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	          Progress towards the Millennium Development Goals,1990-2003


GOAL 5 – Improve maternal health 

Some 500,000 women die in pregnancy and childbirth each year and over 99 per cent of them live in the developing world. They die because health systems, water and sanitation and education for women in poor countries, especially in rural areas are inadequate—overwhelmingly so in the poorest countries.  There are too few facilities, health professionals and drugs. Preventing and reducing maternal mortality is an issue of social justice and human rights but women die because maternal mortality is not viewed as a priority concern. Reducing maternal mortality has been an oft-repeated goal, yet there are few signs of progress.
In poor countries with high fertility, women face intolerably high risks during childbirth. In sub-Saharan Africa, one woman in 16 faces the risk of maternal death in the course of their lifetime, compared with one in 2,800 in developed regions.

Many of these deaths could be prevented with the right combination of investment and basic health policies to provide skilled health attendants to help women through labour, emergency obstetric care, and antenatal care to keep women healthy during pregnancy. In sub-Saharan Africa in particular, where risks are by far the highest, there is no evidence that maternal mortality rates are declining. Women in sub-Saharan Africa have little or no skilled support and help in delivering children—less than half, for instance, have a skilled attendant to help them through labour. 
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Target 6 - Reduce by three quarters, between 1990 and 2015, the maternal mortality ratio
	Maternal mortality indicators

Levels of maternal mortality are measured by the maternal mortality ratio, given by the number of maternal deaths per 100,000 live births. Progress towards the reduction of maternal mortality is assessed by tracking the availability of professional care at delivery, on the basis of process indicators such as the percentage of deliveries assisted by a skilled attendant.


Complications during pregnancy and childbirth are still a leading cause of death and disability among women of reproductive age in developing countries. It is estimated that some 529,000 women died from such complications in 2000 and many millions more suffered disabilities. These deaths were almost equally divided between Africa and Asia, which together accounted for 95 per cent of the total. Only 4 per cent (22,000) of all maternal deaths occurred in Latin America and the Caribbean, and less than one per cent (2,500) in the more developed regions of the world (see table 16).

The maternal mortality ratio, which is a measure of the obstetric risk associated with each pregnancy, was estimated to be 400 per 100,000 live births globally in 2000. It was highest in sub-Saharan Africa (920), followed by south-central Asia (520). 


	Table 16. Maternal mortality and lifetime risk of maternal death, 2000

	Region
	Maternal deaths per 100,000 live births
	Number of

maternal deaths
	Lifetime risk of maternal death, 1 in:

	Developed regions
	                20 
	2,500
	               2,800 

	Developing regions
	440 
	         527,000
	                      61 

	Northern Africa
	130 
	4,600 
	210 

	Sub-Saharan Africa
	920 
	247,000 
	16 

	Latin America/Caribbean
	190 
	22,000 
	160 

	Eastern Asia
	55 
	11,000 
	840 

	South-central Asia
	520 
	207,000 
	46 

	South-eastern Asia
	210
	25,000 
	140

	Western Asia
	190 
	9,800 
	120

	Oceania
	240 
	530 
	83 

	Source: World Health Organization/United Nations Children’s Fund, Maternal mortality in 2000. Estimates developed by WHO, UNICEF and United Nations Population Fund, available from http:// www.who.int/reproductive-health/publications/maternal_mortality_2000/maternal_ mortality_2000.pdf.


	Chart 6. Countries with more than 800 maternal deaths per 100,000 live births 

	Estimated maternal mortality ratio, 2000

	Sierra Leone
	2,000

	Afghanistan
	1,900

	Malawi
	1,800

	Angola
	1,700

	Niger
	1,600

	United Republic of Tanzania 
	1,500

	Rwanda
	1,400

	Mali
	1,200

	Central African Republic 
	1,100

	Chad
	1,100

	Guinea-Bissau
	1,100

	Somalia
	1,100

	Zimbabwe
	1,100

	Burkina Faso
	1,000

	Burundi
	1,000

	Kenya
	1,000

	Mauritania
	1,000

	Mozambique
	1,000

	Dem. Rep. of the Congo 
	990

	Equatorial Guinea
	880

	Uganda
	880

	Benin
	850

	Ethiopia
	850

	Western Sahara
	850

	Source:  World Health Organization/United Nations Children’s Fund, Maternal mortality in 2000.  Estimates developed by WHO, UNICEF and United Nations Population Fund, available from http:// www.who.int/reproductive-health/publications/maternal_mortality_2000/maternal_ mortality_2000.pdf.  


 Trends in maternal mortality
Measuring maternal mortality accurately is difficult except where comprehensive registration of deaths and of causes of death exists. Existing estimates of maternal mortality ratios are subject to wide margins of uncertainty and cannot be used to monitor trends in the short term. As an alternative, several indicators, dubbed “process” indicators, known to correlate very closely with actual maternal mortality, have been proposed to track short-term progress. Process indicators can be used to monitor interventions needed to reduce maternal mortality. They focus on professional care during pregnancy and childbirth, particularly for the management of complications. 

The most widely available process indicator is the proportion of women who deliver with the assistance of a skilled attendant, defined as a medically-trained health care provider—doctor, nurse, midwife. Use of a skilled attendant at delivery increased significantly between 1990 and 2000, from 42 to 52 per cent, in the developing world as a whole (see table 17). The greatest improvements over the period 1990-2000 occurred in south-eastern Asia (from 36 to 59 per cent) and northern Africa (from 39 to 64 per cent). The least change was observed in sub-Saharan Africa, where rates remain among the lowest in the world (from 40 per cent in 1990 to 43 per cent in 2000) and in western Asia (from 59 per cent in 1990 to 64 per cent in 2000). Moderate levels of improvement were noted in the other regions. Within the regional groupings there are significant differences across
	Chart 7. Developing countries with fewer than 50 maternal deaths per 100,000 live births

	Maternal mortality ratio, 2000

	Martinique
	4

	Guadeloupe
	5

	Kuwait
	5

	Qatar
	7

	New Caledonia
	10

	Guam
	12

	Israel
	17

	French Polynesia
	20

	Korea, Republic of
	20

	Netherlands Antilles
	20

	Malta
	21

	Saudi Arabia
	23

	Mauritius
	24

	Puerto Rico
	25

	Uruguay
	27

	Bahrain
	28

	Singapore
	30

	Chile
	31

	Georgia
	32

	Cuba
	33

	Brunei Darussalam
	37

	Jordan
	41

	Malaysia
	41

	Reunion
	41

	Costa Rica
	43

	Thailand
	44

	Cyprus
	47

	Source:  World Health Organization/United Nations Children’s Fund, Maternal mortality in 2000.  Estimates developed by WHO, UNICEF and United Nations Population Fund, available from http:// www.who.int/reproductive-health/publications/maternal_mortality_2000/maternal_ mortality_2000.pdf. 


countries and among different settings within the same country.  

Skilled attendants’ ability to provide appropriate care in the event of an emergency is dependent upon the environment in which they work: whether they have the right drugs and whether there is a hospital or health facility nearby.  In an attempt to identify more precisely those categories of health care providers able to provide such care, provider-specific data were examined on the medical attendant present at delivery for a subset of 37 countries, representing 59 per cent of births in the developing world in 2000, excluding China.

Almost all of the increases in births with a skilled attendant are driven by increases in the presence of medical doctors at birth (see table 17). In fact, in most regions, with the exception of sub-Saharan Africa, data indicate decreasing use of nurses, midwives and auxiliaries. 
The indicator on skilled attendant at delivery does not reflect coverage of care for obstetric complications because many deliveries will be free of complications. In an attempt to better capture access to care for complications, and thus more closely understand what is happening to levels of maternal mortality, an additional indicator—the proportion of all deliveries that are by caesarean section—was analysed.
The interpretation of this indicator however, varies across countries and different settings. In areas of very low access to health care, caesarean delivery rates are believed to be a good indication of women’s access to life-saving care. In contrast, as caesarean deliveries increase, the procedure is used for reasons other than maternal complications and may represent both a risk to the mother’s health and an inefficient use of resources. The World Health Organization advises that rates of caesarean delivery should, in general, not exceed 15 per cent.
Data on changes in caesarean delivery rates are available for 28 countries, representing 51 per cent of births in developing countries, excluding China, for which no data are available. The data suggest dramatic increases in the use of caesarean deliveries in these countries, with the percentage of deliveries that are by C-section doubling or quadrupling.  Rates of caesarean delivery in south-central Asia increased from 2 to 9 per cent; in northern Africa from 4 to 11 per cent; in south-eastern and western Asia, from 3 to 7 per cent and 5 to 14 per cent, respectively. In Latin America and the Caribbean, which in 1990 already had the highest rates, caesarean deliveries increased further from 14 to 22 per cent (however, it should be noted that the available data represent only 25 per cent of births in this region). In sub-Saharan Africa, use remains low and the increase was slight, from 3 to 4 per cent over the decade.

	Table 17. Coverage of care for women at delivery, 1990-2000

	
	Deliveries with a skilled attendant (%)a
	Deliveries with a doctor (%)b
	Caesarean deliveries (%)c

	Region
	1990
	2000
	1990
	2000
	1990
	2000

	Developing countries
	42
	52
	15
	23
	3
	8

	Northern Africa
	39
	64
	27
	54
	4
	11

	Sub-Saharan Africa
	40
	43
	7
	7
	3
	4

	Latin America/Caribbean
	76
	85
	46
	58
	14
	22

	Eastern Asia
	53
	72
	..
	..
	..
	..

	South-central Asia
	27
	35
	16
	28
	2
	9

	South-eastern Asia
	36
	59
	9
	13
	3
	7

	Western Asia
	59
	64
	26
	36
	5
	14

	Source:  United Nations Statistics Division, “World and regional trends”, Millennium Indicators Database, available from http://millenniumindicators.un.org (accessed December 2003); based on data provided by United Nations Children’s Fund and World Health Organization.

a Based on 61 countries with trend data covering 75 per cent of developing countries’ births.
b Based on 37 countries with trend data covering 59 per cent of developing countries’ births (excluding China for which no data are available). Trend data for Latin America and the Caribbean cover only 24 per cent of the region’s births.
c Based on 28 countries with trend data, covering 51 per cent of developing countries’ births (excluding China for which no data are available). For Latin America and the Caribbean, the data cover 25 per cent of the region’s births. 


There are important rural-urban differentials in use of caesarean delivery. In general, women living in urban areas are two to three times more likely than those in rural areas to have a caesarean delivery (see figure 1). 
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These three process indicators—deliveries with a skilled attendant, deliveries with a doctor and deliveries by caesarean section—are indicative of the coverage of care for women at the time of delivery. This focus on the period around childbirth is appropriate because this is when obstetric complications are most likely to arise and when most maternal deaths occur. However, these indicators do not reflect care during pregnancy or the postpartum period when significant proportions of maternal deaths happen, particularly in settings with high levels of unsafe abortion or where many maternal deaths are due to indirect causes such as malaria. Indicators on use of antenatal and postpartum care as well as use of family planning services to prevent unwanted pregnancy and unsafe abortion, can, therefore, provide important complementary information.

Antenatal care, for instance, is essential for diagnosing and treating complications that could endanger the lives of mother and child. Yet, 35 per cent of pregnant women, or 45 million women, receive no antenatal care at all in developing countries each year.

An agenda for change

Most maternal deaths are preventable. For instance, deaths caused by hemorrhage or infections during delivery can be prevented with drugs or blood transfusion. Women in need of emergency obstetric services can be saved if there is transport to get them to the nearest facility. These measures can be introduced in very low-income settings. Indeed, Bangladesh and Sri Lanka, for instance, have reduced maternal mortality rates through the greater use of midwives and community health workers as well as better infrastructure, such as transport to clinics.
 

During pregnancy and more generally to safeguard women’s health during their reproductive years, women need family planning information and services.  Far more ambitious use of these services is required for this Millennium Development Goal to be met in all regions. 

As already noted, measuring maternal mortality is difficult and for this reason, is not appropriate for monitoring progress in the short term. The three process indicators on coverage of care around the time of childbirth (as outlined above), have been analysed. All three point in the same direction. Significant progress has been made in use of medical care during childbirth in all regions except sub-Saharan Africa. South-eastern Asia reports improvements in the indicators but starting from a very low base. 

These indicators provide only indirect evidence of progress in maternal mortality reduction. However, given that appropriate and evidence-based medical care is known to be the key to averting maternal deaths, it is reasonable to anticipate that maternal mortality is likely to be declining in all regions except sub-Saharan Africa. Based on trends during the 1990s, sub-Saharan Africa, the region with the highest levels of maternal mortality, is making almost no progress toward the Millennium Declaration target. In the other regions, there has been significant progress. 

The Millennium Development Goal calls for improvements in maternal health whereas the target relates to specific reductions in levels of maternal mortality. This is an important distinction. Improvements in maternal health, though important in themselves, will not necessarily be accompanied by reductions in maternal mortality. Conversely, the strategies needed to reduce maternal mortality—increased access, to, use and quality of care during pregnancy and childbirth—need to be complemented by efforts to address maternal health more broadly, and by efforts to strengthen the position of women in society through education and a commitment to gender equity. Maternal health outcomes will improve through better nutrition for women and girls, combating infectious and non-communicable diseases, averting violence, and addressing reproductive health needs. Moreover, reproductive health interventions, such as access to family planning and prevention and treatment of sexually transmitted infections including HIV/AIDS, are beneficial for the health and survival of infants and thus provide an important link between the child and maternal health goals.

Notes
Source: Calculations prepared by the World Health Organization and the United Nations Children’s Fund based on data and information compiled by both organizations. Based on 71 countries with data covering 81 per cent of developing country births (excluding China for which no data are available).  For Latin America and the Caribbean, the data cover only 25 per cent of the region's births.
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Figure 1. Urban-rural differentials in rates of caesarean deliveries, 2000








�  United Nations, The World’s Women 2000 Trends and Statistics, p.88 (United Nations publication, Sales No. E.00.XVII.14); and World Health Organization, “Coverage of maternity care: a listing of available information”, fourth edition (1996, WHO/RHT/MSM/96.28).


�  Ibid., p.62; and World Bank, “Making motherhood safer”, available from � HYPERLINK "http://www.worldbank.org/html/extdr/hnp/population/mmsafer/default.htm" ��http://www.worldbank.org/html/extdr/hnp/population/mmsafer/default.htm�.
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How the indicators are calculated


Maternal mortality estimates


The maternal mortality ratio is the number of maternal deaths per 100,000 live births. Measuring maternal mortality accurately is difficult except where comprehensive registration of deaths and of causes of death exists. Currently, such countries account for only around one quarter of all births and all have relatively low levels of maternal mortality. Elsewhere, survey methods or models have to be used to estimate maternal mortality ratios. Estimates of maternal mortality are subject to rather large margins of uncertainty. Therefore, the figure of 529,000 maternal deaths in 2000 should be interpreted with caution and should not be compared with previous estimates to assess trends. Globally, it is estimated that the actual number of maternal deaths could fall within the range of 277,000 to 817,000.


Process indicators


Process indicators can be used to monitor the availability of adequate care for pregnant women at delivery. They focus on professional care during childbirth, particularly for the management of complications. The most widely available indicator is the proportion of women who deliver with the assistance of a skilled attendant, defined as a medically-trained health care provider—doctor, nurse, midwife. Data on this indicator are available for 142 countries and trend data for a subset of 61 countries representing 75 per cent of births in the developing world in 2000.


Skilled attendant refers exclusively to people with midwifery skills (for example midwives, doctors and nurses) who have been trained to proficiency in the skills necessary to manage normal deliveries and diagnose, manage or refer obstetric complications. At minimum they must be competent to manage normal childbirth and be able to provide emergency obstetric care. Not all skilled attendants can provide comprehensive emergency obstetric care although they should have the skills to diagnose when such interventions are needed and the capacity to refer women to a higher level of care. Traditional birth attendants, trained or not, are excluded from the category of skilled attendant at delivery. 


There are some concerns that the term skilled attendant may not adequately capture the extent to which women have access to good quality care, particularly when complications arise. Although efforts have been made to standardize the definitions of doctors, nurses, midwives and auxiliary midwives used in most household surveys, it is probable that many “skilled attendants” would not meet the criteria for a skilled attendant as defined by World Health Organization.* 




















* “A Joint WHO/UNFPA/UNICEF/World Bank Statement on Reduction of Maternal Mortality” (1999), available from  � HYPERLINK "http://www.who.int/reproductive-health/mpr/attendants.html" ��http://www.who.int/reproductive-health/mpr/attendants.html�. 
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