EDITORIAL

Need to Intensify Safe Motherhood Interventions in

Africa

Friday Okonofua*

Recent evidence suggests a trend towards an
increasing rate of maternal mortality throughout
much of sub-Saharan Africa. In a country such as
Nigeria, maternal mortality estimates climbed from
600 per 100,000 in 1987 at the launching of the
international Safe Motherhood Imitiative to 1000 per
100,000 in 2000; and now, it is nearly 1,500 per
100,000 live births. Indeed, recent data published
by UNFPA/UNICEF indicate that Nigena now has
the second highest rate of maternal mortality in the
developing world. Similarly high rates of maternal
mortality are being reported from several East and
West African countries including Ethiopia,
Mozambique, Tanzania, Zimbabwe, Ghana, Libena
and Sierra Leone.

Several factors account for this unsatisfactory
state of affairs. The first is the declining pronty
accorded to the prevention of maternal mortality as
acomponent of reproductive health. Since it became
known that HIV/AIDS is principally an Afncan
epidemic, programmatic emphasis has tended to shuft
from other reproductive health 1ssues to HIV/AIDS.
Many African governments, while increasingly taking
the HIV/AIDS challenge more senously, have not
shown commensurate commitment to other
reproductive health problems especially maternal
morbidity and mortality. Furthermore, throughout
sub-Saharan Afnca, international donor funding

has increased for HIV, while it has decreased
significantly for issues surrounding maternal
mortality reduction.

The second problem is the fact that maternal
mortality 1s not quite the same as HIV/AIDS. Both
are no doubt daven by poverty and dechnming national
economies. However, while HIV/AIDS may
respond to short-term interventions at the individual
and household levels, maternal mortality requires the
integrated improved performance of all sectors of
the national economy over a longer period of time.
Indeed, 1t 1s now understood that maternal mortality
is associated with complex infrastructural, cultural,
socio-economic and political 1ssues, which need to
be addressed simultaneously before a decline in rates
can be achieved. Thus, interventions must include
true mulb-sectoral designs and considerations before
they can reach the “heart of the matter” in addressing
maternal mortality in Afnca in a realistic fashion.
To date, not many African countnes understand this
peculianty of maternal mortality, and not many have
taken steps to re-direct their efforts appropnately.

At the programmatic level, the prevention of
maternal mortality depends cn the three components
of promary, secondary and tertiary prevention.
Unfortunately, all three levels of prevention are very
poortly developed in many parts of Africa. Pnmary
prevention, the reductions in untimed and unwanted
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pregnancies that place women at sk of death, 1s
not working well in many parts of Africa. Afncan
countries, especially those with high rates of matemal
mortality, have some of the lowest contracepuve
prevalence rates in the developing world. Indeed,
an mverse associaton currently exists berween high
rates of maternal mortality and contraceptive
prevalence rates in Afnca, and thereis alarge unmet
need for contracepnon in countries with high and
nsing rates of maternal morrality  Unless efforts
are concentrated on increasing contraceptive use by
vulnerable women, especially adolescents and highly
parous women, 1t would be difficult to achieve
significant reductions i maternal mortality in the
foreseeable future.

Secondary prevention, the judicious use of
quality antenatal care or the termination of an
unwanted pregnancy, also poses significant challenge
in many parts of sub-Saharan Afnca. Antenatal
coverage range from aslow as 40% in countnes such
as Mal and Nigena to as hugh as 80% in Zimbabwe
and South Africa. Even in countnes with high
antenatal coverage, the quality of services is often
less than optimal, and there 15 currently no evidence
that antenatal care in itself improves many of the
proximate medical and social factors that lead to
maternal mortality in Afnca.

Termination of pregnancy 1s legally restncted
in many parts of Africa and, therefore, women often
have hmited access to safe abortion services.
Consequently, unsafe aborton 1s presently one of
the leading causes of matcrnal mortality in many
Afncan countnies. The most badly affected countrnes
are Ethiopia, Kenya, Mozambique and Nigena,
where abornon constitutes between 20 and 50% of
all cases of maternal deaths It s clear that unless
measures are taken to address the problem of unsafe
abortion in Africa, maternal mortality would not be
expected to fall anytime 1n the near future.

Thevz 1s now a growing consensus that teraary
prevention, the prompt treatment of complicatons
that lead to maternal mortality, holds the key to
reducing maternal mortality in developing countries.”
However, if tertiary prevention 1s to be effective,
pregnant women must be able to reach health
facilities on time when there are complicanons, and
the facilines themselves must be fully equipped to

manage pregnancy-related complications. Here
again, there are problems in many African countres.
Today, 1t 15 well-known that a large proportion of
pregnant women in several African countnes are not
attended to 1n labour by a skilled birth attendant,
that many women fail to reach an obstetnc facility
in time when they expenence complications, and that
there are nstitunonal delays that prevent the prompt
management of complications that lead to mortality.

This 1ssue of the African Journal of Reproductive
Health carnes nine arucles that are related to the
prevennon of maternal mortality in vanous parts
of Afrca. The paperon the estmanon of maternal
mortahty in Western Tanzania by Mbaruku and his
colleagues’ describes the use of a simple method —
the sisterhood method — to determine the true
communmty incidence of maternal mortality.
Throughout Africa, maternal mortality statstics are
often naccurate, denved as they often are from
hospital data which do not fully reflect the true state
of affairs. Community data such as those based on
the sisterhood method are much more representative.
The verbal autopsy method is another good way to
determine the true commumnty causes of maternal
mortality; however, this has also been poorly used
m Afrca. Community-based studies of this nature
are to be encouraged from different parts of Africa,
as they hold the key to our improved understanding
of the true rates and determinants of maternal
mortality. Indeed, as we increasingly undertake
community-based interventions that seek to promote
safe motherhood, these kinds of data are necessary
to monitor our efforts over time.

Three articles from Nigeria®*® show that
abortion is stll a sigmficant problem in the country.
They all call for a realistic approach in dealing with
the problem, in particular the training of health
practitoners in efforts to reduce the rate of maternal
mortality in the country. Such tranings are based
on the prnciple that when the skills of health
providers are improved in delivering emergency
obstetric services, they can use limited resources to
deal with abortion-related contplications and reduce
the likelthood of maternal deaths.

The paper on the utilisation of antenatal services
in Equatonal Guinea by Jimoh® and that of antenatal
screening for hypertension in rural Tanzania' both



underscore the point on the himitanons of antenatal
care as a secondary preventon strategy for reducing
maternal mortality in Africa. In particular, the papers
justify the need for backing up antenatal services
with improvement of women’s access to safe delivery
places and emergency obstetric services as the
linchpins of safe motherhood in Africa.

Thus, the real question for maternal mortality
reduction in Africa 1s: how can we increase women’s
access to skilled birth attendance and emergency
obstetrics services in Africa? We believe that
countries and communities that answer this question
satisfactonly stand a better chance of expenencing
marked reductions in maternal mortality rates.
Significant progress can be made when there is
proactive and strong political leadership, when
vanious indices of social and economic development
are addressed within countnes, when the several
inequities that hinder women’s social development
are minumused, and when specific efforts are made
to improve the deteriorating health infrastructure in
many countries in the continent. Without these, we
should not expect significant improvements in
maternal mortality statistics in Afnica anytime soon.
Indeed, we hold the view that the true test of the
economic progress in any African country in the
coming years will be the extent to which it relieves
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the factors that lead to maternal mortality in 1ts
component coNsttuencies.
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