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Twenty-seven year old Rose Yangu shows off her bundle of joy that
she delivered 24 hours earlier at Panyandoli Health Centre in the
UNFPA-supported Kiryandongo Refugee settlement.
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Uganda 2014: Twenty-seven-year-old Rose Yangu shows off her bundle of joy that she delivered 24 hours
earlier. She has named her baby Eve, meaning "“giver of life.” Rose Yangu fled the conflict in South Sudan in
June 2014 when she was five months pregnant. She travelled on foot all the way from Kajo Keji in the Central
Equatoria Region of South Sudan into Uganda. She says she was well received at the Dzaipi reception centre
in Uganda and given special attention because of her condition before she was transferred to a health centre.
At the advice of a health worker, she attended two more antenatal visits before delivering at Panyandoli Health
Centre in the UNFPA-supported Kiryandongo Refugee settlement where she now lives. Today, she advises all
pregnant women to deliver their babies at a health centre to ensure a safe birth.
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Foreword

UNEFPA’s Maternal Health Thematic Fund (MHTF) supports critical interventions in countries with high maternal mortal-
ity and morbidity to strengthen health systems and ensure that women and adolescent girls have quality maternal healch
services when they need them.

Thanks to the Fund, more women have access to a skilled birth attendant, and there are more opportunities for preventing
obstetric fistula and for reconstructive surgery for fistula survivors to restore their dignity, health and hope. While working
to help ensure that no woman dies giving life, the Fund also supports efforts to ensure that a woman’s tragic death in
childbirth does not go unregistered, un-acted-upon or quietly accepted.

The MHTF works in tandem with our Global Programme to Enhance Reproductive Health Commodity Security to help
countries enable women and girls to make fundamental decisions about their own bodies, attain the highest possible
standard of sexual and reproductive health and exercise their reproductive rights.

This annual report highlights the Fund’s critical contributions in 2014: from the training of 16,000 midwives, to sup-
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porting 10,000 surgical fistula repairs, to the finalization of national surveys on emergency obstetric and neonatal care, to
South-South collaboration to improve maternal death surveillance and response, to the piloting of activities for first-time

P g

young mothers, a new focus area for the Fund.

None of this would be possible without the support of our partners, primarily our national and local partners that make
this positive change happen for women and gitls on the ground. But partnerships at all levels are necessary for success. Key
partnerships for the Fund include the UN Secretary-General’s Every Woman, Every Child initiative; the H4+ partnership
(UNAIDS, UNICEE UN Women, World Bank Group, WHO and UNFPA), Family Planning 2020 and others.

Let me also take this opportunity to thank all our donors — Germany, Iceland, Luxembourg, Spain, Friends of UNFPA
and Sweden, the main donor of the trust fund.

Millennium Development Goal 5 to improve maternal health remains an unfinished agenda, but we have made significant
progress. By enabling UNFPA to target financial, material and human resources to countries with the highest needs, the
MHTF has contributed to halving maternal mortality levels since 1990. Maternal death has become unacceptable; neces-
sary and effective interventions have been documented; programme implementation is happening on the ground; and the

lives of women and newborns are being saved.

As we enter the post-2015 era, the Fund will continue to accelerate positive change through the emerging Sustainable
Development Goals, which confirm universal sexual and reproductive health, including maternal health, as a key global
target for the health and well-being of individuals and for the sustainable development of nations.

We can end preventable maternal deaths in our lifetime. We know what we need to do. We at UNFPA will continue to
intensify action in support of women’s and adolescent girls” health and well-being to ensure that no woman is left behind.
Working together with our partners, I am confident that we will deliver a world where every pregnancy is wanted, every
childbirth is safe, and every young person’s potential is fulfilled.
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Introduction

Following six years of implementation (2008-2013), the Maternal Health Thematic Fund (MHTF) entered its second
phase in 2014. A new Business Plan for 2014-17 was developed with a strengthened Results Indicators Framework
(Annex 2) linking the outcomes of the MHTF directly to the achievement of UNFPA’s Strategic Plan 2014-17.

The year 2014 was characterized by a reinforced focus on critical intervention areas with a strong emphasis on results

that included the establishment of baseline data for the MHTF Results Indicators Framework.

Hence, the areas of Midwifery; Emergency Obstetric and . f
Newborn Care (EmONC); Obstetric Fistula; and Maternal Essential Features of the MHTF
Death Surveillance and Response (MDSR) remain essential L

Midwifery;

features of the MHTF focus, ensuring a holistic approach to

improved maternal and newborn health. Emergency Obstetric and Newborn Care (EmONC);

In addition, as a result of the alignment of the MHTF to Obstetric Fistula:
UNFPA’s Strategic Plan, the MHTF added a new focus area:
addressing the needs of first-time young mothers, a particularly Maternal Death Surveillance and Response (MDSR);

vulnerable group in the context of maternal health. First-time
young mothers — often still children themselves — face First-Time Young Mothers.
increased vulnerabilities during pregnancy, childbirth and

caring for their newborn.

In lieu of a traditional executive summary, the MHTF Annual Report 2014 will begin with an overview, highlighting
the results and achievements of the Fund, progress realized as it has moved into its second phase and the application

of strengthened management tools.

Individual chapters in this report highlight activities and results on the ground within each of the four focus areas of
Midwifery, EnONC, Obstetric Fistula and MDSR. Each of these chapters starts with an overview of key highlights and
results. The financial overview provides details on income and expenditure of the Thematic Fund. Based on the current
status of the MHTFE, as documented in the report, the concluding chapter looks at challenges and the way forward,
including in the context of the post-2015 development agenda; it also discusses the importance of continued MHTF
support in assisting countries most in need with specific and critical reproductive health, including maternal and neonatal
health interventions, in the changing global environment.

Overall, the MHTF 2014 report shows how MHTF activities and results have not only contributed to accelerating efforts
to realize MDGS5 but have also demonstrated that targeting high-burden countries with strategic and complementary
evidence-based, high-impact interventions backed with sufficient and sustainable financing can make substantive inroads in
reducing maternal mortality and morbidity; in building capacity; and in strengthening health systems to meet prioritized
health needs. Thus the MHTF is very well positioned to contribute to the global movement for the post-2015 Sustainable
Development Goals.

INTRODUCTION A%






The Maternal Health Thematic Fund is UNFPA’s flagship
programme for accelerating improved maternal and newborn
health and the only one of its kind in the UN system that
focuses on a key area of reproductive health while intensively
contributing to strengthening health systems. The MHTF
enables a targeted response to maternal mortality and morbid-

ity across several dimensions, using sound evidence and state of
the art knowledge while contributing to build the capacity of
countries to create a functioning health system.

As a thematic fund, the MHTF allows UNFPA to rapidly
channel financial, material and technical resources directly
to countries most in need to accelerate the prevention

of maternal and newborn deaths and stillbirths through
targeted support.

As a provider of technical expertise, the MHTF transfers
know-how from country to country, contributing to build-
ing national capacity for robust health systems.

As a comprehensive programme, the MHTF conducts
activities that directly contribute to the achievement of the
goals of the UNFPA Strategic Plan; to the MDGS5 targets;
and to maintain its strong position to contribute to the
global movement for the post-2015 Sustainable Develop-
ment Goals.

As a funding facility, the MHTTF serves as a strategic
funding mechanism that allows UNFPA to seck new and
additional resources from donors with the specific goal to
support improvements in maternal health and newborn

health.

And as a partner, the MHTF works closely with govern-
ments, civil society organizations, academic institutions,
the private sector, UN entities and other maternal health
programmes to ensure the 3 Cs — coordinated, comple-
mentary and catalytic high-impact responses for improved
maternal health.

In 2014, 42 countries received MHTF funding for mater-
nal health and/or fistula activities.

In these countries, MHTF continued to contribute to
strengthening health systems, national reproductive
health policies and strategies and including those
focused on maternal and newborn health, as well as on
planning, partnership, collaboration and the integration
and implementation of programmes

New maternal mortality numbers released in 2014 showed
that six countries supported by the MHTF in phases | and
Il impressively achieved the MDGS5 goal of 75 percent re-
duction in maternal mortality ahead of the MDG deadline.

MHTF supported over 65 countries in implementing
midwifery programmes, some through regional support.
Since 2009, MHTF has helped train over 35,000 mid-
wives, of which 16,000 received pre- or in-service training
in 2014 alone.

A total of 36 countries have conducted needs assessment
for EMONC and are improving their ability to act on this data.

MHTF has supported regional and national development
of EMONC monitoring systems covering 27 countries.

A total of 57,000 fistula surgical repairs have been
directly supported by the MHTF, including more than
10,000 in 2014, as partnerships and technical advances
have enabled many more repairs to be performed.

All 42 MHTF countries have implemented components
of Maternal Death Surveillance and Response (MDSR) to
learn from and act on maternal deaths in order to prevent
similar incidences in the future and to strengthen account-
ability between the service providers and community.

A new and innovative Results Indicators Framework and
other management tools were developed to track progress
and follow results in a more effective, accumulative and
transparent way.



The world is facing a pivotal moment in global develop-
ment, as the MDGs, which have demonstrated the power
in mobilizing around a clearly defined development agenda,
will finish at the end of 2015, and a new era of sustainable
development is soon to be unveiled. Hence, 2014 consti-
tuted the penultimate year to enhance the gains already
realized, accelerate efforts to reach the eight goals and to
particularly address those goals lagging the furthest behind.
In this context, MDGS5, to improve maternal health, aimed
for a 75 percent reduction in maternal mortality levels as
compared to 1990 (target a); and universal access to
reproductive health (target b).

In reviewing MDGS5 progress, 2014 saw the release of new
data on maternal mortality by WHO, UNICEE, UNFPA,
the World Bank and the United Nations Population Divi-
sion. The new numbers showed that between 1990 and
2013, the global level of maternal mortality declined

by 45 percent to 289,000 maternal deaths annually.
Sixty-three percent of these deaths took place in
MHTE-supported countries, underscoring that the

Fund strategically targets countries most in need.

The estimates also showed that numerous countries have
impressively reached MDGS5 before the 2015 deadline.
Among MHTF-supported countries these included
Cambodia, Eritrea, Lao People’s Democratic Republic,

Figure 1. Levels of reduction in maternal mortality
among MTHF-supported countries
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Nepal, Rwanda and Timor-Leste. Because addressing
maternal health is so critical for building functioning
health systems, the achievement of the MDGS5 places
these countries on a path of effectively building a basis

for robust, sustainable health systems that address these
and other emerging health issues in the future. Other
MHTE-supported countries have also achieved significant
reductions in their maternal mortality — see Figure 1.

When quality Maternal and Newborn Health (MNH)
services help pregnant women and newborns survive,
those services can also prevent many more women who
suffer from maternal morbidity, such as obstetric fistula.
Moreover, saved women equals saved children — not only
infants who survive birth but also siblings who are saved
from distress, deprivation and potentially being orphaned.
With their mothers alive and healthy, the MHTF has
increased the chances of these children staying in good
health, going to school, growing and developing, and to
enjoy better prospects for the future and that of their family
and community.

Furthermore, MHTF’s strategic, evidence-based invest-
ments in promoting improved MNH at the global level,
including strengthening health systems; equipping facilities
with skilled birth actendants; training of fistula surgeons;
and investing in improved data systems for enhanced
monitoring and continuous quality improvement of these
services have yielded significantly improved outcomes. This
was the case not only in terms of immediate results, but
also in lives saved well into the future, effecting positive

intergenerational impacts.

Still, despite significant progress, most countries were not
on track to reach MDGS5 in 2014. Severe inequalities in
health persist among and within countries, leaving the
poorest and most vulnerable women and girls without ac-
cess to quality, lifesaving health services on demand, thus
impacting adversely on their health and well-being. Insuf-
ficient progress towards MDGS5 a and b targets was often
a result of inadequate focus on specific interventions and
translating such a focus into implementation at scale and
equitably to reach all women and girls in need, even those
hardest-to-reach.

Moreover, there is often insufficient data to monitor and
evaluate the impact of maternal and newborn health pro-
grammes to determine whether they are making a difference.



Figure 2. Maternal Mortality Rate 2013 and MHTF countries
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Compared to 2013, Djibouti and Namibia did not receive MHTF support in 2014, Eritrea and
Senegal only received funding for obstetric fistula activities; and Togo was added as a recipient of
support from the MHTF. Causes for the changes included funding considerations, MMR rates and
priorities in the annual work plans of these countries.

Besides these public health determinants — the wider social,
political and economic factors such as gender equality, hu-
man rights, education, economics, governance and political

stability also affect health and health care conditions.

In 2014, the MHTF entered into a second phase with a
new business plan, a new results indicators framework and
enhanced management tools all fully aligned with UNFPA’s
Strategic Plan 2014-17. Based on lessons learned and capi-
talizing upon achievements from MHTF Phase I, the key

activities for MHTF Phase II were identified based on their
ability to scale up high-impact interventions and deliver
results, i.e., those proven to be effective on maternal and
newborn mortality and morbidity and able to be monitored
for their impact and equity.

It is the ambition of MHTTF Phase II to enhance the reach
of high-impact interventions in countries, thus ensuring
quality, equality and accountability by building national
capacity to both implement and sustain these actions.

OVERVIEW | 3



The extension of the MHTF into a second phase was based

on these four considerations:

1. Two independent evaluations—one looking at UNFPA
support to maternal health generally, including a
detailed analysis of the contribution of the MHTE and
looking at the Campaign to End Fistula—pointed to the
catalytic and strategic value of the MHTF;

2. The MHTF has an established system of operations
that covers both technical support and extensive
partnership that is worth building and expanding

further interventions on;

3. The MHTF provides targeted, strategic contributions
to critical areas of the UNFPA mandate, specifically
UNEFPA’s ‘bulls eye’— achieving universal access to sexual
and reproductive health, realizing reproductive rights

and reducing maternal mortality to accelerate progress
on the ICPD agenda;

4. The unfinished agenda of MDGS5 and the need to
address the continued unacceptably high MMR in many
MHTF countries.

The MHTF is fully aligned with UNFPAs Strategic Plan
2014-17; the overarching goal of MHTT Phase I is the
implementation of outcome 1, output 3 of the Strategic Plan
integrated results framework, namely “increased national
capacity to deliver comprehensive maternal health services.”

To support this goal, the MHTF business plan aims to
achieve six outcomes for the MHTF:
1. Strengthened national capacity to implement

comprehensive midwifery programs;

2. Strengthened national capacity for emergency obstetric
and newborn care (EmONC), including quality
integrated maternal health services;

3. Enhanced national capacity for prevention, treatment
and social reintegration for women and girls with

obstetric fistula;

4. Enhanced national capacity for maternal death
surveillance and response (MDSR);
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5. Enhanced attention for pregnant adolescents and

adolescent mothers;
6. Strengthened coordination and management of the MHTE.

As for the first five outcomes — related to key intervention
areas — the raison d’étre for the MHTF is the added
value it can bring as a global programme, particularly
supporting countries to escalate efforts to improve
maternal and newborn health and reproductive health
overall.

With its strong, strategic partnerships and state of the
art technical expertise, the MHTF helps to move the field
of maternal health forward at the technical level. This is
exemplified, for instance, in the EmONC guidance notes
developed in partnership with WHO.

Through global advocacy, the MHTF has helped advance
the global agenda and political commitment on maternal
health; for instance, when the United Nations General
Assembly (UNGA) adopted a resolution in 2014 calling
for an intensification of efforts to end obstetric fistula,
which was signed by over 150 countries.

At the regional level, through MHTF’s support to key
strategic initiatives such as the Campaign on Accelerated
Reduction of Maternal Mortality in Africa (CARMMA),
drawing from key priority areas in the African Union Policy
Framework for the Promotion of Sexual and Reproductive
Health and Rights in Africa (2005) and the Maputo

Plan of Action (2005). All together, 44 countries have
launched CARMMA with two countries launching in 2014
(Madagascar and Somalia).

By generating and disseminating much-needed data (as
a key building block for evidence-informed policies and
programming), the MHTTF raises awareness and facilitates
change; for instance, in 2014 it launched the second State
of World Midwifery Report with key data readily available.

And at both the regional and the global level, the
MHTEF is a vehicle for exchange of best practices,
innovative approaches and lessons learned, enabling
positive South-South collaboration through key regional
meetings of national teams sharing experiences in MDSR
and numerous inter-country exchanges to build capacity
among fistula surgeons in high-burden countries.



To further strengthen the focus on results and drawing on
the experience of MHTF Phase 1, a Results Indicators
Framework (RIF) to measure progress towards the
outcomes identified in the MHTF Business Plan
Phase II was developed and finalized in 2014. The
establishment of baseline data was an important MHTF
activity with results noted in Annex 2 of this report.

The RIF, a critically innovative tool, allows the MHTF
to record and report results progressively. More
important, the RIF helps countries to generate necessary
information to both inform and improve programmes
effectively, such as monitoring the development of
EmONC facilities; following the level of deployment of
midwives in facilities; or tracking the number of fistula
cases repaired, to highlight a few instances.

As evident from Chapter Six on Resources and
Management, the RIF also allows data to be disaggregated
by outcomes rather than by the main intervention areas as
previously done. Thus, when it comes to results, scope of
activities and expenditure disaggregation, the RIF offers
more details than in previous years.

In 2014, almost all MHTTF countries elaborated the 2014
annual work plan in a consolidated manner, i.e., including
other sources of funding. This process will be further
integrated with the new RIF in 2015, as it is applied to
plans to implement interventions in maternal and newborn
health. Furthermore, the formats of midyear and annual
reports were modified to enable more detailed monitoring
and enhanced technical support of the implementation of
the planned activities.

In 2014, the MHTF and the GPRHCS integrated their
annual report system from country offices, so that countries
should only submit one report for these two programmes.
In addition, enhanced reporting provided more in-depth
analysis and results orientation. Furthermore in 2014, more
integration took place among the MHTE the GPRHCS,
United Budget, Results and Accountability Framework
(UBRAF/UNAIDS) and the UNFPA-UNICEF Joint
Programme for the acceleration of the abandonment of
FGM. From 2015, countries will submit only one annual
plan for the four UNFPA thematic funds.

Gauri, Nepal. Midwife Swarswati Oli Anm provides
antenatal care for Nainai Mati Raidass (20) who is
expecting her first child.

Nicolas Axelrod/Ruom for UNFPA, 2014

The Midwifery Programme

Skilled birth attendance during pregnancy and childbirth
play a critical role in ensuring the health and well-being

of a woman and her newborn. Midwives are trained to
provide this essential health care from the pre-pregnancy
and antenatal periods to postnatal follow up; midwives

can accompany women through the pregnancy, identify
and manage complications and ensure timely referrals in
emergencies. The Midwifery Programme supports countries
with high maternal mortality rates in improving the avail-
ability of more, better trained midwives; ensures that sup-
portive midwifery workforce policies are in place; and that
midwives are deployed in arcas where they are most needed.

Improving the quality of midwifery training is a key

focus area and includes, among others goals, ensuring

that countries use a WHO/International Confederation

of Midwives (ICM) competency based curriculum;

that midwifery schools are well equipped with training
materials, books and models; that midwifery tutors have
proficient clinical and teaching skills; and that midwives
who are already in the field can improve their skills through

in-service trainings.

E-learning modules on all key lifesaving skills and family
planning have been developed for global use in collabora-
tion with partners like Intel and Jhpiego and are now being
piloted. The MHTF also works with countries to ensure
that they have strong midwifery associations and that

midwifery is recognized as a profession in its own right.

OVERVIEW
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Supported by the MHTE UNFPA published the State of
the World’s Midwifery Report 2014 in collaboration with
30-plus partners using data from the report for global
advocacy to enhance national investments in midwifery.
This effort is completed with other activities related to the
midwifery workforce, in particular assisting countries in
assessing and planning for midwifery development. More
about the midwifery programme is on page 11.

Emergency Obstetric and Newborn Care
(EmONC)

The availability of emergency obstetric and newborn care
services linked through well-functioning referral systems
that connect communities to health centers and hospitals
are a basic necessity for improved maternal health. In 2014,
in addition to strengthening the MNH/EmONC services
network and quality of care in all supported countries, the
MHTF continued its work with partners to develop effec-
tive, relevant guidance on how to best assess, develop and
monitor MNH services with the full package of EnONC
interventions. In MHTF Phase I, a key focus was on sup-
porting countries in conducting EmONC needs assess-
ments, a key step of data collection and analysis.

While this work continues, a new focus in MHTF Phase
I1 is on data: strengthening national capacities in the use
of data for planning and programming for MNH
services (Data to Action Continuum). More information
on EmONC activities is on page 23.

The Campaign to End Fistula

As long as health systems fail to adequately meet the needs and
fulfill the human rights of women to the highest attainable
standard of maternal health, women will not only risk dying in
childbirth, but will also suffer from the devastating condition
of obstetric fistula. This condition leaves women incontinent
after experiencing prolonged obstructed labour without receiv-
ing adequate emergency obstetric care. In most cases, obstetric

fistula is both preventable and treatable.

The Campaign to End Fistula brings together hundreds

of partners to do just that: prevent new cases of fistula and
help the estimated two-million-plus women who suffer from
the stigmatizing condition today. In 2014, fistula was once
again brought to the attention of world leaders when the UN
Secretary-General released his report “Supporting Efforts

| MATERNAL HEALTH THEMATIC FUND ANNUAL REPORT 2014

to End Obstetric Fistula,” and the United Nations General
Assembly then adopted a resolution on “Intensification of ef-
forts to end obstetric fistula.” The campaign brought further
attention to the subject through numerous activities on the
second International Day to End Obstetric Fistula.

The MHTF continued to directly support thousands of
surgical fistula repairs and the exchange of knowledge and
experience among both fistula surgeons and fistula survi-
vors. Also in 2014, work continued in UNFPA to further
develop, refine and roll out the next generation of fistula
kits with expert advice from some of the world’s leading
doctors connected to the International Society of Fistula
Surgeons (ISOES). More on the Campaign to End Fistula
is on page 31.

Maternal Death Surveillance and
Response (MDSR)

Based on experience

Risk of Maternal
Death per birth for
adolescents aged
15-19 years is

28%

Higher than

from work done

in implementing
systematic maternal
death reviews, MDSR
holds the promise

of registering,
understanding
and acting upon

for women aged
20-24 years

each maternal (and
perinatal) death,
with the aim to avoid
similar future cases at facility and community levels and
to provide governments and all stakeholders with an
overview of maternal death levels and causes. Therefore
the MHTF actively advocates for the introduction of
MDSR in countries and provides technical guidance to

this end. In 2014, the MHTTF worked on the development
of new indicators enabling better use of MDSR data for
national level reviews. Furthermore, a questionnaire to
monitor the MDSR system was developed by WHO and
UNFPA to measure progress and facilitate the further
implementation of MDSR systems. On an ongoing basis
and with significant activities in 2014, the MHTF provides
technical assistance to countries on MDSR implementation
through the UNFPA regional offices; enables the exchange
of experiences on MDSR between countries; and supports
the upgrading of national capacities on MDSR. More on
MDSR is on page 39.



Girls and young women face increased risks of maternal mortality and morbidity from causes that are both
biological and sociological in nature. For example, girls and younger women experience pre-eclampsia, eclampsia
and prolonged and obstructed labour at higher rates. This requires that healthcare workers, including midwives,
be trained to be extra alert to these conditions and to know how to diagnose and treat them. In many countries,
girls and young women use existing services at lower rates than older mothers do. This may be due to past expe-
riences (with poor quality services), financial barriers (lower income and less control over income), social barriers
(low mobility and restrictions on leaving home), legal barriers (laws requiring consent of adults or spouses) or
information barriers (no reliable sources of information on what is available).

The MHTF-supported countries that will work on this outcome will strategically address these barriers by two
ways. The first strategy will be to make first-time young mothers (FTYM) a priority focus in national plans to
improve their access to quality maternal health services. Interventions include:

* Collection, disaggregation and analysis of national statistics and data for improved understanding of the
maternal health situation of the youngest mothers (including 10-14 years old);

* Strengthened policy dialogue and governmental commitment to prioritizing a) investments in the youngest
mothers to improve equity of health investments and outcomes and b) ensuring that the youngest mothers
and their needs are explicitly addressed in various national policies and strategies that impact their sexual
and reproductive health and rights.

The second strategy is to develop innovative, scalable approaches to improving maternal health service use by
first-time young mothers through, for instance, outreach programs targeted at this population. Such outreach
could include:

* Developing and rolling out a training resource package for appropriate community health worker cadres as
exists in Brazil, Ethiopia, India and Pakistan;

* Supporting the development and operationalization of intervention approaches that are particularly relevant to
first-time young mothers, such as programmes that promote institutional delivery with targeted incentives, or
that improve availability and use of maternity waiting homes. Both approaches are particularly appropriate for
high-risk pregnancies, which tend to be more common among younger mothers;

* Programmes that promote targeted postpartum follow-up care including family planning services, or that
facilitate longer-term support groups for first-time young mothers with a focus on newborn care, psychosocial
care, nutrition etc.

As this is a new outcome area, it was piloted in just a few countries in 2014. In Liberia, UNFPA supported activi-
ties to provide safe maternal friendly health services for 260 first-time young mothers in two slum communities
in Monrovia. These FTYMs were 13 to 24 years old (40 percent aged 13 to 19, 60 percent aged 20 to 24). Most
were already in their second or third trimester at the time of recruitment into the program. While only 56 percent
had had 4 antenatal visits (partly due to late entry into the program), 86 percent delivered with the assistance of
skilled birth attendants. Fifty-six community health workers provided home-based visitations and safe pregnancy
education messages to these young mothers. As a result of the Ebola crisis, which intensified during the second
and third quarters of the year, some of the girls and young women (11 percent) had their deliveries attended by
trained traditional birth attendants. All of them received postpartum starter kits after delivery. The kits consisted
of clothes for both the mother and the newborn and were distributed at health facilities and community meet-
ings. Other country examples include Madagascar, which used mobile strategies and community workers to
target young mothers, and Sierra Leone with Teenage Mothers Clubs.

INTRODUCTION



First-Time Young Mothers

With one in three adolescent girls in developing countries
married or in a union before age 18, millions of girls
become pregnant each year, and 7.3 million of them

give birth before age 18. About 70,000 adolescents in
developing countries die each year from complications
during pregnancy and childbirth, and the risk of maternal
death per birth is 28 percent higher for adolescents aged
15-19 years old than for women aged 20-24 years.
Adolescent mothers are also at risk of severe reproductive
morbidities, including obstetric fistula. Stillbirths and
death in the first week of life are 50 percent higher among
babies born to mothers younger than 20 years old than
among babies born to mothers 20-29 years old. Given
these facts, and considerations of equity, Phase II of the
MHTF introduced an additional emphasis on adolescent
and young mothers. In 2014, this new focus was piloted
in a few countries.

Resources

The Maternal Health Trust Fund comprises two multi-
donor funding streams: the Thematic Trust Fund for
Maternal Health and the Thematic Fund for Obstetric
Fistula. Since the programmatic merging of the two entities
in 2009, more funds for both thematic areas are being
channeled through the Thematic Trust Fund for Maternal
Health.

Figure 3. Distribution of MHTF expenditures on key
intervention areas.

3% 1%
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Sylhet, Bangladesh. Dr. Narin checks on patients at the
Fistula corner of the Sylhet Medical College. Lack of
awareness about possibilities for treatment of obstetric
fistula is widespread, stalling Bangladesh's efforts to
eliminate the condition.

Nicolas Axelrod/Ruom for UNFPA. 2014

In 2014, the operating budget for maternal health increased
by 29 percent as compared to 2013, to USD 24.6 million,
while the operating budget for fistula decreased by almost
60 percent as compared to 2013, to USD 0.7 million.

In 2014, almost half (49 percent or USD 5.3 million)
of all MHTF expenditure was accounted for by the
midwifery programme (see figure 3). The Campaign to
End Fistula accounted for 29 percent of MHTF (USD
3.1 million). Costs for EmONC activities amounted to
18 percent (USD 1.9 million) of MHTF expenditures.
MDSR took up 3 percent (USD 0.3 million) and
activities for first-time young mothers used 1 percent
(USD 0.07), remaining relatively small in terms of costs
as this is very much a new intervention.

The financial implementation rate — expenditures as
compared to allocations — for the MHTF as a whole
reached 94 percent in 2014 as compared to 93 percent in
2013, showing a rising trend of implementation despite
challenges faced in countries such as humanitarian
situations; for instance, the Ebola crisis in 2014. More
on Resources and Management is on page 45.



In MHTF countries 183,000 women are dying every year, yet most of these deaths
are preventable. This represents both a real tragedy and a golden opportunity to

prevent such deaths.

While the different key intervention areas of the MHTF
are described individually in this report, it is important

to underscore how they complement each other and are
interlinked, and in practical terms how they could not be
implemented separately. Indeed, well-functioning EmONC
facilities with good referral systems would not function

at all without the availability of skilled birth attendants
(SBAs); and SBAs would have nowhere to work if there
were no EmONC facilities. EmONC systems need to

be continuously improved with the use of good data, as
compiled by EnONC needs assessments and monitoring
at the systems level, as well as that provided by MDSR —
the investigation of each death for future improvement of
services. Fistula prevention is a result of well-functioning
EmONC services operated by SBAs. But fistula repairs also
need to take place within the auspices of a larger health
system. This is the case for all MHTF activities: not only
do they support improved maternal health for women in
need but they also support the strengthening of health

systems as such.

As mentioned eartlier in this overview, significant progress
has been made in reducing maternal and newborn
mortality and morbidity and stillbirths. But not enough
has been done to reach the MDG 4 and 5 targets, which
remain underachieved agendas. In MHTF countries
183,000 women are dying every year, yet most of these
deaths are preventable. This represents both a real tragedy
and a golden opportunity. Efforts to provide accessible,
high quality maternal and newborn health services as
well as access to family planning need to be strengthened

towards scaling up.

The persistence of high levels of preventable maternal and
newborn mortality and morbidity and stillbirths reflects
the failure of health systems to provide accessible and

equitable sexual and reproductive health services, including
universal access to family planning, skilled birth attendants
and referral to emergency obstetric and newborn care when
needed. Maternal mortality and morbidity also persists
because of broader human rights violations facing women
and girls, such as poverty, gender disparities and gender
based violence, lack of schooling, child marriage and early
childbearing, all of which impede the well-being and
opportunities of women and girls.

But improvements in maternal health do not need to await
improvements on all these other fronts; countries that have
prioritized investments in maternal health have reached
the MDGS target even at low GDP rates. Besides, all of
these factors are mutually reinforcing; improved maternal
health, while a goal in its own right, is also a step in the
right direction for human rights, for gender equality, for
better health and schooling of children and for increased
opportunities for women and gitls.

The MHTF employs a human-rights based approach

to save and improve lives of women and their families,
particularly those with the greatest needs. Through
partnerships and collaboration, the MHTF is part of the
global efforts to achieve sexual and reproductive health and
reproductive rights and gender equality for all women and
girls, men and boys.

Lessons learned from MHTF funded activities at country
level allow UNFPA to support effectively SRH/MNH
evidence-based activities at global and regional levels,
planning and implementing innovative ways of accelerating
the ending of preventable maternal and neonatal mortality
and stillbirths, and the unfinished MDG’s agenda. MHTF
supported the development of the Ending Preventable
Maternal Mortality Strategy (EPMM) and country
consultations to define the proposed 2030 targets for
Maternal Mortality Ratio (MMR), and has been a leading
voice/champion advocating strongly and systematically at
global and national levels for ending preventable maternal
morbidicy—especially obstetric fistula.

INTRODUCTION






Highlights

The world needs midwives now more than

ever. Investments in midwives can help avert
two-thirds of maternal and newborn deaths.
Midwives deliver more than just babies:
they also provide lifesaving reproductive
health information and services, including
family planning and prevention of malaria
and STT transmission of HIV from mother

to child.

Countries with high prevalence of ma-
ternal deaths generally lack sufficient and
adequately skilled midwives. This translates
into a huge need for training new midwives
and upgrading the midwifery skills of exist-
ing frontline health workers. Moreover, it
is important to have midwives deployed

in remote rural areas where their services
are needed most. Doing so requires proper
incentives, suitable policies and a supportive
health infrastructure.

In addition, midwifery needs to be recog-
nized as a profession in its own right by the
health system and its users. Midwives need
to be recognized as those who offer em-
pathetic advice and key sexual and repro-
ductive health services; and as those who
have the capacity to recognize and act on
maternal and newborn health complications
to help save lives.

Results:

65 countries strengthened their midwifery
services and workforce policies through
direct or indirect support from the MHTF:

16,000 midwives
were educated and trained
(pre- and in-service), with the potential
of annually assisting
more than:

2.8 million safe births.

Bachelor degree programmes in midwifery
were launched in Afghanistan, Burkina
Faso, Somalia and Zambia.

Over 325 midwifery schools and training in-
stitutions were strengthened with books and
training materials, with the potential of train-
ing more than 20,000 midwives annually.
Over 1,200 midwifery tutors upgraded
their skills to provide competency-based
education and training.

2,400 midwives upgraded their lifesaving
skills using the nine innovative multimedia
e-learning modules launched by UNFPA in
partnership with Intel and Jhpiego.

The second State of the World Midwifery
Report was launched to support policy dia-
logue, programme planning and advocacy.
A practitioner’'s handbook, the “Midwifery
Programme Guidance,” was launched and
globally disseminated.

MHTF support was instrumental in
leveraging additional funds for midwifery
in South Sudan and the Sahel.
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The UNFPA midwifery programme works to scale up
investments in building a competent, well-trained and well-

supported midwifery workforce in low-resource settings.

Launched in 2008, the programme entered its second phase
in 2014, with enhanced civil society, H4+ and private sec-
tor engagement. Through the Maternal Health Thematic
Fund (MHTF), over 65 countries received support for
strengthening comprehensive midwifery workforce policies.
By the end of 2014, UNFPA had 24 country midwifery
advisers providing dedicated technical assistance to national
stakeholders on midwifery strengthening.

Over 16,000 midwives received pre- and in-service educa-
tion and training in 2014; the skills of over 1,200 midwife-
ry tutors were upgraded, and over 325 midwifery schools
and training institutions were enhanced with books, equip-
ment and training models through MHTTF support.

As a result of the sustained support and advocacy from
the MHTE midwifery is now recognized globally as a key
workforce essential for improving maternal, newborn and
adolescent health and ensuring access to universal health
coverage. This has become evident from the more than
45 national commitments made towards midwifery since

2011, which the MHTF is helping countries achieve.

The MHTF key midwifery programmatic strategies
include: Partnerships, Evidence Based Advocacy, Capacity
Building and Innovations.

Objective: To ensure a maximum number of countries have
comprehensive midwifery workforce policies based on global
ICM and WHO global standards for midwifery education and 75

regulation.

The UNFPA Midwifery Programme aims to build national

50
* ICM/WHO competency-based midwifery training curriculum 5
* Development of strong regulatory mechanisms
* Strengthening and establishing midwifery associations l I I
* Proactive advocacy with governments and stakeholders to 0

capacities in:

encourage investment in quality midwifery services.

1  http://www.helpingmotherssurvive.org
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Partnerships

The collaboration with the International Confederation of
Midwives (ICM) entered its second phase in 2014, focused
on strengthening midwifery in 22 countries in the Franco-
phone Africa region.

Memorandums of Understanding (MoU) were signed with
Amref Health Africa and Jhpiego to collaborate on address-
ing pre- and in-service education and training of midwives
and other health workers and promotion of SRHR as well
as family planning and adolescent and youth-friendly ser-
vices using evidence-based, innovative, low-cost healthcare

solutions.

H4+ partners continued to collaborate in 2014 to address
social determinants and barriers to access of RMNCAH
(Reproductive, Maternal, Neoborn Child and Adolescent
Health) services in select countries: Benin, Burkina Faso,
Chad, Democratic Republic of the Congo, Guinea, Mali,
Sierra Leone, Togo, Zambia and Zimbabwe.

Partnership with Laerdal Global Health (LGH) on the
Helping Mothers Survive (HMS) and Helping Babies
Breathe (HBB)' programme continued to expand in 2014.
UNEPA is among the free recipients of the innovative low-
cost Mama and Newborn models and training materials
obtained under the LGH “Buy One Gift One” free scheme.
Forty-two composite sets of these essential training materi-
als have been distributed at UNFPA-organized midwifery

Countries supported in
midwifery (directly or indirectly)

2008 2009 2010 20m 2012 2013 2014



trainings and donated to schools in countries in Africa and
Asia in 2013 and 2014. By the end of 2014, 1,300 mid-
wives and midwifery trainers had been trained in HMS and
HBB using the models in 13 MHTF-supported countries.

Evidence Based Advocacy

Global advocacy proved invaluable to fostering national
policy dialogue, generating a supportive environment
and national resources for midwifery, and informing the
planning of midwifery initiatives.

International Day of the Midwife

The global yearly celebration of the International Day

of the Midwife (IDM) on 5 May again helped to draw
national attention and visibility to the role of midwives
and to encourage policymakers to scale up investments in
midwifery. In collaboration with the national midwifery
associations and other stakeholders, celebrations were vast,
ranging from marches by midwives to debates on mass
media and to free family planning, HIV, breast and cervical
cancer screening camps, all generating much visibility and

political commitment.

In Cote d’Ivoire, midwives provided free in-service train-
ings on family planning, conducted hundreds of cervical
cancer and HIV screenings and led thousands of commu-
nity sensitizations on SRH and family planning. UNFPA
South Sudan distributed and pre-positioned USD 1 million
worth of reproductive health kits and supplies in all 10
states. UNFPA Uganda organized a midwifery symposium
to critically examine the status of midwifery in the country
and developed a one-year roadmap. Madagascar held

an “open day” at two health centres, where free family
planning services and maternal health consultations were
provided. In addition, Midwives in Madagascar provided

COUNTRY HIGHLIGHT

training in EmONC to 300 new graduate midwives, ori-
ented 1,350 high school and out-of-school youth on preven-
tion of STI/HIV and early pregnancy, and sensitized media
professionals on fistula prevention. Ethiopia launched its
“Standards of Midwifery Care” and published the evaluation
findings of the Accelerated Midwives Programme.

Midwifery Workforce Assessments

The Midwifery Workforce Assessments initiated in 2011 by
the H4+ in response to the UN Secretary-General’s Global
Strategy for Women’s and Children’s Health, has enabled
UNEFPA to conduct assessments in Afghanistan, Bangla-
desh, Democratic Republic of the Congo, Ethiopia, Mo-
zambique and Tanzania. These seck to assess the status of
all midwifery workforce cadres (including doctors, nurses,
obstetricians and community health workers) in countries
with high maternal mortality rates. Similar assessments on a
smaller scale were done in Benin, Guinea and Togo.

The assessments identify gaps in service availability, quality
and accessibility, and can subsequently support the devel-
opment and implementation of national costed RMNCH
plans tailored to country needs. Bangladesh and Tanzania
have published High Burden Country Initiative reports and
are using the findings in their decision-making. An opera-
tional guidance that allows most countries to replicate this
workforce assessment was released in 2014 by UNFPA.

UNFPA and the ICM Triennial Congress 2014

From 1-5 June 2014, over 4,000 delegates from a record
126 countries assembled in Prague, the capital of the Czech
Republic, to participate in the 30th Triennial Congress of
the ICM. UNFPA participated as a Gold Sponsor, serving
as a main exhibitor at the event. The Congress was strategi-
cally used to: a) launch the State of the World’s Midwifery

Lao PDR Attendance at the ICM Congress Motivates Midwifery

“The motivation that the midwifery focal points received from their participation at the ICM conference in Prague resulted in
a number of advocacy activities and policy discussions at the national level. The Government of Laos has subsequently made
several commitments to deliver high quality health services with the goal of improving women and children’s health. The
proposed strategies include: strengthening midwifery training; a plan to ensure equitable care; scale up of tested successful

innovations; and provision of services within the community while also maintaining and improving services at facility level

"

UNFPA midyear report 2014 from Laos Country Office.

THE MIDWIFERY PROGRAMME
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COUNTRY HIGHLIGHT
SoWMy Afghanistan

The Afghan Midwife Association in collaboration with UNFPA, USAID,
WHO and the Afghan Ministry of Health produced its own State of
Afghanistan Midwifery Report. This report has helped strengthen policy
dialogue and identify barriers and opportunities to improve midwifery
services in Afghanistan. Significant investments in community midwifery
since 2005 have resulted in a precipitous decline in maternal mortality
ratio from 1,600 in 2003 to 327 per 100,000 live births in 2010.
Afghanistan is among the first countries in the region to develop a
cohort of internationally recognized degree-level midwives.

Report; b) disseminate midwifery good practices, compre-
hensive programme guidance and the e-implementation
guidance at a special training; and ¢) support a side session
on midwifery in South Asia. In addition, Pronita Rani
Raha, a Bangladesh midwife nominated by UNFPA, won
the International Midwife Award 2014 from the ICM and
Save the Children.

Launch of the State of the World's
Midwifery Report

The Second State of the World’s Midwifery Report
(SoWMy 2014) was launched on 3 June 2014 by UNFPA,
ICM, WHO and approximately 30 global partners (UN,
civil society, private sector and donors) at the ICM Trien-
nial Congress in Prague. The report describes the current
midwifery situation in 73 low- and middle-income coun-
tries, which account for more than 92 percent of global
maternal, newborn and child deaths and stillbirths.

In addition, the report provides
information on progress since
the first SoWMy report in
2011, and makes projections
for the midwifery workforce

up to 2030. The report

is an invaluable resource

for policy dialogue with
stakeholders and govern-

ments and for planning

Maternal
Mortality

Ratio
Decline

1,600

2003

2010

midwifery interventions and supporting negotiations for
the post-2015 development agenda.

A successful media campaign was carried out with more
than 20 partners (ICM, Jhpiego, Family Care International,
WHO, Integrare and Johnson & Johnson, among others).
As a result, SoOWMy received extensive high-profile global
coverage from Time, Reuters, Huffington Post, The Guard-
ian, Voice of America, Bloomberg News, The New York
Times, ABC, NPR and many others. Twenty-four national
level SoWMy launches took place from June to December
2014 with good help from an impressive advocacy toolkit
created by Family Care International.

Dissemination of Midwifery Good Practices

Nine good practices in

midwifery” documented

in 2013 were globally

disseminated in 2014.

They highlight innovative

initiatives in Afghanistan,

Bangladesh and Uganda

to improve retention and

training of midwives; to

increase access to midwife-

ry services in Burkina Faso,

Ethiopia and South Sudan;

and to strengthen midwifery associations in Guyana.
The Lancet Midwifery Series’, launched in June 2014, are

2 http://www.unfpa.org/resources/good-practices-strengthening-midwifery-services-avert-maternal-and-newborn-deaths
3 See: http://midwiferyaction.org/ and http://www.thelancet.com/series/midwifery
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E-Learning in Ghana

Since the launch of the pilot in Ghana in 2013, Jhpiego through its
flagship Maternal and Child Health Integrated Program (MCHIP)
has trained over 31 trainers and approximately 800 midwives

in e-learning at six schools. To further strengthen this initiative,

in June 2014 the Ministry of Health with support from UNFPA
Ghana launched a national e-learning steering and technical
committee to develop a harmonized strategic vision of the
national midwifery e-learning programme. Alexander Yaw Arpal,
director of human resources at the Ministry of Health, noted that
the modules would transform how training is provided to frontline
healthcare workers by improving access and reinforcing correct
clinical decision-making skills. Preliminary results from the Ghana
e-learning feasibility study conducted by the USAID MCHIP
programme revealed that the modules are feasible, acceptable
and user-friendly. Plans are underway to scale up training in

MCHIP
has trained over

and approxiamtely

in e-learning at
6 schools

midwifery schools. See media brief at

http://www.ghanaweb.com/GhanaHomePage/health/artikel.php?ID=357180

i

major international research papers that discuss the impact
of midwifery (quality of care, improvements in SRH, scale
up and deployment) in eliminating preventable maternal and
neonatal deaths and the potential for improving outcomes
for women and newborns through collaboration of health-

care professionals working along the continuum of care.

The latest evidence generated by the State of the World’s
Midwifery (SoWMy) Report 2014, midwifery workforce
assessments, the Lancet Midwifery series and the Emer-
gency Obstetric and Newborn Care Needs Assessments
supported by MHTF have proven highly effective in sup-
porting policy dialogues and advocating for governments to

prioritize investments in midwifery.

Capacity Building

A comprehensive “Midwifery Programme Guidance,”

developed by UNFPA and the ICM in 2013, was formally
released and globally disseminated by UNFPA in 2014

in Arabic, English, French and Spanish. The guide is a
user-friendly technical tool for midwives and midwifery
programme managers, partner agencies’ and Ministries

of Health that can help develop, scale up and strengthen
midwifery programmes at the national level. It explains key

4 http://www.unfpa.org/resources/midwifery-programme-guidance

midwifery concepts and global standards; outlines a step-
by-step approach in strengthening midwifery; and comple-
ments and references major available tools, protocols and
guidelines on midwifery developed by UNFPA, WHO,
Jhpiego and others. UNFPA oriented approximately

70 midwives and programme managers from 30 MHTE-
supported countries on using this tool. Since then, the
guide has been extensively used by UNFPA country

teams to strengthen and increase midwifery interventions
and to conduct advocacy and fund-raising efforts.

Innovative Approaches

In 2014, UNFPA, in collaboration with Jhpiego, WHO
and Intel, developed an “eLearning Implementation Guide”

THE MIDWIFERY PROGRAMME
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To address the Ebola outbreak in West Africa, which killed

to open and

more than 11,000 people in 2014 - mainly in Liberia, The MRMR equip (in a
Guinea and Sierra Leone (including over 500 health initiative aimed to one-year period)
workers and midwives), UNFPA and the governments recruit some at least
of Guinea, Liberia and Sierra Leone and other partners 2
developed and initiated the Mano River Midwifery
Response (MRMR) to restore resilient health systems international and midwife-led
for RMNCAH and prepare for the post-Ebola period. national midwives, units for

doctors and RMNCAH

support staff quality care in

The MRMR initiative aimed to recruit some 500
international and national midwives, doctors and support
staff to open and equip (in a one-year period) at least 8 A
20 midwife-led units for RMNCAH quality care in each ﬂ ﬁ
country. The response will also develop community-based

interventions, including mobile clinics, outreach activities,

education, family planning, clean delivery kits, maternal

each country.

healthcare and gender-based violence. Specific examples include:

Sierra Leone: Midwifery tutors helped to train
In 2014, using a situational analysis, strategic facilities students and graduate midwives in Infection
were selected in the most-affected districts, some Prevention and Control (IPC) and to define
international staff in collaboration with UN Volunteers strategies to combat the effect of Ebola on SRH
and the Economic Community of West African States services. A midwifery mapping exercise has
were recruited; and national and retired midwives were helped to deploy midwives to areas in which
redeployed. UNFPA Sierra Leone, Liberia and Guinea RMNCAH workforce was depleted.
supported the case-management teams of the Ministries
of Health in contact tracing and provided on-the-spot Liberia: UNFPA supported the government of
training on case management and infection prevention Liberia to train, orient and deploy its first batch
and control. UNFPA also disseminated information and of 33 retired midwives to remote settings for the
supplies to midwifery schools and healthcare providers provision of RMNCAH care and services.

and communities, including personal protective gear like
medical gloves, disinfectants and heavy duty aprons,

as well as hand-washing equipment and emergency
reproductive health kits.

Guinea: Midwives and community health
workers were trained in the mobile phone
application that helped support contact
tracing, particularly in areas with high rates of
Ebola transmission, which helped speed the
government's response to the Ebola outbreak.

*Note: Part of the MHTF and H4+ funding provided to the affected countries was redirected to address the crisis.
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and a promotional video® to assist in the operationalization
and promotion of the nine e-modules developed in 2013
for midwives and other frontline health workers on all
lifesaving skills. The module on “Danger Signs in Preg-
nancy” was translated into French and Spanish. In 2014,
some 2,400 midwives were trained through the e-modules

produced by UNFPA, Jhpiego and Intel.

Key capacity gaps in, for example, competency based
education; building mentorship skills; trainings in skills lab
management; and leadership skills were addressed through
a series of regional workshops. Major advocacy was also
conducted at regional levels to further enhance midwifery

commitments.

The UNFPA Arab States Regional Office organized the
second Regional Midwifery Conference with the govern-
ment of Saudi Arabia in Riyadh. The conference brought
together representatives of Ministries of Health and
midwifery experts from 17 Arab countries and other global
experts and focused on adoption of regional strategies and
actions to advance ICM competency based midwifery edu-
cation. A Statement issued by the Ministry of Health at the
end of the conference affirmed the critical role of midwives
in saving lives of mothers and newborns and declared mid-
wifery education an urgent priority for the region.

UNFPA Latin America and Caribbean Regional Office
(LACRO) launched a comprehensive midwifery report
titled “Strengthening Midwifery in Latin America and

the Caribbean (2014)” at the ICM Americas Regional
Conference in June 2014. The report highlights the
midwifery situation of 18 high-burden maternal mortality
countries of the region’.

The regional office scaled up Competency Based Education
(CBE) Training in the Caribbean. By December 2014,

six countries had trained 61 midwifery educators/clinical
instructors and 12 master trainers in competency-based
teaching, learning and assessment strategies. Lessons
learned from the trainings were used to implement a second

training for 19 midwifery faculty members in Argentina,

Ecuador, Paraguay, Peru and Uruguay. Evaluations suggest
the needs for CBE are being rapidly met in Latin America
and the Caribbean.

LACRO further developed models (prototypes) of
midwifery regulation in 2014 and has created a Midwifery
Regulation Commission by the Latin American Federation
of Midwives. Another successful initiative by the region has
been the Young Midwifery Leaders Programme (YML) in
seven Latin American countries (Argentina, Brazil, Chile,
Ecuador, Paraguay, Peru and Uruguay), which aims to
develop competency-based education and training skills,
strengthen networks and provide leadership support to
young midwifery trainers.

Phase 2 (2014-17) of the UNFPA/ICM programme enhanced
its efforts to support the Francophone West and Central
Africa region. The programme secks to address the gross
shortage of competent midwives in the region. In October
2014, a gap analysis workshop was held on Comoros for five
French-speaking countries (Comoros, Djibouti, Madagascar,
Morocco and Tunisia). The workshop used the SoWMy2014
report and The Lancet Series on midwifery, as well as the
Maternal Death Surveillance and Response (MDSR) as an
evidence-based foundation to develop action plans to address
the deficits in midwifery education, association and regulation.

Mentorship and teaching skills in the Eastern and South-
ern Africa Region were strengthened through a five-day
regional workshop held in Nairobi, Kenya, in collaboration
with Amref Health Africa in October 2014 on Mentorship
and Teaching Skills Training. This benefited 30 midwifery
clinical trainers from seven Anglophone countries (Ethio-
pia, Kenya, Malawi, South Sudan, Tanzania, Uganda and
Zambia). Participants gained skills and knowledge on latest
evidence-based mentorship and teaching models and wrote
follow-up implementation action plans. As part of the
plans, South Sudan trained 20 midwifery tutors in mentor-
ship and teaching skills in 2014. Most countries are rolling
out similar trainings in 2015.

Asia Pacific Region in collaboration with MHTF and the
Indian Academy of Nursing and Women’s Empowerment
Studies helped build the capacity of 23 midwifery tutors,

5 The video can be accessed at: http://www.unfpa.org/resources/e-learning-modules-midwives
6 See: http://arabstates.unfpa.org/webdav/site/as/shared/ASRO%20website/Publication/Publication%20Pic/Regional%20Midwifery%20

Conference%20Statement%20English.pdf

7 Countries included in the report are: Bahamas, Barbados, Bolivia, Guyana, Trinidad & Tobago, Haiti, Dominica, Jamaica, St. Kitts, St. Lucia, Suriname,

Argentina, Chile, Ecuador, Paraguay, Peru, Suriname and Uruguay
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principals, directors and deans of universities and

UNFPA midwifery managers from seven Asian countries
(Afghanistan, Bangladesh, Bhutan, India, Myanmar, Nepal
and Timor-Leste) on ‘Effectively setting up and utilizing

a skills lab.” After the workshop Bhutan, Myanmar and
Timor-Leste set up their skills labs in 2014 themselves,
and action plans are being implemented in Afghanistan,
Bangladesh, India and Nepal.

Midwifery Education

The government of Bangladesh increased the number of
professionally trained midwives in its three-year direct entry
diploma programme, from 525 midwives in 20 training
sites in 2012 to 800 midwives in 31 training sites in 2014.
Another 1,300 midwives were trained under the six-month
post basic midwifery programme in 10 training sites, of
which six are funded by UNFPA and four by WHO. Upon
graduation, the newly trained midwifery specialists would
receive remote postings® to help address the big need for
skilled health workers in such areas.

MHTF supported numerous countries in 2014 reviewing

their national midwifery curriculum to ensure they are

aligned with global ICM/WHO standards. These include

COUNTRY HIGHLIGHT

Burundi, Chad, Lao PDR, Madagascar, Niger, Uganda
and Zambia.

Bachelors in midwifery programmes were launched in
Afghanistan, Burkina Faso, Somalia and Zambia in
2014 and a master’s degree in midwifery was launched in
Madagascar, giving hope to thousands of midwives for
new career paths. Pakistan graduated its first group of
21 bachelor degree students in midwifery from the Aga
Khan University in 2014, of which 18 were sponsored
by UNFPA. UNFPA also supported the initiation of

the first master of science programme in midwifery

in Pakistan.

The national midwifery training school in Burundi
graduated its first class of 46 midwives with special emphasis
in contraceptive technology and EmONC in 2014. Two
skills labs were fully equipped with training materials and
over 37 midwifery training sites were accredited. The MoH
of Cambodia has opened two new healthcare facilities to
provide clinical skills training to more student midwives.
UNFPA Niger facilitated the training of over 63 midwifery
teachers in B-EmONC and effective teaching skills and fully
equipped new skills laboratories in two midwifery schools.
In Chad, 45 midwifery teachers and clinical instructors were
trained in basic supervision and EmONC skills, and another

Uganda Sends Midwives to Underserved Areas

UNFPA and partners have supported the government of Uganda

to increase access to a skilled midwifery workforce by providing
bursaries for training midwives who serve in underserved rural dis-

Deliveries occurring
in health facilities

tricts since 2010. In 2014, 80 students completed training, bring-
ing the total number of sponsored students to 308. Each graduated

midwife enlisted on this initiative is required to work in specific dis-
tricts for at least three years. A 2013 Human Resources for Health
Audit report of the MoH indicated that vacant midwifery positions
in health facilities had decreased to 1,043 from 1,961. Uganda has
also seen a steady increase in the proportion of deliveries occurring
in health facilities in UNFPA-focused districts from 29 percent in
2012 to 33 percent in 2014. This rise has been aided by UNFPA's
continuous support to health systems' strengthening, the pre- and

2012

2014

in-service training of midwives and the procurement of teaching

and learning equipment and reproductive health supplies.

8 http://www.unfpa.org/news/student-midwives-prepare-save-lives-rural-bangladesh
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30 midwifery trainers were taught education psychology and

supervision.

Midwifery education programmes were positively evaluated
in a number of countries, including Bangladesh and
Ethiopia. The resulting action plans will help to guide
focused interventions to strengthen midwifery education.
The Accelerated Midwifery Programme in Ethiopia has
already helped the country achieve the target of 8,635
midwives ahead of schedule.

South-South Collaboration

To address the acute shortage of midwives and midwifery
trainers and mentors across the country, UNFPA South
Sudan has been supporting the government in numerous
strategies that include South-South collaboration with
Uganda and Tanzania and an internal scholarship
programme with the Catholic Health Sciences Institute
(a privately managed entity supported by MHTF). Since
the start of this initiative in 2011, over 34 midwives have
graduated from schools in Uganda and the Catholic
Health Sciences Institute and deployed to under-resourced
settings nationwide. Further, 15 national tutor /mentors
were trained in Tanzania and deployed at health sciences
institutes in the country.

Ghana has seen a rapid increase in the number and
distribution of midwifery schools, now totalling 28 and

an all-time high of 4,185 registered midwives in 2014.
E-learning is also being strongly promoted in the country.
DRC graduated 43 midwives, increasing the number of
graduated midwives from 4,675 in 2012 to 5,628 in 2014.
The new midwifery school in Haiti, rebuilt in 2013 after
the devastating 2010 earthquake, graduated its first group
of 39 midwives in June 2014.

The Lao PDR government implemented supportive
supervision for skilled birth attendants in seven nursing
and midwifery schools, and supervisory tools were
developed to facilitate monitoring. In 2014, the national
Nepal Auxiliary Nurse Midwives’ curriculum, with all ICM
global competencies, was adopted after extensive review.

UNFPA Somalia helped establish an additional
midwifery school in south-central Somalia, and 25
midwifery students have since been enrolled. The number
of midwifery schools now being supported by UNFPA

Somalia increased from eight to 11 in 2014. Midwives
in Guinea-Bissau organized a two-day symposium to
better integrate family planning into maternal health
activities. Through music, theater, dance and radio spots,
family planning information and messages reached the
community of Biombo, which has a high prevalence of
teenage pregnancy. Mobile strategies will be employed

to send such messages to other remote areas.

Midwifery Association Strengthening

The midwife associations in all MHTF-supported
countries played a leading role in the celebration of
the International Day of the Midwife (see Global
Highlights) and in the national launches and
dissemination of the findings of the 2014 State of the
World’s Midwifery report.

The Bangladesh Midwifery Society became a member
of the ICM in 2014. It was launched in 2010 with 24
members, and as of 2014 had 1,400 members and a new
website. Lao PDR drafted a constitution to establish
the first Lao Association of Midwives. The Midwives
Association of South Sudan supported the first
nationwide nurses and midwives conference with over

390 participants.

The Midwives Association and the Ministry of Popula-

tion in Madagascar successfully engaged more than 50
traditional leaders in a discussion on the rights of children,
young people and women, family planning and SRH. The
Chadian Association of Midwives strengthened the capac-
ity of 10 health centers to provide 24/7 B-EmONC services
through the provision of delivery beds, drugs, ambulances
and other commodities. In 2014, midwives in these facili-
ties performed over 4,832 deliveries with zero maternal
deaths. The Zambian Midwifery Association launched
and disseminated its strategic plan at its annual general
meeting. The 107 members were also oriented on
‘Respectful Maternity Care,” which has helped improve
quality of care.

UNEFPA in collaboration with the Association of
Midwives and the Ministry of Public Health of Niger
completed and disseminated the first national midwifery
report. Recommendations (together with the SoWMy
findings) were used to develop a comprehensive midwifery
action plan that is currently being carried out.
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2014, Dinajpur, Bangladesh. Selina Akter, a second-year midwifery student, plays the role of a mother as students
practise postnatal care at the Dinajpur Nursing Institute. The institute is currently training 22 second-year and 25
first-year students in midwifery, the first batch of a three-year course that started two years ago.

© Nicolas Axelrod/Ruom for UNFPA

Midwifery Regulation Enhancing

The DRC government developed and validated a
ministerial decree enforcing midwifery as an autonomous

profession.

The Bangladesh Nursing Council (BNC), with UNFPA
and WHO, has established a task force to support the
endorsement of the Midwifery Act by the Ministry of
Health and Family Welfare. Once this is achieved, the
BNC name will be changed to the Bangladesh Nursing &
Midwifery Council. In Nepal, efforts are underway with
the Nursing Council to develop education standards and
revise the current Nursing Act to include “midwives” as a
separate cadre of health professionals.

UNEFPA Pakistan is working with the Pakistan Nursing
Council (PNC) to strengthen its midwifery program.

An assessment of the PNC Nursing Examination Boards
has prompted the introduction of ‘Objective Structured

MATERNAL HEALTH THEMATIC FUND ANNUAL REPORT 2014

Clinical Examination’ (OSCE) for all midwifery teachers.
Technical assistance provided by UNFPA helped support
the Cambodia Midwives Council to develop a guidance
document to address public complaints.

Female Genital Mutilation Prevention and
Care by Midwives

UNEFPA, in the context of the UNFPA-UNICEF Joint
Programme on FGM/C and the UNFPA Midwifery
Programme will launch a global initiative in 2015 to
develop capacities and skills of midwives and other
frontline health workers to resist social and economic
pressure to perform FGM (Female Genital Mutilation),
improve care for girls and women with FGM and to
enlist midwives to champion FGM prevention and care.
Preliminary work on an e-learning module draft and a
draft advocacy toolkit was completed in 2014.



In 2014, midwives were engaged in numerous initiatives

as part of ongoing campaigns to end FGM and fistula.

For example, midwives from Mauritania and Djibouti
signed national declarations for the abandonment of
FGM, while midwives in Guinea-Bissau supported
integration of FGM into the Peer Educators’ Manual on
Reproductive Health; Ethiopia, Gambia, Guinea-Bissau,
Senegal, Somalia, Sudan and Turkey have integrated FGM
into their midwifery pre-service training curricula; over
9,000 midwives were trained in counseling strategies and
management of FGM complications (including 5,200 in
Sudan, 160 in Turkey and 140 in Somalia, among others).
In Sudan alone, 18 new midwifery healthcare facilities
became part of the UNICEF Saleema Initiative to promote
collective abandonment of the practice at the community
level. Ethiopia developed a “women health extension
workers” programme to support communications on FGM
prevention, and collaborated with the Afar Pastoralist
Development Association to train traditional birth
attendants on consequences of FGM.

Leverage Impact

UNEPA has helped countries leverage additional national
and global resources through documented successes on the
ground and national stakeholder engagement. Examples
include: After the 2011 commitment made by the prime
minister of Bangladesh to train 3,000 midwives by 2015
towards the UN Secretary-General’s Every Woman Every
Child strategy, the Ministry of Finance finally approved the
creation of 3,000 posts for midwives starting from fiscal
year 2014-2015 with 600 posts coming on each year until
the end of fiscal year 2018-2019.

UNFPA South Sudan implemented three projects

funded by the Department of Foreign Affairs, Trade and
Development Canada (DFATD): the Strengthening
Midwifery Services Project (CAD 19.4m); the Deploying
Midwives in South Sudan, which demonstrated results
and huge nationwide impact and will therefore receive
additional funding in 2015 (CAD 13.7m); and the
“EmONC and MMR survey” (CAD 3M). The timeframe
of all three projects extends beyond 2014. UNFPA
commenced negotiations with DFATD for a second phase
of the Strengthening Midwifery Services in 2014 with an
estimated cost of CAD 50 million.

Global advocacy for advancing the midwifery programme
has given rise to the USD 200 million World Bank/
UNFPA Sahel Demographic Dividend and Women’s
Empowerment project, which aims to accelerate the
demographic transition (i.e., reduced fertility and child
mortality) and trigger demographic dividends into broader
economic gains (such as reducing gender inequality) in the
Sahel region. The USD 30 million midwifery component
of this project would help create two regional midwifery
hubs to train competent midwifery tutors, strengthen
national midwifery schools and improve deployment of
midwives in rural settings. Countries to benefit from this
initiative are Burkina Faso, Chad, Céte d’Ivoire, Mali,
Mauritania and Niger.

In conclusion, while much progress has been made and
UNEFPA has helped train over 60,000 midwives (35,000
through MHTF alone) since 2009, this is not sufficient.
Using the latest evidence base from the State of the
World’s Midwifery Report and the midwifery workforce
assessments, UNFPA will continue to exercise its global
leadership role in collaborating with partners to strongly
advocate for mainstreaming midwifery in national human
resources for health policies and to ensure that there are
adequate numbers and well-distributed posts for midwives.
UNEFPA will adopt strategic initiatives, like e-learning, to
scale up the lifesaving skills and capacities of the health
workers with midwifery skills and support countries

in developing, implementing and monitoring costed

midwifery workforce plans and strategies aligned with
ICM global standards.

Going forward, in order to meet the new SDG goals of
ending preventable maternal and newborn mortality and
achieving universal access to SRH services, strengthening
midwifery skills and capacities will need continued focus
and enhanced global and national level investments and

commitments.
In doing all this, UNFPA remains deeply committed and

well positioned to make strategic and targeted investments

in human resources for health, such as midwifery.
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2014: An obstetric
emergency has called
for a Caesarean section
at an EmONC facility

in Sacré-Coeur de
Milot, Haiti.

© Joan Lysias, UNFPA.

Photo submitted for MHTF
AR 2014 photo contest. Haiti



Highlights

Midwives and obstetricians need to

work within a functioning health

system so they can provide timely

and accurate emergency obstetric and
newborn care (EmONC). This entails
the establishment of functioning

health systems; from community to
referral hospitals that include: (1)

basic EmMONC (B-EmONC) services

to handle most of the nonsurgical
complications at the peripheral level, close
to the population; and (2) comprehensive
EmONC (C-EmONC) services with
efficient referral mechanisms. Skilled
birth attendants (SBAs: midwives,
doctors and obstetricians or equivalent)
need to be effectively deployed to ensure
a correct accessibility to women in all
communities, including the poor and
those living in remote areas. This makes
basic and comprehensive EnONC a very
cost-effective, high-impact intervention.

EmONC needs assessments show that
in MHTF countries, important gaps ex-
ists in EmONC services coverage, with
the best around 60 percent, based on
international standards. The main gap is
the lack of SBAs in B-EmONC services.
To improve this situation, a full over-
view of the network of EmONC services
— strengths and weaknesses — is a

first step. Once data are available they
need to be acted on within the Data to
Action Continuum to improve service
availability for women in need.

Results:

Two EmMONC Needs Assessments

surveys were completed in 2014 —

for Congo Brazzaville and Mozambique

— which brings the total of national

EmONC NA surveys conducted with

MHTF support to 36.

As part of the increased attention to the

data to action process in Phase Il of the

MHTF, eight national EMONC Needs

Assessment surveys' reports have been

analysed to:

» Contribute to the development of
national plans for maternal and
newborn health;

* Provide inputs to an additional
chapter for the ‘EmMONC Needs
Assessment Facilitation guide’
under development in collaboration
with the Averting Maternal Death
and Disability group at Columbia
University (AMDD).

A maternal and newborn health

services monitoring mechanism has

been designed and started in 2014 to be
implemented at national level in a few
countries (Cambodia, Haiti and Togo) to
assist MoH in developing and strength-
ening a better network of EmMONC
services.
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Emergency Obstetric and
Newborn Care

In high-prevalence maternal mortality countries, the
EmONC needs of women and newborns are generally not
satisfied. The availability of four B-EmONC facilities and
one C-EmONC facility per 500,000 inhabitants is consid-
ered a minimum standard.

The Countdown to 2015, an international movement

to monitor and support country progress towards the
health-related MDGs in its latest 2014 report, “Fulfill-
ing the Health Agenda for Women and Children,” found
that none of the 75 countdown countries has achieved
the EmONC minimum standards. According to the

36 MHTF-supported EmONC needs assessment (NA)
conducted by the AMDD programme, referral systems are
still too weak in many countries. Therefore, UNFPA and
AMDD collaborated on highlighting the critical impor-
tance of establishing a sufficient network of EmONC
services-to meet the needs of women and to help acceler-
ate action towards reaching MDGs 4 and 5.

Figure 4. Availability of EmMONC Services in
MHTF Countries
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% EmONC Services available as compared to international standards

Useful needs assessments require consideration of both the
hardware (e.g., infrastructure, human resources and medi-
cines) and the software (e.g., management, accountability
mechanisms and relationships) components of health
systems, the second being more difficult to capture
through health facility surveys.
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Collecting data is not enough if data are not used for
action: there is a need for a Data to Action Continuum,
which is developed in four phases: 1) EmONC needs as-
sessment findings, 2) recommendations from the needs as-
sessment, 3) action plan, and 4) implementation, including
monitoring. This four-step approach has been adopted as a
key indicator in the UNFPA’s Strategic Plan 2014-17.

Global Highlights

In MHTF Phase I, the focus was primarily on conduct-
ing EmONC needs assessments. MHTF Phase 11 is giving
much more attention to the data-to-action process as
outlined in the previous section, with four steps: findings,

recommendations, action plans and implementation.

To promote this four-step approach, a workshop was
jointly organized in New York by AMDD and UNEPA,
with the participation of UN Women, WHO and Save

the Children. The meeting’s purpose was to ensure that

the processes and recommendations of the EmONC

needs assessments effectively facilitate a smooth data-to-
implementation process in countries. The meeting took an
in-depth look at the recommendations from eight EmONC
NA surveys (Bangladesh, Burundi, Céte d’Ivoire, Congo,
Ghana, Malawi, Niger and Togo).

Participants concluded that special attention should be
given to ensure that all recommendations from EmONC
NAs are relevant and actionable to develop plans to effec-
tively contribute to the creation of national maternal

and newborn health plans.

At the workshop, it was also agreed that the EmONC
indicators need to be used in a logical way to clarify
availability, use and quality of care. The workshop
highlighted a new focus on evaluating the ability of
services to perform the critical EmONC signal functions.
Participants proposed to add more indicators to better

describe newborn care.

In December 2014, AMDD and UNFPA organized

a second, much larger workshop that was attended by
UNICEEF, USAID, CDC, the Bill and Melinda Gates
Foundation, WHO, FHI 360, the Population Council,
University of Southampton, Heidelberg University,
Jhpiego, Save the Children, CEFOREP (Senegal) and
ICDDR,B (Bangladesh).



The objective was to consult with partners on potential revi-
sions of the EmONC needs assessment tool and processes to
reflect the four-step approach needed to improve EmONC.
To do so, participants examined emerging developments in
maternal and newborn health metrics, such as indicators for
quality of care, newborn health and routine delivery care in
the broad sexual and reproductive health and HIV contexts.
In addition, they focused on approaches to tracking and us-
ing data for decision-making and implementation.

Key conclusions of the meeting:

* The partners emphasized the added value of the EmnONC
NA tool, which goes far beyond the EmONC services
and remains the most comprehensive survey on maternal
and newborn health services existing in the world today.

* Consensus was reached among partners to strengthen

collaboration on EmONC needs assessments, reduce
overlaps and ensure provision of relevant, usable and
actionable data in countries. The collaboration will
be initiated in countries with ongoing or forthcoming
EmONC needs assessments.

e New indicators on emergency newborn care and routine
services delivery will be tested in the ongoing and forth-
coming needs assessments. The results will be shared to
support global indicator discussions.

e The national EnONC and MDSR mapping tool should
be developed to plan, manage, report and advocate for
maternal and newborn health amid reproductive health.

These workshops and successful EnONC NA surveys
have served as inputs to a new EmONC guidance. A new
chapter in the EmONC Needs Assessment Facilitation

Congo is in a transitional phase in becoming a middle-income country, but it still faces a high maternal mortality
ratio of 410 deaths per 100,000 live births, making it unlikely that the country will reach MDGS5 in 2015. Together
with UNFPA's West and Central African regional office, the MHTF technical team provided support to the UNFPA
country office of Congo to support the government's efforts to improve the situation.

In 2014, the government completed an EmONC NA survey. After a difficult start due to the lack of updated facili-
ties census, the EmMONC assessment data collection began in November 2013. The findings were discussed in
March 2014, and the final version of the report was validated in a national meeting in April 2014.

Despite that 94 percent of pregnant women deliver in facilities, an estimated 690 women die every year. The find-
ings of the survey provide a clear explanation for this situation: a huge deficit in B-EmONC facilities, with no prov-
ince meeting the minimum international standard of five EmMONC facilities per 500,000 inhabitants. In addition, the
high case-fatality rate of 8.7 percent is more than eight times the acceptable WHO-defined international standard.

This underscores the problem of inadequate competencies among birth attendants to manage obstetric and neona-
tal emergencies. Other findings pointed out the need to improve the quality of care in the urban areas of Brazzaville
and Pointe-Noire, where two-thirds of deliveries occur, and the challenge of addressing the needs of the poorest
(and the Pygmies) in the countryside. Another necessary focus is to strengthen the referral system by improving
links between B-EmONC and C-EmONC.

The government of Congo is concerned about the situation and ready to allocate USD 20 million to maternal
health. In response to a request from the government, the UNFPA country office advised that improvements be
made to pre-service training for midwives, that a mentorship program in selected EmONC facilities be implemented
and that a network among B-EmONC facilities be developed.

This work is a concrete illustration of the catalytic effect of the MHTF. The initial financial and technical support is used
to design an evidence-based strategy strengthening the efforts of the government to reduce maternal mortality with
high-impact interventions. It also illustrates how links are developed between the individual phases of the Data to Action
Continuum process as well as the role of the UNFPA regional offices in implementing this approach in countries.

See also Table 1 for further data from the EmONC survey.
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guide will be created on the subject of developing recom-
mendations, with a first draft to be tested in Malawi and
Zambia. An additional guidance document on EmONC
services monitoring will start to be developed by a technical
group in 2015.

EmONC Needs Assessments Done in Two
More Countries

In 2014, two countries completed an EmONC needs as-
sessment, Congo (Brazzaville) (see box under Regional
Highlights) and Mozambique. Implementing the survey
was the governments’ decision, with the former as well

as local key partners providing the budget to conduct

the survey, usually ranging from USD 500,000 to USD
900,000 depending on the size of the country. MHTF
supports technical assistance to ensure that the methodol-
ogy is well defined and implemented and that the quality of
data collection and analysis is high. This assistance has been
provided by AMDD or regional institutes. Table 1 presents
some key darta findings from the surveys.

Main Findings of the Needs
Assessments— Mozambique

In 2012, for the second time, the Mozambican National
Directorate of Public Health of the Ministry of Health
launched a national EmONC services needs assessment.
The survey was based on six modules or questionnaires
and extended to all health facilities that provide childbirth
services in the country. The final report was validated in
2014, comparing 2012 data with 2007-08 data.

For a country of 23.6 million inhabitants, the
recommended minimum number of EmONC services
was 2306, including at least 47 C-EmONC services. The
survey showed 28.9 percent (68/236) coverage of the
recommended minimum of B-EmONC services and
70.2 percent (33/47) coverage of the recommended
C-EmONC services. However, availability varies
across provinces: the Maputo Province has only a
single C-EmONC facility, and the most densely
populated provinces (Nampula and Zambézia) have
critical shortages. None of the 11 provinces reaches the
international standard in terms of EmONC coverage.

Table 1. Sample indicators for EMONC in MHTF-supported countries

EmONC indicators
Population

Maternal Mortality Ratio

4,085,422

Total numbers of facilities assessed

Republic of Congo (Brazzaville)

410/100,000 |b [240-720]
240 (census)

Mozambique

23,569,908

300/100,000 Ib [300-780]
947 (census)

Availability of Basic EmMONC facilities 1 35
Expected B-EmONC according to minimum

. ) 33 188
international standards

Availability of Comprehensive EmONC 9 33
(C EmONC) facilities

Expected C-EmONC according to minimum

international standards 9 47
Provinces with sufficient EmONC facilities 0/12 o/MN
Proportion of all births in EMONC facilities ~ 21% 19%
Met need for EmMONC 56 % 13%
Direct obstetric fatality case rate 8.7% 2.4%

Intrapartum and very early neonatal death
rate

Caesarean sections as a proportion of all
birth (normal range 5%-15%)

11.72 /1,000 births

1.4% in EmONC facilities
3.5% in all facilities
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15/1,000 births in EmONC
facilities; 7/1,000 births in all
health facilities

2.6% in EmONC facilities;
3.0% in all health facilities



The survey data documented an institutional delivery rate
of 72 percent. However, only 13 percent of the expected
number of obstetric complications (15 percent of all births)
were treated in EmONC facilities.

Two EmONC indicators measure aspects of quality of care:
the direct obstetric case fatality rate (to be below 1 percent)
and the rate of intrapartum and early neonatal death rate.
A rate of 2.4 maternal deaths for every 100 women with
complications was found in EmONC facilities, with post-
partum sepsis (7 percent) and uterine rupture (5 percent)
being the most frequent causes of maternal death. It should
be noted, however, that the maternal-case fatality rate
calculated in 2007 was significantly higher (5.2 percent),
suggesting progress.

The survey demonstrated the need to develop more
B-EmONC and C-EmONC services. Health professionals
need to be upgraded with skills and an enabling
environment to perform the missing signal functions. Pre-
service education of midwives should be strengthened. The
large gap in health workers who can provide anaesthesia,
Caesarean deliveries and blood transfusions for mothers
and newborns must be addressed by training trainers at
teaching institutions as well as deploying the qualified
staff effectively. The MHTF will contribute to the
implementation of these recommendations.

Strengthening EmMONC Monitoring

Burkina Faso has started monitoring maternal and new-
born health services in two districts and is preparing to

Dr. Mohan Chandra Regmi, associate professor of
obstetrics and gynaecology, visits patients at the BP
Koirala Institute of Health Science.

Nicolas Axelrod/Ruom for UNFPA. 2014, Dharan, Nepal.

scale up. The country has validated a national procedure to
organize a national EmONC services monitoring system to
better manage the maternal and newborn programme. This
is a strategic approach to strengthen Ministry of Health's
leadership and ease a quick scaling up.

In Haiti, the MHTF supported upgrading three MNH
facilities with B-EmONC services. The facilities have been
showcased for advocacy purposes. They report accurate
data on a regular basis to MoH, a good example of what
can be expected from EmONC services in every country:
good data are critical to document the activities conducted
by the professional teams and to enable managers to

deal with results and better address weaknesses in service
availability and quality of care. By showing results, data

Mentorship to Strengthen EmMONC in Burundi

Since 2013, Burundi has been developing an eight-day B-EmONC training for providers followed by supportive
supervision at facilities where they work. Using the relationship of trust established to selected mentors, 218
providers have improved their capacity in EmMONC management. Mentors also participate in data collection on site
in the facilities to monitor progress in EMONC coverage and quality of care.

As a result, in the 19 targeted facilities, the number of facility deliveries increased from 11,318 in 2013 to 12,227

in 2014. The number of direct obstetric complications managed increased from 2,900 cases in 2013 to 3,004 in
2014. In the same period of time, the number of maternal deaths decreased from 71in 2013 to 45 in 2014 and early
newborn deaths from 233 in 2013 to 183 in 2014. The program was extended to the hospitals in four additional

provinces in 2014.
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Table 2. Obstetrical activities in 3 Basic EmMONC facilities in Haiti in 2015

Year 2014 Facility
Béthanie Jean Denis Petite Place Cazeau
Catchment area 31,884 42170 41,787
Type Public / Private Public Public / Private
Location urban rural urban
In zone expected number of births 429 664 439
Nurber o n ot sgecledbielic. e 2
wg?;ﬁ]egr ic;lftn;(iadfva;/(i:\i/ﬁtsy+ nurses effectively 344 244 o
Deficit in the seven B-EmONC signal
functions none none none
Outside Outside Outside
Number of deliveries according to the InZone - InZone - " InZone - "
zone of origin
825 362 512 342 733 355
;I:Ctialilt;umber of deliveries in B-EmONC 1186 854 1088
Complication management handled referred handled referred handled referred
Dystocia 1 13 18 17 5 64
Pre-eclampsia/eclampsia 7 13 58 27 9 14
Puerperal fever 0 0 0 0 0
Complication of abortion 0 0 N 7 0 0
Haemorrhage 6 3 19 19 46 n
Others 18 9 192 44 26 177
Total # of complications managed 70 412 372
# maternal death 0 0 0
# life births 1188 836 1,081
# stillbirths 12 18 14
# neonatal deaths 3 1 0
Direct obstetric fatality rate 0 0 0

allow for decision-makers to invest effectively on EmONC
development of services and skilled birth attendants.

all with satisfactory results. Figures from 2014 show
that the number of women reaching these facilities is

largely above expectations, both for in- and out of zone
The data from the B-EmONC facilities show that they are

measuring the interventions and coverage for their catchment

women; and all obstetric complications were handled

and/or referred with no maternal deaths. The significant
area and also reporting on interventions and outcomes for number of obstetric complications fully handled within
women coming from neighboring areas. The high number the B-EmONC facilities is demonstrating the capacity
of outzone patients who seek services underscores the of midwives to efficiently manage maternal and newborn
reputation of the B-EmONC services in the considered area. emergencies.
The supported B-EmONC services have different This level of activity and quality of care requires skilled

profiles, ranging from private to public, rural to urban, birth attendants who are organized to deliver maternal
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Referral System in Togo

Togo has successfully instituted a plan
to upgrade EmONC facilities to offer
all signal functions around the clock.

In addition, a referral system has been
established in each region. This creates
an EmONC facilities network where
links between B-EmMONC and C-EmONC
facilities are described according to
available means of transport, costs and
time (red = difficult; orange = needs
improvement; green = all right).

As evident from the map of the Maritime
region, the EmONC network is vulnerable.

Links are red or orange. The action plan would have to address and improve this situation. To facilitate access,
Togo has decided that the referral should be made to the most accessible C-EmONC facility even if it belongs to a

different district or region.

Having prioritized the EMONC network to meet the minimum international standards, Togo elaborated an action
plan with built-in monitoring to manage its implementation on a continuing basis. This approach has reduced signal
functions deficits, in particular for newborn and vacuum extraction. Based on these positive indications, the UNFPA
Country Office has begun to provide technical support to Guinea and Benin to initiate the same model in these

different settings.

health services around the clock. The human-resource
factor is essential and underlines the need for strong links
between the education of competent midwives and their

deployment in an efficient working environment. Making

this happen is a key factor for maternal mortality reduction.

Demonstrating that reducing effectively maternal and neo-
natal mortality in such maternity wards is possible in Haiti,
and will encourage the government and partners to invest
in MNH services to increase access to quality care MNH

services.

In conclusion, a key factor to reducing maternal mortal-
ity is the availability of EmONC services. These services
depend on the distribution of skilled staff in a national
network of facilities that are organized to manage emer-
gency situations. In almost all countries with high maternal

mortality rate, this EnONC network still needs to be
extended with fairer geographical distribution.

The specific contributions of the MHTF is to support the
development of such an EmONC network and provide
technical assistance in conducting EmONC needs assess-
ments and monitoring, B-EmONC facilities developed as
training centers and integration of care within the EmONC
facilities. This will be the MHTF focus for EmONC devel-

opment in the future.
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Highlights

When women and girls have inadequate

access to health care during pregnancy
and childbirth, they risk not only los-
ing their lives and/or their babies, but
also suffering from the debilitating and
stigmatizing condition of incontinence
caused by fistula. And many of the fac-
tors contributing to the fistula in the first
place also hinder proper treatment: lack
of qualified providers and facilities; lack
of awareness of treatment and support
services; and an inability to pay for the
services.

However, with treatment and support
for social reintegration, most of the more
than two million women and girls living
with the condition could return to a
normal life and reclaim their dignity and
hope. With both prevention and treat-
ment, fistula could become as rare in
developing countries as it is in wealthier
countries. This is the aim of the MHTF
and the Campaign to End Fistula, which
is led by UNFPA.

The Campaign to End Fistula brings
together hundreds of partners working
in more than 50 countries across the de-
veloping world on prevention, treatment
and social reintegration.

Results:

More than

10,000

surgical
fistula repairs
were directly
supported by

UNFPA

and thousands more
were supported by
Campaign partners.

Awareness, activities and funds were
raised at the global and local levels
during the second International Day

to End Obstetric Fistula.

Following the release of a UN Secretary-
General report on the subject, the UN
General Assembly passed a resolution
in December 2014 calling for the “In-
tensification of efforts to end obstetric
fistula” in all countries where women
are affected.

Work on the developing the

next generation of fistula kits was
begun with expert advice from the
world's leading fistula surgeons.
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The Campaign to End Fistula (CEF) is a global initiative led and coordinated by

UNFPA that aims to make obstetric fistula as rare in developing countries as it is
in the industrialized world. The Campaign was launched in 2003 with partners

The average
cost of fistula

to raise awareness of this severely neglected health and human rights tragedy. It

brings together hundreds of partner agencies at the global, community and na-
tional levels and is present in more than 50 countries across Africa, Asia, the Arab

treatment —
including surgery,

States and Latin America, including all the countries supported by the MHTF. The

Campaign focuses on three key areas of intervention: prevention, treatment and
social reintegration/follow-up. The average cost of fistula treatment — including
surgery, post-operative care and rehabilitation — is around USD 400 for each

post-operative care
and rehabilitation —
is around

patient. Yet, more than two million women and girls cannot receive this treatment

because of a lack of services by obstetric fistula surgeons. When services do exist,

USD 400.

many women are not aware of them or cannot afford or access them.

Obstetric fistula is a severe morbidity that can occur when

a woman or gitl suffers from prolonged obstructed labour
without timely access to emergency obstetric care, typically
a Caesarean section. The sustained pressure of the baby’s
head on the mother’s pelvic bone damages her soft tissues,
creating a hole—or fistula—Dbetween the vagina and the
bladder and/or rectum. In most cases, the baby is stillborn
or dies within the first week of life, and the woman suffers a
devastating injury that renders her incontinent.

As is the case with maternal mortality, obstetric fistula is
most often both preventable and treatable. Therefore, the
persistence of the condition—primarily among the poorest
and most vulnerable women and girls worldwide—reflects
severe inequalities and inadequate access to sexual and
reproductive health services, including universal access to
family planning, skilled birth attendants and referral to
emergency obstetric and newborn care when needed.

At the global level, the field of obstetric fistula was moved
forward through a new international agreement, global
advocacy and sharing of best practices to advance the
subject at the technical level.

Report of the United Nations Secretary-
General: Supporting Efforts to End
Obstetric Fistula

In October 2014, the office of the United Nations
Secretary-General released the report “Supporting
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Efforts to End Obstetric Fistula.” This highlights recent
achievements in the fight against fistula since the previous
report of 2012 and includes recommendations on actions
needed to eliminate fistula, primarily at the national

level. These recommendations include increasing and
strengthening investments in health systems; ensuring
availability of and accessibility to adequately trained
health workers; developing costed, time-bound national
strategies and action plans for ending fistula; increasing
financial commitments; providing reintegration services to
all women and girls with fistula, including those deemed
incurable or inoperable; strengthening awareness-raising
and advocacy; and creating and monitoring of obstetric
fistula as a nationally notifiable condition in affected
countries in order to report, track and follow up on fistula
cases, so that no woman or girl suffers for years with no

help, treatment, or support.

United Nations General Assembly
Resolution on “Intensification of efforts
to end obstetric fistula”

In response to the report of the Secretary-General, the
United Nations General Assembly adopted UNFPA-backed
resolution 69/148 on “Intensification of efforts to end
obstetric fistula” in December 2014. This resolution was
co-sponsored by more than 150 UN Member States and
echoes the recommendations of the Secretary-General’s
report, including making fistula a nationally notifiable
condition.



Second-Annual International Day to End
Obstetric Fistula (IDEOF)

The second-annual International Day to End Obstetric Fis-
tula (IDEOF) on 23 May 2014 was commemorated by nu-
merous Campaign partners and UNFPA country, regional
and global offices worldwide with the theme “Tracking
Fistula — Transforming Lives.” For the second year in a row,
The Lancet Global Health published a UNFPA Comment
Y urging intensification of activities to end fistula.

A short documentary on the use of mobile technology
to aid fistula survivors in Tanzania was released on the
International Day to End Obstetric Fistula. Mama Hadija
describes her experience.

UNFPA/The Campaign to End Fistula, in partnership with
a filmmaker, Lisa Russell, released a short documentary
film" on the advantages of mobile technology in providing
services to women and girls with fistula. The film highlights
the work of a Campaign partner, Comprehensive Com-
munity Based Rehabilitation in Tanzania (CCBRT), which
uses a mobile banking system called M-PESA to transfer
funds to cover a fistula patient’s transport to the hospital

to receive care. Innovative activities, such as CCBRT’s
M-PESA programme, enable Campaign partners to better
provide their services and to help the hardest to reach and
most excluded “invisible” women and girls suffering from
fistula.

Additionally, UNFPA participated as a guest speaker in

a global webinar on fistula, organized and hosted by the
Clinton Global Initiative, and provided an overview of the
Campaign to End Fistula, including its vision, strategy,
achievements and the way forward.

International Obstetric Fistula Working
Group (IOFWG) Meeting

The two-day meeting of the International Obstetric Fistula
Working Group (IOFWG), hosted by UNFPA Uganda
and the Ugandan Ministry of Health, was held in October
in Kampala. More than 170 fistula surgeons and advocates
worldwide attended the meeting, which preceded the
biennial meeting of the International Society of Obstetric
Fistula Surgeons (ISOFS). Multiple Campaign partner
organizations, including Direct Relief International,
Fistula Care Plus/EngenderHealth, Healing Hands of Joy
(Ethiopia), Johns Hopkins University, One-by-One and
Terrewode (Uganda) took part in the meetings’ sharing of
best practices and research on issues, such as the prevention
and treatment of obstetric fistula; social reintegration of
fistula survivors; the development and implementation

of national strategies for ending fistula; and the use of
technology, such as mobile phones, to enhance service
delivery. Ugandan and Nigerian fistula survivors shared
their stories. The meeting provided a chance for IOFWG
partners to agree on priorities for the way forward.

Obstetric fistula is preventable
and most cases of obstetric
fistula can be treated.

FIGO Fistula Initiative Review Meeting
With the objectives of gathering experiences of fistula
surgery trainers, training centers and trainees; considering
opportunities and challenges for improving the FIGO
Fistula Initiative; and strategizing on the future of the
FIGO Fistula Initiative, FIGO hosted the ‘Competency-
Based Fistula Surgery Training Programme review
meetings’ in Dar es Salaam, Tanzania, in June 2014.
UNFPA/The Campaign to End Fistula participated in
this meeting of key stakeholders in the fistula community,
which also featured a workshop on ‘Moving Results

of the EngenderHealth/WHO Randomized Trial into
Standardized Training and Practice & Demonstration

of an Interactive Simulation for Standardized Training.’

10 http://www.thelancet.com/journals/langlo/article/Pl1S2214-109X%2814%2970251-7/fulltext?rss=yes

1 http://www.endfistula.org/video/mobile-technology-and-obstetric-fistula
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Bina Kathayat (46) developed fistula after delivering a
stillborn child in a remote hill area. She is part of the 6%
of patients with incurable fistula.

Nicolas Axelrod/Ruom for UNFPA 2014, Dharan, Nepal.

Fistula and Sexual and Reproductive
Health Advisers Meeting

UNEFPA held a meeting in December 2014 that served as
an informal listening session on the sidelines of the annual
MHTF global planning meeting. All interested UNFPA
country and regional offices working on fistula were invited
to share ideas, questions, experiences and lessons learned.

Participants represented a dozen country offices as well

COUNTRY HIGHLIGHT
Ghana National Task Force

as UNFPA headquarters. Discussion topics included data
and research, treatment and quality of care, training and
accreditation, prevention, social reintegration and resource
mobilization. The meeting provided a forum for sharing
good practices, collaborating on ideas across regions and

identifying the next steps forward.

The First African Obstetric Fistula
Conference for Fistula Survivors

The First African Obstetric Fistula Conference for Fistula
Survivors took place in March 2014 in Nigeria. In the first-
ever meeting of this caliber, 82 fistula survivors participated
in the one-day conference organized by Campaign partner
Fistula Foundation Nigeria and the Institute for African
Women’s Health. This was the first meeting of its kind

to include input from fistula survivors on a large scale.
Discussion groups were convened on such topics as hygiene
and living with incontinence and issues related to social
reintegration. Key findings and recommendations from this
conference were shared by Fatima Aliyu Lawal, a Nigerian
fistula survivor, and Dr. Gloria Esegbona, an obstetrician,
gynaecologist and advocate, at the IOFWG and ISOFS
meetings in Kampala in October. Their powerful voices,
words and stories provided a vital woman-and-patient
centered perspective to the meeting, which was considered
highly valued and insightful by surgeons and other
participants.

Many fistula-affected countries have created national task forces in recent years to oversee and guide national-level
fistula activities. In May 2014, an 18-member national task force on obstetric fistula was inaugurated by the Ghana
Health Service with support from UNFPA to coordinate and oversee fistula programmes in the country. Members
of the task force include representatives of the Ministries of Health and Gender, the Ghana Health Service, WHO,
UNFPA, local NGOs and teaching and research facilities. Formation of the task force is a big step toward steering
planning, implementation and delivery of fistula programmes in Ghana as it employs a multi-sectoral approach,
harnessing the comparative advantage of its members towards the common goal of ending obstetric fistula.

The task force is currently overseeing the progress of the first national study on obstetric fistula, aiming to establish
the burden as well as quality, accessibility and acceptability of fistula care throughout Ghana. The assessment will
also inform the development of a national strategy to eliminate fistula, and the task force will lead development of

this strategy in 2015.
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National Strategies for Ending Fistula

UNFPA and the Campaign to End Fistula promote na-
tional leadership and ownership of ending obstetric fistula
by advocating for and supporting the development and
implementation of costed, time-bound national strategies
and action plans for eliminating fistula in affected coun-
tries, among other approaches.

Formation of National Fistula Task Forces

UNEFPA/The Campaign to End Fistula has long empha-
sized that each country affected by fistula should have in
place a national task force, led by the Ministry of Health
and in collaboration with UNFPA and all key fistula stake-
holders, to support the development, implementation and
monitoring of a national strategy and action plan to end
fistula. UNFPA works to support numerous countries in
establishing and successfully operating such task forces.

Certification of Fistula Training Centres

A serious need exists for more qualified, expert surgeons
and healthcare workers who can conduct repair surger-

ies and support the health needs of women and girls with
fistula. Accreditation by the International Federation of Gy-
necology and Obstetrics (FIGO) of fistula training centers
is seen by UNFPA and the Campaign to be an important
component for ensuring quality of care, including stan-
dardization of and adherence to training guidelines.

Ebola: Action Amid Crisis

Liberia, one of the three West African countries hit hard
by the Ebola outbreak in 2014, channeled much of its
resources and activities in directly responding to the

COUNTRY HIGHLIGHT
First Certified Training Centre in Kenya

COUNTRY HIGHLIGHT

Ethiopian National Plan to Eliminate
Fistula by 2020

In 2014, the government of Ethiopia announced

it was creating a plan to eliminate fistula in the
country by 2020, as part of its broader Health
Sector Transformation Plan. Ethiopia's plan utilizes
the Campaign's three-pronged approach of fight-
ing fistula through prevention, treatment and social
rehabilitation of fistula survivors. The Ethiopia plan
can be a model for other countries on how to de-
velop and implement national strategies for ending
fistula within a generation.

outbreak. While some regular activities, such as a social
reintegration programme for fistula survivors, were put
on hold, other activities continued to provide services to
fistula survivors. Even amid the crisis, UNFPA Liberia
commemorated the International Day to End Obstet-
ric Fistula by identifying 59 fistula survivors, who were
recruited to receive treatment and raising awareness of

fistula in several communities.

Development of New Training Materials

UNFPA Nepal, partnering with the Nepal Ministry

of Health and Population and Jhpiego, developed an
on-the-job training manual on Management of Obstetric
Fistula for Health Care Providers. This manual is meant
to be used in tandem with the Global Competency-
Based Fistula Surgery Training Manual developed by
FIGO, the International Society of Obstetric Fistula
Surgeons (ISOFS), UNFPA, EngenderHealth and the
Royal College of Obstetricians and Gynaecologists
(RCOG).

In 2014, Gynocare, a fistula treatment centre in Eldoret and a Campaign to End Fistula partner, became the first
FIGO-accredited fistula training centre in Kenya. Another Campaign partner, Fistula Foundation, began sponsoring
fistula surgical training for Kenyan surgeons at Gynocare as part of its Action on Fistula programme in Kenya,

launched in 2014.

During the UNFPA-supported stakeholders meeting, partners welcomed this facility, which will also build capacity of

health workers in the East African region.
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As the lead agency of the global Campaign to End Fistula and
the international Secretariat for the International Obstetric
Fistula Working Group, UNFPA coordinates, guides and supports
the work of countless partners at global, regional, national and
subnational levels.

Selected achievements of the key global Campaign partners
are highlighted below.

Fistula Foundation began its three-year Action on Fistula
programme in Kenya, which aims to provide fistula repair
surgery to 1,200 women and girls from 2014-2017.

Fistula Care Plus (FC+)/EngenderHealth and the Maternal
Health Task Force convened the first meeting of the FC+
International Research Advisory Group in July 2014. This
two-day meeting brought together prominent actors in

the field of fistula, including UNFPA/The Campaign to End
Fistula, to discuss research issues such as clinical/biomedical
factors, epidemiology and community factors; to share the
latest approaches for measuring the burden of fistula; and to
shape the global fistula research agenda going forward.

In addition, Fistula Care Plus (FC+) hosted a two-day National Management Centre for Obstetric Fistula.
consultation on measurement and estimation, providing a Nicolas Axelrod/Ruom for UNFPA 2014, Dhaka, Bangladesh.
valuable opportunity to synthesize available approaches

and identify priorities quantifying the burden of fistula

prevalence, incidence and treatment backlog.

Father Aldo Marchesini, a national of Italy who is also a medical doctor and has performed fistula repairs in
Mozambique for the last 40 years, was a recipient of the 2014 United Nations Population Award, in recognition of
his longstanding service and dedication to woman and girls living with fistula.

The International Federation of Gynecology and Obstetrics (FIGO) began its Fistula Training Initiative to strengthen
the capacities of fistula surgeons in accredited training centres, using the Global Competency-Based Fistula Surgery
Training Manual developed by FIGO and with support from UNFPA, the International Society of Fistula Surgeons
(ISOFS), EngenderHealth and the Royal College of Obstetricians and Gynaecologists (RCOG).

The International Society of Fistula Surgeons (ISOFS) held its fifth international conference in October 2014 in
Kampala, Uganda, titled "End Fistula: A Shared Responsibility.” Hundreds of fistula surgeons and partners attended
the two-and-a-half day meeting. Highlights included presentations of new research on prevention, treatment and
social reintegration, a research methods workshop led by Fistula Care Plus, "hands-on" surgical workshops led by
leading ISOFS surgeons and UNFPA's presentation summarizing key messages, highlights and recommendations
from the preceding IOFWG meeting.
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The manual provides guidelines for implementing on-the-
job training for surgeons in Nepal, in order to ultimately
increase the volume of quality fistula surgical repairs.
Additionally, it can be adapted and replicated by other
countries seeking to standardize and strengthen their on-
the-job training of fistula surgeons. Nepal has also created
guidelines on the treatment of pelvic organ prolapse,

to address the broader spectrum of reproductive health
morbidities suffered by women in the country.

South-South Training and Collaboration
UNFPA/The Campaign to End Fistula continued to

facilitate South-South exchanges across many countries
and regions, strengthening global capacity for fistula
treatment and programming. For example, in Yemen,
despite instability, UNFPA Yemen has continued to
provide services and support to fistula survivors. In
2014 activities included training of two surgeons, three
nurses and two social workers at the Addis Ababa Fistula
Hospital in Ethiopia. The surgeons received 1.5 months
of training. The health workers then brought back their
newly acquired skills and knowledge to two regions in
Yemen. Strengthening of South-South collaborations and
knowledge sharing is essential in the fight against fistula.

In conclusion, while much has been done towards solving
the health and human rights tragedy of obstetric fistula,
much remains to be done. The UN Secretary-General has

called upon world leaders to commit to ending the scourge
of fistula in our lifetime. To do so, he stated, the interna-
tional community must significantly intensify support to
nations with the greatest need.

Having supported over 57,000 fistula repair surgeries

since the launch of the global Campaign to End Fistula —
enabling countless women and gitls to “get their lives back”
— UNFPA will not be satisfied until all women and girls
suffering from fistula have been treated and supported and
no new cases occur. UNFPA’s leadership of the Campaign
remains strong and well positioned to lead the fight to
eliminate fistula (together with preventable maternal and
newborn mortality and morbidity) in the post-2015/
Sustainable Development era.

By continuing to lead key strategic initiatives, including
heightening awareness and support at global, regional
and national levels through advocacy; providing technical
leadership, guidance and standard setting; building
capacity at national (and subnational) levels to scale up
cost-effective prevention, treatment and reintegration
approaches; convening and coordinating a growing
coalition of key stakeholders; and facilitating evidence-
based advocacy, policymaking and programming,
UNFPA/The Campaign to End Fistula remains deeply
committed to completing the unfinished agenda of
eradicating fistula and ensuring the health, rights and
dignity of women and girls everywhere.
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Highlights

The MHTF supports countries in imple-

menting MDSR systems and helping to
improve notification rates, the quality of
data and the appropriate response. The
MHTF allowed UNFPA to contribute
to the development, with the CDC and
WHO, of a MDSR guidance document.
An MDSR system serves to identify,
register and report the cause for every
maternal death, with necessary action to
be implemented to prevent the fatalities
and arrange for follow-up.

When a country sets up a national MDSR
system, all maternal (and perinatal)
deaths occurring at facility and commu-
nity levels are communicated regularly by
being entered into the central data sys-
tem. It is recommended to liaise MDSR
with the national disease notification

system to maximize local capacities.

Such routine registration of maternal
death information allows for the identi-
fication of not only the main causes of
maternal deaths but also the geographi-
cal origin and variations in mortality
burden and its causes. Action has to be
taken based on the recommendations
drawn from case reviews at local, district
and national levels within the national
MDSR committees. MDSR is aimed
at supporting health professionals,
including managers, communities and
policymakers’ mobilization to end pre-
ventable maternal and neonatal deaths

and stillbirths.

Results:

Questionnaire to measure progress in
MDSR implementation at policy and
programmatic levels applied in all coun-
tries with high MMR. Results of this
global survey will be known in 2015.
New indicators to establish scope and
quality of MDSR data introduced in all
MHTF countries

National capacity for MDSR
strengthened in three countries through
South-South collaboration.

"™ proyide
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Maternal Death
Surveillance and
Response
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systems

/
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MHTF actively supports countries to switch from maternal
death reviews to Maternal Death Surveillance and Response
(MDSR). As a result of continuous sensitization and ad-
vocacy, more and more countries work to adapt an MDSR
approach. The added value of MDSR is that not only every
maternal death is reviewed and registered but also that
action is taken on this information; a response is instituted
using the qualitative data to improve the health systems,
including at community level.

At facility and district levels, MDSR is a powerful means

to improve quality of care. Well analyzed, the tragedy of a
maternal death becomes a lesson learned that contributes to
prevent future deaths.

Thus there is great recognition of the benefits of the MDSR
approach, and many countries have started to implement
this strategy. UNFPA is working with WHO at global and
regional levels to monitor the progress of implementation
documenting how challenges are addressed, and the level of
financial and technical support that is required to do so. In
2014, MHTF and WHO designed an MDSR survey based
on the implementation guidance launched in 2013, to be
carried out in every MHTF country annually.

Well analyzed, the tragedy of a maternal
death becomes a lesson learned that
contributes to avoiding similar cases
having the same tragic outcome in

the future.

In addition to the immediate advantages at the facilities
level, MDSR systems can potentially inform policymakers,
programme managers, professionals, community leaders
and media about maternal mortality with real data, and
can also make possible a national analysis of maternal death
trends, their causes and how they can be avoided. For this
purpose, the MHTTF successfully advocated for the use of
new performance indicators on the proportion of notified
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deaths as related to the expected number of maternal deaths
and on the proportion of reviewed cases as related to the

number of notified maternal deaths.

In general, MDSR programmes in developing/MHTF

countries are facing three issues:

¢ low notification rate

* poor quality of data collected from maternal deaths
review

¢ lack of development of the response phase of MDSR

The tools developed by the MHTF-support countries ad-
dress all these issues.

In 2014, UNFPA regional offices continued to play a

key role in MDSR development. After a sensitization
phase, they now focus on the MDSR planning process

in countries and the required technical support. With
MHTF support, UNFPA regional offices also focus on the

documentation of the process.

In November 2014, a regional meeting was organized by
UNFPA Asia and Pacific Regional Office (APRO)

with MHTF support for nine Asian and Pacific countries
(Afghanistan, Bangladesh, Bhutan, Cambodia, Lao, Mongolia,
Myanmar, Nepal, Timor-Leste, Vietnam). These countries
indicated a need for technical assistance in MDSR planning.

Colleagues from UNFPA country offices and representa-
tives from national Ministries of Health presented a situa-
tion analysis; three main challenges were identified:

* Many countries experience quality issues in maternal
deaths reviews. There are often a lack of confidentiality
and weaknesses in the methodology used to collect
relevant information and the diagnosis process to
establish the cause of death.

e The national coverage for maternal death notification
and review varies a lot from one country to another.
Full coverage exists in Mongolia where MDR (maternal
death review) has been implemented since the 70s.
Among countries that have implemented MDSR
more recently, a group of countries shows notification
coverage around 30 percent (Cambodia, Lao, Nepal,
and Vietnam). A third group shows low coverage around
5-10 percent (Afghanistan, Bangladesh, Myanmar).



Timor-Leste has just started MDSR development.
However, in most countries, maternal death reviews are
particularly challenging at the community level.

* Consolidating and analyzing data is still very challeng-
ing in most countries. There is often no mechanism to
provide recommendations using such findings and no
publication of a MDSR national report. The excellent
presentation of the Malaysian MDSR system revealed to
the participants the value of having a well-functioning
MDSR system to inform and improve maternal health
policy. It also highlighted the importance of monitor-
ing the MDSR system to ensure that quality issues are
documented by the system.

The UNFPA East and Southern African Regional Office
(ESARO) in collaboration with the African Union Com-
mission, the National Department of Health in South
Africa, WHO and UNICEEF as well as support from the
UK (DFID) organized a four-day meeting to strengthen
the institutionalization of MDSR by improving the capac-
ity of in-country experts on maternal death data collection,
analysis and report writing. The use of data to support gov-
ernments in designing and implementing policies and pro-
grams that improve maternal health care was also covered at
the meeting. The experiences and results realized through
the MHTF were well positioned to inform the process.

Figure 5. Number of countries with notification of
Maternal Deaths in East and Southern Africa
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The meeting brought together national teams (comprising
programme managers from UNFPA, WHO, UNICEF
and MoH) from Angola, DRC, Eritrea, Kenya, Lesotho,
Malawi, Mozambique, Namibia, Rwanda, South

Africa, South Sudan, Swaziland, Tanzania, Zambia and
Zimbabwe, totaling 78 participants from 18 countries
attending.

The meeting provided a platform to share and learn
from different country experiences, including activities
financed through the MHTFE, and to discuss challenges
that countries are facing in institutionalizing, collating
and analyzing MDSR data in the East and Southern
Africa (ESA) region. It allowed countries to reach
consensus on key issues, to formulate actionable
recommendations and to review and revise their work
plans to strengthen MDSR institutionalization in their

countries and the region.

On an ongoing basis, the ESARO carefully follows progress
in the development of MDSR in East and Southern

Africa and launched a survey to more systematically assess
implemenctation. Preliminary analysis shows that 16
countries in ESA are now carrying out MDSR at different
stages of implementation. Figures 5 and 6 highlight the
status of MDSR implementation in the region.

Figure 6. Number of countries with institutionalized
MDSR components in East and Southern Africa
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FBMDR: Facility based maternal death review
VA: Verbal autopsy
CEMD: Confidential enquiries into maternal deaths.
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Niger: A Rapid MDSR Scaling-Up

Niger experiences 4,300 maternal deaths every

year. Following a sensitization workshop organized
by UNFPA and WHO regional office in 2012, the
Niger MoH committed to implementing MDSR

at the national level to address this unacceptable
situation. At the MoH's request, the UNFPA country
office in Niger made a situation analysis of the
MDSR implementation, which found that Niger had
developed some key elements for scaling up MDSR:

* A national MDSR committee was officially created
by ministerial decree in August 2013;

* Notification is mandatory for maternal deaths in
facilities;

* Review of notified maternal deaths is mandatory;

* 392 health providers are trained in MDSR;

* Performance indicators developed:
= a) proportion of expected maternal deaths that

are notified and
= b) proportion of notified maternal deaths that
are reviewed;

* Qualitative indicators are also implemented
for the notification phase: promptness and
completeness;

* The three elements of MDSR (notification, review/
analysis and the response) are implemented.

In 2014, 1,336 maternal deaths (31 percent) were
notified versus only 307 in 2013. These are facility
maternal mortality notifications. The data are
disaggregated by region (Figure 7) and district.

The graphs show a progressive increase in notification of
maternal deaths, review of maternal deaths and government
funding for the programme, which is important for its
sustainability. Partners continue to be the main funders of

the programme in a number of countries.
Country Highlights

Supporting the Implementation of MDSR

In Burkina Faso, the MHTF supports MDSR
development nationally. The notification procedure
is implemented weekly. In the first half of 2014, 310

notifications were made.
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Figure 7. Number of notified maternal deaths in
facilities according to the expected maternal deaths
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The disaggregated data will enable regional and
district analysis to help boost notification performance.

A 31 percent national notification rate (facility based
data) is still insufficient for an in-depth national
analysis of maternal deaths causes in Niger. However,
31 percent coverage is an excellent start, putting Niger

The MoH in Kenya has an ambition to implement a
MDSR system nationally. UNFPA with other H4+ partners
have strongly supported the MoH’s effort to develop

this system. A MDSR review supported by UNFPA was
conducted so that the MoH could get an overview of the
main challenges that need addressing.

In Malawi, MDSR is implemented in all 29 districts

of the country. The national MDSR guidelines have

been developed by the MoH with MHTF support. The
proportion of expected maternal deaths notified in facilities
is 19 percent; among the 668 maternal deaths notified,

80 percent were reviewed.



Figure 8. Notified maternal deaths in facilities
by age
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among the best MDSR performers in developing
countries in Africa and Southeast Asia.

The proportion of notified maternal deaths that are
reviewed is 23 percent; it varies from 1to 94 percent,
depending on the regions. This huge variation
suggests that quick improvements can be expected
if a focus is made on the underreporting regions, in
particular those that notify a significant amount of
maternal deaths.

The MoH began using the findings to improve imple-
mentation of the national maternal and newborn health
programme. Among the main steps are improving avail-
ability of magnesium sulphate and Misoprostol; training of
midwives in lifesaving skills and emergency obstetric care;
and deployment of equipment and staff to B-EmONC.

The ongoing MDSR global survey will contribute
immensely to providing information on country progress
and needs.

In conclusion, the Maternal Death Surveillance and

Response is a new approach being proposed to countries.

Another interesting finding is the maternal death
disaggregation by age (Figure 8), notably the
number of deaths among very young girls and the
proportion (29 percent) of the 10-19 year-olds in
these deaths. This provides evidence to advocate
against early marriage and early pregnancy.

The MDSR system in Niger set up the response
phase in which the findings of the maternal
deaths reviews are used at all levels of the system
to improve functioning and prevent similar cases
in future. Obstacles to referrals, lack of guidance
and protocols, lack of skilled staff, poor quality of
care and lifesaving commodities stock-out are the
main factors in maternal deaths identified in the
reviews.

Based on this analysis, the MoH and partners
took action. Nationally, more equipment and
targeted training will be provided to the EmONC
facilities. New protocols of care have been
developed. Regionally, the focus is on supervision
and SBAs (skilled birth attendants) deployment.

The next target of UNFPA's country office is to
develop subnational MDSR committees and
support community involvement in MDSR to
develop maternal deaths notification at this level.
MDSR is a political matter, requiring commitment
from ministries, decision-makers and religious
and community leaders.

It reflects the need for society to concretely recognize that
every single maternal death is unacceptable, and that the
health system needs to learn from each maternal death

to address dysfunctions and improve quality of care. The
commitment of the governments and partners is critical
to develop MDSR at national scale.

The role of the MHTF in MDSR development is to
facilitate technical expertise in countries to implement
such a system on a national scale and foster ownership
of consistent situation analyses and drafting of national
reports.
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The Maternal Health Trust Fund comprises two
multi-donor funding streams: the Thematic Trust
Fund for Maternal Health and the Thematic Fund
for Obstetric Fistula. Funding for fistula is increasing
also channelled through the Thematic Trust Fund for
Maternal Health.

In 2014, the Thematic Trust Fund for Maternal
Health:

* reached an operating budget of USD 24.6
million.

* achieved an implementation rate of 95 percent.

¢ allocated 83.1 percent (USD 14.62 million)
for regional and country programmes in 40
countries, and 16.9 percent (USD 2.96 million)
for global programmes.

In 2014, the Thematic Fund for Obstetric Fistula:

¢ reached an operating budget of USD 0.69
million.

¢ achieved an implementation rate of 73 percent.

¢ allocated 100 percent (USD 0.68 million) for
regional and country programmes, primarily in

sub-Saharan Africa.

In terms of MHTF expenditure, the midwifery
programme and the Campaign to End Fistula
accounted for the majority, with 49 percent and
29 percent, respectively.
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In 2014, the MHTF continued to contribute to significant
results spanning 42 high maternal mortality countries.
These results were achieved through resources generously

provided by the MHTF donors.

As a funding mechanism, the MHTF consists of two multi-
donor funds: the Thematic Trust Fund for Maternal Health
(ZZT06) and the Thematic Fund for Obstetric Fistula
(ZZT03). The two have been programmatically integrated
under the MHTF since 2009, and most of the funding

for the Campaign to End Fistula is now provided from the
Thematic Trust Fund for Maternal Health (ZZT06).

Thematic Trust Fund for Maternal
Health (ZZTO06)

Contributions

Table 3 shows that USD 18.3 million was received in 2014.
This compares to USD 13.5 million in 2013, representing
a 36 percent increase in 2014.

Table 3. Total contributions, revenues and
contributions payments received for maternal
health (ZZT06) in 2014

Contributions Contributions

revenues™* payments
Donors (USD) received (USD)
Friends of UNFPA 136,873 136,873
Germany 1,251,564 1,317,523
Luxembourg 1,576,763 1,551,020
Spain 683,995 683,995
Sweden* 7,704,160
Sweden* 6,905,124
TOTAL 2014 3,649,195 18,298,695

* The contributions received from Sweden in 2014 are not included in the
2014 contributions revenue list because they were recognized in 2013,
the year the agreement was signed. With the adoption of the international
Public Sector Accounting Standards (IPSAS), UNFPA recognizes revenue
when a binding agreement is signed by a donor, not when payments are
received. By recognizing revenue this way, UNFPA is better equipped
to understand its revenue inflows and expenses, therefore providing
cash-flow management, programme planning and prediction of cash-
flow needs. This represents a major step in improving the quality and
transparency of financial information provided to donors and partners.
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Table 4. Operating budget for maternal health
activities in 2014

Donors Contributions (USD)
Carry-over from 2013 13,304,717
Germany 1,317,523
Luxembourg 1,551,020
Spain 683,995
Sweden 7,704,160
TOTAL 24,561,415

Operating Budget

To establish the available operating budget for 2014, the
carry-over from 2013 needs to be factored in. As Table 4
shows, the carry-over of USD 13.3 million constituted a
significant proportion of the contributions in 2014. A main
explanation was that a USD 10.5 million contribution
from Sweden was received in the fourth quarter of 2013,
and therefore used for implementation in 2014. Likewise,
the second Swedish contribution in 2014 of USD 6.9
million, and the contribution from Friends of UNFPA of
USD 0.14 million were received in the fourth quarter of

Figure 9. Operating budget for maternal health in
2013 and 2014 (in USD millions)
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Figure 10. Share of expenditures for maternal health by region and globally in 2013 and 2014
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2014 and applied to operations in 2015. With these adjust-
ments, the operating budget for the Thematic Trust Fund
for Maternal Health totalled USD 24.6 million in 2014,
representing an increase of USD 5.5 million, or 29 percent,
as compared to 2013.

Figure 9 provides an overview of how the payments
received in the fourth quarter of one year (purple) become
(the blue) part of the operating budget for the following
year. In practical terms these “early” contributions greatly
facilitate more timely planning processes and ensure
continuity in activities.

Expenditures

In 2014, expenditures for maternal health totaled USD
16.79 million, compared to USD 17.27 million in 2013.
During 2014, the level of spending for country and regional
programmes, including spending by international NGOs
(INGOs) and institutions in support of activities at the
country level, accounted for 84.0 percent (USD 14.10 mil-
lion) of the total MHTF expenses for maternal health. The
remaining 16.0 percent (USD 2.69 million) covered spend-
ing on global programmes. This compares to 90.8 percent
(USD 15.68 million) for country and regional programmes
in 2013, and 9.2 percent (USD 1.59 million) for global pro-
grammes. Figure 10 shows the distribution of expenditures
among regions and the global level in 2013 and 2014.

The expenditure level of USD 16.8 million in 2014 on
maternal health represented a financial implementation
rate of 95 percent against the total allocation of USD 17.6
million (Table 5 / Figure 11). For comparison, the financial
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implementation rate was 94 percent in 2013, 91 percent in
2012 and 88 percent in 2011. This shows a rising trend of
implementation despite challenges faced in countries such
as humanitarian situations, like the Ebola crisis in 2014.

Support to Country, Regional and
Global Programmes

As mentioned above, the total allocation to country,
regional and global programmes in 2014 totalled USD
17.61 million, compared to USD 18.39 million in 2013.
Of the 2014 allocation, 83.1 percent (USD 14.62 million)
was allocated for regional and country programmes,

Figure 11. Operating budget, allocations and
expenditures for maternal health in 2013 and 2014
(in USD miillion)
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Table 5. Approved allocations, expenditures and financial implementation rate for maternal health in 2013

and 2014

Regional office/country
office/global technical
support/partners

Sub-Saharan Africa

East and Central
Africa Regional Office/
Johannesburg

Western and Central Africa
Regional Office/Dakar

Benin

Burkina Faso

Burundi

Cameroon

Central African Republic
Chad

Congo

Cote d'lvoire

Democratic Republic of
the Congo

Eritrea
Ethiopia
Ghana
Guinea
Guinea-Bissau
Kenya
Liberia
Madagascar
Malawi

Mali
Mauritania
Mozambique
Namibia
Niger
Nigeria
Rwanda
Senegal*
Sierra Leone
South Sudan
Togo
Uganda
Zambia
Zimbabwe
Sub-Saharan Africa total

Approved
allocation
(USD)

350,000

210,000

420,000
500,000
385,000

25,000
350,000
960,000

25,000
420,495

1,020,000

12,500
750,000
270,000

37,500

25,000
25,000
210,000
595,000
420,000
120,000
25,000
140,000
50,000
280,000
400,000
150,000
200,000
500,000
700,000
350,000
245,000
25000
10,195,495

Expenditure
(USD)

324,957

178,241

380,034
489,403
479,500
25,320
295,314
990,432
33112
442,017

938,653

11,537
812,933
409,398
47429
3,316
9,000
204,320
710,569
418,181
103,252
24,807
132,390,
40,474
293,001
361,695
132,897
170,469
557,676
680,360
322,956
195,770
19106
10,238,520
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Implementation
rate (%)

93

85

90
98
125
101
84
103
132
105

92

92
108
152
126

13
36
97
19

100

86

99

95

81

105

90

89

85

12

97

92
80
76
100

Approved
allocation
(USD)

262,500

210,000

420,000
500,000
385,000

35,000

128,079
960,000
120,000
443,539

1,001,630

750,000
270,000
180,000
140,000
215,000
210,000
595,000
315,000
120,000

60,000
140,000

280,000
300,000
150,000

515,000
612,500
100,000
350,000
300,000
112,500
10,180,748

Expenditure
(USD)

155,094

28,903

395,190
399,268
397,055
30,554
63,121
820,773
115,064
380,951

962,921

1,485,731
272987
94,017
100,187
191,250
185,725
554,535
279,041
56,164
55,862
134,497

272196
281,886
149,964
-12,764
525,018
610,441
99,729
428,843
292,708
150,301
9,957,213

Implementation
rate (%)

59

14

94
80
103
87
49
85
96
86

96

198
101
52
72
89
88
93
89
47
93
96

97
94
100

102
100
100
123

98
134

98



Table 5. Approved allocations, expenditures and financial implementation rate for maternal health in 2013

and 2014 (continued)

Regional office/country Approved Approved

office/global technical allocation Expenditure Implementation  allocation Expenditure Implementation
support/partners (USD) (USD) rate (%) (USD) (USD) rate (%)
Arab States

Djibouti 90,000 87,531 97

Republic of Yemen 25,000 24,612 98 100,000 75,026 75
Somalia 300,000 280,203 93 300,000 306,372 102
Sudan 425,000 421,614 99 425,000 369,950 87
Arab States total 840,000 813,960 97 825,000 751,348.71 o1
Asia and the Pacific

Afghanistan 500,000 444,048 89 438,800 398,911 o1
Bangladesh 120,000 53,060 44 120,000 119,985 100
Cambodia 100,000 87,494 87 80,000 79,935 100
Timor-Leste 100,000 55,449 55 156,000 136,472 87
Eaegf;?fle’s Democratic 200,000 218,426 109 282587 267,492 95
Nepal 100,000 82,990 83 100,000 95,480 95
Pakistan 62,500 34,256 55 250,000 229,981 92
Asia and the Pacific total 1,182,500 975,723 83 1,427,387 1,328,256 93

Latin America and the Caribbean
Latin America and the

Caribbean Regional Office 87,500 87,376 100 87,500 74,691 85
igbregioi]al Office 0 7006 0 3,534

ingston
Guyana 0 446
Haiti 940,751 918,807 98 950,599 935,246 98
el el sl s 1028251 1,013,634 99 1038099 1,013,470 98
Caribbean total
Global technical support
Global technical support,
including implementing 4,900,467 3,977,798 81.2 3,606,627 3,210,603 89
partners
Information and External 150,000 186,240 124 282,800 278,290 08
Relations Division
Mediaand 100,000 66,788 67 250,000 249,431 100
Communications Branch
Clleloel] e 5150,467 4,230,826 82 4139427 3738323 90
support total
GRAND TOTAL 18,396,713 17,272,664 94 17,610,660 16,788,611 95

* countries showing in 2014 carry-over expenditures from 2013
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Figure 12. Staff positions in UNFPA country office supported by the MHTF
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including INGOs and institutions supporting programme
activities at the country level. This compared to 88.7
percent (USD 16.32 million) in 2013. 16.9 percent
(USD 2.96 million) of the total 2014 allocation was for
global programmes, compared to 11.3 percent (USD 2.07
million) in 2013.

When divided among regions, sub-Saharan Africa
accounted for most of the allocated funds to maternal
health, or 57.8 percent (USD 10.18 million). Asia and
the Pacific accounted for 8.1 percent (USD 1.43 million);
Latin America and the Caribbean for 5.9 percent (USD
1.04 million); and the Arab States accounted for 4.7
percent (USD 0.83 million) of allocations.

The MHTF also contributed to increasing the human re-
source capacity of UNFPA at all levels, especially at country
level (Figure 12).

Thematic Trust Fund for Obstetric
Fistula (ZZTO03)

Regarding the Thematic Trust Fund for Obstetric Fistula
(ZZT03), trends of less direct funding by donors continued
in 2014. Yet funding for obstetric fistula activities contin-
ued to be increasingly channelled through the Thematic
Trust Fund for Maternal Health (ZZT006).

Contributions

Table 6 shows that contributions, revenues and contribu-
tion payments received in 2014 corresponded and reached
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a level of USD 0.4 million as compared to USD 0.9
million in 2013.

Operating Budget

Table 7 shows that the operating budget for the Thematic
Fund for Obstetric Fistula for 2014 is significantly larger
than contributions received in 2014 because it includes
carry-over funds from 2013. The 2014 contribution from
Friends of UNFPA, however, was not included, since it was
received in the fourth quarter of 2014; it will therefore be
spent for interventions in 2015.

Figure 13 shows how the 2014 operating budget for the
Thematic Fund for Obstetric Fistula (ZZT03) compares
to 2013. As indicated above, the downward trend is not
an indication of failing support to fistula but rather an

indication that more funds are channelled through the
Thematic Trust Fund for Maternal Health.

Table 6. Total contributions, revenues and
contributions payments received for the Thematic
Fund for Obstetric Fistula (ZZTO03) in 2014

Contributions

Contributions payments

Donors revenue (USD) received (USD)

riends of 40,837 40,837
Iceland 105,226 105,226
Luxembourg 285,714 285,714
TOTAL 2014 431,777 431,777



Table 7. Operating budget for the Thematic Fund
for Obstetric Fistula (ZZT03) for 2014

Donors

Carry-over from 2013
Iceland

Luxembourg

TOTAL 2014

Contributions (USD)

298146
105,226
285,714

689,086

Figure 13. Operating budgets for obstetric fistula in
2013 and 2014 (USD millions)
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Expenditures

Expenditures in 2014 from the Thematic Fund for
Obstetric Fistula reached a total of USD 0.49 million,
compared to USD 1.48 million in 2013. In light of the
limited resources available for ZZT03 it was decided

to make only allocated ZZT03 funds available for
country programmes, including spending by INGOs and
institutions supporting programme activities in countries
— mainly sub-Saharan Africa. The share of expenditures

among regions is evident in Figure 14.

The total expenditures of USD 0.49 million represent

a financial implementation rate of 73 percent when
compared to the total allocations of USD 0.68 million. In
2013, the financial implementation rate was 86 percent.

(see Figure 15).

Figure 15: Operating budget, allocations and
expenditures for obstetric fistula in 2013 and 2014
(USD million)
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Figure 14. Share of expenditures for obstetric fistula by region and globally in 2013 and 2014
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As a region, sub-Saharan Africa represented the largest

Allocations to country, regional and global level pro- share of allocations at 91.0 percent (USD 0.62 million).
grammes for obstetric fistula totaled USD 0.68 million in Asia and the Pacific region accounted for 9.0 percent (USD
2014, compared to USD 1.72 million in 2013. As men- 0.06 million). Table 8 shows allocation, expenditures and
tioned, 100 percent of allocations went to country level the financial implementation rate by region, by country
activities in 2014, compared to 66.6 percent (USD 1.15 and globally in 2013 and 2014.

million) in 2013.

Table 8. Approved allocations, expenditures and financial implementation rate for obstetric fistula in 2013

and 2014
23 |

Regional office/country office/ Approved Approved
global technical support/ Allocation Expenditure Implementation Allocation Expenditure Implementation
partners (USD) (USD) Rate % (USD) (USD) Rate %
Sub-Saharan Africa
Benin* 1716 191
Cameroon 75,000 73,787 98 65,000 43,808 67
Congo 75,000 54,236 72 0
Céte d'Ivoire 79,505 76,709 96 56,461 20,736 37
Democratic Republic of the Congo 280,000 234,617 84 48,370 26,687 55
Eritrea 37,500 10,160 27 50,000 48,000 96
Guinea* 112,500 103,144 92 42)
Guinea-Bissau* 75,000 65,749 88 27
Kenya* 75,000 60,057 80 18
Liberia 213* 0
Mauritania 75,000 74,121 99 40,000 38,439 96
Nigeria 100,000 92,979 93
Senegal 130* 200,000 135,096 68
South Sudan 57,500 32,790 57
Sub-Saharan Africa total 884,505 754,638 85 617,331 438,731 VAl
Arab States
Republic of Yemen 75,000 66,236 88 0
Somalia 27,619 0
Arab States total 75,000 93,855 125 (o}
Asia and the Pacific
Afghanistan 61,200 53,237 87
Pakistan 187,500 180,573 96 0
Asia and the Pacific total 187,500 180,573 96 61,200 53,237 87
Global technical support
Slotaltocnic suppert NS 76776 assas0 73 o
Global technical support total 576,776 455,490 79 0
GRAND TOTAL 1,723,781 1,484,556 86 678,531 491,968 73

*Countries showing in 2014 carry-over expenditures from 2013
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Linking Results to Financing

In order to link results to resources spent, Figure 16
provides an estimate of how MHTF resources were

spent by key intervention area in 2014. The midwifery
programme took up the largest part of resources with USD
5.3 million spent, equaling 49 percent of expenditures.
Emphasizing that most funding for the fistula campaign

is now channeled through the Thematic Trust Fund for
Maternal Health, the Campaign to End Fistula accounted
for 29 percent of MHTF expenditures, totaling expenses of
USD 3.1 million. Costs for EmONC activities amounted
to USD 1.9 million, or 18 percent of MHTF expenditures.
MDSR (USD 0.3 million, or 3 percent) and activities for
first-time young mothers (USD 0.07 million, or 1 percent)
remain relatively small in terms of cost.

In addition to this overall breakdown, the introduction of
the new Results Indicators Framework has both allowed
and called for further breakdown of resources vis-a-vis
activities (Figure 17).

This further breakdown will enable the MHTTF Phase II
throughout its lifetime to link RIF results closely to costs,

making more analysis possible of the most cost-effective
interventions. Nevertheless, several components of the
MHTF — within key focus areas and between them —
are intrinsically linked and could not be implemented
independently of one another.

Figure 16. Approximate distribution of resources
by MHTF focus areas
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Figure 17. Breakdown of expenditures by intervention area
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This further breakdown will make it possible throughout the MHTF Phase Il lifetime to link RIF results very closely to costs, making further analysis possible of
the most cost-effective interventions. That being said, several components of the MHTF — with key focus areas and between them— are intrinsically linked and

could not be implemented idependent from one another.
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Looking forward and drawing on lessons learned, the MHTF will continue to:

* support national, regional and global efforts to advance the achievement of the
maternal health output targets of UNFPA’s Strategic Plan 2014-17;

* intensify efforts to realize the unfinished agenda of MDGS5 and to be a critical
contributor to Transforming Our World: The 2030 Agenda for Sustainable
Development;

* foster and escalate global actions on ending preventable maternal and newborn
mortality, morbidity and stillbirths; and ensuring universal access to sexual and
reproductive health services and universal health coverage as targets agreed on
by the 193 Member States of the United Nations in “The 2030 Agenda for

Sustainable Development” outcome document; and

* support the second phase of the UN Secretary-General’s Global Strategy for
Women’s, Children’s and Adolescents’ Health (2016-2030) by backing
country-led efforts to strengthen health systems...

by contributing to:

* ensuring adequate numbers of well-trained healthcare providers, particularly

midwives;
* supporting the elimination of morbidities like obstetric fistula;

* helping countries to plan, manage, distribute and make accessible quality
health facilities; and

* developing innovative programmes to improve quality and access to services,
particularly SRH, while strengthening the monitoring, evaluation and
accountability mechanisms through interventions such as MDSR.

Better quality of care, equity in access and ensuring the availability of
services to the most marginalized people will remain the hallmarks of MHTF
interventions. The MHTF will continue to be rapidly responsive and adaptable

to changing country contexts, including MHTF-supported countries impacted by
conflict, natural disasters and other crises, so as to protect the right and access to
quality maternal health services as part of ensuring universal access to sexual
and reproductive health services.



Challenges and Lessons Learned

Strengthening midwifery skills and capacities will
continue to play a major role in global efforts to complete
the unfinished MDG agenda, and to achieve the new
SDG targets of ending preventable maternal and newborn
mortality and achieving universal access to SRH services.
The MHTF was instrumental in elevating the role of
midwives globally, and many countries that did not
receive MHTF support are now investing in midwives.
Though global recognition of midwifery as a key
intervention to address maternal and newborn mortality
and morbidity and to promote health in communities
grows, midwifery still faces many challenges in

countries where government commitment is inadequate,
particularly in low-resource settings with competing
priorities and challenges.

Most important, midwifery regulation is weak, and legal
and policy barriers prevent midwifery from being recog-
nized as an autonomous profession. Low-income countries
continue to have an overall shortage of health workers with
midwifery skills, particularly in remote, rural areas, where
these skills are most needed. Clinical training sites are still
limited and poorly resourced; and midwifery tutors need to
have their teaching, clinical and mentorship skills upgrad-
ed. Overall, standards of training in midwifery education
need improvement as do deployment, distribution and

retention.

The lack of a supportive environment presents an impor-
tant challenge, as it prevents midwifery from being a much-
in-demand profession. Low salaries, poor incentives, lack of
career opportunities and poor supportive supervision lead

to low motivation among midwives.

Though the number of national and subnational midwifery
associations is increasing, weak capacity, lack of leadership
and low membership still prevent these groups from

being effective.
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An important lesson is to mainstream midwifery in the
national human resources for health policy and to ensure
that there are adequate numbers and well-distributed posts
for newly trained midwives.

Another lesson learned from humanitarian crisis settings
such as Syria and West Africa during the Ebola outbreak is
that midwives can play a very important role by providing

essential health care to communities.

Way Forward

Strengthened national capacity to develop, implement and
monitor costed midwifery workforce plans and strate-

gies aligned with ICM global standards will remain a key
focus. Strong evidence-based advocacy will be done using
the latest data from the SoWMy 2014 report, the national
midwifery workforce assessments and the midwifery Lancet

series to ensure stakeholder commitments.

In 2015, a global initiative to engage health workers and
midwives in the elimination and prevention of FGM will be
launched and e-training materials will be globally disseminat-
ed. The Mano River Midwifery Response project will continue
to be operationalized to help restore the health systems in
Ebola-affected countries. E-learning will be widely deployed

to scale up the lifesaving skills and capacities of the health
workers with midwifery skills. The leadership, training and
monitoring capacities of midwifery associations and regulatory
mechanisms and councils will also be strengthened.

While better understanding of the major role that midwives
play in ending preventable maternal and newborn deaths
and disabilities, advocacy will continue to be critical to
ensure a sustained focus as well as resources. The MHTF
will continue to play a pivotal role in making midwifery a
key intervention for maternal health within the context

of sexual and reproductive health and for strengthening
health systems.



Challenges and Lessons Learned

EmONC NA surveys and other available data that track the
EmONC availability indicator also show that few MHTF
countries (15 percent) have reached half the international
standard (one C-EmONC and four B-EmONC per 500,000
inhabitants), reflecting low prioritization, limited resources

and/or ineffective targeting of available resources.

The EmONC surveys and the MHTF follow-up in coun-
tries clearly show the need for more B-EmONC facilities

that are well distributed geographically and well connected
to a C-EmONC for easy referrals.

These references also underline the critical link between
functioning EmONC systems and the deployment of SBAs
to reduce maternal and newborn mortality and morbidity.
Insufficient development of B-EmONC is also a result of
lack of deployment of SBAs in well-functioning teams in
EmONC facilities.

Many Ministries of Health at national and subnational
levels lack operational information and data to efficiently
plan and manage maternal health programmes. This slows
implementation, so that what works and what does not
work are poorly identified; successes are not scaled-up
nationally; and weaknesses are inadequately addressed.

Integration of SRH services in facilities remains very
challenging in most countries. Only 8 of 39 MHTF
countries can document immediate post-partum family
planning service delivery and the proportion of women

receiving contraceptive methods in post-abortion care.

Way Forward

It is critical to strengthen the data-to-action process. In
2015, new EmONC needs assessments will be implement-
ed or finalized in Malawi, Rwanda and Zambia. This will
provide an opportunity for those countries to sharpen their
MNH action plans and improve EmMONC met-need.

MHTF will strongly encourage countries to undertake

the development of EmONC monitoring systems. Ideally,
EmONC monitoring should be implemented immediately
after an EmONC NA. Such monitoring will facilitate
progamme management, provide information on the
number of SBAs working in EmONC facilities and increase
the availability of well-functioning EmONC facilities that

efficiently manage or refer emergency cases.

In 2015, UNFPA will develop a guidance note on
EmONC monitoring to provide harmonized technical
support to Ministries of Health and UNFPA country
offices to support maternal health programmes. EnONC
availability and geographical distribution should become
two process indicators for countries developing a
functioning EmONC network.

MHTF will contribute to duplicate best practices from
successful countries. It will also foster development

of high-impact interventions that can move EmONC
services forward. Among these is the development of
high-standard B-EmONC training centers for midwives,
which will support health system managers to address
quality of care and training standards. It will also allow
graduated midwives to contribute to making every
delivery safe and provide good quality care to women

and their newborns.

The new RIF of the MHTF is a tool that enables countries
to strengthen the integration of services. This tool could be
used in EmONC facilities where staff members have rela-
tively more skills and means to integrate maternal health,
family planning and HIV/STT services as a first step.

The MHTF will continue to support functioning

EmONC facilities to ensure strengthen and sustainable
health systems.

CHALLENGES AND THE WAY FORWARD
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Challenges and Lessons Learned

In the Campaign to End Fistula, a major challenge is
insufficient human, institutional and financial resources
to tackle the magnitude of this medical problem. It is still
estimated that only a small fraction of women suffering
from fistula receive treatment. Thus, far more needs to be
done to eliminate the tragic and staggering backlog of cases
(estimated at over two million), in addition to preventing
new cases. Stronger political commitment and investment
is needed at all levels, and UNFPA continues to advocate
for fistula’s inclusion and prioritization in key strategic
global initiatives.

It is a positive lesson learned that efforts that are matched
with strong, diverse partnerships and concerted, coordinat-
ed action globally, regionally and nationally have brought
additional focus to fistula. In addition, such efforts have
led to increasingly shared experiences on how best to move
ahead and to continuously expanded partnerships and
networks to end fistula.

Way Forward

UNEFPA has strongly and systematically lobbied to en-
sure the aim of “leaving no one behind” in the post-2015
development agenda and reaching the furthest behind first,
including the most marginalized and vulnerable people,
such as women and girls suffering from fistula, pregnant
women and their babies affected by conflict and humani-
tarian crises and the poor.

UNFPA and partners in the Campaign to End Fistula

remain committed to mobilizing political will and resources
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to achieve the goal, as called for by the UN Secretary-
General, to end fistula “in our lifetime.” To do so, UNFPA
and the Campaign support governments to establish

and implement costed, time-bound national strategies

and action plans. Generating updated evidence on the
prevalence and incidence of fistula to enable countries to
conduct evidence-based planning and policymaking is a
high priority in the coming year.

The goal of establishing fistula as a nationally notifiable
condition is a key step forward in ending this preventable
suffering and ensuring that no woman or girl slips through
the cracks and languishes for years without support.
Establishing it as a condition will also enhance the ability
of governments and healthcare providers to identify women
and girls with fistula, perform surgery to repair the fistula
and provide ongoing support, including if and when a
woman becomes pregnant again. This will also lead to more
precise data on the incidence and prevalence of obstetric
fistula, which will help inform policy. Therefore, UNFPA
and the Campaign to End Fistula are working with key
partner organizations, governments and experts to develop
guidelines and recommendations for establishing obstetric
fistula as a notifiable condition.

UNEFPA and Campaign partners will also continue

to reap the benefits of concerted, collaborative and
complementary actions at global, regional and national
levels to achieve a vision of: no new cases; all cases
successfully treated; all fistula survivors followed up and
reintegrated into society; and women and girls deemed
inoperable or incurable be given the support they need
for as long as they need it.



Challenges and Lessons Learned

The MDSR system has started developing in almost all
MHTF countries. It plays a strategic role in advocacy, lever-
aging opportunities/entry points and ongoing development
at global level. UNFPA regional offices have sensitized
countries to MDSR development and prioritization. Not-
withstanding progress, MDSR development at the country
level requires increased technical support, backstopping and
funding targeted to those areas that can advance MDSR.

Low MDSR coverage and facility-based maternal deaths
notification introduce bias in the maternal death analysis.
In its early stage, MDSR systems should focus on respond-

ing to recommendations from maternal death reviews.

Way Forward

In looking ahead, the MHTF will continue to advocate for
and engage with the policy level in support of MDSR and
its development; and will help build new strategic alliances
with partners who have the capacity to add value to techni-
cal support and capacity strengthening to MDSR develop-
ment in countries. Through a country questionnaire, the
MHTF will monitor in collaboration with others the de-
velopment and implementation of the MDSR. The MHTF
will continue to support countries that expressed a need for
a MDSR situation analysis and for technical support while
also actively promoting MDSR relevance in other countries
to build evidence-based action plans that enable countries
to track every maternal death; identify and address coun-
tries’ bottlenecks/problems that contribute to those deaths;
and tailor effective interventions/programs/policies to avoid
such deaths in the future.

CHALLENGES AND THE WAY FORWARD
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MHTF Added Value

The MHTF has the technical expertise to advance the field of maternal
and newborn health globally; to support countries to implement high-
impact interventions at national scale; to ensure the sharing of best practices;

and to measure progress to identify cost-effective approaches.

The MHTF fosters a programme approach at national level to facilitate
the scaling up, alignment and coordination of individual projects within
the framework of national plans for maternal and newborn health.

The MHTF has built an extensive network of partnerships with key
professional organizations, academic institutions and private sector entities
in addition to working with numerous leading inter- and non-governmental
organizations in the field of maternal and newborn health.

MHTF financial and technical support and facilitation of South-South
collaboration allow UNFPA country offices to play a leading role in
advancing the implementation of key high-impact interventions targeted at
those most in need.

MHTF support for generating, disseminating and acting on data allows
countries to improve the implementation of national maternal and newborn
health programmes, thus contributing to the strengthening of health systems.

MHTF evidence-based advocacy increases global and national focus on
the unacceptability of the current levels of maternal and newborn mortality
and morbidity, which constitute human rights violations.

The MHTF comprehensive and integrated approach ensures

that interventions in the MHTF key focus areas are interlinked,
complementary and mutually reinforcing in their contributions to the
goal of ending preventable maternal and newborn mortality and morbidity.

Thus, with its experience, technical expertise, professional partnerships
and presence on the ground, the MHTF is strategically well
positioned—at global, regional and country level—to help advance the
Sustainable Development Goals in the years to come.



The MHTF in Phase II is a more focused MHTF: on
impact; on evolving and keeping up to date with state of

The MHTF has made significant contributions to accelerate
efforts to close the MDGS5 gap. However, as the MDGs reach
the art evidence and best practices; on innovating to pro- their deadline and the world moves toward the post-2015
mote equality, quality and accountability; and on targeting  sustainable development agenda, global development efforts
specific vulnerable groups, such as first-time young moth- and the work of the MHTF will continue to focus on ending
ers. It is a more integrated MHTFE, with improved and preventable maternal and newborn mortality and morbidi-
responsive management tools that will ensure it continues ties and ensuring universal access to sexual and reproductive
to be forward looking and prepared for health services and universal health coverage.
The MHTF will also support the second phase
of the Secretary-General’'s New Global Strat-

egy for Women’s, Children’s and Adolescents’

the future. The MHTF will

therefore continue to
support countries to realize
the unfinished agenda of
MDG5 while contributing

As evident from this annual report, the

MHTF Phase II focuses on well-defined Health 2016-2030, by supporting country-led

62

results and high-impact interventions
that will contribute to improved maternal
and newborn health.

The MHTF promotes a programmatic
rather than a project approach, contribut-
ing under country leadership to promote
capacity building and sustainability of
gains achieved in MNH and health
systems strengthening. The intervention
areas are comprehensive, complementary,
well integrated and reinforce one another.
This is reflected when EmONC needs
assessments pinpoint the necessity for
increasing availability and upgrading skills
of midwifery workforces; when well-
functioning EmONC facilities serve to

to the sustainable
development goals,
particularly:

GOAL 3
Ensure
healthy lives and
promote well-being
for all at all ages
(targets 3.1,3.2, 3.7 and
3.8) and

GOAL 5
Achieve
gender equality
and empower
all women
and girls
(target 5.6).

health strategies; ensuring adequate numbers of
trained healthcare providers, such as midwives;
investing in innovative programmes to improve
quality and access to services; and improving
monitoring, evaluation and accountability
mechanisms.

The MHTF will therefore continue to play a
key role in supporting countries to realize the
unfinished agenda of MDGS5 while contribut-
ing to the new Sustainable Development Goals,
particularly Goal 3, to ensure healthy lives and
promote well-being for all at all ages (targets
3.1, 3.2, 3.7 and 3.8) and Goal 5, to achieve
gender equality and empower all women and
gitls (target 5.6). A health system that cares

for pregnant women and their newborn is a

prevent new cases of fistula and to better
serve those most at risk, such as first-time
young mothers; when MDSR serves to continuously target
improvements in the quality of EnONC; or when improved
referral systems help deal better with obstetric emergencies
(like postpartum haemorrhage and other leading causes of
maternal death), to prevent maternal and newborn mortality
and severe morbidities such as obstetric fistula.

The MHTF Phase IT Business Plan and results indicators
enable better management of the MHTE. As already dis-
cussed in this report, a new level of detail can be provided;
for instance, the reporting results and resources distribution
as related to the five intervention areas of the MHTE This
enables countries to generate improved evidence that they
can use to plan and implement key strategic policies and
programs, and also provides a greater level of transparency
and assurance to stakeholders, partner countries, MHTF
donors and ultimately the beneficiaries.
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strengthened health system with a foundation
to provide care for other health issues.

Building on key achievements from its first phase, the
MHTF is already well positioned to leverage key areas

such as midwifery and fistula components to support and
expand the availability of well-trained and competent hu-
man resources for health; and the EmONC and MDSR
initiatives in contributing to universal access to sexual and
reproductive health services, in particular the availability of
well-functioning EmONC facilities linked to good referral
systems as key elements of a national health system.

As evident from this report, MHTF Phase II has moved
forward, embracing the lessons learned and results achieved
from Phase II. It is an MHTF “fic-for-purpose,” strongly
positioned and responsive in facilitating change in high
maternal mortality countries to help ensure that no

woman or girl should die giving life...



The Midwifery Programme

Emergency Obstetric and Newborn Care
The Campaign to End Fistula

Maternal Death Surveillance and Response
First-Time Young Mothers

In 2016,

the world will move to implement the recently agreed
Sustainable Development Goals. Within the health and gender
agreed goals in particular, the MHTF has a critical role to play
as an experienced financing technical facility. It has built its
capacity from supporting more than 42 high-burden countries
to achieve the MDGS5 of improving maternal health and
achieving universal access to sexual and reproductive health.
This work is still unfinished and the countries of the world have
recognized as much by including these issues as targets in

the new world agenda. To this end, the MHTF expertise is an
asset for all new initiatives that will be developed to achieve the
Sustainable Development Goals.
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ANNEX 1: Campaign to End Fistula Partners

e ¥ o P R =

Aden Hospital (Yemen)

African Medical & Research Foundation
American College of Nurse-Midwives

Babbar Ruga Fistula Hospital (Nigeria)
Bangladesh Medical Association

Bill & Melinda Gates Institute for Population &
Reproductive Health

7. Bugando Medical Center (Tanzania)
8. CARE

9. Comprehensive Community Based Rehabilitation

10.
11.
12.

13.

14.

15.
16.
17.

18.

19.
20.
21.
22.
23.
24.
25.
26.
27
28.
29.
30.
31.

64

(Tanzania)

Centers for Disease Control and Prevention (CDC)
Centre Mére-Enfant (Chad)

Centre National de Référence en Fistule Obstétricale
(Niger)

Centre National de Santé de la Reproduction & du
Traitement des Fistules (Chad)

Columbia University’s Averting Maternal Death and
Disability Program (AMDD)

Cure International Hospital of Kabul (Afghanistan)
Direct Relief International

Dr. Abbo’s National Fistula & Urogynaecology Center
(Sudan)

East Central and Southern Africa Association of
Obstetrical and Gynecological Societies
EngenderHealth

Equilibres & Populations

Eritrea Women’s Project

Family Care International

Fistula e.V

Fistula Foundation

Fistula Foundation (Nigeria)

Friends of UNFPA

Geneva Foundation for Medical Education & Research
Girls’ Globe

Governess Films

Gynocare Fistula Center (Kenya)

Hamlin Fistula (Ethiopia)
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32.
33.
34.
35.
36.
37.

38.
39.
40.

41.
42.
43.
44,

45.
46.
47.
48.
49.
50.
51.
52.

53.
54.
55.
56.
57.
58.
59.
60.
61.
62.
63.
64.
65.

Healing Hands of Joy (Ethiopia)

Health & Development International

Health Poverty Action (Sierra Leone)

Hope Again Fistula Support Organization (Uganda)
Human Rights Watch

Institut de Formation et de Recherche en Urologie et
Santé de la Famille (IFRU-SF) (Senegal)
International Confederation of Midwives
International Continence Society

International Federation of Gynecology & Obstetrics
(FIGO)

International Forum of Research Donors
International Nepal Fellowship

International Planned Parenthood Federation
International Society of Obstetric Fistula Surgeons
(ISOFS)

International Urogynecological Association (IUGA)
International Women’s Health Coalition

Islamic Development Bank

Johnson & Johnson

Johns Hopkins Bloomberg School of Public Health
Kupona Foundation

Lake Tanganyika Floating Health Clinic

Ligue d’Initiative et de Recherche Active Pour la Santé
et 'Education de la Femme (LIRASEF), Cameroon
London School of Hygiene & Tropical Medicine
Maputo Central Hospital (Mozambique)

Meédecins du Monde

Meédecins Sans Frontieres

Mercy Ships

Moi University (Kenya)

Monze Hospital (Zambia)

Mulago Hospital/Medical School (Uganda)

National Obstetric Fistula Centre, Abakiliki (Nigeria)
Obstetrical and Gynecological Society of Bangladesh
One by One

Operation Fistula

Pakistan National Forum on Women’s Health



ANNEX 1: Campaign to End Fistula Partners (continued)

66.
67.
68.
69.

70.

71.
72.
73.

74.
75.
76.

Pan African Urology Surgeon’s Association (PAUSA)
Population Media Center

Psychology Beyond Borders

Regional Prevention of Maternal Mortality Network
(Ghana)

Royal College Of Obstetricians & Gynaecologists
(RCOQG)

Sana’a Hospital (Yemen)

Selian Fistula Project (Tanzania)

Société Africaine des Gynécologues-Obstétriciens
(SAGO)

Société Internationale d’Urologie

Solidarité Femmes Africaines (SOLFA)

The Association for the Re-orientation and
Rehabilitation of Women for Development

(TERREWODE) (Uganda)

77.
78.
79.
80.
81.
82.
83.
84.
85.
86.
87.

88.
89.
90.
91.

Uganda Childbirth Injury Fund

United Nations Population Fund (UNFPA)

United States Agency for International Development
University of Aberdeen

University Teaching Hospital of Yaoundé (Cameroon)
Virgin Unite

White Ribbon Alliance

Women & Health Alliance International (WAHA)
Women’s Health Organization International
Women’s Hope International

Women’s Missionary Society of the African Methodist
Episcopal Church

World Health Organization

World Vision

Worldwide Fistula Fund

Zonta International
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ANNEX 2: Results Indicators Framework

Outcome A: Strengthened national capacity to implement comprehensive midwifery programs

The national
Proportion of births Curriculum for Number of A governing midwifery
attended by skilled A national costed midwifery pre- midwifery body association has
health personnel for midwifery workforce service training is schools regulates a "budgeted
the poorest quintile of ~ plan is incorporated in  based on ICM/ supported by midwifery Strategic Action
Indicators the population the national HRH plan ~ WHO standards the MHTF practice Plan”
Afghanistan - N Y 0 N Y
Bangladesh 31.7% N Y 16 N N
Benin 84% Y Y 1 Y N
Burkina Faso 50.5% Y Y 8 Y Y
Burundi 73% N Y 1 N N
Cameroon 19.1% - Y 0 N Y
Central African Republic 331% Y Y 0 Y N
Chad - Y Y 1 N N
Congo - N Y 2 Y N
Céte d'lvoire 35% Y Y 5 Y Y
DRC - N Y 6 N Y
Ethiopia 16% N Y 31 N Y
Ghana 38.6% N Y 20 Y Y
Guinea-Bissau - Y Y - - -
Guinea Conakry 45% Y Y - Y Y
Haiti 9.6% N Y 1 N N
Kenya 44% - Y 0 Y N
Lao - Y N 9 Y N
Liberia 61% N Y 4 Y Y
Madagascar 27% N N 6 Y N
Malawi 71% Y Y 1 Y Y
Mali - Y Y 5 Y Y
Mauritania - - N 2 N N
Mozambique - Y Y 0 N N
Nepal - N N 0 N Y
Niger - Y N 2 N N
Nigeria 6% N N 0 Y N
Pakistan - Y N 16 Y -
Rwanda - N N 0 Y N
Senegal - N Y 0 N N
Sierra Leone - N N 0 Y N
Somalia - Y Y 6 Y N
South Sudan - N Y 1 N N
Sudan - N N - N -
Timor-Leste - N Y 1 N N
Togo - N Y 2 N N
Uganda - Y N 18 Y N
Yemen 17% N Y 0 N N
Zambia - Y N 3 Y N
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ANNEX 2: Results Indicators Framework (continued)

Outcome B: Strengthened national capacity for quality integrated maternal health services, including emergency
obstetric and newborn care (EmONC)

Indicators
Afghanistan
Bangladesh
Benin
Burkina Faso
Burundi
Cameroon

Central African
Republic

Chad

Congo

Cote d'lvoire
DRC
Ethiopia
Ghana
Guinea-Bissau
Guinea Conakry
Haiti

Kenya

Lao

Liberia
Madagascar
Malawi

Mali
Mauritania
Mozambique
Nepal

Niger
Nigeria
Pakistan
Rwanda
Senegal
Sierra Leone
Somalia
South Sudan
Sudan
Timor-Leste
Togo
Uganda
Yemen

Zambia

Proportion of
women with
major direct
obstetric
complica-
tions treated
in EMONC
facilities

23%
18%
51%

29%

The health EmONC
national costed services
plan includes are
EmONC monitored
facilities in
development prioritized
with annual EmONC
targets facilities
Y Y
N Y
Y Y
Y Y
Y Y
Y N
N N
Y N
Y N
N Y
Y Y
Y Y
Y Y
Y Y
N Y
Y Y
N Y
Y Y
Y N
Y Y
Y Y
N N
Y Y
N Y
Y Y
Y N
N N
N Y
Y Y
N Y
N N
N N
Y Y
N N
Y N
N Y

Each midwifery
national school
has at least one
B-EmONC and
one C-EmONC
facilities accred-
ited as midwifery
training centers

Y

< Z2 <X < < Z

< < Z < <<<<<zZzZzZzZzZ

z Zz <

N/A

1 Z < < Z

< < <z z

Direct

obstetric
complications

are

documented in
each EmMONC

facility

Z Z < < < < <

< Zz2 Z Z

_<

< < < < Z<<Z<Z<zZ <.

z < < <

zZ < < < zZ

Case Fatality
Rate (CFR) per
direct obstetric
complication are
systematically
documented at
C-EmONC level

N

z Zz2 < < Z

< Zz2 Z Z

_<

Z <X X Z2 < Z2Z < Z <

NG
~

< < <

z Zz Zz <

A costed
plan exists
for RH
integrated
services in
EmONC
facilities

Y

z zZz < <X Z

z < zZz2 zZz Z2 <

< < Z < << <=<<2zZzZ=Z <.

zZz < zZ < < < 1

_<

Proportion

of women
leaving
EmONC
facilities with a
contraceptive
modern
method

39%
N/A
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ANNEX 2: Results Indicators Framework (continued)

Outcome C : Enhancing national capacity for prevention, treatment and social reintegration for obstetric fistula

A costed human Number of skilled, expert A costed national plan/ A functioning A national register
resources for health fistula surgeons meets strategy for ending fistula National Task is in place to record
strategy is in place projected needs for is developed and being Force for notifications and track
which includes fistula number of fistula repairs in  implemented as part of an Fistulais in fistula cases at community
Indicators surgeons the country overall health strategy place and facility level
Afghanistan N N N N N
Bangladesh N - N N N
Benin Y N Y N N
Burkina Faso Y Y Y Y Y
Burundi N N N Y N
Cameroon N N N Y N
Central African Y Y N Y N
Republic
Chad N - Y Y N
Congo N N N Y Y
Cote d'Ivoire Y Y Y N N
DRC N - N Y N
Ethiopia Y - Y Y N
Ghana N N N N Y
Guinea-Bissau - - Y Y Y
Guinea Conakry Y - Y Y N
Haiti - - - -
Kenya N - N Y N
Lao - - - - -
Liberia Y - Y Y Y
Madagascar Y N N N N
Malawi - - N Y N
Mali Y - Y Y -
Mauritania N - N N N
Mozambique N N Y Y N
Nepal N N N Y N
Niger Y - Y Y N
Nigeria N - Y Y N
Pakistan - - - - -
Rwanda N N N N N
Senegal Y Y Y Y
Sierra Leone N N Y N Y
Somalia N N N N N
South Sudan N N N N N
Sudan - - - - -
Timor-Leste - - - - -
Togo N N Y Y N
Uganda Y N Y Y N
Yemen N - N N N
Zambia N N N N N
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ANNEX 2: Results Indicators Framework (continued)

Outcome D: Enhanced national capacity for maternal death surveillance and response.

Indicators
Afghanistan
Bangladesh
Benin
Burkina Faso
Burundi
Cameroon
Central African Republic
Chad

Congo

Céte d'lvoire
DRC
Ethiopia
Ghana
Guinea-Bissau
Guinea Conakry
Haiti

Kenya

Lao

Liberia
Madagascar
Malawi

Mali
Mauritania
Mozambique
Nepal

Niger
Nigeria
Pakistan
Rwanda
Senegal
Sierra Leone
Somalia
South Sudan
Sudan
Timor-Leste
Togo
Uganda
Yemen

Zambia

Proportion of countries where maternal
deaths that are notified at a) facility level;
b) at community level reach 80 percent
of expected deaths notified as defined
every year for a) and b)

1,200
20%
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ANNEX 2: Results Indicators Framework (continued)

Outcome E: Strengthened national capacity to reach and serve first-time young mothers

Age-disaggregated ANC utilization: Age-disaggregated 15.1. At least one
Percentage of girls and women aged Skilled Birth Attendance: innovative, scalable
15-19 and 20-24 who had a live birth Percentage of births to 14.1. First-time young  approach to improving
that received antenatal care provided girls and women 15-19 and mothers are a priority  maternal health service
by a doctor, nurse, or midwife at least 20-24 attended by skilled population in the utilization by first-
once during pregnancy, and at least health personnel (doctors, national RMNCAH time young mothers is
Indicators four times during pregnancy nurses or midwives) plan implemented
Afghanistan - - N N
Bangladesh - - N N
Benin 86% 84% Y Y
Burkina Faso inf 20 years 96,3% inf 20 years 68,5% Y
Burundi 100% 73% N N
Cameroon N N N N
Central African Republic inf 20 years: 69% - N Y
Chad - - N N
Congo - - Y N
Céte d'lvoire - 58% N N
DRC - - N N
Ethiopia 20% 19% - -
Ghana - - Y Y
Guinea-Bissau - - - -
Guinea Conakry - - - N
Haiti N N N N
Kenya 88.5% 93% 46.6% 42.7% N N
Lao - - N N
Liberia 97% - N N
Madagascar - - N N
Malawi - - - -
Mali - - N -
Mauritania - - N N
Mozambique - - N N
Nepal - - - -
Niger - - Y N
Nigeria - - N N
Pakistan - - - -
Rwanda - - - -
Senegal - - Y N
Sierra Leone - - - -
Somalia - - N N
South Sudan - - N N
Sudan - - - -
Timor-Leste - - - -
Togo - - Y N
Uganda - - N N
Yemen - - Y Y
Zambia - - Y Y
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The Maternal Health Thematic Fund:

Improving maternal health: Surging towards the 2015 deadline

2014 constituted the first year of the second phase of the Maternal Health Thematic Fund, which
includes UNFPA's Midwifery Programme and the Campaign to End Fistula. In its second phase,
the Maternal Health Thematic Fund has increased emphasis on high-impact interventions, based
on lessons learned from the first phase.

For the five focus areas of the MHTF, such high-impact interventions include:

The Midwifery Programme:
* Training of midwives

* Jobs for midwives

* Deployment of midwives

Emergency Obstetric and Newborn Care (EmMONC):

= Sufficient Basic EMONC and Comprehensive EmONC facilities that offer all essential services
= Establishment of efficient referral between facilities to create a health systems network

* Continued monitoring to continuously ensure and improve quality of care

The Campaign to End Fistula:

= Training of expert obstetric fistula surgeons

= Integration of obstetric fistula surgery into health systems for continuous care

= |dentification of fistula cases for treatment, rehabilitation and social reintegration

Maternal Death Surveillance and Response:

= Establishment of national scale MDSR system

* Ensure quality of data

= Efficient response to identified causes of maternal mortality

First-Time Young Mothers:

= QOutreach to young pregnant girls to ensure skilled assistance during pregnancy and childbirth
* Follow-up and longer-term support groups

= Further identification of innovative and scalable approaches to reach first-time young mothers

No woman should die giving life

United Nations Population Fund
605 3rd Ave,

New York, NY 10158
www.unfpa.org






