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Date: 2anuary 11, IN/

Io: lony Measha, MY0

From: jacques iaudouy PHNui

Extension: 10192

Subject: Safe Motherhood Fund for uperational Research

A few comments:

i ) it is an excellient i dea;

2) Who will be r esponsible for re lizing the o er ati onal research

projects: groups like Famil Health international, local in-

country researchers, or a c m ination of 0oth? (i can make a

large difference in terms of costsiquality) ;

3 What will be the criteria for selectinq the pro ects and who will
make the deciion fr Selctino them: WHO or a paiel of agencies.

including the Bank:

4) In h urundi PopUlati on and Heal th Pro ct prepar ati on team i s
planning to realize this tyoe of operational reaedrth during the

tirst yea~r of pro~ect ipementtion 1vASS. Dco yo Viiv cthat

they have a chance to use the F-und and

5) iK a iun planned ter AIDS research
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Date: january l5,

To: Dr. Anthony Measham, Health Adviser, PHN

From: Oscar cheverri PHND3

Extension: 61556

Subject: [afe Motherhood Fund for Oerations Research

1. fhe initiative of funding operational research on the Safe Motherhood

strategy wil! be most welcome. he following are m comments on such initiative:

2& Rationale: Among the crucial technical guestions in para 5. (a)., b)

and M), it0113 1 important t t he role of the medical and

nursing professions would be affected by establishing a safe and cost-effective

prgnancy-risk Acrningprocedure made by non-professionals, and what chn-s
in those roles would be necessary. This has to do with the difficulties already

encountre in rating some safe and effective screening tools a routine practice

in Primary Health Care strategies,

-r7nza i -a a r n em nts: Two suggestions:

as The r metoe "with proven operational research expertise"

belong to vh devEloped wor 4, it would be more appropriate to mention, and

ondeed rest ict the funding, to organizations of the developing world, which

might look for advice and technical support when needed from others in the

developed world;t

b) it in feasile to identify local NG1s or research groups who could match

funds for Vpprting locol research studies. As an example, 1 mention the FES in
Colombia which may cortribute with x amount of pesos for each collar granted for

research in the sale motherhood approach, in this way, funds could be used more

afficiently.

4. Egoected outcome: 1 fullv agree that the main ouestion is the extent

to whi !Ch thfndgswl be appl1i ed . Th is statement cont ai ns i tsel1f one majior
area of operational research, namely, how to remove political and bureaucratic

in public management for applying new primary N ealth care technologies

ia counitry-wide scale. Successful and practical research findings should
become part of the country's health policies and these policies must be
translated to the routine practice of health care. We know of technologies for

safe motherhood tested in small-scale projects whose effectiveness go beyond the
usual explanation -the charismatic leader , Tmissionary seal of the staff ,

generous unding-, however they are not introduced in large scale PFI programs

because they (albeit being small innovatios) imply substantive institutional
changen1 aprsrand now tne ruckon feels when somebody flies over his nest!!.

r K orth; , 8er F ai; N. irdsal; S. Denning - rm.
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Messrs. North, Hodgkinso, Bergj

Sai, Liese, Akin, Cuca,

Denning, Vo 1

Mmes. Birdsall, Herz, Maguire

Schwartz

APPROPRIATE DISPOSITION NOTE AND RETURN

APPROVAL 
NOTE AND SEND ON

CLEARANCE PER OUR CONVERSATION

COMMENT 
PER YOUR REQUEST

FOR ACTION PREPARE REPLY

INFORMATION 
RECOMMENDATION

INITIAL 
SIGNATURE

NOTE AND FILE URGENT

REMARKS:

Attached are two articles 
on Safe

Motherhood. One from the New York Times,

in case you did not see it, 
the other

a report on- the Conference published 
in

The Lancet.

-- ROOM NO.: EXTENSION:

FROM: N440 61573
ARMeasham N4 17
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When Childbirth Is Fatal
For women in the developing world the most Fund. "Sometimes," Mr. Conable said, "we forgetworrying question about pregnancy is not "WiR it that development is the work of women as well aschange my life?" but "Will it end my life?" Reduc- men ... that they are the sustaining force of fami-ing this maternal mortality rate - a goal recently, les, communities, nations."and commendably, set by the World Bank - de- Safe motherhood, however, requires access topends heavily on birth control and health care serv- family planning services and safe abortion - bothices. Sadly, over the last three years the United of which the Reagan Administration insists on mak-States Government's commitment to this noble ing cruelly difficult for the world's poor. In 1984, atcause has continued to diminish, the World Population Conference in Mexico City,Ideally, women ought to bear children between the United States said it wanted to cut off funds tothe ages of 18 and 35, probably have no more than any agencies that so much as mentioned abortion,four and space them two years apart For a woman even though they used no Federal funds for theirin Kenya, say, or Bangladesh, the ideal is far off; abortion-related activities.childbearing often begins with puberty and ends As a result, the Agency for International Devel-with menopause, assuming that the woman lives till opment withdrew support for the United Nationsmenopause. Women in poorer countries may be 100 Fund for Population Activities and for the Interna-times more apt to dhe in pregnancy or childbirth. A tional Planned Parenthood Federation, the primaryquarter of the deaths that occur before term are the global network for family planning programs.result of ilpegal abortions. 

In bringing the world's attention to thoseAn estimated 500,000 pregnant women te each 500,000 maternal deaths, the World Bank shows wel-year. During a recent conference In Kenya, the come concern for what Mr. Conable calls "the
World Bank launched a campaign to cut that in half, growth that comes fr6m the bottom up." Would thatby the year 2000. Barber Conable, the bank's presi- the Reagan Administration could show similar un-dent, pledged $1 million for a Safe Motherhood derstanding.
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sky", goes the Chinese saying. Somewhat more than half in

M atemal Health many parts of the third world. They plant and harvest much
of the food; they process and preserve it; women always cook
the food, and they carry the fuel and the water needed. All

The World Bank, the World Health Organisation, and the this in addition to bearing, feeding, and in general caring for

United Nations Fund for Population Activities were joint the children. They nurse those of the family, old or young,

sponsors of a conference on Safe Motherhood, held in Nairobi who need such care. They make, in short, an indispensable

on Feb 10-13. The participants from 37 countries included 5 contribution to the national, the local, and the domestic

Ministers of Health, the Director-General of WHO, the economy, and they are the main providers of comfort and

President of the World Bank, the Adnunistrator of the UN care to every family. There persist, however, many forms of

Development Programme, the Assistant Executive of obvious discrimination against women: a much smaller

UNFPA, and staff from 14 non-governmental organisations proportion of girls than boys is enrolled in primary or

and 7 bilateral aid agencies. They reviewed the extent of secondary school; in some parts of the world girls under the

maternal mortality and morbidity, its causes and contributory age of 5 years still endure much higher death rates than boys;

factors, and the possible strategies and costs that would be higher proportions of girls than boys are severely

required to ensure safe pregnancy and delivery for all women. malnourished. All such discrimination is not merely
The article that follows is based on an address to the reprehensible in itself: it also has a more or less direct relation

conference by the Director-General of WHO. to maternal mortality.
The cause of a maternal death often has some of its roots in

a woman's life before the pregnancy. It may lie in infancy, or
even before her birth, when deficiencies of calcium, vitamin

THE SAFE MOTHERHOOD INITIATIVE: D, or iron begin. Continued throughout childhood and
A CALL TO ACTION adolescence, these faults may result in a contracted pelvis

HALFDAN MAH LER and eventually in death from obstructed labour or in chronic
iron-deficiency anaemia and often death from haemorrhage.

Director-General, World Health Orgaanson The train of negative factors goes on through the woman's
life: the special risks of adolescent pregnancy; the maternal

THE most striking fact about maternal health in the world depletion from pregnancies too closely spaced; the burdens

today is the extraordinary difference in maternal death rates of heavy physical labour in the reproductive period; the
between industrialised and developing countries. In the renewed high risk of childbearing after 35 and, worse, after

industrialised countries maternal deaths are now rare: the 40; the compounding risks of grand multiparity; and,
average lifetime risk for a woman of dying of pregnancy- running through all this, the ghastly dangers of illegal
related causes is between I in 4000 and 1 in 10 000. For a abortion to which sheer desperation may drive her. All these

woman in the developing countries the average risk is are like links in a chain from which only the grave or the

between 1 in 15 and 1 in 50. These countries commonly have menopause offer hope of escape.
maternal mortality rates 200 times higher than those of
Europe and North America-the widest disparity in all
statistics of public health.

Why have these inequities in maternal death rates only A WAY TO BREAK THESE CHAINS
recently become apparent and a cause of grave concern to The commitment by all the governments of the world to
governments and to WHO? The main reason is that until the Health for All Strategy gives a ray of hope. The only
lately the size of the problem was largely unknown. Most of solution must involve a certain basic equity not merely from
the countries where maternal mortality is high are also an ethical or political point of view, but because these deaths
countries where even registration of deaths, let alone strike disproportionately on the poor in remote rural areas.
certification of cause of death, is greatly deficient or absent. We can succeed in making a major impact only by ensuring
Since 1974, however, some very careful community-level for all women access to the essential elements of preventive
surveys have been carried out in at least ten countries in and promotive maternal health and family planning care-
Africa, Asia, and the Americas. They have enabled us to and, particularly, essential obstetric care in life-threatening
correct the false impression which emerged from under- emergencies of pregnancy and childbirth.
registration and thus to see, for the first time, the problem as To take this combination of preventive and therapeutic
it really is. care to the most peripheral level possible, the only approach

Sound estimates based on new data are thus the which can succeed is that of primary health care. A
foundation of our current understanding and concern. well-planned combination of the community's and the
There are other features of maternal mortality which impel families' own efforts with the inputs of governments and
us to give it a special priority. It has been a neglected tragedy; agencies offers the best hope of success.
and it has been neglected because those who suffer it are Local health care, however, cannot exist in a vacuum. It
neglected people, with the least power and influence over needs technical and management support. It is at the district
how national resources shall be spent; they are the poor, the level (or governorate or county or department, however it is
rural peasants, and, above all, women. termed) that the health centres, aid posts, and the whole

network of primary health care are administered. It is the
district team that provides almost all the support and

DISCRIMINATION AGAINST WOMEN supervision of the health personnel and much of their
One of the defects of modern society that is most training too. It is the district hospital that provides, or could

damaging and impossible to justify is the persisting provide, the most essential elements of midwifery and
discrimination against women. "Women hold up half the obstetric care. The district, therefore, is where we must
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focus more of our efforts to reduce maternal mortality, in caesarean section or a blood transfusion, saves many more
addition to the efforts to mobilise communities. lives than any amount of high technology at the tertiary

In many developing countries an even greater number of hospital of the capital city. Family planning and good
women survive only with severe damage to their health. primary health care before and during pregnancy could
Some of the worst forms of this maternal morbidity are so greatly reduce the number of potentially fatal complications
devastating to the personal, marital, and social life of the -- perhaps by a half or two-thirds. Yet investigations have
woman that many a time she must bitterly wish she had died. shown that a significant proportion of complications could
But exactly the same kind of measures that would prevent not have been predicted or prevented. Speedy access to
maternal deaths will also prevent this morbidity: from the emergency care can be a matter of life or death. All the
practical point of view, I will not distinguish further inquiries into the causes of maternal mortality in which
between mortality and morbidity. WHO and UNFPA have lately collaborated with

Over 50% of women in the world do not have in institutions in developing countries show clearly that the
childbirth the assistance of any trained person whatsoever. essential elements of obstetric care must be brought much
Not only are they thus exposed to grave dangers, such as nearer to the women of these regions than they are today.
sepsis or other complications, but also they have no means
whatever for the relief of pain. For them, obstetric analgesia
is a remote dream. They are exposed to the full rigours of NEED FOR RESEARCH
labour pains, the very existence of which their fortunate If we are effectively to apply existing knowledge in a wide
sisters of the developed countries have by now almost range of different conditions, much further research is
forgotten. essential. In each country's circumstances the particular

Among the many underlying causes of maternal pattern of preventable causes of maternal deaths must be
mortality, the contribution made by unregulated fertility is clarified; and the potentials for improvement in that
particularly important. WHO's policy on family planning is country's own context must be identified. Health systems
based on the recognition of family planning as an integral research (operational research, as it is sometimes termed) is
and inseparable part of maternal and child health essential to the evaluation of feasibility and effectiveness of
programmes. Family planning is indispensable in the many recent ideas and technologies. They cover a range as
struggle to prevent maternal deaths. We would be wilfully diverse as plasma substitutes, maternity waiting homes,
blind if we failed to acknowledge the millions of illegal detection of anaemia, delegation of clinical functions,
abortions carried out every year, and the resulting scores of improving the organisation of existing health facilities, and
thousands of deaths from haemorrhage and septicaemia. improving the logistics of supply and blood transfusion
Since the great majority of abortions arise from lack of services.
knowledge of contraception, or failure to use it, or inability
to obtain the means, family planning is the obvious way to NO REASON FOR DELAY
save these thousands of pitifully wasted lives.

We face a tragedy of multiple causes and we must The need for research should not delay action. We know

confront the challenge with a multiple strategy. There are how to prevent most of the common causes of maternal

the long-term objectives of social and economic death (eclampsia, obstructed labour, haemorrhage, or
development and a need for a more determined effort to end puerperal or post-abortion sepsis). The fact that they have
female illiteracy. become rarities in the industrialised world, in some

developing countries, and in all but some rural areas of
China, proves conclusively that we know enough to act now.
What of the means, the resources? Could they be made

THE FOUR OBJECTIVES available? We are not speaking of building great hospitals or
We must stop behaving as if there were a single magic whole new medical schools. We are speaking of resources

bullet that could slay this dragon. We need four strings to that already exist in most developing countries, but not in
our bow. Under the umbrella of the Health for All Strategy, adequate quantity. We are talking about training more
the four elements are: midwives, traditional or otherwise; about extending and

Adequate primary health care and an adequate share strengthening, at district and subdistrict level, the primary
of the available food for girls from infancy to adolescence; health care system for the provision of good prenatal care
and family planning universally available to avoid and family planning service. We are speaking about
unwanted or high risk pregnancies. upgrading district hospitals and rural maternity centres so

After pregnancy begins, good prenatal care, including that they can perform at least the most essential lifesaving
nutrition, with efficient and early detection and referral functions in midwifery and obstetric care. Where new
of those at high risk. hospitals are needed, it will be these modest units, and not

The assistance of a trained person for all women in great urban disease palaces, which are so costly to build and
childbirth, at home as in hospital. maintain.

Women at higher risk, and, above all, women in the Even in our present wintry economic climate these kinds
emergencies of pregnancy, childbirth, and puerperium, of modest resources can be made available and deployed
must all have effective access to the essential elements of effectively, through a combined effort of central and district
obstetric care. governments, of international and bilateral agencies, of

non-government organisations, and of the communities and
families themselves. We are not speaking of some kind of

supranational campaign, but an initiative; the beginning of a
ACCESS TO ESSENTIAL OBSTETRIC C E renewed emphasis and more intense effort to make

The ability of small district and rural hospitals to carry out pregnancy and childbirth as safe for all women in the future
essential functions of midwifery and obstetrics, such as a as it is for the minority today. It could be done; it ought to be
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done; and in the name of social justice and human solidarity, maternal deaths. These are obstructed labour, eclampsia, toxaemia,

it must be done. infection, and complications from both spontaneous and induced

abortion. The challenge is that there exist low-cost effective and

available interventions that can have a major impact on reducing
these mortalities and morbidities if these interventions are

The conference came to the following conclusions: specifically planned and practised as a priority.
What is needed now is dedication and action.

The Problem

500 000 maternal deaths take place every year-99% of them in What Actions are to be Undertaken?
the developing world.' In the developed world, there are only 5-30
maternal deaths per 100 000 live births; in developing countries the We need to generate the political commitment to reallocate

figures range from 50 to 800 or more. Women in developing resources to implement the available strategies that can reduce

countries run 100 to 200 times the risk of dying in pregnancy and maternal mortality by an estimated 50% in one decade.

childbirth than do women in an affluent country. These figures do We need to remember that the industrialised countries faced this

not convey the full measure of the risk, because women in, for challenge in the past. For some the change has taken place in our

example, Africa and Asia have on average 4-6 children compared to lifetime, through dedication and the reallocation of pnorities.

fewer than 2 in Europe. The lifetime risk of a woman in a developing We need an integrated approach to maternal health care that

country dying in pregnancy or from pregnancy-related illness may makes it a priority within the context of primary health care services

be I in 50 or as high as 1 in 14; this contrasts sharply with the 1 in and overall development policy.
several thousand women in the developed world. These measures of We need to reach decision-makers in family and government to

matemal death have not been used as part of the quality of health change laws and attitudes, and improve the legal and health status of

and quality of life index. They should be so used. No country can women generally, especially in areas such as adolescent marriage

claim to be advancing if its maternal death rates remain poor. and restrictions on health care delivery.
We need to mobilise and involve the community and particularly

The Causes women themselves in planning and implementing policies,

programmes, and projects, so that their needs and preferences are
The causes of these deaths are tragic indeed. Illegal abortion from plicitly an ino a ot

unwatedprenances auss sme 2-50 ofthee deths siply explicitly taken into account.
unwanted pregnanciescausessome25-50%ofthesedeaths,simply We need to utilise a range of information, education, and
because women do not have access to the family planning services communication activities to reach communities, women, men,
they want and need, or have no access to safe procedures or to boys, and policy-makers, through the media and all culturally
humane treatment for the complications of abortion. For the appropriate chandnels.
thousands of women who die in pregnancy and childbirth, mnillions We need to carry out additional studies to gain better country-
more are permanently disabled. Many of them are ostracised by specific and locale-specific information on maternal mortality: its
their families and communities. For every death, it is estimated that immediate causes, which we know, and its root causes, some of
10-15 women suffer serious health consequences in one way or which we either do not know or ignore.
another. We need to have continuous operational research and evaluation

The question we must ask is why this happens: is it because the activities to assess the effectiveness of various programmes.
majority of these women are poor that they are allowed to suffer this We need to expand family planning and family life education
silent carnage?

There must be a commitment to stop these deaths. We n to programmes, particularly for young people, and make services for

mobilise the political will, to mobihse community involvement planning families socially, culturally, financially, and geographically
mobiisethepolticl wil, o mbilse ommuityinvlveent accessible.

among men and women, and to implement specific programmes to We need to use appropriate technologies at all levels so that

stop these tragedies from taking place. We must do this for common women have better care at lower cost.

humanity as a human right. We must do this also because women We need to strengthen community-based matenal health care

are a major resource to any nation, to any community, and above all delivery systems, upgrade existing facilities, and create relevant new

to any family. They make a crucial contribution to the productivity ones where necessary.
and wellbeing of their families and communities. When a woman We need to ensure that pregnant women are screened by
dies in childbirth, the death sentence of the child she carries is supervised and appropriately tramed non-physician health workers
almost certainly written. Often the children she leaves behind suffer were appropriate, with relevant technology (including charts
the same fate, and the family stands a good chance of disintegration. to monitor labour [partograms) as needed), to identify those at

The causes are deeply rooted in the adverse social, cultural, risk, and to provide prenatal care and care during delivery as
political, and econouc environment of societies, and especially the expeditiously as possible.
environment that societies create for women. Women are We need to strengthen referral facilities and site them
discriminated against in terms of legal status, access to education, appropriately-hospitals as well as health centres. They need to be
access to financial resources, and access to relevant health care' equipped to handle emergencies effectively and efficiently.
including family planning services. This discrimination begins at We need to implement an alarm and transport system which
birth and continues through adolescence and adulthood, where
women's contributions and roles are ignored and undervalued. facties in time.

These deep-rooted causes need to be addressed if we are to tes iites

improve the long-term situation of women's health and status. The These activities need to be seen within a comprehensive,

problems will only grow in magnitude with population growth if we multisectoral approach, although they do not have to wait for all the

pob will onlyes growe bai magutues Wi pouationdgrth if sectors to achieve improvement simultaneously. These activities

do not address these basic causes. We must reduce the pool of need to involve governments as well as take advantage of the
women who are most likely to suffer from the complications that flexibility, responsiveness, and creativity of non-governmental
result in so many deaths. Let us reduce the risk and help women organisations. They need to stimulate and support input from the
achieve healthier, happier lives. omnte hmevs

There was a consensus at the United Nations International communities themselves.

Conference on Population in 1984 in Mexico on the need for action Perhaps the most important contribution to this initiative will be

in these areas. The End of the Women's Decade Conference in to call attention to the problems related to it, and to create an
in teseares. Te Ed o th Womn'sDecde Cnfeenc in awareness that something can and must be done, starting with the

Nairobi in 1985 also emphasised this need, and there was consensus. comtentof ha s ofista and govenet
We must cut the vicious circle that creates the conditions that cause
women to suffer and die so needlessly.

The critical point, however, is that there are a number of 1. Matemal mortaht rates: a tabulation of available data. 2nd ed WHO document no

immediate causes that result in the overwhelming majority of FHE 86.3
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1M Ms. I Husain and Messrs. R. Cuca and S. Denning

FJt2 Anthony R. Me am, Health Adviser, PHNDR

EXTENSION 61573

SUBJECT. WHO Safe Motherhood Operational Research Programme and Working Group on Safe

Motherhood

1. Attached, as agreed in the Safe Motherhood follow-up meeting of April

9, 1987, is a copy of the proposal for a Safe Motherhood Operational

Research Programme, to be managed by WHO beginning on July 1, 1987. As you

know, the Bank will provide US$1 million in support of this Programme over

the next three years.

2. We encourage staff to bring this source of funding to the attention of
our member countries, and to assist those who are interested in requesting

support from WHO for operational research and demonstration programs. We

would also encourage early contact and correspondence with Dr. Robert Cook,

Family Health Division, who is the responsible officer in WHO/Geneva.

3. Barbara Herz, Fred Sai and I would be pleased to attend divisional
meetings to describe the Programme and to answer questions on this or other

Safe Motherhood topics. Please let us know when this would be convenient.

4. Safe Motherhood Working Group. John North has proposed that we set up

a small working group, initially to be composed mainly of PHN staff, to

coordinate Safe Motherhood activities. Would you please nominate a

representative and an alternate for your division. Other members will be

Barbara Herz, Fred Sai and myself. The working group will hold its initial

meeting at 11 a.m. on Tuesday, April 21, 1987 in Room N-550. I would be

grateful if you would let Mita Sanyal (ext. 60015) or Cecilia Mangini

(ext. 61573) know who will attend on behalf or your division.

cc w/attachment: Messrs. Hodgkinson, Sai, Akin, Mahar
Ms. Herz

Attachment

cc w/o attachment: Messrs. North, Berg, Liese

Mmes. Birdsall, Sanyal

ARMeasham/cjm
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WORLD HEALTH ORGANIZATION Telegr.: UNISANTE GENEVA
CH - 1211 GENEVA 27 SWITZERLAND: Tel.: 91 21 11 Telex: 27821

FACSIMILE: 910746
WHO FACSIM ILE

Mesage No . . 598-- - * P 1- akte 1 April 1987

From: Director, FRE/HQ(Geneva) To: JOHN NOR , DIRECTOR, POPULATION, HEALTH AND
NUTRITION DEPARTNENT, WORLD BANK. WASHINGTON

Fax No.:

Our ref.: M3/445/41 Subject: SAFE rOurre M/t45/l ubect: SAFI OO7 0D OPI nTIONAL RJSEARCH. A Proposal for Fumdir
(WRO, Division of FamilyHealth, Geneva)

TEXI

AS PROMISED IN MRS I. BRUGGENAN'S TELEX 01 TODAY'S DATE, PLEASE FIND ATTACHED OUR
A30VE-MENTIONED PROPOSAL

PETROS-BARVAZIAN UNISANTE GENEVA

C f

C

CD

Signed:
Director, FHE

Copies to: COR
HRM
MCK
BUD
ACT
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SAFE MOTHERHOOD
OPERATIONAL RESEARCH

A Proposal for Funding
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Division of Family Health
Geneva, Switzerland
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SAFE MOTHERHOOD
OPERATIONAL RESEARCH

A Proposal for funding
from the

World Health Organization
Division of Family Health

Geneva, Svitzerland

Contents

1. Introduction

1.1 Problem Statement

2. Objectives

3. Areas of operational research in maternal health

3.1 Examples of operational research issues;

3.1.1 In programme management

3.1.2 In specific technologies

3.1.3 In specific conditions

4. Resource requirements for operational research in maternal health
5. Background of programme development and WHO, UNFPA and World Bankinvolvement

6. Resources available to the World Health Organization

7. A draft budget for a three year programme of operational research formaternal health
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SAFE MOTHERHOOD
OPERATIONAL RESEARCH

1. Introduction

1.1 Problem Statement

It has only been in the last few years that maternal mortality has begun
to attract broad attention as a problem for the health sector. Maternal
mortality and morbidity have their impact when women are at the height of
their productivity and family responsibility. Maternal mortality is an
indicator of social inequity and discrimination against women, it represents
an impediment to development and must become a priority concern for social
justice. While many sectors may take credit for the dramatic declines in
infant mortality in many parts of the world, in large apart, the credit for
progress or blame for failure to achieve a sharp decline in maternal mortality
rates rests with the health sector. (Ref. BMJ) However, although many of the
actions for lowering maternal mortality must come from health technologies and
health systems, including the provision of family planning, all sectors of
society bear a responsibility for creating a social climate in which women may
fully realize their personal and social potential, and not merely relegated to
a role of child bearing and care.

In the absence of skills and knowledge in managing pregnacy and
conducting a delivery each time a woman becomes pregnant she has between a one
and two percent risk of dying. In some sub-groups, particularly young
adolescents who receive no prenatal care, there may be a 5.0 to 7.0 percent
risk of dying. (Harrison 1985) Progress in health technology and health
systems can be measured by the observation that in many industrialized and
even a few developing countries maternal mortality is 1/200th to l/500Lh that
in the least advantaged countries.

The road to a maternal death begins with the health and nutrition of the
furture mother during childhood. A childhood legacy of short stature, low
body weight and anemia coupled with childbearing before social and biological
maturity are major contributors to maternal death. The geographic and
cultural inaccessability of family planning services and the erosion of
traditional mechanisms of child spacing add their contribution to the risk of
a maternal death.

Even in circumstances where an infrastructure exists for some maternal
health care components the full benefit of knowledge and affordable
technologies is not being applied. The result is that maternal mortality
rates in the majority of developing countries range between 100 and
600/100,000 live births (the maternal mortality rate in the Nordic countries
is between 2 and 6/100,000 live births). (WHO 1986) Among the reasons for
this gap, two could readily be remedied: existing and proven technologies and
skills for pregnancy and delivery care are not at the point where the problems
arise; and, there is insufficient attention to the quality of care in both
case and programme management. In many countries and regions it is
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unfortunately not unusual to find that a large Percentage Of the Maternaldeaths are preventable with attainable resources and skills. For example,
the presence of prenatal care, even provided by traditional birth attendants
or primary health care workers, it is unconscionable that a woman dies fromeclampsia. Timely action and referral are usually potsible. Yet 10 to 25
percent of maternal deaths are due to eclampsia, the risk having already bn
identified by a health worker. At the same time, increased literacy among
women and their involvement in their own health care increases their awarness
and understanding of their own health needs and the cultural accessibilie
and utilization of maternal health services.

2. OBJECTIVES

The overall objectives of accelerated action for operational researchin maternal health would be:

2.1 To promote, stimulate and support through operational research theselection, adaptation and application of known technologies andinnovative approaches for maternal health care at the country level

2.2 To monitor and evaluate national and local experiences in operational
research in maternal health care in order to develop general principlesand guidelines for the planning, management and evaluation of maternal
health care services

2.3 To disseminate the results of operational research in maternal healthcare and to share the information and experiences on the application ofresearch mathods

3. Areas of operational research in maternal health

Recognizing, as noted in the previous section, that there has been littleappreciation by both policy makers and health researchers as to the magnitudeand nature of the problem of marf-r--' - .uy *ItU iealtr, even lessa4Lenrion has been directed at the operational and programmatic issues in theprovision of maternal health care. In contrast to infant mortality, dramaticand accelerated improvement in maternal health will not come about as a
secondary consequence of overall social and economic development Such
improvement requires: explicit action in terms of the organization of maternal
health services; the placement of human, technical and institutional resources
at points that are geographically and culturally accessible to the community;
the application of already known technologies; and, changes in health
behaviour in the community. The broad principles for meeting these
requirements exist; what does not exist is an extensive experience in theadaptation, adoption and evaluation of the application of existing
epidemiological, social science and managent sciences knowledge to the
different circumstances and settings where Maternal mortality is a prioitproblem, ie. operational researchs

3



41 22 910 746 WHO GENEVA '87 04,01 16:06 006

In any specific setting the selection of priorities for operacioal
research in maternal health will be based upon:

- the perception of the need for operational research by ahcnational health authorities and decision makers

- knowledge or reasonalble estimates of the magnitudeand major causes of maternal mortality

- an examination of the existing system for and thecultural perceptions of maternal health and health care

- the community's perception of maternal health

Common concerns or problems in the provision of maternal care may be found inseveral settings in different countries. Under these circumstances thedevelopment of multi-centrad collaborative research is likely to f~cilitat
the implementation, analysis and dissemination of the results of such
research.

Operational research issues can be approached from the perspective of:
1) the organization and management of services

2) development and adaptation of specific technologies

3) case and programme management of specific conditions

tithn each of these three perspectives there is the need to focus on issuesrelated to the quality of care, management or the application of the s;pecifictechnologies. In a variety of settings and depending on the needs of 1ocal.programmes, ant of the following issues and others would need to be oxaminedthrough operational reserch in terms of the safety, effectiveness, managerialefficiency and social acceptability,

3.1. Examples of operational research issues:

3.1.1. Organization and management

Integrated programmmes and community participation: In any given settingwhat Is the optiol mix of services provided both in managerial terms and fromthe perspective of the family; to what extent can community-based distributionof contraceptives be extended to other maternal health technologies, such asiron folate and antimalarial; other interventions, including social support,affecting women's work, nutrition and energy expenditure

Maternity waiting area: Community acceptance and particpation in thedevelopment and maintenanc of maternity waiting "villages" or houses forwomen at high risk of complications during prognancy or delivery

Transfer and delegation of skills and tasks: Training and delegation to

4



General Medical Officers, Midwives, Medical Assistants, etc of functions ofcesarian section, vacuum extraction, manual removal of placenta,administration of anesthesia; use of community groups, eg women'sorganizations, teachers, etc in identification of pregnant women at risk of
complications

Emergency transport: Community participation in emergency transport ofpregnant women, including regulations requiring government vehicles to respondto an emergency signal

Supervision and management: Indicators and techniques for monitoringcase and programme management of maternity care at different levels in thehealth system

Service performance problems: Development of simple techniques formaternal health investigations at facility and district levels to identifyimmediate improvements of services; methods for risk case tracking through thelevels of care

Cost of services: The relative cost effectiveness and acceptability ofdifferent combinations of maternal health, nutrition and family planninginterventions

Prenatal care: identification of the minimal pre-natal care required fordifferent categories of risk cases in different settings, including the numberof contacts, the minimal technical content of each pre-natal contact and thesupervisory mechanisms for ensuring quality of care and appropriate referral

3.1.2. Specific technologies

Plasma substitutes: The use and effectiveness of plasma substitute. byhealth centre staff to replace blood loss in shock

Home-based maternal record: The effectiveness and programme impact of
the Home-based Mother's Record (HBMR) in self-idenifcation and referral of
women at high risk of complications during pregnancy or delivery;
acceptability of the HBMR by different levels of health workers and by thecommuni ty

Labour graph: The effectiveness of a labour graph in identifying thetiming for referral or operative intervention

3.1.3. Specific conditions

Sepsis: The use of routine antibiotics in cases of prolonged labour orpre-mature rupture of membranes; gloves versus alternative solutions andhandwashing techniques in control of infection

Hypertensive Disease of Pregnancy and Eclampsia: Training TBAs and PHCworkers in the use of pitting edema as a screening tool for hypertensivedisease of pregnancy
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Anemia: Use Of simple devices for discrimination of Severe anellia (<8gml); comparison of different regimen Combinations and duration of therapy ofanti-malarial drugs, iron and foli° acid in the treatment of anemia;
evaluation of community-based distribution of those drugs

Haemorrhage: Safety and effectiveness of the routine use of oxvtocics byall birth attendants after the delivery of the anterior shoulder; manualremoval of tie placenta after thirty minutes by health centre staff; TRAcathoterization of the bladder in prolonged third stage of labour.

4. Resources Requirements for Operational Research in Maternal Health

Operational research can be implemented as part of an overall nationalstrategy fr health development or in an ad hoc fashion in relationship tospecific issues of priority concern. Both approaches will be useful andproductive so long as mechanisms exist for the utilization and application ofthe results in health systems. Part of that mechanism is the interest and
involvement of a senior decision maker in formulating the research questions
and his/her commitment to use the results should for the improvement of the
services.

Implementation of operational research requires the drawing on theexpertise and experience from a wide variety of disciplines from the health,social and managerial sciences. It is greatly facilitated by a network ofcollaborating centres sharing both concerns and experiences, both in thespecific field of maternal healh as well as in oher areas of health systemsresearch.

Certain approaches facilitate the development and application ofoperations research. Sensitization of decision makers to the importance andapplicability of operational research is a critical first step. Shortnational or regional seminars have been useful in such sensitization. Thedemyscification of operational research and the motivation and mobilization ofresearchers and other health workers in undertaking it have been successfullyaccomplished in training workshops.

The application of the results of operational research in maternal healthcare in countries would be both facilitated and accelerated by sharing theresults of studies and the exchange of of experiences both within and betweencountrieso National workshops have been effective means of promoting theapplication of study results. The development of a database of the resultsand methodsoperational research and the widn dissemination of the information
in such a database would also facilitate the sharing of experiences.

Within a country, operational research on maternal health is likely toinvolve either one large project with several sub-components, or a series ofsmaller, but programmatically linked projects. In the development ofacivities in a country it can be anticipated that a training workshop wouldbe held as part of the development of specific research protocals. Followingthe completion of the studios a workshop should be held to review the resulsand to identify their application in the national programme. On the averageeach country project will require approximately 3 person-months of consultant

6



-~ " ~"Uware or sortware for analysis.

Within country project costs $20,000 - $70,000
Country training workshop 5,000 - 7,000

Staff/consultant facilitator approx. 3,800
Consultant (project development,

implementation & analysis) 3 person months 1.6,500
Equipment/supplies (hardware & software) 1,000 - 8,000Information dissemination, (workshop,

publications, audio-visual, etc) 7,500

5. Background of Programme Development and WHO Involvement

Improving the coverage of maternal health care has always been a Priorityobjective of the World Health Organization. Since its inception UNFPA hasalso had as one of its major objectives the strengthening of servicAs formaternal and child health, including family planning (MCH/FP). The past fourdecades has seen the development and promotion of activities supportive of thematernal component of MCH/FP. These efforts have been supported in all or inpart by WHO, UNFPA and the Bank and have included the development of trainingprogrammes and materials for delivery care; up-grading, training andintegration of traditional birth attendants as part of national healthdevelopment strategies; and, support to research, training and programmedevelopment of the family planning component of MCHI/FP.

In monitoring the world health situation it was evident to theOrganization that information on maternal mortality was lacking in just thosecountries and circtunstances that it was most needed for programme develo n-;:nfi:and planning. Based on the experiences and methods of the Confidential
Enquiries into Maternal Deaths as developed in Britain and a few othercountries, the approach was promoted in the Eastern Mediterrainian Region, andadopted in a modified form for monitoring maternal deaths in at two largecountries of the region. Scientific Working Group meetings on matarnal healthwere held in EMRO in 1980.

In 1982 the headquarters programme initiated the systematic review ofindexed medical literature, non-indexed publications and reports from nationalor local authorities, consultants, etc. to create a micro-computer data baseon maternal mortality and maternity care coverage. At present, well over1,300 entries are included, covering national and local data, as well as timetrends in mortality rates. (WHO 1986) On the basis of that review it has beenestimated that there are 500,000 pregnancy related deaths per year, most ofwhich could and should be prevented. A monograph on Maternal Mortality, itsmagnitude, causes and contributory factors, will be published in 1987. In1985 the Bank had commissioned an in-depth review of maternal mortality withparticular reference to Africa.

In 1984, with the support of UNFPA, WHO rapidly mobilized the interestand expertise of a network of collaborating institutions and consultants inall regions to initate a programme of research on maternal mortality and onunmet needs in maternal health and family planning. A flexible approach, yet

7
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with strong technical support, Was used in promoting and adapting researchquestions and methods to the local circunistances in 12 countries. Theintention of thse studies was to promote an awareness of the problem in thenational setting. They were designed, using a variety of approaches, todefine or estimate the magnitude and major causes and to identify possibleinterventions In addition to direct financial and technical support to these12 studies (and 8 subsequent studies in 1986/7), WH'IO has established a natworkof collaboration and exchange of information with other research groups and
institutions that have been working in the field. This network has included
the International Federation of Obstetrics and Gynecology (FIGO), the
Federation of Obstetric and Gynecology Societies of India, Indian Institute ofManagement, Family Health International the London School of Hygiene and
Tropical Medicine, Columbia Universty in New York, Save the Children Fund(Sweden), etc.

The principal investigators of the WHO supported studies andrepresentatives of the other concerned institutions, UNFPA and the UNPopulation Division participated in a WHO Inter-Regional Meeting on thePrevention of Maternal Mortality in November, 1985. The results of the
studies were reviewed and the broad lines of a four pronged attack on theproblem was drafted in terms of defining the magnitude and major causes in
different settings; establishing needs for research, training and appropriatetechnology research; defining and detailing the essential elements ofobstretric care necessary at the first referral level; and, highlighting thespecific role of faily planning. (Ref) Subsequently a Technical WorkingGroup met in June 1986 to initiate the development of guidelines for EssentialObstetric Functions at the First Level of Referral. (FHE/86.1) The latterdocument provides the basis of a more comprehensive maternal health care
programme development, including the implications for facilities supplies andequipment, allocation of tasks and training, transport and communications andprogramme planning and resource allocation.

The studies undertaken by national researchers have been in manyinstances, as part of the original plan of work, led to further regional andnational workshops, aimed both at further promotion of research and action.The epidemiological methods applicable to defining maternal1 mortality havebeen developed and are being published as a guideline for such research.These methodologies are an essential step in operational research, both fordefining the problem and for evaluating the results of interventions.

Culminating in the joint sponsorship of the International Conference onSafe Motherhood, it is reasonable to conclude that UNFPA, WHO and the WorldBank have played a critical role in generating an awareness of the importanceof maternal mortality to overall health and development. Approaches to thedefining of the problem in any given setting have been established andtechnical resources to support such efforts are immediately available.Interest and commitment have been generated at many levels. What is requirednow is a catalytic action to crytalize this common will.

6. Resources available to the World Health Organization

8
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Staff: Within the WHO Division of Family Health and other technicalprogrammes of the Organization will be mobilized in support of thisaccelerated action for operational research in maternal health. These includestaff experienced in clinical, epidemiological, psychosocial and healthsystems research along with staff with a broad range of cultural perspecciveand experienced in programme planning, management and training.

Collaborating institutions and centres: As part of the activities of theProgramme of Maternal and Child Health, including Family Planning and theSpecial Programme in Human Reproduction, there is a network of institutions,governmental, academic and non-governmental that have entered into formal orinformal collaborative arrangements with WHO to undertake and support researchrelevant to the overall aims and objectives of the Organization. Found in allregions, many of these institutions posses the requisite staff expertise,experience and access to on-going programmes that will be required for theprogramme of accelerated action for operational research in maternal health.Those institutions that are formally designated as WHO collaborating centrasare so designated for a period of four years. The broad lines of theirprogrammes are approved by their governments at the time of the designation,thus facilitating subsequent technical collaboration and communications in theimplementation of agreed upon research. There is also close collaborationbetween centres, both with respect to sharing experiences, strengthening ofresearch resources, training and coordination of research on common themes.

Databases and Other Sources of Programme Information: Within the FamilyHealth Division and elsewhere in the Organization databases on the healthsituation are being maintained. Within FHE currently functioning databasescover the global, regional, national and where available, local situationswith regard to maternal mortality, maternity care coverage, low birth weightand pre-mature gestation, perinatal mortality, and the prevalence of breast-feeding. Currently being established are databases covering the areas ofadolescent reproductive health, infertility, and the health consequences ofabortion.

The Risk Approach: Over the past ten years the WHO has developed theapplication of the risk approach to the health problems of mothers andchildren. Training workshops in all regions have resulted in the developmentof innumerable operational research projects, and have provided researchersand national authorities with an understanding of what is involved in riskselection.

Rapid Evaluation Methodology (Joint Programme Review)': Initiallydeveloped as a tool to assess coverage and the management of the ExpandedProgramme of Immunization, the Rapid Evaluation Methodology has been adaptedby the Maternal and Child Health Programme to the wide range of performance,management and resource issues in MCH/FP services.

9



41 22 910 746 WHO GENEVA '87 04/01 16:12 012

SDRAFT B RDGET for a THREE YEAR PROGRAMME of?ERAT'kONAL RESL jCH for MATERNAL 4EALTH

BUDGET LINE 1987 1988 1989

Personnel
Consultants/Temporary 

Advisors $120,000 $180,000 $200,000
Crants to Institutions 

$300,000 $1,100,000 $1,900,000
Meetings
Steorng Com ttee $30,000 $33,000 $33,000

- training/project development $28,000 $56,000 $56,000- programme applications $28,000 $56,000 $56,000

Travel
Staff Duty Travel 

$15,000 $15,000 $15,000
Information Dissemination
Hardware $20,000 $40,000 $40,000Publications $10,000 $20,000 $20,000

Programme Support 
$71,630 $195,000 $301,600

TOTAL
$622,630 $1,695,000 $2,621,600 $4,939,230
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SAFE MOTHERHOOD
OPERATIONAL RESEARCH

. Introduction

1.1 Problem Statement

It nas only been in the las4 few years that maternal mortality has begun
Lo attract broad atten ion as a problem for the health sector Maternal
nortality and morbidity have Lheir impact when women are at the height of
their productivity and faniy legeonsibility Ma'enal mortality iQ An
indicato: or social incquit and discrimination agijnst women, it represents
an impediment to evelopment And mst become a priority concern for social
justice While many sector t-ray Wake ciedit for the dramatic declines in
infan moitaliLy In many parts o the world, in large apart, the credit for
propgris rr blame for tailure to achie'e a sharp declire in matornal mortality
rates ress witt rhe heal th asecto (Ref .MJ) However, alrnough many of the

tions for lowering maternal mortalit7 must come item health echnoloies andhalth systes. inrludirg the provision of family planning, all sectors of
society ear a responsibility for creating a social climate in which woman maytully realize their peroual and social potenrial, and not merely reler ted to
a role of child bearing and car

In :he absen e of s.ill ad n owledge in ranagir pregracy and
corduring a delivery each tirmix sran becomes pregnant she has bereon a erland toan p-rent rtsk ot dying in :ome sub-groups, particularl.- yong
awoleg entr who recei-' r preo a cre, the re may be a 5.0 to /. :e.o.-
risk or dyi. (Harrison 1985' Frogm.rs In health technologv and h nath

systes c be meaured by the oh er vtion that in many industrializcd -o
even a fw evei cpg countri . : i rmal mortality is l/200th to 1/. : p

in the least advantaged cauntr'

The road to a maternal death begins with the health and nutrition of zV
furture mother during childhood. A childhood legacy of short stature, low
body weight and anemia co pled with childbearing before social and biologil
maturity ate major crontrbucts to maternal death. The georaphic and
cultural inaccessability of family planning services and the erosion of
traditional mechanisms of child spacing add their contribution to the risk ofa maternal death,

Even in cistances where an infrastructure exists for some maternalhealth care components the full benefit of knowledge and affrdable
technologies is not being applied. The result is that maternal mortality
rates in the majority of developing countries range between 100 and600_/100,000 lve births (the maternal mortality rate in the Nordic countries
is between 2 and 6/100,000 live births). (WHO 1986) Among the reasons forthis gap, two could readily be remedied: existing and proven technologies anrskills for pregnancy and delipry care are not at the point where the problemsarise; and, there in insuificient attention to the quality of care in bothcase and programme management in many counLries and regions it is
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unifor tunaitely>ntiini to t 
OiC, ~r CCn g i tie Mat err idealhs are preventable WIth attrijb wi sa For exoypithe Feesence of pren. i'3-e p1 carei 

'L truth b h~ irth ate. ror Prirncr' hesaith C~l wokes Lt is n :Ior n t a womiianl d.>,a" S-"ni. Timral AtIan anid Marea! a,- p;1 Lj Yet B t
percent of maternatl dcatns ar''

1 dueo r" I impra, t Vi S ling all',r 1
idrbtifivc y a health worker At the same tine, ifcyrase5 lit. nwomen and t he ir in'~cvin 'Lei o2 wn health calie t-s45he a <rand und~erstaning, of L! etC ownj n''lhii r o the cultra! ltca~and utilization of mart-rn nl SOLVices

2. OZJECTlVES

The overall obJectiven ao ccelerated a ibr operatina esearK.1in maternal health would bea

2A To promote, sti ate ani po tnrogh operational research thee ion, adaptation and pplication of known rechnologles antinnovative approaches for -ternal health care at ne country leve

22 To monitor and evaluate ard Icial er1 'Cnnci , 14 era na!
research in maternal he . in order to oevelp genea proncpi l,and guidelines for teo a ringreter and ea ation a pratnihealth care services

careTo andt hre rsuls oprational research in matr2 WOtreArc to share the inforation and experiences on the applicann ofPest c ". mth ods

3 Areas of operational reser n fl maternal health

R-ecognzng, as noted in the previous st n ta there has heapprct'iai by both policw makers aid health eeonarcthe as to the ber'n
and nature of the problem of m n l re Irr a s - the mvan gnsd

povisiion ha been dir eth c he operational and programmatic i sss in Npanvision of marternal helth mn in contrast to infant mortaliy, dramatan acclerated uprovemnf in -a ernal health will nor come about as asepovm enrequetce o xiraci social and economic development, Suchnilt tremenc tequ res peitm t fton in terms of the organization of maternnnealth sepvotae the placement of human, technical and Institutional"resat p that aregeoraicalnd accessible tu r lc ,the application of already knot aehntologies and, ceharei in t oalo
behaviour in the comiunity. The ttoa prinep;es for Meetng these
requirements exist, what does Pt est is arn extensive exrienc etheadaptation, adoption and evalua n of the app iatn of ei tingepidemiological, social science and unaent science Laowledl ;tiedifferent circumstancec and Sot were na renl esoralit is a o theproblem, ie, operaltonal resuar l,

3



41 .- V i w *1 
1 : -a. (C

In anv specific setting the eection of r e it .31 torresearch in maternal health illbe based upon

the perceptiOn of the need t or opevati.. kitearch 6,
national ealcth aworicies and decision maikers

knowledge or reasoaip estimaties of tho magnitud
and malor causes of muernal mortality

- an examination of the existing System for and thcultural per cepAons of maternal health and health care

- the co1LrWnity's perception of maternal health

Common concerns or problems iF provision of maremna care *av oe found
several settings in differeut c u dotrfe iar ter ilrca-mtac thedevelopment of mulci-centrod collaborative t search is cu sta ncs r .the ar.pleen ttin, anal ysi> ad dissemination of the resucs of suciLeCseat C I

Opera t ional research Issues can he approached from the persp , i&
) he organization and a. in of services

2) development and adaptaci 7 sp-cItic tchnologies

3) case and prograiime manalement of specific conditions
UTithin each o f thes~e threec pers'petivces the#re is the need to ico -nelated to the quality of care, management o. the 

4pIit'13 of R:"cchr il pies in a varicty of set tings and 'lependi ng on thy oew'n o ittoapcogrmes m ant of the f0oowin issutes and others woulds need co he% .!trouefA 0p- 'a:tin re' "rcu in' termws of the satetv, e ot 
,1Sffsenuo and sLe ia [ afrpt h ity f

V I Examples of operational research issues:

1 Organization and management

tntegracea programnmes and community participation in any given Sarcingwha i he optimal mix of serface provided both in manageria'l ters and frthc Pctrspective of the fatiy n hat extent can community-based distributionof roncracep aen be extended t "the: mazernal health technologies, such asaien ftla e mnd atirnalarlais or interventions, including social supportaffecting women's work, nutrition and energy expenditure
Matern ity w tigae odvternty waiting area o ay nc'n acceptance and particpation in thi;-omelpmnt ig raisk' ' of zaernitt waiting "villages" or houes foren at high riCsk of '- c ions during prognancy or delivery
Transfer and delea:1n of skills and tsks: Trining and le'ati ci
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General Medical Officers, Midwives, Mpdical Aet otuncolons ofcesarian section, vacuum extraction manual rists of plafen ut sadministration of anesthesia; use of communi y ruupA, eg women'
organizations, teachers, etc in identification of pregnant women at ris of
com~pli~cat iOns prgatwmntrsko

Emergency transport Community participation in emergency transport ofpr egant womeny incnud g ngua aions requiring government vehicles to respondto an emergency signal

Supervision and management: Indiator and techiques for MOUILngcaso and programmune %anageent of materity ca re at diqesent levels in ge
health systere

Service performance problems: Development of simple techniqe formaternal health ivestigations at facility and district levels to identifImmediate improvements of services; methods for risk ease tracking though thelev1s of care

Cost of services: The relative cos- and acceptability odifferent combinations of maternal health nutrition and family planning
interventions

Prenatal care: identificat on of the minimal pro-natal care required ordiff rent caeor of r h , . in different settings, including the n- brorv ontact-r ' e nima nicna content of each pre -natal contact and th.% e vi.soi, n~-hcn is foi ensu.ing quality of care and appropriate referral

3.1.2, Specic technologies

Ptae sstaff t use and effectiveness of plasma substitures ' yhealth centre staff to replace blood loss in shock

Home based oateral record: he effMect eness and programme impact ofwhe Hoaebi rs thof co etord , . in sel tt-idenifcation and rferral ofwoen at i iy of HB pli a ton during pregaiy or delivery;acceptab! itt of t" eBMR by diifErent levels , f he ath workers and by tnecommunity

Labour prh; Tn etfectiveness of a labour grap in idiWt; chetiming for reeral or operative intervention u the

3.1.3. Specific conditions

Sepsis: The use o root> e antibiotics in cases of prolonged labour or
pre-mrature ruture of In-chrns ,t gloves versus alternative solution andhandwashing techniques in contrv of infectior

Hypertreo v a ,of Pregnancy and Eclampsia Training TBAS ana PHCworkers in th. w. o i og edema as a screning ot for hyp tens ae
disease of ase n o f h icy
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AneSag: 'se of simple c1vices for discrimination of severe anenia (<anirn-ma aral rugson oi i aerndt cgin mbinations and duration of therapy of
ievalujation r of commu r lnity-bvas ed distribution of thes

Haeritorrhage ~af c u v arnd effectiveness of the rout ine use o! oyvtoci -% Lv,all birth attendiants after the delivery of the anterior shoulder; manualremoval, or the placenta at t-er thiry.v minutes hv healh Centr st, f TAcadttQLC -at-ionl of the bladde in prolonged third stage of labour

4. Resources Requirements for Operational Research in Maternal Health

Operaional re elarch an be implemented as part of an overall nationalstrategy for h falth developrnr or in an ad hoc fashion in relationship tosperofic issues of Priority cono , Both approaches will be useful anlpi oclct ye so Ion- a s nechanisms exist for the util ition and applicat rifthe results in health systems Part of that mechanism is the intrpit arinvolvement of a senior decison maker in frmulatin the research qestons
and his/her comitment to use rhe results should fox the irprsvee of the
services 

'

exe ti piment of ratiou1 rearch requires the drawingf on thesocial an and e'oriaen frfnt aeW variety of disciplines from 'he thealth,solilorating ctres sharing bo. greatly facilitated by a network ofspecific field ontha won s and experiences, both in thespechic field of 1narernal he !l as well as in othet areas of health systmsreqe,ch-

Certain approaches facilitate the development and appli dtiol (iapirailn Y rsar Sensitization of decision makers to the impo-tn ndappiIcabilIt-y of operational research is a crit icat fi r step, shotnational or regional seminars have beern v ful in such sens.it ShzaioT I h1y I cat I fopert Ional research .nd the mcci,'-Ation and mobil
researchers and other health workers . m:o ttin ave aeen oicceionl
acco1mplished in training workshops.

The application of the results of operational research In macernal helithcare t cou tuies would be both faci tatedl and accelerated by ilharin the.resul i tioand the exchange of of experiences both within and bet$een
countries, National workshops 1hace heen effective nersof prlor Oflg ctapplication of study resultci Thv developman of a dpatabse of tine
and methodsoperational research and the oide dsseinatabs of the
in such a database would also facilitate the sharing o experiences

Within a coitr-, , opertional rewearch on marernal health is i ton , either one large projet dirh several sub-corponents, or a series ofaLl but prorarmnticaly lnked projects. In the development ofa cvi tis in a courtzV it em he an Icipated that a training workshop aodbe eld as par . f the develop ft of Specific research pzotocals Folcxwrmqythe conpid)et-in of he studis a w 1'shop should be held to review the resot tsand to identif, theiz dppiiorion in the national parm. On the acer a eea;ch coun vv projc- ct: eq rr approxmacly 3 Per son months of :orls-l ta
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uware or of tware for analysis

Within country project costs $20000 - $70000Country training workshop 5,000 - 7,000Staff/consultant facilitator approx 3 800Consultant (project development
implementation & analysis) 3 person mouths 16,500Equipment/supplies (hardware & software) 1 000 -S,000Information dissemination, (workshop,
publications, audio-visual, etc) 7,500

5. Background of Programme Development and WHO Involvement

Improving the coverage of maternal health < are has always been a priobjective of the World Health Organization. Since its inception LYFFA has
also had as one of its major Objectives the strengthening ot servi-es formaternal and child health, r0lii family planning (MCH/FP) Tha past fourdecades has seen the developmen and promotion Of nCtiitieS iPrtiVo Of the
maternal component of MCH/FP pTrin efforns have been supported in all or P
part by WT UNFPA and the Ban: and have included the development o training
programmes and materials for delinery care up-grading training and
integration of traditona birth attendants as part of national nealthdevelopment strateies; and uppor to research training and programedevelopment of the family plaino component of MCH/FP,

In monioring the world health situation U was evident to theOrgani ation that mi nmnzion on mat tfa motlality was lacwing in n nEounlis and circumstances that it was most needed for piogrammeand planning, Based on rw the ~xjorm es and methods of the Coni'3n~i
Enuitries into Maternal Uveta as develped in britain ad a tow o e-Irie-, re apoach wi, prred in the Eztern Mediterraian SI
adopted in a modified torm foi mn itoring matrn al deahs in at wo ]avzcntes of the regi on lsc ienli~c W<orki ng Gr oup meePOti ngs O~n Mt ~ra hawere held ia ERD o -

In 1n82 the headquarters pro timme initlaed the systematic revipw Aindexed edical liaerauire non Kxed ubi catns and reports from na-ror local auhoritaies consultants etc. to create a micro-corputet data ton maternal mortalit and maternity care coverage At piesent well over1,300 entries are included, covering national and local data, as well as c -'trerds in mortality rates (WHO 1986) On the basis of that review U has heensicmated tha there are 500,000 pregnancy related deaths per year mono ofwhich cold and should be prevenred. A monograph on atevnal Mortal jt imagnitude, causes and contributnr factors. will be published in 1?8) In1985 the Bank had commssioned an in-depth teview of maternal mortality withparticular reference to Africa,

in 1984 with the support of UNFPA, WHO rapidly mobilized the invernstand expertise of a network of collabr aing institutions and consulante r
all regions to iniate a programme of research on maternal mortality and onunqet neeods in maternafl health and family planning. A flexible approach, yet
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1 1, 4 
1 1 t 0

With stron" technical support, is P ing and aoapti nr
L ' iols uand method to th Cal s The

1rarituions rft h vtes t, to pcn ot oru ntesou

indertsion of tn e and G rtc awares of the proble in the

Enagmenr _ail Th n Yce ,t Inia I dian inst-1.

Troical sdne, rlubi a iged usih a vaie of aPproaches to
(deno estlcithd- and ma ol causrs and to identify Pd sin lt ntivditio to dienct faintncv and tecinjcds SUPPO12 S tudies (anld 8 subseln " tudje. in l986 /7 ) , hJo has 4bs tabl, i sizeda 'tu
of c laboration and nChAnge of I nformat in with Other ath groupsiiswituteore hat have bchen worw in the ied Thisn athep Internaioial Fedierationi ot dbstetric and Gfnecoogy (FGO) , theFederation of Obstetric and Gyiiocorlogy Societies ot India, Indian instict.t ofanagement Family Health Internaional the London School of Hygiene andTropicai Medicine, Colmbia Unlv rsty in New York, Save the Children Fund(Swdeif) , etc f

The prin ipal pof tnhe HO supported studies anduepresent5 , ,s of the Other de enlpnd tnstitutions UNFPA and the UNPopulatioft Divisi~on participar,, in a WHO lnt.er-Regional Meeting on thePreve~tion of Maternal Mortalist in Novembera 1985 The results of thestud'e were reviewed and the hibiad lines of a four pronged attack on theproblem was drafted in terms of doenicg the magnitude and mhajor causes idifferent settings; establishing itheds for research, training and aproi rtochpology re'anrch; defing and detailing, the essentil elements ofobstretri care neceslarl at th a first referra level, and, highightlngocspecific role of famnilyr planning (Ret) Subsi-quentiy a Technical 4orkrn,.Gioup et in June 19F6 to initia e the devsealpment of gudelnine- foObstejtric Fntirsat the First Level of Referral. (FHE/86 1~) !he latterocint Orovrdts the basis of a more cooprersive maternl healrr ca aeprograrie deveilopment including the imprcations for acilicie adpt oequipment,, allocaiH of asks ad traioig trans and Cmat almu a1 ity haveProzg-ame Plarnnng and res~ource allocation,

The stdis 
edertaken by n asional rsear cher aor suh r

irlstarncg, as part of the oignti plan of work, le to tnat lotal wor'-.5hp, anime6 bot h at further promnotion of seai ch ard act lon,The epidemriollgical methods ip-iAicable to defCining matarnal irral-ity havebeen develop~ed and are beinF publ')ished as a guideline for suchi resea~rch,Th(se mm'thodol ogies are an. e s.,imsial step in operational research, both fordefining the problem and for evalaing he reul o r c oth

Culminating in the joint sponsorship of the International Conference onSafe Motherhoold it is reasonable to conclude that UNFPA, WHO and the Wondoank have played a critical role in generating an awareness of the importanceof Maternal mortality to overall health and development. Approaches to thedefninc of the probem in ary iv setting have been establishe d andtechnical resources an scpport- such efforts are immediately available,Interest and co itmentr have been generated at many levels. What is requirednow is a cata'liic action to cryualize this comon will.

6, Resources available to the World Health Organization
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4 1 2. ?i m 0o .' 4 WHO 01

iSi t Vithin the WHO Division Q Fami H-ealth and other trc icalp ~ inesof th O~ .rganizationl w ill be mob-ilized i~n sup'port or r LisAccelerated aic tion fo opotat i na re searcht in matenal Wi~a th These~staff experien-ced in:ii0l VZm~ogcl pscoeil and he-alm~Wsttmresearc~h "l wi th suit! wi th a hbroad range t cul tura pi r-op '.'vand experien~ced in pi ogrmnme pK~in g, management and training,

ColIlhbratf.; insticutlon' nu1 oentr's: As part of the activities. ofthPr ogramme of Vc ti~rl and 'ih : .1 i'dz, including Family Planning anid theSpecial Progrert. HumL~ian Rep;eduo ion, there is a network of institutionsgovernment al, A' l-) and n )vernnlenral that have entered into formal orinformal Wiwi ale v arranger iti with WHOj to undertake and supp or rpsarc
relevant to the oV-aW1 aims _0i ubjectives of the Organizat ion. Fouin all41regions,. many~ ol these instiruc~cna possesi the requisite staff experti~eexperience anSd access to on-goingp programmes that will be requirLed for thoeprogramme of accelerated& act ion for operational research in miaternal healt>Tlhose inlst ituttions that are fr- ~I171 desi7,Ate d as 0110 collaborat ing cpntrr<are so desiignaited for ai periol o; four year's. The broad lines of theirprogrammes are approved byv their g;overnent'; at the time of the desmigntinthus fac iiating subsequent tehrnical collaboration arnd coimunicatA me in the1 rp I mentrii of agreed up-on .rch, There is also cl osea I llnipti)between centres, both wi th 1 to. sharing experiences, s ig -'oelag oI -'eorch re sorces, tr~ain. .0f;p rorin at icr of res~e arch oni , (fYuln Lnee

Dat db ses and Ot her SouLrce oft Progi anie Infor mation: Within t he 11olHealthi I-Qo" a.nd elsewhere in che Organi zation datahaes orhhe Wai tsituationr are bei~ng mafIntaired Within FETE currentlv ti. tirving djrocover the global, regional, national andi where0 avai.v'i-, lo il itatim;with regard to maternail mot aliY ma.'rternityV care coe er lbw Or wo. iL~and pie-mature gestation, perinma'-a mortait y, and the prevalnce oz. Oraifeeding. Currentlv bein;g esrtab:- 4'e ire databases covering~ tn a:naraolesc-ent rer oductive health -OP~ijty, and the health cov-
abho r tion,

lhe Risk A~pproach: Over the past ten years the WHOt has d---' Iappl ication at the riskt approach to the health problems of met:,- rchilIdren. TralitoEg workshops in all regions have resulted in tv>dn ~of innumerable operational research projects, and have provided r'eamrirtand national authorities with an undeistanding of what is involved in ti,~sel ect ion.

Rapid Evaluation Mewhodololy (Joint Programmre Review) initialkdeveloped as a tool to as'sess coverage and the manageme-nC of thy ; "->dProgramme of 1imicunizat ion, the Rapid Evaluation Methodology hasi aYn a 1 4by the Miaternal and Child Health Programme~ to the wide range of yert> tomv
malgemrnt and resource issues in !ICH/FP services.
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THE WORLD BANK/INTERNATIONAL FINANCE CORPORATION

OFFICE MEMORANDUM

DATE: December 19, 1986

TO: DISTRIBUTION

FROM: Stephen M. Denning, Acting Director, P

EXTENSION: 61670

SUBJECT: Safe Motherhood Fund for Operation Research

1. Attached is a proposal for a Safe Motherhood Fund for operational

research to support development of country programs and projects to reduce

maternal mortality and morbidity. Bank management has approved the proposal

and is allocating $500,000 for this purpose in the Special Programs category

of the FY88 budget.

2. Your comments on this proposal are solicited, both on the

substance and on possible organizational arrangements. Comments received by

January 16, 1987 would be especially helpful. Please direct them to Tony

Measham, Room N440.

DISTRIBUTION:

Messrs. North o/r, Hodgkinson, Berg, Liese, Measham, Sai, Schebeck

Mesdames Birdsall, Herz, Husain, Sanyal

ARMeasham/tc



THE WORLD BANK/INTERNATIONAL FINANCE CORPORATION
OFFICE MEMORANDUM

DATE: December 10, 1986

TO: Mr. Ernest Stern, Senior Vice President, Operations (through Mr. S. Shahid
Husain, V jPresident, Operations Policy)

FROM: John D. , Director, PHND and Hans-Eberhard K6pp, Director, PPD

EXTENSION: 61571

SUBJECT: Propos or a Safe Motherhood Fund for Operational Research

1. The more detailed proposal you requested for the Safe Motherhood
Fund for Operational Research is attached. Please let us know if you would
like to have additional information.

Attachment: Proposal
Annex

BHerz/ARMeasham/rmf



Proposal for the Establishment of a Safe Motherhood Fund for

Operational Research

Recommendation

It is recommended that the Bank take the lead in establishing a Safe
Motherhood Fund under WHO, for operational research to support development
of country programs and projects to reduce maternal mortality and morbidity.
An initial Bank contribution of $1 million is recommended, representing 20%
of the proposed three year budget of $5 million.

Background

1. Governments throughout the world have adopted the goal of "Health for
All by the Year 2000". Many countries have made rapid strides toward that
goal, particularly by improving child health. Yet maternal mortality and
morbidity still threaten the health and well being of women, at the height
of their productivity and family responsibility, in much of the developing
world. In poorer countries, women often run 200 times more risk of dying in
pregnancy than do women in developed countries. In fact, approximately
500,000 women in the developing world die each year from causes related to
pregnancy. The result is not only tragedy for those women. At least that
many infants and young children do not long survive their mothers. And for
the women who survive, many millions suffer lasting ill health and
disability.

2. This need not happen. Basic maternal health services, in conjunction
with development programs to strengthen women's opportunities, can reduce
the toll of maternal mortality and morbidity by half or more at affordable
cost in many poorer countries within a decade. Some countries in Latin
America (e.g. Costa Rica) and Asia (e.g. China, Sri Lanka) have succeeded in
reducing maternal mortality very substantially in the past ten or twenty
years at affordable cost, proving we have the means to do the job. The key
is to make each pregnancy and childbirth safer and to encourage healthy
spacing of pregnancies.

3. A three-pronged approach is required:

a) Better community-based health care (relying on non-physican health
workers) to screen pregnant women, identify those at high risk, and refer
them for help; to provide prenatal care and ensure safe delivery for women
at less risk; and to provide family life education and family planning;

b) Adequate first referral level facilities--hospitals and health
centers--to take care of complicated deliveries and obstetrical emergencies
and provide surgical family planning methods;

c) An "alarm and transport" system to get pregnant women from the
community to the referral facilities in time.

The implementation of each measure would of course depend on resource
availability in particular cases.
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4. These maternal health services would normally be built into government
and NGO-sponsored programs of primary health care. (Programs outside the
health sector and private health care also can help.) Their cost can be
kept to less than $2 per capita per annum--compared to about $10 for primary
health care as a whole in many countries. In the poorest countries, a start
can be made with services costing less than $1 per capita. Many countries
already have health facilities that could be upgraded to deal more
effectively with maternal health. And many communities would willingly
contribute time and resources to help preserve maternal health and family
wellbeing. Private expenditures on health care in poorer countries
demonstrate willingness to pay if the investment will produce results.
Investments in "safe motherhood" are indeed productive. Thus, even though
governments face stringent budget constraints, a safe motherhood initiative
makes sense.

Rationale

5. The Bank is taking the lead in drawing the attention of countries and
donors to this problem by organizing a Safe Motherhood Conference to launch
an initiative to improve maternal health and family planning services. The
follow-up will include substantial increases in Safe Motherhood efforts in
Bank-financed projects, aimed at 20 projects with major components in five
years. These projects would be based on the broad strategy outlined above
and elaborated in the program strategy paper (attached). But operational
research is needed to tailor this strategy to country circumstances and to
answer more refined but crucial technical questions, such as:

a) How can pregnancy risk screening be made more efficient? i.e., how best
to identify and refer in large scale programs, the 20% of pregnant women who
will have 80% of the complications of childbirth? How to reduce numbers of
false positives and false negatives? How to make risk screening cost-
effective, affordable and sustainable?

b) What are the costs and impact of safe motherhood strategies, such as
assuring availability of blood transfusions and caesarean section
capability, family planning, maternity villages, etc. under varying country
conditions?

c) What difference (to families, the health system, the economy) does
maternal morbidity make?

WHO, the World Bank, and other agencies all agree on the need for
operational research and intend to support program initiatives which will
provided sites for it.

Proposal

6. That the Bank join WHO and UNDP in catalyzing the creation of a Safe
Motherhood Fund for supporting operational research projects to strengthen
country programs. The Fund would provide funds and technical assistance to
governments, NGOs and research institutions wishing to undertake Safe
Motherhood operational research projects. Criteria for funding would
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include commitment of the government concerned to act on the results of the
study, feasibility and affordability of the proposed approach, and
probability of major short-term impact, in addition to the merits of project
design and competence of the researchers. This proposal is strongly backed
by WHO, UNDP and other members of the conference planning committee.

Options for Organizational Arrangements

7. The Fund would be organized to reflect its international character
clearly and to attract support from a number of multi-lateral and bilateral
donors. WHO is the logical agency to execute the Fund and is enthusiastic
about the prospect. It would work in partnership with the World Bank, UNFPA
and other sponsoring agencies. It would utilize organizations with proven
operational research expertise, e.g. the Population Council, London School
of Hygiene and Tropical Medicine, Family Health International, and would
seek advice from the World Bank, UNFPA and other sponsors and from
appropriate technical groups, e.g. the Subcommittee on Maternal Mortality of
FIGO (International Federation of Obstetricians and Gynecologists).

8. There are two promising organizational options under which WHO could
operate as executing agency:

a) WHO program model, similar to the Diarrhoeal Diseases Control Programme;
or

b) UNDP project model, with WHO as executing agency.

In either case, there would be no need to create any additional structure.
The Fund would be executed by the Family Health Division of WHO with links
to the Human Reproduction Programme to which the Bank will contribute
support for contraceptive research. Both are under the same assistant
director general, and good working relationships between the two already
exist. Both work on safe motherhood, from the maternal health and family
planning standpoints, respectively.

Resource Requirements

8. The Fund would support about 20 operational research projects in the
first three years at a cost of $100,000 - $300,000 each. It should be given
a minimum 6-year mandate to begin with and assured funds for the first
three.

Proposed Budget for Three Years

20 research projects at $200,000 each $ 4,000,000
Technical assistance, supervisory visits $ 650,000
Administration $ 350,000

$ 5,000,000

Funding for six years would imply a budget of $10 million.
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Bank Contribution

9. The Bank would provide $1 million, over the first three years, subject
to contributions from other donors of $4 million. Thus the Bank's
contribution would be 20 percent higher than the 12-15% for CGIAR and TDR.
The higher proportion of Bank support is justified by the leadership role
proposed (and taken so far in organizing the Safe Motherhood Initiative) and
the lower resource requirements for the Fund. The Bank should contribute
$500,000, $250,000, $250,000 in FY88, FY89 and FY90, respectively.

Expected Outcome

10. Strong consensus exists on the need for this operational research
program. Very little operational research on this topic is being conducted.
The research questions are well known, they can be tested with known
methodologies, and competent and interested researchers exist in many
developing countries. The main question, as with all research, is the
extent to which the findings will be applied. Here the probabilities look
promising, because many governments are anxious to improve maternal health
and are seeking guidance regarding how best to do it. Moreover, real
momentum is building in many countries to give higher priority to this
neglected area. The same is true of donors, including the Bank, so that the
Safe Motherhood initiative is generating unusual support and enthusiasm.
The chances thus appear excellent that research findings will affect the
major investments that are and will increasingly be made to reduce maternal
deaths. Given the straightforward and practical nature of the operational
research questions, lead time until operational pay off should be less than
in many areas of population and health research. Three years' work will
yield a good deal of urgently needed information.

11. Next Steps

i. Obtain management approval to explore further with developing
countries, WHO and other donors.

ii. Secure donor pledges.
iii. Announce creation of the Fund in the Nairobi Conference Declaration.

BHerz/ARMeasham/rmf
11/26/86



THE WORLD BANK/INTERNATIONAL FINANCE CORPORATION
OFFICE NMORANJDUM

DATE: December 10, 1986

TO: Mr. Ernest Stern, Senior Vice President, Operations (through Mr. S. Shahid
Husain, V ePresident, Operations Policy)

FROM: John D , Director, PHND and Hans-Eberhard K6pp, Director, PPD

EXTENSION: 61571

SUBJECT: Propos or a Safe Motherhood Fund for Operational Research

1. The more detailed proposal you requested for the Safe Motherhood
Fund for Operational Research is attached. Please let us know if you would
like to have additional information.

Attachment: Proposal
Annex

BHerz/ARMeasham/rmf



Proposal for the Establishment of a Safe Motherhood Fund for

Operational Research

Recommendation

It is recommended that the Bank take the lead in establishing a Safe
Motherhood Fund under WHO, for operational research to support development
of country programs and projects to reduce maternal mortality and morbidity.
An initial Bank contribution of $1 million is recommended, representing 20%
of the proposed three year budget of $5 million.

Background

1. Governments throughout the world have adopted the goal of "Health for
All by the Year 2000". Many countries have made rapid strides toward that
goal, particularly by improving child health. Yet maternal mortality and
morbidity still threaten the health and well being of women, at the height
of their productivity and family responsibility, in much of the developing
world. In poorer countries, women often run 200 times more risk of dying in
pregnancy than do women in developed countries. In fact, approximately
500,000 women in the developing world die each year from causes related to
pregnancy. The result is not only tragedy for those women. At least that
many infants and young children do not long survive their mothers. And for
the women who survive, many millions suffer lasting ill health and
disability.

2. This need not happen. Basic maternal health services, in conjunction
with development programs to strengthen women's opportunities, can reduce
the toll of maternal mortality and morbidity by half or more at affordable
cost in many poorer countries within a decade. Some countries in Latin
America (e.g. Costa Rica) and Asia (e.g. China, Sri Lanka) have succeeded in
reducing maternal mortality very substantially in the past ten or twenty
years at affordable cost, proving we have the means to do the job. The key
is to make each pregnancy and childbirth safer and to encourage healthy
spacing of pregnancies.

3. A three-pronged approach is required:

a) Better community-based health care (relying on non-physican health
workers) to screen pregnant women, identify those at high risk, and refer
them for help; to provide prenatal care and ensure safe delivery for women
at less risk; and to provide family life education and family planning;

b) Adequate first referral level facilities--hospitals and health
centers--to take care of complicated deliveries and obstetrical emergencies
and provide surgical family planning methods;

c) An "alarm and transport" system to get pregnant women from the
community to the referral facilities in time.

The implementation of each measure would of course depend on resource
availability in particular cases.
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4. These maternal health services would normally be built into government
and NGO-sponsored programs of primary health care. (Programs outside the
health sector and private health care also can help.) Their cost can be
kept to less than $2 per capita per annum--compared to about $10 for primary
health care as a whole in many countries. In the poorest countries, a start
can be made with services costing less than $1 per capita. Many countries
already have health facilities that could be upgraded to deal more
effectively with maternal health. And many communities would willingly
contribute time and resources to help preserve maternal health and family
wellbeing. Private expenditures on health care in poorer countries
demonstrate willingness to pay if the investment will produce results.
Investments in "safe motherhood" are indeed productive. Thus, even though
governments face stringent budget constraints, a safe motherhood initiative
makes sense.

Rationale

5. The Bank is taking the lead in drawing the attention of countries and
donors to this problem by organizing a Safe Motherhood Conference to launch
an initiative to improve maternal health and family planning services. The
follow-up will include substantial increases in Safe Motherhood efforts in
Bank-financed projects, aimed at 20 projects with major components in five
years. These projects would be based on the broad strategy outlined above
and elaborated in the program strategy paper (attached). But operational
research is needed to tailor this strategy to country circumstances and to
answer more refined but crucial technical questions, such as:

a) How can pregnancy risk screening be made more efficient? i.e., how best
to identify and refer in large scale programs, the 20% of pregnant women who
will have 80% of the complications of childbirth? How to reduce numbers of
false positives and false negatives? How to make risk screening cost-
effective, affordable and sustainable?

b) What are the costs and impact of safe motherhood strategies, such as
assuring availability of blood transfusions and caesarean section
capability, family planning, maternity villages, etc. under varying country
conditions?

c) What difference (to families, the health system, the economy) does
maternal morbidity make?

WHO, the World Bank, and other agencies all agree on the need for
operational research and intend to support program initiatives which will
provided sites for it.

Proposal

6. That the Bank join WHO and UNDP in catalyzing the creation of a Safe
Motherhood Fund for supporting operational research projects to strengthen
country programs. The Fund would provide funds and technical assistance to
governments, NGOs and research institutions wishing to undertake Safe
Motherhood operational research projects. Criteria for funding would
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include commitment of the government concerned to act on the results of the
study, feasibility and affordability of the proposed approach, and
probability of major short-term impact, in addition to the merits of project
design and competence of the researchers. This proposal is strongly backed
by WHO, UNDP and other members of the conference planning committee.

Options for Organizational Arrangements

7. The Fund would be organized to reflect its international character
clearly and to attract support from a number of multi-lateral and bilateral
donors. WHO is the logical agency to execute the Fund and is enthusiastic
about the prospect. It would work in partnership with the World Bank, UNFPA
and other sponsoring agencies. It would utilize organizations with proven
operational research expertise, e.g. the Population Council, London School
of Hygiene and Tropical Medicine, Family Health International, and would
seek advice from the World Bank, UNFPA and other sponsors and from
appropriate technical groups, e.g. the Subcommittee on Maternal Mortality of
FIGO (International Federation of Obstetricians and Gynecologists).

8. There are two promising organizational options under which WHO could
operate as executing agency:

a) WHO program model, similar to the Diarrhoeal Diseases Control Programme;
or

b) UNDP project model, with WHO as executing agency.

In either case, there would be no need to create any additional structure.
The Fund would be executed by the Family Health Division of WHO with links
to the Human Reproduction Programme to which the Bank will contribute
support for contraceptive research. Both are under the same assistant
director general, and good working relationships between the two already
exist. Both work on safe motherhood, from the maternal health and family
planning standpoints, respectively.

Resource Requirements

8. The Fund would support about 20 operational research projects in the
first three years at a cost of $100,000 - $300,000 each. It should be given
a minimum 6-year mandate to begin with and assured funds for the first
three.

Proposed Budget for Three Years

20 research projects at $200,000 each $ 4,000,000
Technical assistance, supervisory visits $ 650,000
Administration $ 350,000

$ 5,000,000

Funding for six years would imply a budget of $10 million.
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Bank Contribution

9. The Bank would provide $1 million, over the first three years, subject
to contributions from other donors of $4 million. Thus the Bank's
contribution would be 20 percent higher than the 12-15% for CGIAR and TDR.
The higher proportion of Bank support is justified by the leadership role
proposed (and taken so far in organizing the Safe Motherhood Initiative) and
the lower resource requirements for the Fund. The Bank should contribute
$500,000, $250,000, $250,000 in FY88, FY89 and FY90, respectively.

Expected Outcome

10. Strong consensus exists on the need for this operational research
program. Very little operational research on this topic is being conducted.
The research questions are well known, they can be tested with known
methodologies, and competent and interested researchers exist in many
developing countries. The main question, as with all research, is the
extent to which the findings will be applied. Here the probabilities look

promising, because many governments are anxious to improve maternal health
and are seeking guidance regarding how best to do it. Moreover, real
momentum is building in many countries to give higher priority to this
neglected area. The same is true of donors, including the Bank, so that the

Safe Motherhood initiative is generating unusual support and enthusiasm.
The chances thus appear excellent that research findings will affect the
major investments that are and will increasingly be made to reduce maternal

deaths. Given the straightforward and practical nature of the operational
research questions, lead time until operational pay off should be less than
in many areas of population and health research. Three years' work will
yield a good deal of urgently needed information.

11. Next Steps

i. Obtain management approval to explore further with developing
countries, WHO and other donors.

ii. Secure donor pledges.
iii. Announce creation of the Fund in the Nairobi Conference Declaration.

BHerz/ARMeasham/rmf
11/26/86



THE WORLD BANK/INTERNATIONAL FINANCE CORPORATION y' (L
OFFICE MEMORANDUM

DATE: December 19, 1986

TO: DISTRIBUTION

FROM: Stephen M. Denning, Acting Director, P

EXTENSION: 61670

SUBJECT: Safe Motherhood Fund for Operation Research

1. Attached is a proposal for a Safe Motherhood Fund for operational

research to support development of country programs and projects to reduce

maternal mortality and morbidity. Bank management has approved the proposal

and is allocating $500,000 for this purpose in the Special Programs category

of the FY88 budget.

2. Your comments on this proposal are solicited, both on the

substance and on possible organizational arrangements. Comments received by

Jpuary-1 1987 would be especially helpful. Please direct them to Tony

easham, Room

DISTRIBUTION:

Messrs. North o/r, Hodgkinson, Berg, Liese, Measham, Sai, Schebeck

Mesdames Birdsall, Herz, Husain, Sanyal

ARMeasham/tc



THE WORLD BANK/INTERNATIONAL FINANCE CORPORATION
OFFICE MEMORANDUM

DATE: December 10, 1986

TO: Mr. Ernest Stern, Senior Vice President, Operations (through Mr. S. Shahid
Husain, V+ President, Operations Policy)

FROM: John D , Director, PHND and Hans-Eberhard Kopp, Director, PPD

EXTENSION: 61571

SUBJECT: Propos or a Safe Motherhood Fund for Operational Research

1. The more detailed proposal you requested for the Safe Motherhood
Fund for Operational Research is attached. Please let us know if you would
like to have additional information.

Attachment: Proposal
Annex

BHerz/ARMeasham/rmf



Proposal for the Establishment of a Safe Motherhood Fund for

Operational Research

Recommendation

It is recommended that the Bank take the lead in establishing a Safe
Motherhood Fund under WHO, for operational research to support development
of country programs and projects to reduce maternal mortality and morbidity.
An initial Bank contribution of $1 million is recommended, representing 20%
of the proposed three year budget of $5 million.

Background

1. Governments throughout the world have adopted the goal of "Health for
All by the Year 2000". Many countries have made rapid strides toward that
goal, particularly by improving child health. Yet maternal mortality and
morbidity still threaten the health and well being of women, at the height
of their productivity and family responsibility, in much of the developing
world. In poorer countries, women often run 200 times more risk of dying in
pregnancy than do women in developed countries. In fact, approximately
500,000 women in the developing world die each year from causes related to
pregnancy. The result is not only tragedy for those women. At least that
many infants and young children do not long survive their mothers. And for
the women who survive, many millions suffer lasting ill health and
disability.

2. This need not happen. Basic maternal health services, in conjunction
with development programs to strengthen women's opportunities, can reduce
the toll of maternal mortality and morbidity by half or more at affordable
cost in many poorer countries within a decade. Some countries in Latin
America (e.g. Costa Rica) and Asia (e.g. China, Sri Lanka) have succeeded in
reducing maternal mortality very substantially in the past ten or twenty
years at affordable cost, proving we have the means to do the job. The key
is to make each pregnancy and childbirth safer and to encourage healthy
spacing of pregnancies.

3. A three-pronged approach is required:

a) Better community-based health care (relying on non-physican health
workers) to screen pregnant women, identify those at high risk, and refer
them for help; to provide prenatal care and ensure safe delivery for women
at less risk; and to provide family life education and family planning;

b) Adequate first referral level facilities--hospitals and health
centers--to take care of complicated deliveries and obstetrical emergencies
and provide surgical family planning methods;

c) An "alarm and transport" system to get pregnant women from the
community to the referral facilities in time.

The implementation of each measure would of course depend on resource
availability in particular cases.
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4. These maternal health services would normally be built into government
and NGO-sponsored programs of primary health care. (Programs outside the
health sector and private health care also can help.) Their cost can be
kept to less than $2 per capita per annum--compared to about $10 for primary
health care as a whole in many countries. In the poorest countries, a start
can be made with services costing less than $1 per capita. Many countries
already have health facilities that could be upgraded to deal more
effectively with maternal health. And many communities would willingly
contribute time and resources to help preserve maternal health and family
wellbeing. Private expenditures on health care in poorer countries
demonstrate willingness to pay if the investment will produce results.
Investments in "safe motherhood" are indeed productive. Thus, even though
governments face stringent budget constraints, a safe motherhood initiative
makes sense.

Rationale

5. The Bank is taking the lead in drawing the attention of countries and
donors to this problem by organizing a Safe Motherhood Conference to launch
an initiative to improve maternal health and family planning services. The
follow-up will include substantial increases in Safe Motherhood efforts in
Bank-financed projects, aimed at 20 projects with major components in five
years. These projects would be based on the broad strategy outlined above
and elaborated in the program strategy paper (attached). But operational
research is needed to tailor this strategy to country circumstances and to
answer more refined but crucial technical questions, such as:

a) How can pregnancy risk screening be made more efficient? i.e., how best
to identify and refer in large scale programs, the 20% of pregnant women who
will have 80% of the complications of childbirth? How to reduce numbers of
false positives and false negatives? How to make risk screening cost-
effective, affordable and sustainable?

b) What are the costs and impact of safe motherhood strategies, such as
assuring availability of blood transfusions and caesarean section
capability, family planning, maternity villages, etc. under varying country
conditions?

c) What difference (to families, the health system, the economy) does
maternal morbidity make?

WHO, the World Bank, and other agencies all agree on the need for
operational research and intend to support program initiatives which will
provided sites for it.

Proposal

6. That the Bank join WHO and UNDP in catalyzing the creation of a Safe
Motherhood Fund for supporting operational research projects to strengthen
country programs. The Fund would provide funds and technical assistance to
governments, NGOs and research institutions wishing to undertake Safe
Motherhood operational research projects. Criteria for funding would
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include commitment of the government concerned to act on the results of the
study, feasibility and affordability of the proposed approach, and
probability of major short-term impact, in addition to the merits of project
design and competence of the researchers. This proposal is strongly backed
by WHO, UNDP and other members of the conference planning committee.

Options for Organizational Arrangements

7. The Fund would be organized to reflect its international character
clearly and to attract support from a number of multi-lateral and bilateral
donors. WHO is the logical agency to execute the Fund and is enthusiastic
about the prospect. It would work in partnership with the World Bank, UNFPA
and other sponsoring agencies. It would utilize organizations with proven
operational research expertise, e.g. the Population Council, London School
of Hygiene and Tropical Medicine, Family Health International, and would
seek advice from the World Bank, UNFPA and other sponsors and from
appropriate technical groups, e.g. the Subcommittee on Maternal Mortality of
FIGO (International Federation of Obstetricians and Gynecologists).

8. There are two promising organizational options under which WHO could
operate as executing agency:

a) WHO program model, similar to the Diarrhoeal Diseases Control Programme;
or

b) UNDP project model, with WHO as executing agency.

In either case, there would be no need to create any additional structure.
The Fund would be executed by the Family Health Division of WHO with links
to the Human Reproduction Programme to which the Bank will contribute
support for contraceptive research. Both are under the same assistant
director general, and good working relationships between the two already
exist. Both work on safe motherhood, from the maternal health and family
planning standpoints, respectively.

Resource Requirements

8. The Fund would support about 20 operational research projects in the
first three years at a cost of $100,000 - $300,000 each. It should be given
a minimum 6-year mandate to begin with and assured funds for the first
three.

Proposed Budget for Three Years

20 research projects at $200,000 each $ 4,000,000
Technical assistance, supervisory visits $ 650,000
Administration $ 350,000

$ 5,000,000

Funding for six years would imply a budget of $10 million.
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Bank Contribution

9. The Bank would provide $1 million, over the first three years, subject
to contributions from other donors of $4 million. Thus the Bank's
contribution would be 20 percent higher than the 12-15% for CGIAR and TDR.
The higher proportion of Bank support is justified by the leadership role
proposed (and taken so far in organizing the Safe Motherhood Initiative) and
the lower resource requirements for the Fund. The Bank should contribute
$500,000, $250,000, $250,000 in FY88, FY89 and FY90, respectively.

Expected Outcome

10. Strong consensus exists on the need for this operational research
program. Very little operational research on this topic is being conducted.
The research questions are well known, they can be tested with known
methodologies, and competent and interested researchers exist in many
developing countries. The main question, as with all research, is the
extent to which the findings will be applied. Here the probabilities look
promising, because many governments are anxious to improve maternal health
and are seeking guidance regarding how best to do it. Moreover, real
momentum is building in many countries to give higher priority to this
neglected area. The same is true of donors, including the Bank, so that the
Safe Motherhood initiative is generating unusual support and enthusiasm.
The chances thus appear excellent that research findings will affect the
major investments that are and will increasingly be made to reduce maternal
deaths. Given the straightforward and practical nature of the operational
research questions, lead time until operational pay off should be less than
in many areas of population and health research. Three years' work will
yield a good deal of urgently needed information.

11. Next Steps

i. Obtain management approval to explore further with developing
countries, WHO and other donors.

ii. Secure donor pledges.
iii. Announce creation of the Fund in the Nairobi Conference Declaration.

BHerz/ARMeasham/rmf
11/26/86



THE WORLD BANK 1NTFRNATIONAL FINANCE CORPORATION

OFFICE MEMORANDUM

Date: February 17, 1987

To: Mr. Roberto Cuca, Acting Division Chief, FHND3

From: Oscar Echeverri, PHND3 09$

Extension: 61561

Subject: BRAZIL - Northeast Basic Health Services Project (Ln. 2699-BR)
Project Launch Workshop

- Northeast Endemic Disease Control Project (6BRAPA225)
Back-to-Office Report

Nor theast Pasic Health Services Foject (NEBHS)

1. I participated in the Project Launch Seminar of the NEEHS Project
between Febr uary 3 and 5, 1987. OthEr participants were Jacomin de Regt,
project officer for the NEHS Fro ,ject and coordinator of the semina8 r;
consultants F. Moraes Pinto a wyEr a nd R. Barahon, Di sur sent Of fi cer
R. Satin, Pr o ject Launch Avi s r d ouest speaker Dr. N. Iba e project
manager of the Sao Paulo Health Froject. The followino institutions were
repr esent ed i n the seminar: CDR + AE Secretar v of P1 anni no', Sec eta r of
Finances, and SUCAM, from ;in:sfry of Health (M'OH) PAHO; IPEA; ard the
C-ntra I Ban. From the four st tes ir vved i n the c t.i oe r
repr-eentat Ve from &ahic State wae able t- atend due minly to transport

C 'fi i t~

T h seeminar wa a success. not olr in achieving its oal but
al arising serious concers in COR CA NE staff about it uoe tak and

respon1ibilit n impl enT i c the p - jc t. E ually i mpor ta t wEs t h
impact cn JUCA s project prepri r tear ,Brazil IT Proect - who realze

the nCd or trngengening C i- mnag-e to en-sure an efficient and
Ect ie projec execu tion Other dca ils or the seminar outcomes are
rep I ted b' J. d e Egt in her . .

N r thest Erdemic isease C n tr Projc re aration

3 e p on to recormenati- ' o n s mr. by BanI Mi son in
ce I E has been very Encourain. I E p epErat ior tEm w s

fr I I ointed by the SupeRnte nEn rt o 4f SUCA has been r -g
toards the comp eti- of the propoE 1 With ne as s st nE c E c Ven bv u

o sul-it=r t in the f e c (Dr. F a- nv y T E e- to have the Project
p ~rpc al complEtFd by t he end o February. thue allowino us to chedu l the
prE-apprasal missi for the second hlf of M arch. The two mi a or concErns
Ith t he pr oj e t rem an the samE: 61 the reserved procurement for veni cle

and data pr cezsing eq:ipment; a b the lLor intensive chara-ct- o the
;-mpa in activities in thE proj ec. which acoC unt for about one haIf of

proe ct costs repr esented in s aies Up to now, the Government 's position
is that prc urement of vehi cle and da processing equipment would remai n
reserved. The mission made it clear to SUCAM's Superintendrt that these



items would not be financed by the loan, but ought to be included in the
project and financed by the Government. SUCAM will consult with SEPLAN

about this issue and it will have a final response by the time the pre-

appraisal mission is in the field. As far as the costs of labor to carry
out the campaign activities of the project, it is less an issue than a

matter for the Bank to agree with SUCAM on the financing of labor costs.
The Bank 's position should be cleared before the pre-appraisal mission

departs for the field.

Other matters

Sac FauIlo Health PrGJect

4. 1 made a two-da ys f o llow-up visit to the Sac Paulo Health Project.
I attended the ceremony of transferring the first hospital (400 beds) fros
INAMPS to the State Secretariat of Health, SEE, as part of the

administrative decentraliZation in the health sector. Agreements were
siqred by the Minister of Social Security and the President of INAMPS, witt

the Governor of Sac PCLIO and the State Secretar y of Health, includi n the
nechanism- of inancing and administraticn. The remaining four iNAMP5
hospita locted in Sao Fa lo wi be transferred to SES later this yea.r.

I met wth the new Munica Secretary of Hygere to emphasize the

c I rl t t MnIp IalitV of Sac Faulo will have this ir the
i t p comit teC h El to soeed-up the

signature of n agrement between the State anc the Prefeitura to formliz
itp p rticipati i imp l e -tin the project The Mtaor of thE cit a
C'r edyJceaEc the d ra ft acre Eont

rE. I vEd te ; o 0 MPlEmEni E r E - tah c0ponEnt
c ie o:'pos- . I grE eadwththe

r l n ah lo n cstf ea c n The a te fie Epsals

i be r e w W Ihin t - fo t r a rina dciEion on pro.e i

7o to diffEent rs th n ew 'Ste Sc H

P -- 4
SmI t e te j.e D

S. E£r , Yone 2 r0 tat c.ETret-tryo cNealtn is pLanigt oe

Waj Ee t by tr en ff Fe r a y t ic us t tre tan C r p sa o

National AIDS Prgram. The Government has prepared a Program including 5
components: 1) Clinical services, including AIDS testing for blood donors,
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screening for AIDS in blood donated, and ambulatory and hospital care for
AIDS patients; 2) epidemiological surveillance, including case finding and
reporting of AIDS cases; 3) training of manpower, including all lab and
.clinical staff dealing with AIDS; 4) prevention, including a nation-wide
educative campaign using TV, radio, press, and school teachers;and 5)
research, including epidemiologic analysis, and lab tests development. In
the opinion of CDC and WHO experts attending the Conference, the proposed
Brazilian Frogram is one c the best in the world, particularlv in the use
of mass media. I brought a copy of the entire Program Report, whose total
cost is CZ$120.0 million (about US$7.0 million), but the Government has
allocated only CZ$45.0 for its implementation. I will write a separate
summary report on this issue.

Other Initiatives

.The Eri cus thr eat that the vector of Dengue an Yell ow F ever
(Aedes AEgypti) is posing to a large segment of the Brazilan populaticn, is
obl igi ng the Government to seek additional resources to f r nce the campalgn
against it. Both, the Minister of Health and the Superintendent of SUCAM
reouestEd the consideration by the Bank o; a possible proiect loan for the
control of Yell ow Fever/Dencue, or the inclusicn of a componert for the same
purpose within the Mal aria control Pro ject unoer PrePa rt P response

uhould be sent to tne Minister shortly,

proect rvclving t he inst tional strengthn o of the MD H
co the i rrP I erent at on of a Nat i ona, P r og ram of Com preh ensvE Lare for

WoL m En (safe motr; h erho d EP r 2.a chr /Nut+ritionr i s bePino work1 ed U t byv Dr.
Elo;7o-n lM n ster s close ad, i er) Pr iminr. dF z ta on7 po La8tion,

materna. mor t a1ity fe r ti tre d , and C o t ra ePti u po it out
tward the need for 8 program aim M n at imnrovin o ccess to an . &uality of

E I l etrir pr o d i famil pl anning r e thn e p i
u o c eptiv T tpi wouid rCouie r anli befre any
definition o, the scope ar contents of the MOH poocsal

Mr. GLe. LC2DR; Mr. Gonzal ez-Eof i no, Mr. K a u. Mr. Kr ri gt, LC2F: Mr
FIi i, LCFDF Mr. Ping Cheung Loh, WUDDR. Mr. Satin; r. Coiro o, B il
Fepresenhative; Mr. uculu , r Col ell . LE LC; Mr M M . Ba r hona,
LAL; E r. North Mr. Hcdgci nson Dr Measham Mr Br Dr. i Dr Liese,
FPHNDR- Ms. Birdsal, FHN ; Mr. Schebeck, o/r, Ms de REt, Mr. VY si iou,
Mrs. Lister, Mr. de Geyndt, FHN D Mr. Dennin , FHND1 Ms. Hus in, FHN'D2:
LHL In ormation Center (2); Division Files

0/nendbto /oe



c F: T F-:EE M=MOF<AND LJ

Date: December 17, 196

To: Dr. Tony Measham, PHND f

From: James P. Mullan, Deputv Chief, PNDi

Extension: tl/

Subject: 5iafe _Motherhnood nitatiave

I refer to the memorandum of November 21a 18 askingq for

information on Fl-l-d6 projects and proposed FY87-91 pro jects havino "sae

motherhood" components, other than family planning. For ongoing projects I

attach a table givino the information you requested. As we have discussed,

there is a considerable degree of arbitrariness in many of the figures.

Services to make pregnancy and childbirth safer are delivered jointly with

a host of other services, both preventive and curative, and there is rarely

avaIlable data that would enable precise estimation of the percentage ot

the total cost of health service delivery attributable to "safe motherhood"

components. The general feeling in the division is that the percentages

shown in the table are, if anything, on the conservative side, especially

in Eastern and Southern Africa, where some project officers will argue that

as much as 40% of project costs of improved service delivery is directed at

mothers. Please note that we have considered only direct costs of service

deli very and training; we have not attempted to aattr ibute to "safe

motherhood" any of the indirect costs of suppor t services or manaqement

improvement_ financed under the project.

Z,. As you can see from the table, the overall situation is that all

but two of the projects under implementation .Banqladesn Ii and omoros

beinq the exceptions) ould qual y as havinq major components aimed a

"sate motherhood", on your definitaon of 5 as the appropriate threshold.

In 1o oking at future projects. we are hampered by the fact that

few of the projects in the FY97-91 pipeline are sufficiently defined to

enable quantification of the cost percentage likelv to go to "s-ater

motherhood". H owever, all of the projects which are well definer

(Limbabwe, Malawi II, Rwanda and Zambia) meet the 5'. threshold (for

Zimbabwe, the estimated percentage is 22%) and, on the basis of our past

exgerience, I would expect that of the other 25 operations in our FYR7-91

program (including reserve projects), only three (Sri Lank.a Health and

Population, India National Training and Bangladesh Population IV) would be

unlikely to qualify as including a major "safe motherhood" component, with

the "safe motherhood" element (excluding family planning) accounting for

between 5%. and 25'! of total project costs in all other cases.

cc: Mr. Denning, Mrs. Maraviglia, PHNDI

JPMullan: jdm



jaf e. _Motherhood El emients of nai nQ PHNLD Pr o ejits

Project Name "afe otherhood Elements" Fro ect ot

south Nsia

india. Thiird Population
Fro ect FY 84) () 10X of training of staff such

as traditional midwives, nurse
midwives and supervisors;

(ii) 5% of construction costs of
sub-centers and primary health
centers used for famiy welfare
service delivery

India, Fourth Population
Pro ject F 10% of training costs (as for

Third Project)

ii 5% of construction costs Eas
for Third Project)

Banq adesh. Ihird Pop ul tion
and Family Health
Project (FY 6) TBA training, immunization against

maternal tetanus .

Paistan. Population Project ti; i0% of cost of tra.ininq of clinic

FY83) and population staff

(ii) 1% of construction cost ot
facilities

iii 5. of cost of IEC. programs



ro et Name " E Mgotherhood i ement Frojec t ats

Eastern and Southern
Afr Ica

e otswana. Family Health of costs of ML!HFP and
Project (FY84) urban health activities

Comoros. Health and 10% of costs of new and upQraded
Population Project facilities
(FY84 3

Kenya. Integrated Rural Health (1 20% of costs of rural health
and Family Planning facilities, drugs, manpower and
Project (FY82) trainin q

(ii 20C of N8GO medical activities 2

Lesctho. Health and Population (i( 20% of costs ot clinic construction
Pro ect (FY85 and renovation, and MCH/ FP service

dElIivery

(ii( 10% of costs of staff trainino and
lEC. prograas 4

M alawi. Health Project 20% of costs ot primary health care
F t3 and child spacing components

Rwan da. Family Health Project (1 15% of cost of strengthening familv
F f 6) health services

(ii1 5 0 of costs of nurse and nurse
aide training



THE WORLD BANK /INTERNATIONAL FINANCE CORPORATION

OFFICE MEMORANDUM

DATE December 5, 1986

TO Mr. John North, Director, PHNDR

FROM Ishrat n, Chief, PHND2

EXTENSION : 61535

SUBJECT : Projects including "Safe Motherhood" Element

In response to your memorandum of November 21, 1986, and request

for information on the above subject, attached please find two charts

containing these data for division II.

Attachments

/abf

P-1867



Table I

Projects including "Safe Motherhood" Element

FY81-FY86

Country/Project Name FY Description Cost

SIERRA LEONE: Health and Population FY86 Promotion of PHC with specific attention to 16%
Project MCH care, training of traditional birth

attendants, and community health aides, pre-
& post-natal counselling and services, and
nutrition/sanitation education.

IVORY COAST: Health & Demography FY8b includes component to improve nurse 25%
Project training in preventive care including

that for mothers and children.

KOREA: Pop I (Sub-Loan Agreement) (FY86) Principal objective of the expanded project 100%
(Sub-Loan) is to improve MCH services through the (of sub-loan)

establishment of hospital centers to
reduce infant and maternal mortality rates.

NIGERIA: Sokoto Health FG5 line of the primary components includes the
training of traditional birth attendants
thereby improving maternal health care.

INDONESIA: 2nd Nutrition and Comm. FY86 The overall goal is to assist in reducing 10%
Health infant, child and maternal mortality and

morbidity through support for nutrition
institutions and surveillance and strengthening
of government's village-based community
health program. The latter program focusses
on 5 key interventions including maternal
health care.

BURKINA FASO: Health Services FY85 Promotion of PHC with attention to MCH care. 20%
Development in-service nurse and sid-wife training in MCH

programs.

NIGER: Health Project FY86 Promotion of PHC with focus on MCH care, 30%
in-service training in MCH programs, village-
ievei nutrition programs involving women and
children, development of health education
programs aimed at MCH care.

SENEGAL: Rural Health Project FY83 Strengthening of basic health service 15%
including MCH services (prenatal .are, routine
and complicated deliveries, postnatal care,
child care) and nutrition education.

MALI: Health Development Project FY84 At the regional level, the project aims to 15%
strengthen the public health network in
accordance with PHC objectives--two key
elements being health education of mothers,
and timely care in cases of complicated
deliveries, pre- and postnatal problems.

TOTAL: '9 Projects



Table 2

Projects likely to include "Safe Motherhood" Element

FY87-FY91

COMPONENT
Country/Project Name FY Ma or Minor

ever % oF loan) (less than 51 of loan)

SIERRA LEONE: PHN II F; Gi R

GHANA: PHNII FYb9S 

NIGERIA: Imo Health & Pop FYi A

NIGERIA: 3rd State Hith & Pop FYO0

NIGERIA: 4th State Hith & Pop FY,0X0

NIGERIA: Nat. Essential Drugs FY91 X

GAMBIA: National Health Development FY

PHILIPPINES: Population II X

SENEGAL: Population/Health II X0X

MALI: Pop/Health II F9S X

GUINEA: Pop/Health F83 x

TOGO: Health

BENIN: Population/Health FY89X

BURKINA: Population/Health II FY90S X

NIGER: Population/Health II FY90 X

MAURITANIA: Population FYG9R X

TOTAL: 16 Projects



SAFE MOTHERHOOD ELEMENTS IN PHND3 PROJECT

% of loan
Project __ LOAN proceeds

Tunisia II (PH) 12.5 10
Brazil 1 13 11
YAR I 10.5 15
Peru I 33.5 25
PDRY 1 7.6 15
Brazil 11 55.5 3
Brazil (H Policy Study) 2 u
Jordan I 13.5 35
Morocco 1 25.4 5
Colombia I 36.5 2
Brazil 111 59.5 10

FY87-91 Projects

Oman 87 12 20
YAR (H) 88 8 u
Brazil endemic 88 75 u

Jamaica (P) 88 10 30
Panama (H) 88 25 U

YAR 89 50 u
Brazil NE 89 115 u
Brazil NW malaria 89 150 u
Ecuador (H) 89 10 10
Mexico 89 100 U

PDRY (H) It 89 5 U

Jordan (H) 90 20 u
Morocco (H) 90 50 U
Argentina (H) 90 150
Colombia 90 120 U
Dom. Rep. 90 30 u
Guatemala 90 10 u

Bolivia 91 u u
Haiti 91 25 u
Ecuador 91 u

u-unknown

JPillet/cjm
12/9/86
SMproj .d3



THE WORLD BANK/INTERNATIONAL FINANCE CORPORATION
OFFICE MEMORANDUM

DATE: December 10, 1986

TO: Mr. Ernest Stern, Senior Vice President, Operations (through Mr. S. Shahid
Husain, V ePresident, Operations Policy)

FRON: John D , Director, PHND and Hans-Eberhard Kopp, Director, PPD

EXTENSION: 61571

SUBJECT: Propos or a Safe Motherhood Fund for Operational Research

1. The more detailed proposal you requested for the Safe Motherhood
Fund for Operational Research is attached. Please let us know if you would
like to have additional information.

Attachment: Proposal
Annex

BHerz/ARMeasham/rmf



Proposal for the Establishment of a Safe Motherhood Fund for

Operational Research

Recommendation

It is recommended that the Bank take the lead in establishing a Safe
Motherhood Fund under WHO, for operational research to support development
of country programs and projects to reduce maternal mortality and morbidity.
An initial Bank contribution of $1 million is recommended, representing 20%
of the proposed three year budget of $5 million.

Background

1. Governments throughout the world have adopted the goal of "Health for
All by the Year 2000". Many countries have made rapid strides toward that
goal, particularly by improving child health. Yet maternal mortality and
morbidity still threaten the health and well being of women, at the height
of their productivity and family responsibility, in much of the developing
world. In poorer countries, women often run 200 times more risk of dying in
pregnancy than do women in developed countries. In fact, approximately
500,000 women in the developing world die each year from causes related to
pregnancy. The result is not only tragedy for those women. At least that
many infants and young children do not long survive their mothers. And for
the women who survive, many millions suffer lasting ill health and
disability.

2. This need not happen. Basic maternal health services, in conjunction
with development programs to strengthen women's opportunities, can reduce
the toll of maternal mortality and morbidity by half or more at affordable
cost in many poorer countries within a decade. Some countries in Latin
America (e.g. Costa Rica) and Asia (e.g. China, Sri Lanka) have succeeded in
reducing maternal mortality very substantially in the past ten or twenty
years at affordable cost, proving we have the means to do the job. The key
is to make each pregnancy and childbirth safer and to encourage healthy
spacing of pregnancies.

3. A three-pronged approach is required:

a) Better community-based health care (relying on non-physican health
workers) to screen pregnant women, identify those at high risk, and refer
them for help; to provide prenatal care and ensure safe delivery for women
at less risk; and to provide family life education and family planning;

b) Adequate first referral level facilities--hospitals and health
centers--to take care of complicated deliveries and obstetrical emergencies
and provide surgical family planning methods;

c) An "alarm and transport" system to get pregnant women from the
community to the referral facilities in time.

The implementation of each measure would of course depend on resource
availability in particular cases.
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4. These maternal health services would normally be built into government
and NGO-sponsored programs of primary health care. (Programs outside the
health sector and private health care also can help.) Their cost can be
kept to less than $2 per capita per annum--compared to about $10 for primary
health care as a whole in many countries. In the poorest countries, a start
can be made with services costing less than $1 per capita. Many countries
already have health facilities that could be upgraded to deal more
effectively with maternal health. And many communities would willingly
contribute time and resources to help preserve maternal health and family
wellbeing. Private expenditures on health care in poorer countries
demonstrate willingness to pay if the investment will produce results.
Investments in "safe motherhood" are indeed productive. Thus, even though
governments face stringent budget constraints, a safe motherhood initiative
makes sense.

Rationale

5. The Bank is taking the lead in drawing the attention of countries and
donors to this problem by organizing a Safe Motherhood Conference to launch
an initiative to improve maternal health and family planning services. The
follow-up will include substantial increases in Safe Motherhood efforts in
Bank-financed projects, aimed at 20 projects with major components in five
years. These projects would be based on the broad strategy outlined above
and elaborated in the program strategy paper (attached). But operational
research is needed to tailor this strategy to country circumstances and to
answer more refined but crucial technical questions, such as:

a) How can pregnancy risk screening be made more efficient? i.e., how best
to identify and refer in large scale programs, the 20% of pregnant women who
will have 80% of the complications of childbirth? How to reduce numbers of
false positives and false negatives? How to make risk screening cost-
effective, affordable and sustainable?

b) What are the costs and impact of safe motherhood strategies, such as
assuring availability of blood transfusions and caesarean section
capability, family planning, maternity villages, etc. under varying country
conditions?

c) What difference (to families, the health system, the economy) does
maternal morbidity make?

WHO, the World Bank, and other agencies all agree on the need for
operational research and intend to support program initiatives which will
provided sites for it.

Proposal

6. That the Bank join WHO and UNDP in catalyzing the creation of a Safe
Motherhood Fund for supporting operational research projects to strengthen
country programs. The Fund would provide funds and technical assistance to
governments, NGOs and research institutions wishing to undertake Safe
Motherhood operational research projects. Criteria for funding would
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include commitment of the government concerned to act on the results of the
study, feasibility and affordability of the proposed approach, and
probability of major short-term impact, in addition to the merits of project
design and competence of the researchers. This proposal is strongly backed
by WHO, UNDP and other members of the conference planning committee.

Options for Organizational Arrangements

7. The Fund would be organized to reflect its international character
clearly and to attract support from a number of multi-lateral and bilateral
donors. WHO is the logical agency to execute the Fund and is enthusiastic
about the prospect. It would work in partnership with the World Bank, UNFPA
and other sponsoring agencies. It would utilize organizations with proven
operational research expertise, e.g. the Population Council, London School
of Hygiene and Tropical Medicine, Family Health International, and would
seek advice from the World Bank, UNFPA and other sponsors and from
appropriate technical groups, e.g. the Subcommittee on Maternal Mortality of
FIGO (International Federation of Obstetricians and Gynecologists).

8. There are two promising organizational options under which WHO could
operate as executing agency:

a) WHO program model, similar to the Diarrhoeal Diseases Control Programme;
or

b) UNDP project model, with WHO as executing agency.

In either case, there would be no need to create any additional structure.
The Fund would be executed by the Family Health Division of WHO with links
to the Human Reproduction Programme to which the Bank will contribute
support for contraceptive research. Both are under the same assistant
director general, and good working relationships between the two already
exist. Both work on safe motherhood, from the maternal health and family
planning standpoints, respectively.

Resource Requirements

8. The Fund would support about 20 operational research projects in the
first three years at a cost of $100,000 - $300,000 each. It should be given
a minimum 6-year mandate to begin with and assured funds for the first
three.

Proposed Budget for Three Years

20 research projects at $200,000 each $ 4,000,000
Technical assistance, supervisory visits $ 650,000
Administration $ 350,000

$ 5,000,000

Funding for six years would imply a budget of $10 million.
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Bank Contribution

9. The Bank would provide $1 million, over the first three years, subject
to contributions from other donors of $4 million. Thus the Bank's
contribution would be 20 percent higher than the 12-15% for CGIAR and TDR.
The higher proportion of Bank support is justified by the leadership role
proposed (and taken so far in organizing the Safe Motherhood Initiative) and
the lower resource requirements for the Fund. The Bank should contribute
$500,000, $250,000, $250,000 in FY88, FY89 and FY90, respectively.

Expected Outcome

10. Strong consensus exists on the need for this operational research
program. Very little operational research on this topic is being conducted.
The research questions are well known, they can be tested with known
methodologies, and competent and interested researchers exist in many
developing countries. The main question, as with all research, is the
extent to which the findings will be applied. Here the probabilities look
promising, because many governments are anxious to improve maternal health
and are seeking guidance regarding how best to do it. Moreover, real
momentum is building in many countries to give higher priority to this
neglected area. The same is true of donors, including the Bank, so that the
Safe Motherhood initiative is generating unusual support and enthusiasm.
The chances thus appear excellent that research findings will affect the
major investments that are and will increasingly be made to reduce maternal
deaths. Given the straightforward and practical nature of the operational
research questions, lead time until operational pay off should be less than
in many areas of population and health research. Three years' work will
yield a good deal of urgently needed information.

11. Next Steps

i. Obtain management approval to explore further with developing
countries, WHO and other donors.

ii. Secure donor pledges.
iii. Announce creation of the Fund in the Nairobi Conference Declaration.

BHerz/ARMeasham/rmf
11/26/86



THE WORLD BANK/INTERNATIONAL FINANCE CORPORATION
OFFICE MEMORANDUM

DATE: December 19, 1986

TO: DISTRIBUTION

FROM: Stephen M. Denning, Acting Director, PH

EXTENSION: 61670

SUBJECT: Safe Motherhood Fund for Operation Research

1. Attached is a proposal for a Safe Motherhood Fund for operational

research to support development of country programs and projects to reduce

maternal mortality and morbidity. Bank management has approved the proposal

and is allocating $500,000 for this purpose in the Special Programs category

of the FY88 budget.

2. Your comments on this proposal are solicited, both on the

substance and on possible organizational arrangements. Comments received by

January 16, 1987 would be especially helpful. Please direct them to Tony

Measham, Room N440.

DISTRIBUTION:

Messrs. North o/r, Hodgkinson, Berg, Liese, Measham, Sai, Schebeck

Mesdames Birdsall, Herz, Husain, Sanyal

ARMeasham/tc



THE WORLD BANK/INTERNATIONAL FINANCE CORPORATION
OFFICE MEMORANDUM

DATE: December 10, 1986

TO: Mr. Ernest Stern, Senior Vice President, Operations (through Mr. S. Shahid
Husain, V ePresident, Operations Policy)

FROM: John D , Director, PHND and Hans-Eberhard K6pp, Director, PPD

EXTENSION: 61571

SUBJECT: Propos or a Safe Motherhood Fund for Operational Research

1. The more detailed proposal you requested for the Safe Motherhood
Fund for Operational Research is attached. Please let us know if you would
like to have additional information.

Attachment: Proposal
Annex
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Proposal for the Establishment of a Safe Motherhood Fund for

Operational Research

Recommendation

It is recommended that the Bank take the lead in establishing a Safe
Motherhood Fund under WHO, for operational research to support development
of country programs and projects to reduce maternal mortality and morbidity.
An initial Bank contribution of $1 million is recommended, representing 20%
of the proposed three year budget of $5 million.

Background

1. Governments throughout the world have adopted the goal of "Health for
All by the Year 2000". Many countries have made rapid strides toward that
goal, particularly by improving child health. Yet maternal mortality and
morbidity still threaten the health and well being of women, at the height
of their productivity and family responsibility, in much of the developing
world. In poorer countries, women often run 200 times more risk of dying in
pregnancy than do women in developed countries. In fact, approximately
500,000 women in the developing world die each year from causes related to
pregnancy. The result is not only tragedy for those women. At least that
many infants and young children do not long survive their mothers. And for
the women who survive, many millions suffer lasting ill health and
disability.

2. This need not happen. Basic maternal health services, in conjunction
with development programs to strengthen women's opportunities, can reduce
the toll of maternal mortality and morbidity by half or more at affordable
cost in many poorer countries within a decade. Some countries in Latin
America (e.g. Costa Rica) and Asia (e.g. China, Sri Lanka) have succeeded in
reducing maternal mortality very substantially in the past ten or twenty
years at affordable cost, proving we have the means to do the job. The key
is to make each pregnancy and childbirth safer and to encourage healthy
spacing of pregnancies.

3. A three-pronged approach is required:

a) Better community-based health care (relying on non-physican health
workers) to screen pregnant women, identify those at high risk, and refer
them for help; to provide prenatal care and ensure safe delivery for women
at less risk; and to provide family life education and family planning;

b) Adequate first referral level facilities--hospitals and health
centers--to take care of complicated deliveries and obstetrical emergencies
and provide surgical family planning methods;

c) An "alarm and transport" system to get pregnant women from the
community to the referral facilities in time.

The implementation of each measure would of course depend on resource
availability in particular cases.
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4. These maternal health services would normally be built into government
and NGO-sponsored programs of primary health care. (Programs outside the
health sector and private health care also can help.) Their cost can be
kept to less than $2 per capita per annum--compared to about $10 for primary
health care as a whole in many countries. In the poorest countries, a start
can be made with services costing less than $1 per capita. Many countries
already have health facilities that could be upgraded to deal more
effectively with maternal health. And many communities would willingly
contribute time and resources to help preserve maternal health and family
wellbeing. Private expenditures on health care in poorer countries
demonstrate willingness to pay if the investment will produce results.
Investments in "safe motherhood" are indeed productive. Thus, even though
governments face stringent budget constraints, a safe motherhood initiative
makes sense.

Rationale

5. The Bank is taking the lead in drawing the attention of countries and
donors to this problem by organizing a Safe Motherhood Conference to launch
an initiative to improve maternal health and family planning services. The
follow-up will include substantial increases in Safe Motherhood efforts in
Bank-financed projects, aimed at 20 projects with major components in five
years. These projects would be based on the broad strategy outlined above
and elaborated in the program strategy paper (attached). But operational
research is needed to tailor this strategy to country circumstances and to
answer more refined but crucial technical questions, such as:

a) How can pregnancy risk screening be made more efficient? i.e., how best
to identify and refer in large scale programs, the 20% of pregnant women who
will have 80% of the complications of childbirth? How to reduce numbers of
false positives and false negatives? How to make risk screening cost-
effective, affordable and sustainable?

b) What are the costs and impact of safe motherhood strategies, such as
assuring availability of blood transfusions and caesarean section
capability, family planning, maternity villages, etc. under varying country
conditions?

c) What difference (to families, the health system, the economy) does
maternal morbidity make?

WHO, the World Bank, and other agencies all agree on the need for
operational research and intend to support program initiatives which will
provided sites for it.

Proposal

6. That the Bank join WHO and UNDP in catalyzing the creation of a Safe
Motherhood Fund for supporting operational research projects to strengthen
country programs. The Fund would provide funds and technical assistance to
governments, NGOs and research institutions wishing to undertake Safe
Motherhood operational research projects. Criteria for funding would
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include commitment of the government concerned to act on the results of the
study, feasibility and affordability of the proposed approach, and
probability of major short-term impact, in addition to the merits of project
design and competence of the researchers. This proposal is strongly backed
by WHO, UNDP and other members of the conference planning committee.

Options for Organizational Arrangements

7. The Fund would be organized to reflect its international character
clearly and to attract support from a number of multi-lateral and bilateral
donors. WHO is the logical agency to execute the Fund and is enthusiastic
about the prospect. It would work in partnership with the World Bank, UNFPA
and other sponsoring agencies. It would utilize organizations with proven
operational research expertise, e.g. the Population Council, London School
of Hygiene and Tropical Medicine, Family Health International, and would
seek advice from the World Bank, UNFPA and other sponsors and from
appropriate technical groups, e.g. the Subcommittee on Maternal Mortality of
FIGO (International Federation of Obstetricians and Gynecologists).

8. There are two promising organizational options under which WHO could
operate as executing agency:

a) WHO program model, similar to the Diarrhoeal Diseases Control Programme;
or

b) UNDP project model, with WHO as executing agency.

In either case, there would be no need to create any additional structure.
The Fund would be executed by the Family Health Division of WHO with links
to the Human Reproduction Programme to which the Bank will contribute
support for contraceptive research. Both are under the same assistant
director general, and good working relationships between the two already
exist. Both work on safe motherhood, from the maternal health and family
planning standpoints, respectively.

Resource Requirements

8. The Fund would support about 20 operational research projects in the
first three years at a cost of $100,000 - $300,000 each. It should be given
a minimum 6-year mandate to begin with and assured funds for the first
three.

Proposed Budget for Three Years

20 research projects at $200,000 each $ 4,000,000
Technical assistance, supervisory visits $ 650,000
Administration $ 350,000

$ 5,000,000

Funding for six years would imply a budget of $10 million.
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Bank Contribution

9. The Bank would provide $1 million, over the first three years, subject
to contributions from other donors of $4 million. Thus the Bank's
contribution would be 20 percent higher than the 12-15% for CGIAR and TDR.
The higher proportion of Bank support is justified by the leadership role
proposed (and taken so far in organizing the Safe Motherhood Initiative) and
the lower resource requirements for the Fund. The Bank should contribute
$500,000, $250,000, $250,000 in FY88, FY89 and FY90, respectively.

Expected Outcome

10. Strong consensus exists on the need for this operational research
program. Very little operational research on this topic is being conducted.
The research questions are well known, they can be tested with known
methodologies, and competent and interested researchers exist in many
developing countries. The main question, as with all research, is the
extent to which the findings will be applied. Here the probabilities look
promising, because many governments are anxious to improve maternal health
and are seeking guidance regarding how best to do it. Moreover, real
momentum is building in many countries to give higher priority to this
neglected area. The same is true of donors, including the Bank, so that the
Safe Motherhood initiative is generating unusual support and enthusiasm.
The chances thus appear excellent that research findings will affect the
major investments that are and will increasingly be made to reduce maternal
deaths. Given the straightforward and practical nature of the operational
research questions, lead time until operational pay off should be less than
in many areas of population and health research. Three years' work will
yield a good deal of urgently needed information.

11. Next Steps

i. Obtain management approval to explore further with developing
countries, WHO and other donors.

ii. Secure donor pledges.
iii. Announce creation of the Fund in the Nairobi Conference Declaration.

BHerz/ARMeasham/rmf
11/26/86



THE WORLD BANI/INTERNATIONAL FINANCE CORPORATION
OFFICE MEMORANDUM

DATE: December 10, 1986

TO: Mr. Ernest Stern, Senior Vice President, Operations (through Mr. S. Shahid
Husain, V e President, Operations Policy)

FROM: John D , Director, PHND and Hans-Eberhard K6pp, Director, PPD

EXTENSION: 61571

SUBJECT: Propos or a Safe Motherhood Fund for Operational Research

1. The more detailed proposal you requested for the Safe Motherhood
Fund for Operational Research is attached. Please let us know if you would
like to have additional information.

Attachment: Proposal
Annex
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Proposal for the Establishment of a Safe Motherhood Fund for

Operational Research

Recommendation

It is recommended that the Bank take the lead in establishing a Safe
Motherhood Fund under WHO, for operational research to support development
of country programs and projects to reduce maternal mortality and morbidity.
An initial Bank contribution of $1 million is recommended, representing 20%
of the proposed three year budget of $5 million.

Background

1. Governments throughout the world have adopted the goal of "Health for
All by the Year 2000". Many countries have made rapid strides toward that
goal, particularly by improving child health. Yet maternal mortality and
morbidity still threaten the health and well being of women, at the height
of their productivity and family responsibility, in much of the developing
world. In poorer countries, women often run 200 times more risk of dying in
pregnancy than do women in developed countries. In fact, approximately
500,000 women in the developing world die each year from causes related to
pregnancy. The result is not only tragedy for those women. At least that
many infants and young children do not long survive their mothers. And for
the women who survive, many millions suffer lasting ill health and
disability.

2. This need not happen. Basic maternal health services, in conjunction
with development programs to strengthen women's opportunities, can reduce
the toll of maternal mortality and morbidity by half or more at affordable
cost in many poorer countries within a decade. Some countries in Latin
America (e.g. Costa Rica) and Asia (e.g. China, Sri Lanka) have succeeded in
reducing maternal mortality very substantially in the past ten or twenty
years at affordable cost, proving we have the means to do the job. The key
is to make each pregnancy and childbirth safer and to encourage healthy
spacing of pregnancies.

3. A three-pronged approach is required:

a) Better community-based health care (relying on non-physican health
workers) to screen pregnant women, identify those at high risk, and refer
them for help; to provide prenatal care and ensure safe delivery for women
at less risk; and to provide family life education and family planning;

b) Adequate first referral level facilities--hospitals and health
centers--to take care of complicated deliveries and obstetrical emergencies
and provide surgical family planning methods;

c) An "alarm and transport" system to get pregnant women from the
community to the referral facilities in time.

The implementation of each measure would of course depend on resource
availability in particular cases.
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4. These maternal health services would normally be built into government
and NGO-sponsored programs of primary health care. (Programs outside the
health sector and private health care also can help.) Their cost can be
kept to less than $2 per capita per annum--compared to about $10 for primary
health care as a whole in many countries. In the poorest countries, a start
can be made with services costing less than $1 per capita. Many countries
already have health facilities that could be upgraded to deal more
effectively with maternal health. And many communities would willingly
contribute time and resources to help preserve maternal health and family
wellbeing. Private expenditures on health care in poorer countries
demonstrate willingness to pay if the investment will produce results.
Investments in "safe motherhood" are indeed productive. Thus, even though
governments face stringent budget constraints, a safe motherhood initiative
makes sense.

Rationale

5. The Bank is taking the lead in drawing the attention of countries and
donors to this problem by organizing a Safe Motherhood Conference to launch
an initiative to improve maternal health and family planning services. The
follow-up will include substantial increases in Safe Motherhood efforts in
Bank-financed projects, aimed at 20 projects with major components in five
years. These projects would be based on the broad strategy outlined above
and elaborated in the program strategy paper (attached). But operational
research is needed to tailor this strategy to country circumstances and to
answer more refined but crucial technical questions, such as:

a) How can pregnancy risk screening be made more efficient? i.e., how best
to identify and refer in large scale programs, the 20% of pregnant women who
will have 80% of the complications of childbirth? How to reduce numbers of
false positives and false negatives? How to make risk screening cost-
effective, affordable and sustainable?

b) What are the costs and impact of safe motherhood strategies, such as
assuring availability of blood transfusions and caesarean section
capability, family planning, maternity villages, etc. under varying country
conditions?

c) What difference (to families, the health system, the economy) does
maternal morbidity make?

WHO, the World Bank, and other agencies all agree on the need for
operational research and intend to support program initiatives which will
provided sites for it.

Proposal

6. That the Bank join WHO and UNDP in catalyzing the creation of a Safe
Motherhood Fund for supporting operational research projects to strengthen
country programs. The Fund would provide funds and technical assistance to
governments, NGOs and research institutions wishing to undertake Safe
Motherhood operational research projects. Criteria for funding would
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include commitment of the government concerned to act on the results of the
study, feasibility and affordability of the proposed approach, and
probability of major short-term impact, in addition to the merits of project
design and competence of the researchers. This proposal is strongly backed
by WHO, UNDP and other members of the conference planning committee.

Options for Organizational Arrangements

7. The Fund would be organized to reflect its international character
clearly and to attract support from a number of multi-lateral and bilateral
donors. WHO is the logical agency to execute the Fund and is enthusiastic
about the prospect. It would work in partnership with the World Bank, UNFPA
and other sponsoring agencies. It would utilize organizations with proven
operational research expertise, e.g. the Population Council, London School
of Hygiene and Tropical Medicine, Family Health International, and would
seek advice from the World Bank, UNFPA and other sponsors and from
appropriate technical groups, e.g. the Subcommittee on Maternal Mortality of
FIGO (International Federation of Obstetricians and Gynecologists).

8. There are two promising organizational options under which WHO could
operate as executing agency:

a) WHO program model, similar to the Diarrhoeal Diseases Control Programme;
or

b) UNDP project model, with WHO as executing agency.

In either case, there would be no need to create any additional structure.
The Fund would be executed by the Family Health Division of WHO with links
to the Human Reproduction Programme to which the Bank will contribute
support for contraceptive research. Both are under the same assistant
director general, and good working relationships between the two already
exist. Both work on safe motherhood, from the maternal health and family
planning standpoints, respectively.

Resource Requirements

8. The Fund would support about 20 operational research projects in the
first three years at a cost of $100,000 - $300,000 each. It should be given
a minimum 6-year mandate to begin with and assured funds for the first
three.

Proposed Budget for Three Years

20 research projects at $200,000 each $ 4,000,000
Technical assistance, supervisory visits $ 650,000
Administration $ 350,000

$ 5,000,000

Funding for six years would imply a budget of $10 million.
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Bank Contribution

9. The Bank would provide $1 million, over the first three years, subject
to contributions from other donors of $4 million. Thus the Bank's
contribution would be 20 percent higher than the 12-15% for CGIAR and TDR.
The higher proportion of Bank support is justified by the leadership role
proposed (and taken so far in organizing the Safe Motherhood Initiative) and
the lower resource requirements for the Fund. The Bank should contribute

$500,000, $250,000, $250,000 in FY88, FY89 and FY90, respectively.

Expected Outcome

10. Strong consensus exists on the need for this operational research
program. Very little operational research on this topic is being conducted.
The research questions are well known, they can be tested with known
methodologies, and competent and interested researchers exist in many
developing countries. The main question, as with all research, is the
extent to which the findings will be applied. Here the probabilities look
promising, because many governments are anxious to improve maternal health
and are seeking guidance regarding how best to do it. Moreover, real
momentum is building in many countries to give higher priority to this
neglected area. The same is true of donors, including the Bank, so that the
Safe Motherhood initiative is generating unusual support and enthusiasm.
The chances thus appear excellent that research findings will affect the
major investments that are and will increasingly be made to reduce maternal
deaths. Given the straightforward and practical nature of the operational
research questions, lead time until operational pay off should be less than
in many areas of population and health research. Three years' work will
yield a good deal of urgently needed information.

11. Next Steps

i. Obtain management approval to explore further with developing
countries, WHO and other donors.

ii. Secure donor pledges.
iii. Announce creation of the Fund in the Nairobi Conference Declaration.

BHerz/ARMeasham/rmf
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THE NORLD BANK/INTERNATIONAL FINANCE CORPORATION
OFFICE NMORANDUM

DATE: December 10, 1986

TO: Mr. Ernest Stern, Senior Vice President, Operations (through Mr. S. Shahid
Husain, V ~ePresident, Operations Policy)

FROM: John Dr , Director, PHND and Hans-Eberhard Kopp, Director, PPD

EXTENSION: 61571i

SUBJECT: Propos or a Safe Motherhood Fund for Operational Research

1. The more detailed proposal you requested for the Safe Motherhood
Fund for Operational Research is attached. Please let us know if you would
like to have additional information.

Attachment: Proposal
Annex
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Proposal for the Establishment of a Safe Motherhood Fund for

Operational Research

Recommendation

It is recommended that the Bank take the lead in establishing a Safe
Motherhood Fund under WHO, for operational research to support development
of country programs and projects to reduce maternal mortality and morbidity.
An initial Bank contribution of $1 million is recommended, representing 20%
of the proposed three year budget of $5 million.

Background

1. Governments throughout the world have adopted the goal of "Health for
All by the Year 2000". Many countries have made rapid strides toward that
goal, particularly by improving child health. Yet maternal mortality and
morbidity still threaten the health and well being of women, at the height
of their productivity and family responsibility, in much of the developing
world. In poorer countries, women often run 200 times more risk of dying in
pregnancy than do women in developed countries. In fact, approximately
500,000 women in the developing world die each year from causes related to
pregnancy. The result is not only tragedy for those women. At least that
many infants and young children do not long survive their mothers. And for
the women who survive, many millions suffer lasting ill health and
disability.

2. This need not happen. Basic maternal health services, in conjunction
with development programs to strengthen women's opportunities, can reduce
the toll of maternal mortality and morbidity by half or more at affordable
cost in many poorer countries within a decade. Some countries in Latin
America (e.g. Costa Rica) and Asia (e.g. China, Sri Lanka) have succeeded in
reducing maternal mortality very substantially in the past ten or twenty
years at affordable cost, proving we have the means to do the job. The key
is to make each pregnancy and childbirth safer and to encourage healthy
spacing of pregnancies.

3. A three-pronged approach is required:

a) Better community-based health care (relying on non-physican health
workers) to screen pregnant women, identify those at high risk, and refer
them for help; to provide prenatal care and ensure safe delivery for women
at less risk; and to provide family life education and family planning;

b) Adequate first referral level facilities--hospitals and health
centers--to take care of complicated deliveries and obstetrical emergencies
and provide surgical family planning methods;

c) An "alarm and transport" system to get pregnant women from the
community to the referral facilities in time.

The implementation of each measure would of course depend on resource
availability in particular cases.
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4. These maternal health services would normally be built into government
and NGO-sponsored programs of primary health care. (Programs outside the
health sector and private health care also can help.) Their cost can be
kept to less than $2 per capita per annum--compared to about $10 for primary
health care as a whole in many countries. In the poorest countries, a start
can be made with services costing less than $1 per capita. Many countries
already have health facilities that could be upgraded to deal more
effectively with maternal health. And many comunities would willingly
contribute time and resources to help preserve maternal health and family
wellbeing. Private expenditures on health care in poorer countries
demonstrate willingness to pay if the investment will produce results.
Investments in "safe motherhood" are indeed productive. Thus, even though
governments face stringent budget constraints, a safe motherhood initiative
makes sense.

Rationale

5. The Bank is taking the lead in drawing the attention of countries and
donors to this problem by organizing a Safe Motherhood Conference to launch
an initiative to improve maternal health and family planning services. The
follow-up will include substantial increases in Safe Motherhood efforts in
Bank-financed projects, aimed at 20 projects with major components in five
years. These projects would be based on the broad strategy outlined above
and elaborated in the program strategy paper (attached). But operational
research is needed to tailor this strategy to country circumstances and to
answer more refined but crucial technical questions, such as:

a) How can pregnancy risk screening be made more efficient? i.e., how best
to identify and refer in large scale programs, the 20% of pregnant women who
will have 80% of the complications of childbirth? How to reduce numbers of
false positives and false negatives? How to make risk screening cost-
effective, affordable and sustainable?

b) What are the costs and impact of safe motherhood strategies, such as
assuring availability of blood transfusions and caesarean section
capability, family planning, maternity villages, etc. under varying country
conditions?

c) What difference (to families, the health system, the economy) does
maternal morbidity make?

WHO, the World Bank, and other agencies all agree on the need for
operational research and intend to support program initiatives which will
provided sites for it.

Proposal

6. That the Bank join WHO and UNDP in catalyzing the creation of a Safe
Motherhood Fund for supporting operational research projects to strengthen
country programs. The Fund would provide funds and technical assistance to
governments, NGOs and research institutions wishing to undertake Safe
Motherhood operational research projects. Criteria for funding would
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include commitment of the government concerned to act on the results of the
study, feasibility and affordability of the proposed approach, and
probability of major short-term impact, in addition to the merits of project
design and competence of the researchers. This proposal is strongly backed
by WHO, UNDP and other members of the conference planning committee.

Options for Organizational Arrangements

7. The Fund would be organized to reflect its international character
clearly and to attract support from a number of multi-lateral and bilateral
donors. WHO is the logical agency to execute the Fund and is enthusiastic
about the prospect. It would work in partnership with the World Bank, UNFPA
and other sponsoring agencies. It would utilize organizations with proven
operational research expertise, e.g. the Population Council, London School
of Hygiene and Tropical Medicine, Family Health International, and would
seek advice from the World Bank, UNFPA and other sponsors and from
appropriate technical groups, e.g. the Subcommittee on Maternal Mortality of
FIGO (International Federation of Obstetricians and Gynecologists).

8. There are two promising organizational options under which WHO could
operate as executing agency:

a) WHO program model, similar to the Diarrhoeal Diseases Control Programme;
or

b) UNDP project model, with WHO as executing agency.

In either case, there would be no need to create any additional structure.
The Fund would be executed by the Family Health Division of WHO with links
to the Human Reproduction Programme to which the Bank will contribute
support for contraceptive research. Both are under the same assistant
director general, and good working relationships between the two already
exist. Both work on safe motherhood, from the maternal health and family
planning standpoints, respectively.

Resource Requirements

8. The Fund would support about 20 operational research projects in the
first three years at a cost of $100,000 - $300,000 each. It should be given
a minimum 6-year mandate to begin with and assured funds for the first
three.

Proposed Budget for Three Years

20 research projects at $200,000 each $ 4,000,000
Technical assistance, supervisory visits $ 650,000
Administration $ 350,000

$ 5,000,000

Funding for six years would imply a budget of $10 million.
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Bank Contribution

9. The Bank would provide $1 million, over the first three years, subject
to contributions from other donors of $4 million. Thus the Bank's
contribution would be 20 percent higher than the 12-15% for CGIAR and TDR.
The higher proportion of Bank support is justified by the leadership role
proposed (and taken so far in organizing the Safe Motherhood Initiative) and
the lower resource requirements for the Fund. The Bank should contribute
$500,000, $250,000, $250,000 in FY88, FY89 and FY90, respectively.

Expected Outcome

10. Strong consensus exists on the need for this operational research
program. Very little operational research on this topic is being conducted.
The research questions are well known, they can be tested with known
methodologies, and competent and interested researchers exist in many
developing countries. The main question, as with all research, is the
extent to which the findings will be applied. Here the probabilities look
promising, because many governments are anxious to improve maternal health
and are seeking guidance regarding how best to do it. Moreover, real
momentum is building in many countries to give higher priority to this
neglected area. The same is true of donors, including the Bank, so that the
Safe Motherhood initiative is generating unusual support and enthusiasm.
The chances thus appear excellent that research findings will affect the
major investments that are and will increasingly be made to reduce maternal
deaths. Given the straightforward and practical nature of the operational
research questions, lead time until operational pay off should be less than
in many areas of population and health research. Three years' work will
yield a good deal of urgently needed information.

11. Next Steps

i. Obtain management approval to explore further with developing
countries, WHO and other donors.

ii. Secure donor pledges.
iii. Announce creation of the Fund in the Nairobi Conference Declaration.

BHerz/ARMeasham/rmf
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