities thensel ves have to be put into practice at
the I evel of the district and should be described in a
detailed i nplementation plan. It nay not be possible to

i mpl enent the planned activities simultaneously in al
districts. Therefore a phased approach should be used, with
targets for nati onwi de coverage.

Wthin each country, district health planners should undertake
needs assessnents, identify gaps locally and devel op detail ed
i mpl enentati on plans accordingly. The detailed inplenentation
pl ans shoul d include tine-lines and show | i nkages, indicating
preci sely when each activity will be inplemented and by whom
It should also include district |evel nonitoring and

eval uati on mechani sms |linked to the overall nonitoring at

nati onal |evel

In devel oping district level inplenentation plans, health

pl anners and nmanagers shoul d exami ne nechani sns for ensuring
connections between different |evels of the health care system
so that a functional referral and supervision systemis set up
bet ween conmmuni ti es, health posts and dispensaries, health
centres and district hospitals. This is of particular

i mportance in decentralized and federal systens where there
may be different supervisory and financing structures for
hospital s and peripheral health facilities. This may
necessitate establishing coordi nati on mechani sns bet ween
mnistries of health and | ocal governnent.

| mpl enent pl anned activities
Strengt hen health services

The Mot her - Baby Package presents a series of recommendati ons
designed to assist health planners and programe nanagers in
efforts to inprove access to health care and to decentralize
mat ernal and newborn health care. It is based on the prem se
that health services should be provided at the | owest |evel of
the systemwi th the capacity to do so effectively. This
presunes a district-based approach with functiona
i nterlinkages between hospitals, health centres and
comunities.

The activities needed should be organized at four distinct

| evel s:

hone/ community | eve

type | health centre |eve

type Il health centre |eve

district level/hospital |evel
The Mot her - Baby Package does not reconmend that all wonen
deliver in a hospital. Nor does it nornmally mean buil ding new
facilities. Many hospitals are unable to treat conmon
obstetric conplications because of a lack of some supplies
and/ or a lack of specific skills in essential obstetric care.
What is needed is regular upgrading of skills and
strengt heni ng of the supply system and the assurance that
energency services are available on a daily 24-hour basis.
Much can al so be acconplished at health centres. The district
| evel needs assessnent should be used to identify which
facilities have the potential for upgrading to be able to
of fer additional services such as obstetric first aid for
conpl i cati ons.
Upgr adi ng of peripheral facilities should be acconpani ed by
training and retraining of health care providers. The person
with mdw fery skills should be the key health care provider
for inplenenting interventions. Unless mdw ves are prepared
and authorized to performlife-saving procedures (as listed in
health centre functions), many wonen will die unnecessarily.
Therefore it is essential to train and authorize mdw ves to
deal with obstetric conplications.
Time is crucial for the survival of a wonan with obstetric
conplications. Mothers can die within hours of the start of
severe bleeding. If naternal deaths are to be averted, a
sequence of activities needs to be acconplished within a short



time, including recognition of the conplication by the famly
deciding to seek care, reaching the appropriate health
facility and receiving adequate care. Consequently, for
effective inplenentation of the interventions, it is
absol utely essential that:
the conmunity is aware of danger signs and synptons;
facilities providing essential obstetric care are equitably
di stributed geographically in order to reduce travel tine;
facilities are able to provide essential obstetric care on a
dai ly 24-hour basis;
the comunity is involved in overconing financial and
transport barriers to access.
Efforts should be made to ensure the di ssem nation of
informati on to wonen and family nenbers on issues such as the
i mportance of health pronoting behaviours, planning for
delivery and for referral should the need arise, clean
delivery, signs and synptons of conplications during pregnancy
and delivery and in newborns.

Devel op and manage hunan resources

The specific skills to be devel oped to i nprove maternal health
care will depend on national and |ocal needs and nay incl ude
seni or and md-level nmanagenment skills, supervisory skills,
and clinical skills.
Managers and direct care providers should be appropriately
trai ned, depl oyed and supported. In particular, the clinica
skills and supervisory capabilities of the staff at district
hospitals and health centres are crucial to the successfu
i mpl enentation of activities.
On the basis of the needs identified in the area of hunman
resource devel opnent, existing curricula, teaching-Iearning
materials and teachers/trainers should be updated in relation
to both pre-service and in-service training progranmes to
reflect the know edge and skills required for activity
i mpl enentati on. The devel opnent of the skills necessary to
provi de essential obstetric care should be seen as a priority.
Personnel should be trained as close as possible to their
pl ace of work. In addition, in situations where health care
providers learn new skills (e.g. mdwifery |ife-saving
skills), it is essential to introduce |egislation to support
the application of these skills.
Training or retraining of maternal health care providers
shoul d be done in the context of the devel opment of hunan
resources for the health systemas a whole.
The steps to be taken, then, are as follows:

assess the need for training and retraining of naternal

heal th care managers and providers in the overall context of

human resources devel opnent

review and revise existing curricula for pre-service and

in-service training progranmes to neet the identified needs

identify and procure the required training materials

train or retrain teachers/trainers

train or retrain maternal health care providers

ensure that the required legislation is in place to support

the application of new skills

noni tor and eval uate training progranmnes.
Since the upgrading of mdw ves' skills is a priority, a set
of midwi fery training nodules is being nmade available for this
purpose. In addition to an introduction to the issues
surroundi ng saf e not herhood and essential comunity-based
skills, the nobdul es provide teaching materials on four of the
conditions which threaten nothers' lives -- eclanpsia,
obstructed | abour, haenorrhage and sepsis. The nodul es, which
are designed as teaching resources for midwfery
tutors/teachers, are intended to be used in continuing
education or in-service training programres for
regi stered/enrolled mdw fery personnel; however, the content
of the nodul es could al so be included in basic and/or
post-basic midw fery training progranmnes.



Assure equi pment, supplies and drugs
Provi si on of an adequate supply of drugs and consunabl e
supplies is critical to the successful inplenmentation of
activities. Inadequate |ogistical systens can lead to chronic
and wi despread shortages of critical drugs and supplies. An
effective logistical systemis therefore essential. The main
conponents of such a system are: selection, quantification
procurenent, distribution
Li sts of equi pment, supplies and drugs required for the
i nterventions described in the Modther-Baby Package are shown
in Annex 1. Thus, the selection for national or sub-nationa
activities entails reconciliation of these lists with the
correspondi ng national essential equipnent, supplies and drugs
lists, or with national treatnment guidelines.
The quantification of needs is a conplex but critica
exerci se. Proper and systenmatic quantification of equipnment,
supplies and drugs needs is inportant because of the heavy
dependence of many countries on inports, the need to plan
orders well in advance, and the vital inportance of nmking the
best use of linmited budgets and scarce foreign exchange.
The procurenent of the equi pnent, supplies and drugs needed
i nvol ves sel ecting suppliers, placing and nonitoring orders,
checki ng delivery quantities and quality, and paying
suppliers. This is typically done by the essential drugs
programe or central nedical stores.
The distribution of equi pnent, supplies and drugs incl udes
reception, storage, stock control, transport and delivery and
record-keeping for nonitoring and control
Due to the adm nistrative conplexity and cost of carrying out
these logistical activities, existing mechani snms such as
essential drugs programmes shoul d al ways be used and, when
necessary, strengthened to neet the needs of the planned
interventions. If any gaps in the provision of drugs or
supplies are identified in the needs assessnent, they should
be di scussed with the relevant officials and a joint strategy
for filling the gaps shoul d be devel oped.

Assure quality of care
A central issue in maternal health is the quality of care. For
many years, the international health conmunity and nationa
heal th pl anners have directed efforts towards ensuring that
coverage of care -- antenatal, delivery and postnatal --
i ncreases, but |ess attention has been paid to the content of
the coverage. As a result, it is not uncommon for data
i ndi cative of w despread coverage to coexist with high |evels
of maternal and neonatal nortality and norbidity.
Quality of care has an inmpact on whether and where wonen seek
care. Quality of care is critical to wonen's decisions to use
formal health services; wonmen are willing to travel further to
reach a clinic that provides better quality care.
I mproving the quality of care is critical to inmproving wonen's
heal th, increasing access to and use of maternal health
services, and to using limted resources effectively. Quality
of care is often considered unaffordable for programes with
limted financial resources. However, ensuring quality care is
nore likely to result in a nore efficient use of resources
because the interventions will have greater health benefits.
The underlying phil osophy for inproving the quality of care
recogni zes the need to ensure that health care provi ders have
t he know edge, skills, resources -- in terms of supplies and
equi pnment -- and attitudes that are responsive to the client's
i ndi vidual, social, cultural and nedical needs.
St andards of care
In order to nonitor and evaluate quality of care, it is
necessary to establish standards and develop criteria.
Standards are explicit statements which stipulate the desired
and/ or achi evabl e | evel of perfornmance agai nst whi ch act ual
performance is conpared. Criteria are variables selected as



i ndicators to determ ne whether the established standards have
been net.
Standards and criteria can be classified in relation to
structure (prerequisites for patient care that include hunan
and nmaterial resources and organi zati onal variabl es), process
(the actual practice or delivery of care), and outcone (the
effect or end result of care).
It is inmportant, when nonitoring and eval uating the care
provided, to attenpt to use a structure-process-outcomne
f ramewor k.
Met hods and tool s
There are numerous nethods used to evaluate the quality of
service delivery. Exanples include the collection and anal ysis
of data through record reviews, direct observation, provider
and client interviews, and focus group discussions. These
net hods can be used individually or collectively as part of
| ocal |y devel oped or prepackaged tools for the evaluation of
the quality of care
The el enents of quality of care
Pronotion and protection of health: People need to
know about pregnancy and childbirth and to understand
t he danger signs.
Accessibility and availability of services: Wnen
shoul d be able to benefit fromquality of care,
understand the full range of services available to
them and receive care at the | owest appropriate |eve
of the systemclose to where they |ive.
Acceptability of services: Wnen need privacy, they
may prefer to consult a fenmale health worker, and they
shoul d be assured of confidentiality.
Techni cal conpetence of health care providers:
Techni cal conpetence depends on regular training and
retraining and on clear guidelines for clinica
treatnent.
Essential supplies and equi pment: Norns and standards
shoul d be established for the necessary supplies and
equi pnent at each level of care and their availability
shoul d be ensured.
Quality of client-provider interaction: Providers mnust
treat clients with respect, be responsive to their
needs and avoid judgnental attitudes.
I nformati on and counselling for the client: dients
shoul d have the opportunity to talk to health care
provi ders and shoul d be of fered gui dance on any health
probl enms identified.
I nvol verrent of clients in decision-nmaking: Providers
shoul d see clients as partners in health care and
shoul d i nvol ve themin decision-nmaking as active
participants in their own health care.
Conpr ehensi veness of care and |inkages to other
reproductive health services: Maternal health care is
a unique opportunity to provide wonen with
conpr ehensi ve reproductive health care and to address
ot her issues, such as nutrition and sexually
transmtted di seases.
Continuity of care and followup: Maternal health care
shoul d be part of a continuum of care conprising
antenatal, delivery and postpartumcare. Cients nust,
however, be seen as people wth health needs that
continue throughout their |ives.
Support to health care providers: Health care
providers at all |levels need the backup and econonic
and social support of the State and the comunities in
whi ch t hey work.

An exanpl e that conbines two of these nethods -- record
reviews and interviews -- is the maternal and perinatal audit.
The audit can be used to investigate deaths and other adverse
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out cones of pregnancy. Although the audit deals prinmarily with
outcones, it can be instrunmental in identifying problens
related to structure (e.g. accessibility of health care
facilities) and process (e.g. correctness of clinica
practices).

ze information, education and comuni cation (IEC

A conmmuni cation strategy is a crucial element of a nationa
plan, as is its successful inplenmentation by countries. Such a
conmuni cati on strategy nmust be devel oped at different |evels:
at the national level, to provide a general framework for

pl anners; within specific sectors which are key to reaching
the safe notherhood goals; and at |local |evel, to support
specific interventions and activities.

The aim of the conmuni cati on conponent of the national plan
shoul d be to achi eve observabl e and neasur abl e behavi our and
attitude changes anong specific audi ences. This comuni cation
conponent must be based on the needs of the various audi ences
targeted. Needs nust be identified through careful assessment,
and focus group discussions in conmunities. The prinmary target
is of course wonen of childbearing age and their families.
They are the priority "consuners", and the conmunication
strategy nust be based on their know edge, perceptions,
attitudes, and the constraints they face.

Any constraints or cultural barriers should be identified in
the context of each country. This can be done through focus
group discussions in communities. In order to devise rel evant
and prioritized nessages, it is inperative to look into the
current behavi our patterns of various groups, including health
wor ker s.

| nportant el enents of conmunication include informng the
conmuni ty about early recognition of obstetric energencies and
the need for community efforts to arrange and finance
transport to the health centre or hospital. Signs and synptons
of conplications should be an integral part of conmunication
nmessages. These messages shoul d enhance the woman's ability to
use existing transport and to make appropriate deci sions.

In order to be successful, conmunication requires well-planned
and nultisectoral interventions which combine information,
educational and notivational processes. Conmunicati on nessages
shoul d be delivered through the channels that are nost

ef fective for reaching each priority audi ence.

The conmuni cation materials should be consistent with the
training materials, so that there is an integrated

trai ni ng- conmuni cati on package. Both the mass nedia and

i nt erpersonal conmunicati on are needed.

O her key audi ences are all those working in the health system
wi th whom the not her-to-be cones into contact: comunity
heal t h workers, nurses and m dwi ves, but al so doctors and
district health officers. Equally crucial are all those in the
conmunity who have a determi ning influence on nothers

behavi our: their husbands and families, elders, religious

| eaders and ot hers.

Conmuni cati on messages should al so be directed at key

deci si on-nmakers in rel evant devel opnent sectors such as the
Mnistries of Health, Education, Social Wlfare, Information
and the Media, as well as wonen's organi zati ons, NGOs and
religious organi zati ons. These target audi ences can
subsequently becone the conduits for the social mobilization
and comunity invol vemrent efforts needed to reach the safe
not her hood goal s.

Conmmmuni cation by itself is rarely enough to change health
behaviour. It should be suppl emented by an educati on programe
and synchronized with the health services.

Pronmote social nobilization

Activities for nothers and newborns have to be part of a
soci al response to the suffering caused by unnecessary deat h.
The critical issue is to outline the roles and



react.

responsibilities of people in different wal ks of life. Sone
groups are of particular inportance. For instance:
Woren' s organi zations can play a critical role in nmobilizing
public, governnment and social opinion in this area. The
demand for adequate care and quality of services can be
generated by these organi zati ons.
NGOs have played a very significant role in nobilizing
resources for safe notherhood and reproductive health
pr ogr anmes.
Local governnents have an increasing role in view of the
wor | dwi de trend towards decentralization and devol ution of
aut hority.
There are few recomendati ons that can be nade at the gl obal
| evel for social mobilization, but it is inperative to
underline the inportance of focusing attention on this
i mportant area.
The recipients of these services should be encouraged to
suggest ways in which the service package can be inproved. One
specific way to do this is to involve wonen who have recently
given birth in the planning and/ or nmanagenent of services at
the health facility.

Moni tor and eval uate

Moni toring should be an ongoi ng process of collecting and
anal ysing i nformati on about inplenentation of the progranme;
it should involve regular assessnent of whether and how
activities are being carried out as planned so that probl enms
can be discussed and dealt with. Mnitoring should serve to
follow the progresses of planned activities, identify

probl ems, give feedback to staff and sol ve probl ens before
they can cause delays. Data collected should be processed and
analysed in a tinely fashion. Results of the analysis should
be di ssem nated to people who are in position to act and

| mpl enent ati on should be evaluated at regular intervals to
assess the effectiveness and inpact of either particular parts
of the plan or the plan as a whole. Data fromdifferent

noni toring and eval uati on nethods should be collected, the
results conpiled and the conbined i nformati on used to get a
better picture of progress.

Monitoring and eval uation are not clearly separable, except
that nmonitoring tends to focus on ongoing inplementation and
evaluation is focused on effectiveness and i npact.

It is neither feasible nor desirable to evaluate all the major
activities and tasks necessary to carry out interventions at
all levels. Managers should select the nost inportant itens
for nmonitoring and eval uation based on current priorities.
Whenever possible, existing systens for data collection

anal ysi s, and response, should be utilized and strengthened.

The following nminimal list of indicators is suggested for
moni toring fromnational to subdistrict |evels. These focus on
three sets of indicators -- maternal health, famly planning
and newborn health -- and provide structure, process and
i mpact indicators.
Tabl e 18: Sel ected nonitoring indicators
ANNEX 1

ESSENTI AL DRUGS LI ST FOR MOTHER- BABY PACKAGE

UNI PAC nunber



Anaest hetics - General and pre-operative nedication

Hal ot hane (i nhal ati on)

Ni t rous oxi de (inhalation)

Oxygen (i nhal ation)

Ket anmi ne (i njection)

Thi opental (injection)

At ropi ne (injection)
Suxanet honi um chl ori de (injection)

Anaest hetic - Loca
Li docai ne 2% and 5% (i nj ecti on)

Anal gesi cs

Acetylsalicylic acid (tablet)
Par acet anol (tabl et)

Mor phi ne (i njection)

Pet hi di ne (i njection)

Anti anaem a drugs
Ferrous salt + folic acid (tablet)
I ron dextran (injection)

Anti bacterials/anti-infectives
Amoxicillin (tablet)
Anpicillin (injection)

Procai ne benzyl penicillin (injection)
Benzyl penicillin (injection)
Benzat hi ne benzyl penicillin (injection)

Ceftriaxone (injection)

Chl or anpheni col (capsul e)
Chl or anpheni col (injection)
Clotrimzol e (pessary)

M conazol e (pessary)
Doxycycline (capsul e)
Gentamicin (injection)
Kanamycin (injection)

Met roni dazol e (tabl et)

Met roni dazol e (injection)
Silver nitrate (eye drops)
Sul f anet hoxazol e + trinethoprim(tablet)
Tetracycline (eye ointnent)

Antimal arial s

Chl oroqui ne (tablet)

Chl oroqui ne (i njection)

Qui nine (tablet)

Qui nine (injection)

Sul f adoxi ne + pyrinmet ham ne (tablet)
Proguani| (tabl et)

Ant hel m nt hi cs
Mebendazol e
Pyrant el

Ant i convul sants
Di azepam (i nj ection)
Magnesi um sul fate (i njection)

Anti hypertensi ve and ot her rel ated drugs
Hydral azi ne (injection)

Met hyl dopa (tabl et)

Propranol ol (tablet)

Di uretics
Furosem de (injection)

Oxyt oci cs
Ergonetrine (tablet)
Ergonetrine (injection)



sol uti on)

Oxytocin (injection)

Intravenous el ectrol yte sol utions
Conpound sol ution of sodiumlactate (injectable

Sodi um chl oride 0.9% i sotonic (injectable solution)
d ucose 5% isotonic (injectable solution)
d ucose with sodium chloride (injectable sol ution)

Pl asma substitutes
Dextran 70 (injectable solution)

Anti coagul ant and anti dote
Heparin sodi um (injection)
Protam ne sul fate (injection)

Antiallergic
Epi nephrine (injection)

Anti di abetic agent
Insulin (injection)

Contraceptives

Low dose conbined pill (ethinylestradiol +
| evonor gestrel)
Progestogen only pill (levonorgestrel)

Medr oxy- progest erone acetate (depot injection)
Copper-containing intrauterine device
Subdermal i nplants

Condons

Di aphr agns

Vacci nes

Tet anus vacci ne (injection)

Pol i onyelitis vaccine (oral solution)
BCG vaccine (injection)

| mmunol ogi cal s

Anti - D i nmunogl obulin (injection)
Antitetanus i munogl obuline (injection)
Anti septics

Chl or hexi di ne (sol ution)

Pol yvi done i odi ne (sol ution)

Di si nfectants
Cal ci um hypochl orite (solution)

15 523 00

15 323 05
15 696 00
15 140 10

15 552 80

15 060 05
15 559 65

15 500 10



15
15

15
15

15
15
15
15
15

15
15

15
15
15

15

15

15
15

15

15

15

15
15

15

050
050
606
200
590

310
310
444
519
556
640
371
100
320
606

606
680

553

436

524
524
601

505

456
452

608
643
521

432

48
98
78
11
05

15
30
00
60
50
55
00
00
00
10

00
45

55

25

06
10
10

25

00
00

00
20
00

00



(-shipped directly from supplier)

15 315 05
15 531 05

ANNEX 2

EQUI PVMENT LI ST FOR MOTHER- BABY PACKAGE AT EACH LEVEL
(Nunmber in brackets refers to suggested quantity; basic
equi pnment and nunbers of packs required shoul d be detern ned
by the number of births and related conplications antici pated)

UNI PAC number

1. Basic Equipnent for all Levels

Sphygnonanonet er (aneroi d) and

St et hoscope (bi naural)

Baby wei ghi ng scal e

Fetal stethoscope

Instrument sterilizer and

Forceps sterilizer and

Jar for forceps

Spring type dressing forceps (stainless steel)

Ki dney basi ns (stainless steel)

Sponge bowl s (stainless steel)

Clinical oral thermoneter (dual Celsius/Fahrenheit
scal e)

Sur geon' s hand brush

Heat source

Syringes and needl es

Cannul a 18 gauge

Sut ure needl es and

suture nateri al

Urinary catheters

Adult ventilator bag and mask

Mout h gag

Surgi cal gl oves

Sci ssors

2. Delivery (for all levels)

Artery forceps (1)

Bl unt - ended sci ssors (2)
Cord ties (2)

A oves (2 pair)

3. Perineal/Vaginal/Cervical Repair (for all |evels)
Sponge forceps (1)



Needl e hol der (1)

Stitch scissors (1)

Di ssecting forceps, toothed (1)

Vagi nal speculum |large (bivalve) (1)
Vagi nal specul um (bivalve) (1)

4. Neonatal Resuscitation (for all Ievels)
Micus extractor (1)
Infant face mask (2 different sizes)
Neonat al Resuscitation (for hospital only)
Ventilatory bag (1)
Suction catheter Ch 12 (2)
Suction catheter Ch 10 (2)
I nfant | aryngoscope with spare bulb and batteries (1)
Endotracheal tubes 3.5 (1)
Suction appar at us:
f oot - operated or
electrically operated

5. Vacuum Extraction or Forceps Delivery (for type |
heal th

centre and hospital)

Vacuum extract or

obstetric forceps

6. Cbstetric Laparotony/ Caesarean Section (for hospital)
Stainless steel instrunent tray with cover (1)
Towel clips (6)

Sponge forceps, 22.5 cm (6)

Straight artery forceps, 16 cm (4)

Ut erine haenpostasis forceps, 20 cm (8)

Hyst erectony forceps, straight, 22.5 cm (4)
Mosquito forceps, 12.5 cm (6)

Ti ssue forceps, 19 cm (6)

Needl e hol der, straight, 17.5 cm (1)

Surgi cal knife handl e

No. 3 (1)

No. 4 (1)

Surgi cal knife blades (2)

Surgical knife blades (2)

Triangul ar point suture needles, 7.3 cm size 6 (2)
Round- bodi ed needl es No. 12, size 6 (2)

Abdom nal retractors, double-ended (R chardson) (2)
Curved operating scissors, blunt pointed (Mayo), 17 cm
(1)

Strai ght operating scissors, blunt pointed (Mayo), 17 cm
(1)

Sucti on appar at us

f oot - operat ed or

electrically operated

Suction nozzle (1)

Suction tubing

Intestinal clanps, curved (Dry), 22.5 cm (2)
Intestinal clanps, straight, 22.5 cm (2)

Dressing (non-toothed tissue) forceps

15 cm (2)

25 cm (1)

7. Craniotony (for hospital)
Decapi tati on hook (1)

Cranial perforator (Sinpson) (1)
Scal p forceps (Wllet) (4)

8. Basic Equi pnment for Uterine Evacuation (for type |
heal t h

centre and hospital)

Vagi nal specul um (bival ve) (1)

Sponge (ring) forceps or uterine packing forceps (1)
Single tooth tenacul um forceps (1)



Long dressing forceps (1)

Uerine dilators, sizes 13-27 (French) (1 set)
Sharp and blunt uterine curettes, size 0 or 00 (1)
Mal | eabl e nmetal sound (1)

Manual vacuum aspiration

Basi c uterine evacuation instrunents PLUS
Vacuum syringes (single or double valve)
Silicone | ubricant

Adapt ers

FIl exi bl e cannul ae, size 4 to 12 nm

Vacuum aspiration with electric punp

Basi c uterine evacuation instrunents PLUS
Vacuum punp with extra glass bottles
Connecti ng tubi ng

Cannul ae (any of the follow ng):

flexible: 5 - 12 nm

curved rigid: 7 - 14 mm

straight rigid: 7 - 12 mm

9. Mni-laparotony (to be used with basic

| apar ot ony/ caesar ean

section pack) (for hospital)

Ti ssue forceps (Babcock), 19.5 cm (2)
Tenacul um forceps (1)

U erine elevator (1)

Tubal hook (1)

Abdom nal retractor (Richardson-Eastnman) (2)

10. Insertion and Renoval of 1UD (for all Ievels)
Bi val ve specul um

smal |

medi um

| ar ge

Sponge forceps (1)

Long straight artery forceps (1)

Uterine sound (1)

Vul sel  um forceps (1)

Sci ssors dissecting bluntpointed (1)

11. Insertions and Renpval s of Contraceptive Subder mal
Implants (for type Il health centre and hospital)
Trocar with plunger, no. 10

Di ssecting forceps

Tweezers

12. Vasectomny (for hospital)
Forceps, haenostatic

straight, 14 cm (4)

curved, 12.5 cm (2)

Ti ssue forceps (Allis), 15 cm (2)
Surgical knife handle, No. 3 (1)

13. Anaesthesia (for hospital)

Anaest hetic face masks

O opharyngeal airways

Lar yngoscopes

Endot racheal tubes:

with cuffs (8 mmand 10 nm

I ntubating forceps (Magill):

in an energency, ovum forceps can be used instead
Endot racheal tube connectors:

15 mmplastic (can be connected directly to the
breat hi ng val ve)

(3 for each tube size)

Spi nal needl es (range of sizes, 18-gauge to 25-gauge)

Sucti on appar at us:
f oot - operat ed or
electrically operated



Anaest hesi a apparatus (draw over system
Oxygen cylinder, with manoneter and flowreter (Il ow fl ow)
Tubes and connectors

14. Provision of Donor Blood for Transfusion (for
hospi tal)

Cross- mat chi ng

8.5 g/| Sodium chl oride solution

20% Bovi ne al bumi n

Centrifuge

37C Water bath (or incubator)

Pi pettes Vol unetric

1 m/
2 m/
3 m/
5 nm/
10 m/
20 i

Test tubes - small size

Test tubes - medium size

Col I ection of bl ood
Sphygnonanonet er cuff

Airway needle for collecting bl ood
Ball (for donor to squeeze)

Artery forceps

Sci ssors

Pilot bottles (containing 1 m ACD sol ution)
Sli des (m croscope)

Conpound mi croscope

M croscope il lum nator

15. Laboratory

Preparation and staining of thin blood filns
M croscope (binocul ar)

| mrer si on oi

Cl ean glass slides and cover slides

G ass rods

Sink or staining tank

Measuring cylinder (50 m)

Wash bottl e containing buffered water
Interval tinmer clock

Rack for drying slides

Lei shman stain, nethano

Thick blood filnms for malaria parasites
Field stains A and B

G ass containers

M croscope slides

Bl ood | ancets

Total and differential |eucocyte count
Count i ng chanber (Neubauer)

Pi pette (0.05 m)

Pi pette (graduated, 1.0 nl)

Tark diluting solution

Tally counter, differential if possible

Esti mation of haenogl obin

Haenogl obi nonet er

Eryt hrocyte volune fraction (haenatocrit)

M crohaenotocrit centrifuge (nmanual or electric)
Scale for reading results

Heparini sed capillary tubes (75 mmx 1.5 m)
Spirit lanp

Et hanol

Det ecti on of glucose in urine

I ndi cator papers and tablets or, if not avail abl e,
Benedi ct sol ution

Pi pette

Pyrex test-tubes



Test -t ube hol der
Beaker
50 nml
150 m
Spirit lanp
Det ection of ketones in urine
I ndi cator papers and tablets or, if not avail able,
Test - t ubes
Rack
Measuring cylinder (10 m)
Dr oppi ng pi pette
Sodi um ni t r oprussi de
G acial acetic acid
Amoni a
Detection of protein in urine
I ndi cator papers and tablets or, if not avail able,
Test - t ubes
Pi pette (5 m)
Sul fosalicyclic acid (300 g/l aqueous sol ution)

06 830 00
06 860 00
01 455 00
06 860 00
01 600 00
07 352 00

07 210 00
02 100 00
02 250 00
04 810 50
05 140 00
01 700 00
07 824 05
07 092 10
07 593 00
05 635 00
03 220 00

03 290 00
07 245 00

07 745 00
03 290 00

07 350 00
07 436 00

07 375 00
07 775 00
03 190 00
08 450 00
08 450 00

07 467 00

07 606 40
07 606 05



07
07

02
07
07
07
07
07
07
07
07

07
07
07
07
07
07
07
07
07

07
07

07
07

07

07
07
07
07
07
07
07

915
325

700
119
350
275
415
285
305
365
436

450
455
460
464
593
593
677
706
712

606
606

210
222

597

780
350
400
222
182
147
752

00
00

00
00
00
00
00
00
00
00
00

00
00
00
00
00
55
00
00
00

70
05

00
00

00

00
00
00
00
00
00
00

99 500 10

07 365 00
07 400 00



07

07
07
07
07
07
07
07
07

07

07
07
07
07

07
07

07

07
07
07

07
07
01

03
03

09

09
09
09
09
09
09
09
09

676

770
775
780
350
275
752
424
706

375

245
300
380
450

470
009
467

337

480
482
485

606
606
002

820
245

256

676
677
678
679
679
679
793
797

00

00
00
00
00
00
00
00
00

00

00
00
00
00

00
00
00

00

00
00
00

40
05
00

00
00

00

00/
00/
00/
05/
10/
15
00
00



07
07

09
09
09

09

09
09
09
09
09
09
09

09
05

09
09
09

09
09
09

09
09

10
09
09
09
03

09
09

09
09
09

10

05
09
09
10

245
745

690
571
610

571

690
685
685
355
212
834
685

690
320

482
653
661

326
500
260

264
551

125
679
679
790
310

150
174

790
685
350

830

840
790
665
900

00
00

00
04
00

04
00

15
00
00
00
15

00
00

00
00
00

00
00
24

95
05

00
10
15
00
00

00
40

00
20
00

00

05
00
00
00



ANNEX 3

DEFI NI TI ONS( 18)

Aborti on:
Abortion is term nation of pregnancy (expul sion or extraction
of enbryo/fetus) before 22 weeks of gestation or bel ow 500 g
wei ght of fetus.

Abrupti o pl acent ae:
Prenmature detachnent of the placenta, often attended by shock,
oliguria and fibrinogenopeni a.

Anaeni a i n pregnancy:
Anaem a in pregnancy is defined as a haenopgl obin concentration
of less than 110 g/l.
Degree of anaemia -- classified as noderate (70-109 g/l),
severe (40-69 g/l) and very severe (<40 g/l).
Correspondi ng haematocrit (PCV) values are 24-37% 13-23% and
<13% respectively.

Ant epar t um haenor r hage:
Bl eeding fromthe genital tract occurring after the 20th week
of pregnancy but before delivery of the baby.

Bi rt h asphyxi a:
Birth asphyxia is characterized by absent or depressed
breathing at birth.

Caesar ean delivery:
Abdomi nal delivery of the baby by |aparotony and section of
ut erus.

Cl ean delivery:
A clean delivery is one that is attended by health staff in a
medi cal institution or by a trained birth attendant at hone
observing principles of cleanliness (clean hands, clean
surface, clean cutting of the cord).

Ecl anpsi a:
Convul si ons, sonetinmes foll owed by coma, occurring in a
pregnant or puerperal wonman and associ ated with pre-ecl anpsi a.

Essential obstetric care
The m nimal health care interventi ons needed to nanage or
prevent conplications of pregnancy and delivery. It conprises
surgical obstetrics (caesarean delivery, treatnent of sepsis,
repair of high vaginal and cervical tears, |aparotony, renoval
of ectopic pregnancy, evacuation of the uterus, intravenous
oxytoci n, ami otony, craniotomnmy, synphysiotony); anaesthesi a;
medi cal treatnent (of sepsis, shock, eclanpsia, anaenia);
bl ood repl acenent; manual procedures (renmoval of placenta,
| abour nonitoring, repair of episiotones and perineal tears,
vacuum extraction, partography); management of women at high
risk (intensified prenatal care); and a range of contraceptive
nmet hods including female sterilization, vasectony, subdernal
i mplants, 1UD, oral contraceptives etc, and neonatal special
care.

Hospi t al
In the context of the Mother-Baby Package, a hospital is a
health facility performing all of the essential obstetric
functions listed. It is synonynous with first referral |eve
-- the district or subdistrict hospital

Hypertensive disorders of pregnancy:
A diagnosis of hypertension in a pregnant wonen i s nmade when
the bl ood pressure is 140/90 mtHg or greater, or there has
been an increase of 30 nmHg systolic or a 15 mmHg diastolic
ri se over baseline values on at |east two occasions, six or



nore hours apart. A differentiation should be made between
pregnancy-i nduced hypertensi on (which occurs wthout a
previous history of hypertension) and that associated with
pre-exi sting hypertension.

Low birth weight:
Birth weight |ess than 2500 g.

Maternal nortality:
A maternal death is the death of a wonan while pregnant or
within 42 days of termination of the pregnancy, irrespective
of the duration and the site of pregnancy, from any cause
related to or aggravated by the pregnancy or its nanagenent
but not from accidental or incidental causes.

Maternal nortality rate:
The maternal nortality rate is the nunber of naternal deaths
per 100 000 woren of reproductive age.

Maternal nortality ratio:
The maternal nortality ratio is the nunber of maternal deaths
per 100 000 live births.
Mdw fe (Joint ICMFIGY WO definition, 1992):
"Amdwi fe ... has successfully conpleted the prescribed
course of studies in mdw fery and has acquired the requisite
qualifications to be registered and/or legally licensed to
practice mdw fery. She must be able to give the necessary
supervi sion, care and advice to wonen during pregnancy, |abour
and the postpartum period, to conduct deliveries on her own
responsibility and to care for the newborn and the infant.
This care includes preventive neasures, the detection of
abnormal conditions in nother and child, the procurenent of
nmedi cal assi stance and the execution of energency measures in
t he absence of nedical help. She has an inportant task in
heal th counselling and education, not only for the wonen but
also within the famly and comunity. The work should invol ve
ant enatal education and preparation for parenthood and extends
to certain areas of gynaecology, fanily planning and child
care. She may practise in hospitals, clinics, health units,
domciliary conditions or in any other service."

Neonat al deat h:
A death of a liveborn infant during the period which comences
at birth and ends 28 conpl eted days after birth. It may be
subdi vided into early neonatal deaths, occurring during the
first seven days of |life, and | ate neonatal deaths, occurring
after the seventh day but before 28 conpleted days of I|ife.

Neonat al death rate:
Nurmber of deaths anong live births during the first 28
conpl eted days of life per 1000 live births.

Newbor n hypot herm a
Hypot herni a occurs when the body tenperature (axillary) drops
bel ow 36.5C (97. 7F).

Cbstructed | abour:
A labour in which progress is arrested by nechanical factors
and delivery often requires caesarean section

Perinatal nortality:
The nunber of deaths of fetuses weighing at |east 500 g (or
when birth weight is unavail able, after 22 conpl eted weeks of
gestation or with a crown-heel length of 25 cmor nore) plus
t he nunber of early neonatal deaths, per 1000 total births.

Pl acenta previ a:
A placenta which develops in the | ower uterine segnent and nay
partially or conpletely cover the internal os. Painless



haenorrhage in the last trinmester is the nbst combpn synptom

Post part um haenor r hage:
Defined as the loss of 500 ml or nore of blood fromthe
genital tract after delivery of the baby. In anaem c nothers,
a lower level of blood I oss should be the cut-off point for
starting therapeutic action.

Pr e-ecl anpsi a:
A condition in pregnancy mani fested by hypertension, oedema
and/ or proteinuria.

Prenature rupture of nenbranes (at termor pre-ternj:
Rupt ure of the nmenbranes before the onset of |abour.

Pre-term
Less than 37 conpl eted weeks of gestation.

Pr ol onged | abour:
Active | abour with regular uterine contractions for nore than
12 hours.

Prol onged rupture of the nenbranes (regardless of |abour status):
Rupture of the menbranes for nore than 12 hours.

Puer peral sepsis:
Infection of the genital tract occurring at any tine between
the onset of rupture of nenbranes or |abour and the 42nd day
postpartumin which, apart fromfever, one or nore of the
followi ng are present:
- pelvic pain
- abnornal vagi nal discharge (e.g. presence of pus)
- abnormal snell/foul odour of discharge

delay in the rate of reduction of size of uterus (<2 cniday

durlng first 8 days).

Rooni ng-i n:
The arrangenent (in a naternity unit) that allows the nother
to be with her newborn at all tines, without interruption

Saf e/ atraumatic delivery:
A safe delivery is one where the birth attendant nmonitors
progress to avoid prol onged | abour and to detect obstructed
| abour which can | ead to haenorrhage, infection and shock in
the nother and birth asphyxia and brain damage in the infant.

Ski n-to-skin contact:
This means utilizing the nmother as a heat source for the baby.
The met hod consists of placing the baby (naked except for a
di aper) on the nother's chest and covering them It
facilitates early breast-feeding.

Stillbirth:
The death of a fetus weighing at |east 500 g (or when birth
wei ght is unavailable, after 22 conpl eted weeks of gestation
or with a crown-heel length of 25 cmor nore), before the
conpl ete expul sion or extraction fromits nother.

Unsaf e abortion
Unsafe abortion is defined as a procedure for terninating an
unwant ed pregnancy either by persons |acking the necessary
skills or in an environnment |acking the mniml nedica
standards, or both. An abortion can be considered as unsafe
when it is perfornmed under circunstances in which there are
risks of nmorbidity and nortality over and above those i nherent
in the procedure when perforned under optimal conditions --
that is, under conditions of asepsis and with appropriate
technical skills and equiprent.



Package?

Eval uation form

The Worl d Health Organi zati on wel cones conments on the

Mot her - Baby Package, especially fromthose working to
alleviate the burden of naternal deaths and disabilities in
devel opi ng countries. W would be very grateful if you could
find the tine to conplete this formand either fill it in
online or print it out and post to us at:

Department of Reproductive Health and Research
Wrld Health Organization

20 Avenue Appi a

CH 1211 Ceneva 27

Swi tzerl and

[ Front Page Save Results Conponent]

1. What is your overall evaluation of the Mther-Baby

Very Good
CGood
Poor

2. W1l the Mdther-Baby Package be useful to you in your
wor k?

Very usef ul

Moder at el y usef ul

Not usef ul

3. I s the Mot her-Baby Package rel evant in your country
si tuation?

Very rel evant

Moder atel y rel evant

Not rel evant

4. How do you plan to use the Mot her-Baby Package?

5. VWhi ch parts of the Mt her-Baby Package did you find nost
useful or informative?

The VWHY? section

The WHAT? section

The HOWP secti on

Al three

6. Wi ch parts of the Mot her-Baby Package will you like to
see further expanded?

The WHY? section

The WHAT? section

The HOWP section

Al three

7. The Mot her - Baby Package is designed as a guide to
strategy and progranme planning. Ot her guidelines are
avai l abl e or 1 n preparation. Wich kinds of guidelines would
you find nost useful ?

Cinical guidelines (clinical nanagenent of obstetric
conpl i cati ons)

Manageri al gui delines (supplies, |ogistics)

Costing gui delines

Trai ni ng and supervision guidelines

I nformati on, education and conmuni cation gui delines

8. What do you think are the major strengths of the
Mot her - Baby Package?



9. Are there ways in which the Mther-Baby Package coul d be
changed to make it nmore useful to you? If yes, how?

Yes

No

10. Pl ease tell us sonething about yourself. Which of the
cat egori es bel ow best descri bes what you do?
Pol i cy- maker/ pl anner

Heal t h admi ni strator

ostetrici an/ gynaecol ogi st

General doctor

M dwi fe

Nur se

O her health care provider

Enpl oyee

Resear cher

Teacher or trainer

O her (specify)

11. Where do you work?
Health centre or dispensary
Hospital (nore than 15 beds)
Hospital (less than 15 beds)
M nistry of Health

I nternational organi zation
Nongover nnment al organi zati on
O her (specify)

Thank you for taking the tine to fill in this form W appreciate
your feedback.
Pl ease press 'Subnmit' when conpl et ed.

FOOTNOTES

1. This table represents 1993 estimates of 1990 data. Applying the
1996 maternal nortality nodel to the 1990 data gives a higher total
of 585 000 maternal deaths

2. Care of Mdther and Baby at the Health Centre: a practical guide.
Geneva, Wrld Health Organization, 1994, WHQ FHE/ MSM 94. 2.

3. See definition in Annex 4.

4. This table represents 1993 estimates of 1990 data. Applying the
1996 maternal nortality nodel to the 1990 data gives a higher total
of 585 000 maternal deaths

5. Adapted from Mai ne, D. Safe Mot herhood Programes: Options and

| ssues, Col unmbia University, NY.

6. Source: WHO Maternal Health and Safe Mtherhood Progranme

esti mat es.

7. Estimates based on clinical experience.

8. Report of the technical working group on antenatal care. 31

Cct ober - 4 Novenber 1994. Geneva, Wrld Health Organization.

9. Preventing prolonged | abour: a practical guide - The Partograph.
Part |: Principles and Strategy (WHO FHE/ MSM 93.8); Part |1: User's
Manual (WHO FHE/ VSM 93.9); Part I11: Facilitator's Guide

(WHO FHE/ MSM 93. 10); Part 1V: Cuidelines for operations research
(WHO FHE/ MM 93. 11). Worl d Health Organi zati on, 1993.

10. Prevention and nanagenent of severe anaenmia in pregnancy: report
of a technical working group. 20-22 May 1991. Geneva, World Health
Organi zation, 1994, WHQO FHE/ MSM 93. 3.

11. STD Case nmnagenent training nodul e. Geneva, Wrld Health
Organi zati on, (WHQO GPA/ TCO PMI/ 95. 18A)



Managenment of sexually transmitted di seases. Geneva, World Health
Organi zation, (WHO GPA/ TEM 94. 1)

12. Detecting pre-eclanpsia: a practical guide. Using and

mai nt ai ni ng bl ood pressure equi pnent. Geneva, Wrld Health

Organi zati on, (WHOQ MCH MSM 92. 3)

13. dinical managenment of abortion conplications: a practical

gui de. Geneva, World Health Organi zation, (WHQO FHE/ VSM 94. 1)

14. Safe blood and bl ood products. Distance |earning nmaterial.
Geneva, Wrld Health Organization, 4 obal Progranme on Al DS.

15. The prevention and nanagenment of postpartum haenorrhage. Report
of a technical working group. 3-6 July 1989. Geneva, Wrld Health
Organi zati on, WHO MCH MsM 92. 3.

16. The prevention and nanagenent of puerperal infections. Report of
a technical working group. 20-22 May 1992. Geneva, Wrld Health
Organi zati on, (WHQO FHE/ MSM 95. 4)

17. 15-49 years

18. These definitions are not to be considered as official WHO
definitions but are provided as a guide to be used with this
docunent .



