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Reducing the burden of maternal and child morbidity
and mortality in the Eastern Mediterranean Region?

Yes, we can
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ABSTRACT Maternal and child morbidity and mortality are a major public health, development and human rights
challenge globally and in the WHO Eastern Mediterranean Region. The Region is diverse, with high-, middle-
and low- income countries, many suffering from political instability, conflicts and other complex development
challenges. Although progress has been made towards Millennium Development Goals 4 and 5, ithas been uneven
both between and within countries. This paper makes an analysis of the strengths, weaknesses, opportunities and
threats to improving maternal and child mortality and morbidity with a focus on the Region. In answer to the
question whether we can reduce the burden of maternal and child morbidity and mortality in the Region: yes, we
can. However, commitment and collaboration are needed at the country, regional and international levels.

Laréduction de la charge de la morbidité et de la mortalité maternelles et infantiles est effectivement possible
dans la Région de la Méditerranée orientale

RESUME La morbidité et la mortalité maternelles et infantiles constituent un défi majeur en matiére de santé
publique, de développement et de droits de 'homme au niveau mondial ainsi que dans la Région OMS de
la Méditerranée orientale. La Région est hétérogene et comprend des pays a revenus élevé, intermédiaire
et faible, dont plusieurs connaissent une instabilité politique, des conflits ainsi que d’'autres problémes de
développement complexes. Malgré les progres accomplis vers la réalisation des objectifs du Millénaire
pour le développement 4 et 5, des inégalités ont été observées aux niveaux régional et national. Le présent
article analyse les forces, faiblesses, opportunités et menaces en matiere d’amélioration de la mortalité et
de la morbidité maternelles et infantiles dans la Région. La réponse a la question de savoir si nous pouvons
effectivement réduire la charge de la morbidité et de la mortalité maternelle et infantile dans la Région est
affirmative. Un engagement et une collaboration sont néanmoins nécessaires aux niveaux national, régional
etinternational.
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The challenge

It is estimated that every year in the
WHO Eastern Mediterranean Region
(EMR) around 923 000 children under
S years of age still die as a result of com-
mon childhood diseases and 39 000
women of childbearing age die as a re-
sult of pregnancy-related complications
[1]. Mortality figures are indicative of a
much greater magnitude of morbidity
and disability. Maternal and child mor-
tality and morbidity are not only a major
public health challenge in the Region
and worldwide, they are also a develop-
ment challenge, explicitly highlighted
as 2 of the 8 Millennium Development
Goals (MDGs) [2]. Safe motherhood
is also a human right of women that
should be respected, protected and
implemented [3].

EMR is a diverse region that in-
cludes high-income countries in which
socioeconomic development has pro-
gressed considerably over the last 4 dec-
ades; middle-income countries which
have well-developed health service de-
livery infrastructures but face resource
constraints; and low-income countries
which lack resources for health. Many
countries of the Region are suffering
from political instability, conflicts and
other complex development challenges.

Progress in the Region towards the
MDGs has been variable [4]. MDG 4,
relating to reduction of under 5 mortal-
ity, has been achieved by 4 countries
only, while another 9 countries are
on track and 10 countries are unlikely
to achieve the goal, based on current
trends. MDG §, relating to reduction in
maternal mortality, has been achieved
by 6 countries, while 8 countries are on
track and 9 are not expected to achieve
the goal, based on current trends.
Worldwide, of the 75 countries where
more than 95% of all maternal and child
deaths occur, 10 countries are from the
Region: Afghanistan, Djibouti, Egypt,
Irag, Morocco, Pakistan, Somalia, South
Sudan, Sudan and Yemen [S].

Can we reduce the
unacceptable burden of
maternal & child morbidity
and mortality in EMR?

To answer this question we need to un-
dertake a SWOT analysis, to examine
our strengths, weaknesses, opportuni-
ties and threats, a technique widely used
in the business world [6]. Apart from
answering the question of feasibility of
achieving the goals, the analysis will be
usefulin guiding the strategy to deal with
the challenge. The analysis presented
here is not meant to be comprehensive.
The aim is to highlight some salient
areas for each element of the analysis.

Two areas of strength give us encour-

agement and confidence. First, evi-
dence-based interventions are already
known, have been tested, have been
shown to work and can have an impact.
Secondly, many countries worldwide in
similar socioeconomic situations have
achieved success.

Evidence-based interventions
are already known
Evidence-based packages of interven-
tions are already available in a con-
tinuum of care for maternal and child
health [7]. For safer motherhood, preg-
nancy must be a voluntary choice for
the woman and she should have access
to prenatal care, delivery by skilled birth
attendants and life-saving emergency
obstetric care if needed [8]. Evidence-
based interventions are available to deal
with the main causes of under-5 child
mortality: diarrhoea, pneumonia, mea-
sles, malaria, HIV/AIDS, birth asphyxia,
preterm delivery, neonatal tetanus and
neonatal sepsis. Child survival interven-
tions are feasible to deliver with high
coverage in low-income settings [9].
While all elements of the evidence-
based packages should be implemented
in the Region, 2 areas need more em-
phasis: family planning and perinatal
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health. Family planning has an impact
on mother and child, apart from other
benefits. An unmet need for family
planning, particularly for modern meth-
ods and for spacing and/or limiting of
childbearing, has been demonstrated in
countries of the Region where demo-
graphic and health surveys have been
conducted. The unmet need for fam-
ily planning ranged from 8% to 20% of
married women of reproductive age of
known fertility [10]. Childhood deaths
in EMR are increasingly concentrated
in the first month of life [S] and evi-
dence-based interventions need to be
intensified to reduce perinatal mortality.

Progress has been made

Between 1990 and 2011, under-S mor-
tality declined in EMR by 41%, maternal
mortality declined by 42% between 1990
and 2010, and the Region witnessed a
number of success stories [ 1]. Exchange
of experiences and mutual learning be-
tween countries can pay dividends .

Two areas of weakness in the EMR
should be taken into consideration and
need to be addressed. The first is the
constraints of the health-care systems.
The second is the lack of evidence-
based information from countries to

guide policy- and decision-making

Health care systems

Health systems in the Region face many
challenges that are generally cross-
cutting in nature and apply to most
countries irrespective of socioeconomic
and health status of their populations
[11]. The 3 main inputs needed for
a health-care system to function are:
human capital, physical capital and con-
sumables [12]. An appropriate balance
between these inputs is necessary for
good functioning of the system. Invest-
ments in these are often imbalanced,
however, particularly in countries with
limited resources. The bias is towards an
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increased investment in physical capital,
at the expense of human capital and con-
sumables. Governments and external aid
agencies have contributed to this unbal-
anced input mix by focusing on highly
visible investments without adequate
consideration of the need for other in-
vestments and the recurrent costs that
ensure proper functioning of the system
[12]. A health-care system that is sound
in structure may not be sound in func-
tion, as the experience in some countries
has demonstrated [13]: “Good anatomy
does not mean good physiology” [14].

The overall health workforce density
in the Region is below the global aver-
age of 4 skilled health workers per 1000
population. Eight countries (Afghani-
stan, Djibouti, Irag, Morocco, Pakistan,
Somalia, Sudan and Yemen) are classi-
fied as facing a crisis in human resources

for health [15].

Evidence-based information
for policy- and decision-
making
Almost 40% of countries in the Region
have inadequate or weak civil registra-
tion mechanisms and vital statistics,
and only 25% have satisfactory systems.
Overall, these systems serve only 5.3%
of the population in the Region [15].
The Commission on Information
and Accountability proposed the fol-
lowing core indicators to monitor the
impact of interventions and develop-
ment of programmes: maternal mor-
tality ratio; under-S mortality rate and
the proportion of newborn deaths;
children under S years of age who are
stunted; demand for family planning
satisfied (met need for contraception);
adequate antenatal care coverage (at
least 4 visits during pregnancy); avail-
ability of antiretroviral prophylaxis
for HIV-positive pregnant women to
prevent mother-to-child transmission
of HIV and antiretroviral therapy for
HIV-positive pregnant women who are
treatment-eligible; skilled attendant at
birth; postnatal care for mothers and
babies within 2 days of birth; exclusive

breastfeeding for the first 6 months of
life; 3 doses of combined diphtheria-tet-
anus-pertussis immunization coverage;
and availability of antibiotic treatment
for pneumonia [S].

When dataare collected, they should
be viewed and analysed through an eq-
uity lens. National averages and overall
coverage rates can mask gross inequi-
ties. Inequities in health represent the
most important challenge facing many
countries of the Region [4]. Inequity
is particularly evident for interventions
that require a functioning health system.
Countries achieving rapid progress in in-
tervention coverage have accomplished
this primarily by improving coverage in
the poorest wealth quintiles [S].

Even when national information
systems are lacking, some information
can still be gathered and put to use to
guide practices, decisions and policies.
Confidential enquiries into the causes
of cases of maternal mortality provide
one such model. They can be con-
ducted at the community, health care
facility, district, regional or national level
[16]. Experience has shown that the use
of these reviews can have a significant
impact even without any substantial
increase in public expenditure.

Scientific research, including health
systems research, is providing opportuni-
ties that can be seized to improve the
coverage of maternal and child health
services in EMR. These include inno-
vations in technologies appropriate for
low-resource settings, and improving
service delivery and coverage through
task shifting and mobile health initiatives.

Innovations in appropriate
technology

Low-costinnovations, made more avail-
able in low-resource countries, can con-
tribute to saving the lives of mothers and
children [17]. These include, among
others: the non-pneumatic anti-shock

garment to slow excessive bleeding
after childbirth and stabilize the mother
until she can be treated at an emergency
care facility; magnesium sulphate, at
a cost of less than a dollar per dose, to
prevent and treat life-threatening con-
vulsions among women with severe
pre-eclampsia and eclampsia; chlorhex-
idine, alow-cost antiseptic to reduce the
risk of life-threatening infections via the
newly cut umbilical cord; and Rotavac”,
an affordable new vaccine to protect
children from rotavirus infection, a top
cause of deadly diarrhoea in developing
countries. So-called “kangaroo care”, a
way of holding a preterm or full-term in-
fant so that there is skin-to-skin contact
between the infant and the person hold-
ing it, can be an alternative to neonatal
intensive care incubators [ 18].

Task shifting

Access to care may be improved by
training and enabling mid-level and
lay health workers to perform specific
interventions that might otherwise be
provided by cadres of workers with
longer and/or more specialized train-
ing. Such task-shifting strategies might
be particularly attractive to EMR coun-
tries which lack the means to improve
access to care within a short period of
time. A WHO Guidance Panel made
119 recommendations for appropriate
task shifting: 36 for lay health workers,
23 for auxiliary nurses, 17 for auxiliary
nurse midwives, 13 for nurses, 13 for
midwives, 8 for associate clinicians, 8 for
advanced level associate clinicians and 1
for non-specialist doctors [19].

Lay or community health workers,
who have not received a formal profes-
sional or paraprofessional certificate or
tertiary education degree, can be trained
and utilized, according to the WHO
report, to promote the uptake of ma-
ternal and newborn-related health care
behaviour and services, to provide con-
tinuous social support during labour (in
the presence of a skilled birth attendant)
and to administer misoprostol to pre-
vent postpartum haemorrhage when
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skilled birth attendants are not present
and oxytocin is not available [20].

A number of countries in sub-
Saharan Africa have successfully used
non-physicians to perform major emer-
gency obstetrical surgery. In Tanzania,
for example, assistant medical ofhcers
provide most of this surgery outside of
major cities. Studies have demonstrated
no significant differences between the
care of assistant medical officers and
medical officers in terms of outcomes,
risk indicators or quality of care [21].

Mobile health (mHealth)

With over 6 billion mobile phone
subscriptions spread across a world
population of over 7 billion, mobile tech-
nologies are rapidly penetrating even the
most remote corners of the world. For
women and newborns in many low- and
middle-income countries, the rapid ex-
pansion of mobile phone technology in-
frastructure presents an unprecedented
opportunity to increase access to health
care and to save lives [22,23]. Women
can be provided with information
services by phone. Community-based
health workers can be provided with
point-of-care decision support tools.
Data can also flow through a health
system in real-time, and deliver critical
information to support women's and
providers’ needs in a timely and efficient
manner. At this time, although mHealth
applications are in the formative stage,
the evidence for their effectiveness and
impact is growing rapidly.

Two particular categories of threats in

the EMR may be impeding progress
towards MDGs 4 and 5. The first in-
cludes natural disasters, armed conflicts,
and political insecurity and instability.
The second is emergence of new health
threats. These threats can have a dual
impact on maternal and child health: a
direct impact on mothers and children
who are vulnerable population groups,

and an indirect impact by diverting the
often limited resources available for

maternal and child health.

The threat of natural and man-
made disasters
EMR is a high-risk region for natural
hazards such as earthquakes, floods and
drought. Political instability and civil
contlict are posing new threats. In the
past 2 years, 13 countries in the Region
have experienced such emergencies,
with more than 42 million people af-
fected [15]. Emergency preparedness
and response are a priority area for
countries in EMR. Disasters, whether
natural, or man-made as is often the
case, will adversely affect the implemen-
tation and achievements of child and
maternal health programmes.
Vaccination against poliomyelitis is
an example of how armed conflict, insecu-
rity and political instability hinder univer-
sal coverage. All countries of the Region
are free from polio, except Afghanistan
and Pakistan, where conflict, access
problems and disinformation among the
population have hindered progress in
the countries and are posing the threat of
spread to other polio-free countries [24].

Emergence of new health
threats

The HIV epidemic has continued to
spread through the Region. Although
the overall prevalence in the general
population is still low, the proportion
of newly infected people among all
people living with HIV is the highest
globally [1]. Where it is prevalent, HIV
infection will be an important cause for
child and maternal mortality. It can also
drain resources from maternal and child
health programmes. HIV worldwide has
a vocal advocacy constituency, which
maternal and child health do not have.
The Accountability Commission report
for 2013 cites such an example [5]. Al-
though most of the countries reviewed
began with low coverage levels for care-
seeking for pneumonia and for preven-
tion of mother-to-child transmission
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of HIV, after § years the coverage was
considerably greater for HIV preven-
tion in every country. Some countries
even experienced drops in coverage for
pneumonia. The report noted that this
was in spite of the fact that pneumonia
and diarrhoea together account for 2
million child deaths each year (nearly 15
times the number of child deaths caused
by AIDS). The message is not about
cutting the resources allocated for HIV,
but to call for the same level of attention
to be extended to other leading killers of
women and children.

Another emerging health threat that
is causing considerable concern in the
Region is the Middle East respiratory
syndrome coronavirus [25].

Yes, we can

This analysis of the strengths, weakness-

es, opportunities and threats answers

the question whether we can reduce the
burden of maternal and child morbidity
and mortality in the Region: yes, we can.
But the conclusion has to be qualified.
We can, provided we have the commit-
ment and we collaborate together at the
country, regional and international level
towards the objective.

A solemn commitment to collabo-
ration was made on 30 January 2013 in
Dubai, when the ministers of health and
delegates of countries of the EMR, rep-
resentatives of United Nations agencies
and international, regional and national
institutions participating in the High-level
Meeting on Saving the Lives of Mothers
and Children: Rising to the Challenge,
pledged to “accelerate progress on mater-
nal, newborn, child and adolescent health
through national action and international
cooperation, to hold themselves ac-
countable for collective progress towards
this goal, and on behalf of all mothers,
adolescents and children in the Region,
recommit to give every woman the best
opportunity for safe delivery so that every
child has the best possible start in life” [ 26].
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