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PMNCH - an international partnership of >300

organizations including UN (H4); NGOs; health
professionals; academics; donor/funding agencies;
countries

Our Aim:
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Saving the lives of over 10 million women and
children by 2015

Our Timeline: 2009¢ 2015
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Millenium Development Goals

The Millennium Development Goals

—> (oal 1: Eradicate extreme poverty and hunger.
Goal 2: Achieve universal primary education.

—  (Goal 3: Promote gender equality and empower
waonmen,.

@4: Reduce child mortality. >
oal 5: Improve maternal health.
— (Goal 6: Combat HIV/ATDS, malaria and other
diseases.
Goal 7: Ensure environmental sustainability.

—— | Goal 8: Develop a global partnership for
development.




Mapping our progress

MDG419902015: Little progress in Africa, insufficient in ASi& on track

B No progress /reversal

MDG5Data at 2005: Maternal deaths still common in Africa and Asia
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B Low maternal death rate

[
B Very high maternal death rate

Source: WHO, UNICEF, UNFPA, World Baw/'/// /}
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MDGs 4 and § not enough progress

—— We are not achieving MDGS5 - reduce maternal mortality by 3/4

the required reduction
1000

900 -
800 -
700 -
MDG4 reduce child mortality by 2/3 ggg
400 -
300 -
200 -

m 1990 m 2005

< MDG 5is the most off track of all MDGs



Q) EREEER Global causes of child deaths, 2008
Countdown 2015 early data

8.8 million child deaths every year 1T why?

* 41% deaths in neonatal period, progress slower than 2mths-
D years

» 42% accounted for by pneumonia, diarrhoea, malaria
« Undernutrition contributes up to one third of deaths

e Important regional and country variations, as shown in the
country profiles. Country derived data is essential to
determine priorities for action

1 Black RE, Cousens S, Johnson H et al. Global, regional and national caUSW - S
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ntdown 2008 — update expected in June

Rank Maternal mortality

Tenwith lowest mortality

China 1 45
Mexico 2 60
Azerbaijan 3 a2
Brazil 4 110
Eqyvpt 5 130
Turkmenistan & 130
Tajikistan 7 170
Philippines 8 230
P 9 240
Morocco 10 240
13 with highest mortality

Congo, Democratic Republic  G6= 1100
Malawi 56= 1100
Nigeria L= 1100
Guinea-Bissau Ch= 1100
Burundi Lh= 1100
Liberia 61 1200
Rwanda 62 1300
Somalia 3= 1400
Angola f3= 1400
Chad =1 1500
Niger 6= 1800
Afghanistan = 1800
Sierra Leone T 2100

Data are rank or deaths per 100 000 [vebirths. M DG= millennivm development goal.

Table4: Ranking of selected countries for maternal mortality as a proxy

for progress towards MDG 5

Progress toward MDG5

/A None of these countries are\
in subSaharan Africa or
South Asia

A 9@Sy |Y2y3a GKPB
LISNF2NXYSNBES T

\ over 100 /
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@ 12 of 13 countries with high&
MMRs are in sibsaharan Africa

A Pattern of contextual factors
differs from that of MDGA4.

g

C High HIV prevalence
(>5%, 1/13)

\_ Conflict (8/13) -/




Why do women die during
pregnancy and childbirth?

Informing interventions
Causes of Maternal Mortality

® Post Partum Haemorrhag
® Infection

® Unsafe Abortion

>|. = Eclampsia
q ® Obstructed Labour
I

® Other Direct Cause:

¥ Indirect Causes
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Coverage failures across the continuum of care

N | | | /For some I

80 - T Interventions:
« Family planning

o)l
(=]
]

» Exclusive
breastfeeding

Coverage (%)

I
[=)
]

e Clinical care for
newborn and child

20 | | . K ilinesses

0 = | | _ | — | — T — / \

' In some countries:
Contraceptive  One ormore  Skilled Postnatal ~ Excusive Case Measles . .
prevalence antenatal attendant visitwithin  breastfeeding management immunisation « Wide gaps in
visits at delivery 2 days of pneumonia Coverage across
Pre-pregnancy | Pregnancy Birth Postnatal Childhood countries
Coverage estimates for interventions across the continuum of care in the 68

priority countries (2000-2006). Vertical bars indicate the range in coverage

across countries. - /
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MDGS5 Is family planning top
and more progress Is needed

Proportion of married/in union women 15-49 years with unmet need for family planning.
2000 and 2007 (Percentage)

SubSaharan Africa

Transition countries of southastern Europe

Southern Asia

Commonwealth of Independent States (CGl83ia

m 2007
m 2000

Western Asia

Southeastern Asia

Latin America and the Caribbea

Northern Africa

Eastern Asia




ole of Nutrition in Saving Lives of
women and children

Nutrition of mothers critical fonewborn and child
health; undernutrition implicated in 1/3 child
mortality

Breastfeeding and early feeding practices critical

No tracking otundernutrition of pregnant women to
date

Suggeste@dnaemiacontributes up to 20% of
maternal mortality in some countries

No clear evidence that iron supplementation

decreases maternal mortali = -
ortality——=""—__ e e
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The interventions needed to save the lives of
Mothers, Newborns and Children are:

1. Political leadership, community engagement and mobilization
2. Effective Health systems that deliver a package of high impact interventions
key points along the continuum of care supporting nationally led health pla
« Comprehensive family plannin@dvice, services and supplies
* Quality, &illed care for women and newborns during and after pregnancy
and childbirth, including antenatal care, quality delivery care in a health
facility, emergency care for complications, postnatal care, and essential
newborn care
 Improved child nutrition and prevention and treatment of major childhooc
Ilinesses
3. Removing barriers to access, with services for women and children being free
the point of use where countries choose
4. Skilled and motivated health workers in the right place at the right time, with
the necessary infrastructure, drugs, equipment and regulations
5. Accountability at all levels for credible resul/ts// =

‘,-7/



Integrated maternal, newborn, and child health packages

care, TOP — Skilled Qbstetric care and immed_iate newborn - Extra care of preterm babies including kangaroo
where legal care (hygiene, warmth, breastfeeding) and mother care
resuscitation
- STl case - Emergency care of sick newborns
management — PMTCT
= REPRODUCTIVE ANTENATAL CARE POSTNATAL CARE CHILD HEALTH CARE
@© HEALTH CARE - Promotion of healthy - Immunisations, nutrition, e.g.
o _ : - 4-visit focused behaviours Vitamin A supplementation and
o - Family planning package growth monitoring
5 B i q - Early detection of
O - Prevention an . and referral for illness - IPTp and bednets for malaria
< management of ¢ U1 lanq SEENEEE
% STls and HIV of mataria - Extra care of LBW - Care of children with HIV
o babies including cotrimoxazole
S - Peri-conceptual > [FUE
O folic acid - PMTCT - IMNCI
> FAMILY AND COMMUNITY Healthy home care including:
'C —Adolescent and - Counselling and - Where skilled careis not - Newborn _carle (hyglenezl, warmth) oo
S pre-pregnancy preparation for available, consider clean - Nutrltlgn including exclusive br_east eeding and
S nutrition newborn delivery and immediate approprlate compl_ementary fgedmg
g care, breastfeedin  newborn care including - SEELTIY SRRIERIELS PIEVETvEe cers :
o —Education g, birth and hygiene, warmth and early Danger sign recognition and careseeking for illness
= emergency initiatior,l of breastfeeding - ORS and zinc for treatment of diarrhoea
= —Prevention of preparedness - Where referral is not available, consider case
% STls and HIV management for pneumonia, malaria, neonatal sepsis
Intersectoral Improved living and working conditions — Housing, water and sanitation, and nutrition

Education and empowerment

regnancy Birth Newborn/




What will it achieve?

Saving lives and more

Prevent the deaths of up to 1 million women from pregnancy
and childbirth complications

Save the lives of at least 4.5 million newborn babies

Save the lives of at least 6.5 million children (1 month to 5
years)

Prevent 1.5 million stillbirths

A significant decrease In the global number of unwanted
pregnancies and of half the number of unsafe abortions

An effective end to the current unmet need for family
planning services

Reduce by over onthird the rate of chronic malnutrition in
children age 12 to 23 months
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What Will It Take?

2015,

'y FTRRAGAZ2YIFET pn YAfTftA2Y O
family planning

'Y FTRRAGAZ2Y LT Honm YAfEftAZY
provide quality care for both normal and complicated births

HTc YATETA2Y T RRAGAZ2YIE 62Y!

Hon YAfftA2Y I RRAGAZ2YIE 62Y!
guality postnatal care

az2zNB GKFYy wmMcn YAfEAZ2Y | RRA
taken for appropriate treatment

HOp YATETA2Y T RRAGAZ2YIE KSI f
additional community health workers, towards the WHO
target of at least 2.3 health workers per 1,000 of population

e "



What will it cost?

Overall?

The global Consensus estimates an additional is $30 billion for
MNCH is needed between 20Q915.

G8 ask?

Double totalbilateral aid (based on 2007 ODA) to at least
$4b/year from 2012015

Multilateral aid to increase proportionately

Non G8 donors to double their aid for MNCH

UN SG “Effort” underpins contributions, including private sector
Recipient countries must play their part



What funding mechanism?
Options include:

Bilateral funding

Existing multilateral funding structures:
 World Bank

International Finance Facility for Immunization
Global Alliance for Vaccines and Immunization
Global Fund to Fight AIDS, TB and Malaria

Catalytic Initiative to Save a Million Lives



Issues of

Equity

 In many lowincome countries, there are large
disparities in access to maternal and child health
services between the rich and poor and urban and

rural populations;

* Indonesia under 5 mortality rate
— < 30 per 1000 for the wealthiest 20%;
— > 100 per 1000 for the poorest 20%.

 In Canada, Canadian Perinatal Surveillance System
suggests that the disparities Iin fetal and infant

mortality range from Zolo

to 5fold higher rates

among the Indian and Inuit populations as compared

with the French and Eng

*Ref: Victora, Lancet 2003 — Applying an equity lens

Ish populations in Quebec.
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Maternal mortality and economic growth in Canada 121%6

Progress Is possible:
ng

from Canadaos

Maternal mortality ratio (deaths per 100,000 live births)
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A success story:
Maternal mortality fell
by 80% between 1930
& 1950, across times
of economic slow-down
& political fragility.
Politicians & the public
agreed
Afenough
Resources were
invested in a
health system to
provide quality
maternity care i
rapidly, at scale
& equitably.
Commitments to
Canadads mo
babies were honoured.

wa s



Figure 3
Countdown to 2015 : 2010 report
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— Case study : Building up human resources in Thailar

oHigh maternal mortality reduced ;
sharply in Thailand starting in 1960s THAILAND'S SUCCESS STORY

when traditional birth attendants Progress can be made learning from the case of
were substituted by certified village wga‘r;i;‘;:ﬁ;:g““dm IORteEU mOortliLy
midwives, 7,191 of whom were '

newly registered within a §ear 1000

period.

wDuring the 1970s the registration
of midwives was stepped up with
18,314 new registrationdidwives
became key figures in many

villages, proud of their professional
and social status.

oMortality dropped steadily Within
10 years, from 1977 to 1987 the
number of doctors in the districts ri ot this vt achieee by beiing v die st
rose from a few hundred to 1,339. health system. A crucial ingredient in Thailand — and in
By 1990 the maternal mortality ratio IR ket e S ius S L S

. training, backed up later by strengthening district
was as low as in Eu rope hospitals to ensure access to emergency obstetric care.
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per 100,900 live births

1950 1960 1970 1980 1890 200 2018

Countdown to 2015 : 2010 report
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ACCOUNTABILITY

Principles:

e Al | devel opment commitments sl
based, with specific and measurable objectives;

. Commi t ment s -bkobnd with dleabstrt and emde
dates:

e Commitments should be explici:
additional or inclusive of previous commitments;

e Commitments should be clear al
and partner country is contributing.
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Interventions to delay first pregnancy A A A
and promote birth spacing

Peri-conceptual folic acid A A A
Prevention & management of STls A A A
including HIV

Social support during labour A A A
Infection prevention A A A
Advice and provision of family A A A
planning

Early initiation of breastfeeding A A A
Exclusive BF for 6 months A A A
Continued breastfeeding up to 2 yeary A A A
of age

Complementary feeding 623 months A A A
of age

Vitamin A supplementation A A A
Appropriate feeding for HIV -exposed A A A
child

Case management of childhood A A A
pneumonia

A LEVEL EVIDENCE ACTROSS ALL 3
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