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It is certainly a very good thing that maternal and newborn health (MNH) is now being taken seriously by the global health community. While not at the level of HIV/AIDS or malaria, this interest has translated into increased donor support compared to a decade ago. And, in many high burden countries, host governments are also giving high priority to this issue. The Muskoka Initiative and the efforts of Secretary General Ban Ki Moon have helped ensure continuing high priority for this area during a period of global financial crisis, when attention and financial support could well have been allowed to lapse.
Recent multi-country mortality analyses by the UN group and Institute for Health Metrics and Evaluation have suggested encouraging declines in maternal mortality, though slower declines in newborn deaths. It should be noted that there were already declining trends during the 1990s, at which time there was little political priority or program resources for maternal and newborn health services. Nevertheless, across all high burden regions, except Latin America and the Caribbean, the pace of decline in maternal mortality accelerated over the decade 2000-2010. 
	MMR (/100,000)
	1990
	2000
	2010
	% change 1990-2000
	% change 2000-2010

	Sub-Saharan Africa
	850
	740
	500
	13
	32

	Asia
	380
	260
	150
	32
	42

	Latin America & Caribbean
	140
	100
	80
	29
	20

	Less Developed Countries
	440
	350
	240
	20
	31

	Least Developed Countries
	870
	660
	430
	24
	35






        (data from Trends in Maternal Mortality 1990 to 2010. UN 2012
)
For neonatal mortality, there was also an acceleration in the pace of decline over the second decade of this period, though through the whole period mortality has declined at a slower pace than it has for maternal deaths.

	NNMR (/1000)
	1990
	2000
	2011
	% change 1990-2000
	% change 2000-2011

	Sub-Saharan Africa
	45
	42
	34
	7
	19

	Southern Asia
	48
	40
	32
	17
	20

	Latin America & Caribbean
	22
	16
	10
	27
	38

	Developing countries
	35
	31
	24
	13
	22

	Least Developed Countries
	47
	41
	33
	13
	20


      
                 




(www.healthynewbornnetwork.org
)

These declining trends can certainly be attributed in large part to broader changes over this period, notably marked declines in total fertility – in most of these regions – and rising educational levels and associated economic opportunities and changes in the status of women. Maternal-newborn-specific program efforts have likely also significantly contributed, at least in some countries. But with all the attention and new resources, we could be doing considerably better. 
The siren-call of Grand Strategies 

Through the 1990s, into the beginning of the new millennium, debate raged between proponents of two flavors of Grand Strategy
: “Emergency Obstetrical Care” (EmOC) and the “Skilled Birth Attendant” (SBA). While much of the fury has now abated, we remain encumbered by the legacy of these Strategies. There are problems with both the particulars of the Strategies and, perhaps more important, with the notion that there is any one road-map which will get us where we want to go, in all settings.

First – on the particulars…

Although the design of the EmOC Strategy emerged from the Three Delays conceptual framework,
 which included a care-seeking component, in practice the focus of program effort has been almost entirely on labor-and-delivery complication management services, following a formula with these elements:
 
· Complications can be expected in about 15% of deliveries, therefore complication management services need to be equipped to handle about 15% of the deliveries in any given catchment population (the remaining 85% could give birth at home).
· There are 8 key “signal functions” (9, with the addition of management of newborn asphyxia) access to which needs to be assured. The 2 requiring higher level skills or facilities – caesarian sections and blood – need to be available on the basis of 1 “comprehensive EmOC” facility per 500,000 population. The remaining signal functions
 are also to be provided through “basic EmOC” health facilities, at a ratio of 1 such health facility per 100,000 population.
· As implemented, the focus has been on ensuring “readiness”, as demonstrated by actually having performed each of these services at some time over the previous 3-month period.

Although proponents of this approach have subsequently tempered their position,
 initially they categorically asserted that complications can be neither predicted nor prevented, only managed once they arise – thus, the near-exclusive focus on labor and delivery complication management.
In principle, the emphasis in EmOC has been on meeting the required conditions for providing adequate obstetrical complication management services to a population (which is a good thing), focusing not only on the supposed skills of individual health workers, but also on ensuring the other necessary conditions. But, as applied, it has been formulaic, rigid, and arbitrary; neglecting context, current care-seeking patterns, and monitoring of actual care rendered (beyond “readiness”).

Champions of the SBA Strategy have taken a somewhat different tack. Pointing out the unpredictability of complications, they have affirmed the necessity that all births be assisted by a “skilled birth attendant”
– by which is meant someone with professional midwifery skills. Under this Strategy, there has been more prominence given to provision of appropriate care for normal births (“keeping the normal normal”), and less to demonstrated capacity to manage complications. In practice, the emphasis has been on in-service training, increasing the number of SBA positions (often difficult under government-wide policies informed by the Washington Consensus), and, in recent years, on use of financial levers, notably waiving fees,
 conditional cash transfers or vouchers,
 and health worker incentives.
 
To complete the historical picture, in the battle between EmOC and SBA there have been various casualties. From early on, traditional birth attendants (TBAs) were firmly rejected and a clear message was sent to ministries of health that they should cease and desist from training and engaging programmatically with TBAs, other than to encourage them to do health education and refer women to health facilities for antentatal care (ANC) and delivery. Indeed, health education and community mobilization were the only functions considered acceptable at community level, certainly not service-delivery.

Under the doctrine that complications could be neither predicted nor prevented, antenatal care ended up, if not exactly a casualty, very much relegated to the status of a poor cousin to labor and delivery care. Studies at the turn of the century
,
 offered evidence that antenatal care could be delivered in an abbreviated set of 4 contacts, with outcomes no worse than with a greater number of contacts.
 The clear message to program managers has been: to the extent that ANC matters at all, what you need to focus on is making sure that pregnant women get the magic 4 visits. Indeed ministries of health have grown fond of this indicator as it has in many settings proven amenable to pushing up to reasonably high levels, and this is interpreted to mean that the program is performing well (despite abundant evidence to the contrary
,
,
). 
Given different historical trajectories, different funders and different professional communities, it is perhaps not surprising that the global technical direction in maternal health has evolved with little attention given to the newborn (or stillbirths).
 For example, initially the newborn was almost entirely overlooked in EmOC (indeed, in building on Essential Obstetrical Care, newborn resuscitation was dropped as an EmOC signal function, in its first iteration) and the need for caesarian section usually discussed only in terms of maternal indications. Since the early 00’s, particularly due to effective advocacy from Saving Newborn Lives (SNL), the newborn has gained prominence but still, to a considerable extent, global technical strategy has moved independently for maternal and newborn health. Biologically, this makes no sense: until birth, mother and fetus are unequivocally an inseparable dyad, with the well-being of the fetus/ newborn fundamentally dependent on whatever happens to the mother; to a large degree this continues to be the case in early newborn life. Furthermore, the opportunities to 
optimize maternal, fetal and newborn outcomes arise from much the same contacts – through health worker or community health worker (CHW) contacts with the pregnant woman, care at the time of labor and delivery, over the course of the admission for child-birth, and during post-natal contacts either at health facility or in the home. But due to the narrowness of view of the different technical constituencies, efforts to ensure appropriate integration have generally been feeble.
  
As it happened, the EmOC-SBA conflict played out to a kind of stalemate, with a resulting hybrid Strategy. The need for ensuring availability of EmOC-capable health facilities was granted, while the main thrust has ended up being to push up the proportion of births conducted by “skilled birth attendants”. 
What’s wrong with “skilled birth attendants”?

The concept: unlike EmOC, which looks more broadly at the range of conditions that need to be met to ensure provision of a particular service, the SBA Strategy focuses almost exclusively on the health worker.
 Stripped to its simplest, the notion is that all we need to do is ensure that a woman gives birth in the presence of an SBA, and all will be well.
 
The practice: as mentioned above, the main programmatic input has been training;
 in most countries, in-service upgrading training has received the greatest effort. The implicit assumption has been that the one necessary and sufficient condition for provision of appropriate care is health worker skills, and indeed that the necessary and sufficient condition for attaining and maintaining needed skills is training. One cannot safely make either of these assumptions. The fact that a given health worker is labeled as a “skilled birth attendant” or has received a particular training does not necessarily mean she actually has the needed skills.
 And, even if she has, that doesn’t mean the right care will be rendered on a timely basis. Indeed, considering, for high mortality burden countries, changes in SBA delivery rates and in neonatal mortality rates (NNMR) (as one meaningful indicator of impact of this strategy) one finds a moderate negative correlation, i.e. the bigger the increase in SBA rates, the smaller the decline in NNMR.

Measurement: the main measure used to track performance has been the “skilled birth attendance rate” (the proportion of births at which the woman reports that a health worker of a particular type was present), measured primarily through household surveys (notably Demographic and Health Surveys (DHS)). In DHS, the question is posed in a standardized way, with doctors, midwives and nurses categorized as SBAs. That is to say, the categorization is based on what professional cadre a health worker belongs to, not on skills, therefore “skilled birth attendance rate” is a misleading label; more accurate would be “professional” or “medically qualified” birth attendance rate. Most health care systems track similar proxy indicators through their health management information systems (HMIS) (often, total institutional deliveries as a proportion of expected deliveries, sometimes specifically tallying to include only those births attended by service providers falling into an SBA designation). Of course, country-level policy makers are free to decide for themselves what criteria to use to designate a health worker as a “skilled birth attendant”, and an expedient way to push up one’s SBA rate is to set the bar low. So it is not uncommon to see certain categories of auxiliary health worker designated as SBAs, thus “getting credit” for deliveries with a broader range of health workers.
With the prominence given to SBA attendance—for example as a Millennium Development Goal (MDG) 5 indicator and as one of the core indicators of the Secretary General’s Commission for Information and Accountability for Women’s and Children’s Health (CoIA)
 and in countless global policy documents (and as an attractive metric for performance-based financing)—it is not surprising that at country level, for policy makers and program managers, all else is largely eclipsed.
Focus on ensuring institutionalized labor and delivery services

Certainly, in comparison with other stages in the life course, there is a markedly higher risk of life-threatening conditions in pregnancy and the post-partum/ newborn periods, and even more, specifically around the time of labor and delivery and the following few hours. The main thrust of the programmatic response to date has been to concentrate effort at the point in time when risk of death is the highest, particularly on managing life-threatening complications during labor and delivery. Although the resources and effort invested have undoubtedly resulted in many lives saved, the focus has been too narrow.

An analogy can be drawn with heart attacks and coronary artery disease. Yes, an important element in a public-health/ health services response to this problem is ambulance and emergency room services focused on prompt, appropriate, initial treatment of heart attacks. But if our goal is to reduce the population morbidity and mortality burden of coronary artery disease, we will mobilize a much broader armamentarium that could include, for example, raising taxes on cigarettes, banning the use of trans fatty acids in the food industry, creating more exercise-friendly public spaces (favoring pedestrians and cyclists rather than automobiles), and more systematic population-level efforts to screen and treat hypertension and diabetes. So, too, for improved population outcomes in MNH – we will be more successful if we cast our gaze a little more broadly, identifying strategically important opportunities both up-stream and down. The household-to-hospital continuum of care, arising from work under SNL1, helpfully points to this broader domain for action.
Part of the notion of the household-to-hospital continuum is the life-course dimension, that is to say looking both before and after the labor and delivery period. As mentioned earlier, ANC has been a relatively neglected area. In debates through the 1990s, the case was made that ANC had little to contribute to reducing maternal risk (as is the case with TTBA programs, with little if any discussion of possible benefits for newborn outcomes (which in fact have been demonstrated with TTBA programs
). The previous risk-stratification approach—with most pregnancies determined to be low risk and not requiring professional care, and with the subset of identified higher risk cases to be referred—was judged ineffective. Like TTBAs, this almost ended up as another baby thrown out with the bathwater, with ANC—more generally—determined to be of little value. The WHO studies of an abbreviated 4-visit ANC schedule gave rise to the notion of “focused” ANC. Having ANC1 and ANC4 retained as global benchmark indicators (notably for MDG5 and the Countdown), ANC was grudgingly conceded a minor role in maternal-newborn strategy. But—reflecting what was chosen as the benchmark indicator for this area—in actual practice, the maternal health community has given little effort and attention to ensure provision at high coverage of appropriate content for ANC. Indeed, the opportunity to improve population health outcomes through interventions administered during pregnancy has not been effectively seized. This has been a result of neglect and fragmentation of effort: those working in other programs have interventions that they want to see offered through ANC (intermittent presumptive antimalarials, use of insecticide-treated nets, tetanus toxoid, iron-folate supplementation, deworming, syphilis screening and treatment, HIV screening and PMTCT, etc.) but the custodians of the ANC platform have not accorded it much importance (beyond insisting that the contacts happen). And although there’s considerable evidence of benefit for newborns from such interventions,
,
 technical leaders in newborn health have been largely silent on the need for more serious program effort in this area. 

As mentioned earlier, with the rejection of a traditional primary health care approach to maternal-newborn (for example, relying on TTBAs), through the 1990s into the beginning of the new millennium the maternal health community largely rejected any program activity at community level beyond health education and community mobilization. With there being no objection raised by the maternal health community, through the 00’s there has been some effort to roll out community-based Birth Preparedness/ Complication Readiness programs, often incorporating essential newborn care messages. Though they have shown effectiveness at scale,
 these program initiatives have received notably less attention and funding, in comparison with efforts to ensure SBA deliveries. 

Without directly contesting the maternal health proscription against community-based service delivery, the continuum of care notion sought legitimacy for program approaches, including service delivery, that extended beyond the hospital – to peripheral health facilities, outreach services and to the household level. This claim to a broader domain for action is important but has not been as fully accepted in the maternal as in the newborn health community and, as mentioned earlier, to a considerable extent those working in maternal and newborn health still work too much in separate spheres. 
USAID and its implementers (and others) have, in recent years, begun to challenge the restrictions to maternal health action beyond the health facility, notably in promoting community-based distribution of misoprostol, and have called for greater use of health auxiliaries and CHWs for provision of other services at household and outreach levels, through pregnancy, childbirth and the postnatal period. This has included a number of pilots and early program efforts in community-based delivery of services targeting the newborn (including universal recommendations for early post-natal home visits).
Contact or content?

As I have pointed out, both with regard to actual policy and program emphasis and how performance is monitored, the stress in pregnancy and labor & delivery care has been on contact, i.e. on ensuring that (at least 4) ANC visits happen and that women deliver in the presence of a “skilled birth attendant”, in both cases trusting that if the contact happens, all of the right (and none of the wrong) things will be done. This is essentially a trust-the-clinician strategy.
Content has not been altogether neglected. Certainly in the SBA training that’s being widely implemented there’s plenty of content. That’s part of the problem. Often there’s an effort to try to pack an abbreviated version of the full pre-service midwifery curriculum into a month or two of intensive in-service training.
Drawing on the positive example of child health, USAID (with some support from other partners) has encouraged a more focused approach, giving special emphasis to particular interventions for which we have evidence of efficacy, e.g. active management of the 3rd stage of labor (AMTSL), MgSO4 use for eclampsia/ pre-eclampsia, and antenatal iron-folate supplementation. The global newborn health community has adopted a similar stance, emphasizing a small set of (primarily clinical) key interventions for the major causes of newborn death. This approach is very much to be welcomed. Indeed, the maternal health community as a whole needs to turn to an even greater extent than it has so far from contact to what actually happens during those contacts.

In recent years, such a shift has been happening to some extent, with more attention now being given to “quality” (the term “coverage” generally being used in the global maternal health community to refer to what is measured by the ANC and SBA indicators). EmOC,
 POPPHI
 and MCHIP
 quality of care surveys have drawn attention to important problems with quality, particularly for labor and delivery care. But performance monitoring and program effort continue to focus largely on contact.

What is needed is a more definitive pivot away from the current focus on who and where services are offered (contact) towards what and when (content). That is to say, the who and where (i.e. what cadres, in what settings) need to be determined on a pragmatic, context-specific basis. Most of the important interventions to be given during pregnancy do not require a health professional; they can be performed by a health auxiliary or CHW, if health professionals are not widely available. Similarly, it has been demonstrated that, with adequate training and support, non-physicians can competently do caesarean deliveries. Likewise, if the population is sparse and scattered, with many living far from hospitals, injectable antibiotics for newborn or puerperal sepsis can be administered in a health center or health post, or even at household level if necessary; and health auxiliaries, with appropriate training and support, are capable of intramuscular injection of routine oxytocin in the 3rd stage of labor (even if they don’t have the full complement of SBA skills). What drives outcomes is the specific care given – the right interventions, given on a timely basis (the what and the when). Note that the new WHO recommendations for “Optimizing health workers' roles to improve maternal and newborn health”,
 released in December 2012, mark a very helpful step in this direction towards focus on content, sitting much more lightly on arbitrary restrictions on scope of practice by specific cadres.

It is important to recognize that the “right interventions” also implies – not the wrong ones. The contribution of iatrogenic causes to deaths among mothers, newborns and fetuses is generally not acknowledged programmatically by the maternal and newborn health communities – but needs to be: there is good reason to believe that it makes an important contribution to maternal and newborn mortality in many settings. 
Through the first 3 decades of the twentieth century Sweden experienced maternal mortality ratios in the range of 250-350/100,000 live births. Over the same period, MMR in the United States was twice as high, typically ~750/100,000.
 Why the difference? In both cases, most deliveries were attended by health professionals. But in Sweden, most deliveries were attended by midwives whereas in the United States most were attended by physicians. Most of the difference in mortality was, no doubt, due to widespread dangerous practices (including poor asepsis) by physicians in the United States, in comparison to the less invasive practices of midwives in Sweden.
Recall Bob Goldenberg’s account of the marked decline in maternal mortality in the US from around 1940-1970. He acknowledges that a significant contribution came from adoption of new technologies and interventions, for example antibiotics for treatment of sepsis and blood transfusion for hemorrhage. But he proposes that much of the decline can be attributed to improvements in aseptic technique and the abandoning of a host of dangerous practices including, for example: “the use of chloroform and other anesthetics for delivery, the elective use of internal podalic version, elective manual dilation of the cervix, elective manual removal of the placenta, and the common use of prophylactic mid forceps and even high forceps for delivery.”
 While few of these are widely practiced now in settings with high mortality, poor asepsis remains common, as do practices like application of fundal pressure and unsafe labor augmentation, and many settings have extremely high elective caesarean section rates. With regard to current strategies for reduction of maternal and newborn mortality, iatrogenesis appears to be the elephant in the room; bad form to mention it.
Context responsiveness
I have addressed certain specific problems with our Grand Strategies.
 A more general problem is that they fail to take context sufficiently into account. Figure 1 (below) presents a schema for pulling together the necessary elements that give rise to improvements in population health status, focusing particularly on what the health sector can do. In this figure, under “utilization”, I include the substance of care given. The “proffer of service” can be done using any number of service delivery approaches. The important thing is that, in our particular settings, the approach actually work. In decided on strategy, we need – first – to pay close attention to conditions in our own setting and design accordingly. The state of development of health services may be relatively strong or very weak. Health workers may be very sparsely (Ethiopia) or thickly (Bangladesh) distributed. They may work largely in the public (Mozambique) or private (India) sector. They may tend to be quite (Latin America, India) or rather less (west Africa) interventionist. Key equipment and consumable supplies may be comparatively cheap and locally produced (India) or expensive and imported (in much of Africa). The most peripheral primary health care level may be comparatively robust (Nepal) or minimal (many places). There may be no health workers below the health professional level (physicians, nurses), or there may be multiple cadres of health auxiliaries and CHWs available. The population may be very dispersed and geographically hard to reach or concentrated and accessible. A strategy or service delivery approach that will be appropriate and effective in one setting may well be ineffective under other conditions.

Figure 1. 

Which brings us to whether or not the strategy we have been using in a particular setting actually turns out to be effective. As we implement our chosen strategies, we need to check and see what’s really happening and adapt accordingly. If our strategy was to build and staff peripheral birthing centers – are women actually coming? Or are they ignoring our birthing centers and newly minted “SBAs” and either remaining at home to give birth or going directly to Ob/Gyns (as seems to be the case in Bangladesh, for example)? In our ongoing work of developing, adapting and modifying our services and program efforts, we need to do so based on what’s actually happening on the ground, not rigidly holding to a fixed Grand Strategy, come what may. 
Yes, it’s true that through the late 19th century and well into the 20th century, Sweden was very well served relying mainly on midwives attending home deliveries – compared with the United States, where deliveries were attended by interventionist physicians and mortality rates were much higher. In Sweden, almost all deliveries now take place in health facilities, with complicated cases managed by physicians and the majority, by midwives. We see a somewhat different trend across Latin America and south Asia, with care migrating towards physicians. In Sri Lanka, which is also well known for the role of midwives in its transition to low maternal mortality, 3/4s of births are now attended by physicians. In Bangladesh women now seem to be making the same choice, choosing either to deliver at home without a health professional or to go to deliver with physicians, by-passing midwives (regardless whether we feel such a care-seeking pattern is necessary or appropriate). For our work to be effective, our strategic choices need to be driven by the actual situation on the ground not by a hypothetical ideal. We are dealing with messy human systems where neither health workers nor intended beneficiaries are passive cogs in a machine; they are active agents making their own decisions about what to do, where to go, and when.
 To be effective in our work we need to respond to the real situation on the ground.
Is there an alternative to Grand Strategies?

There’s very good reason for Grand Strategies; they’re easy to sell. Policy makers don’t want to hear about complexity. The global health initiatives that have been spectacularly successful in mobilizing political will and money have been those with very simple messages – we need to “get those folks on ARVs”, or “sleeping under ITNs”. The problems come when, having got the funds we wanted, we then try to implement the oversimplified formulas we used in drumming up the political will and money in the first place.

Acknowledging that in due course there will certainly be more work to do to communicate clearly and compellingly to policy makers (because, at the end of the day, we still do need political will and money), let’s start by taking a crack at what would constitute sound work, as we try to move forward in maternal and newborn health. Turning again to figure 1,
 ultimately what we are concerned about is achieving impact. In our case, this means reducing population mortality – maternal, newborn, and stillborn. This is accomplished, in part, by attaining and maintaining high effective coverage of specific elements of care (i.e. “interventions”) provided on a timely basis and, particularly, reaching those at highest risk. Here, I am referring to this as “utilization”.
What happens at household level also has a very important bearing on outcomes. Specific self-care and household practices targeted by our behavior change work can significantly reduce risk. This has been the focus of birth preparedness/ essential newborn care community-level behavior change work which, as mentioned earlier, has been shown effective at scale in shifting behavior and reducing risk. Though this certainly needs to be an important element of our effort, I focus primarily in this paper on service delivery (which of course can and should include effective counseling focused on key household practices and care-seeking). Having utilization happen, I am conceiving of here as effecting the handshake between the user/ citizen/ intended beneficiary and the health care system. It requires, on the one side – seeking of that care and, on the other, proffer of service. The proffer consists of the content of care (what interventions) and the modality used for its provision (how those interventions are provided). Depending on context, there are many possible ways that content could be offered (e.g. private providers, social marketing, hospital-based, outreach, CHWs, etc.). High effective coverage depends on the right service delivery approaches or strategy for the particular setting (the right how). An immediate requirement for the offer of care or service is the service provider
 (i.e health worker or CHW). More specifically, for effective service delivery, the health worker, health auxiliary or CHW must: 

· actually be available, 
· have the necessary knowledge and skills for the particular service he/she is offering,

· be motivated to offer that service, with appropriate quality, and

· have all the needed enabling conditions – e.g. a suitable venue, drugs, supplies, equipment, lab and management support, etc.

I’ve summarized this as: available, capable, motivated and enabled (ACME). You could think of this as representing complete readiness. For this to happen, in turn, requires that all needed policy/ regulatory and systems conditions are met. Policy/regulatory conditions could include: 
· that a needed drug is registered and included for procurement on an Essential Medicines List; 
· that particular cadres of workers are authorized to perform a particular intervention (e.g. involving giving injections or dispensing antibiotics); or 
· that cost barriers to labor and delivery-related services do not limit access. 
Important systems conditions that may need to be met could include:

· a functional supply chain for key program commodities; 
· effective monitoring and management of program performance through health-facility-level QA processes, HMIS, technical supervision, and other means; 
· ensuring minimal infrastructure requirements; 
· deployment of adequate numbers of specific cadres of health worker to all locations/ populations requiring a service; or
· other human resource conditions required to ensure that health workers are ACME; etc.
Now, using this framework but turning specifically to the development and ongoing implementation of MNH programs and services that achieve population health impact…

As we have noted, what produces impact is that the right interventions are made available, on a timely basis, with adequate quality, at high effective coverage. Interventions (as I’m using the word) include things like: assisted vaginal delivery, use of a uterotonic in the 3rd stage, blood transfusion and IV fluids for life-threatening hemorrhage, bag and mask resuscitation of an asphyxiated newborn, anti-hypertensives for significant pregnancy-induced hypertension, intermittent presumptive treatment for malaria, antenatal iron supplementation, and counseling a pregnant woman about early and exclusive breastfeeding. 
With regard to what interventions we should be focusing on, keeping a tight focus on a small number of interventions that we expect will have highest impact is sound in principle. However, even sound principles, if too rigidly applied, can be unhelpful. AMTSL (of which oxytocin administration is they element) is an important intervention for preventing post-partum hemorrhage. Cindy Stanton’s multi-country PPH study11 found that, in fact, women generally are getting oxytocin after delivery. It may not be within the first 3 minutes (and we don’t have clear evidence on how important such timing really is), and it may not be accompanied by the other recommended AMTSL maneuvers (which we now know add little to the hemorrhage prevention efficacy of oxytocin,
 but her study demonstrated that, in fact, in most settings health workers are fairly consistently giving oxytocin.  That doesn’t mean we can forget about it – and it would certainly be appropriate that this be much more systematically monitored but like other interventions already at high coverage, pushing coverage up even higher may not yield as much impact as addressing other interventions where coverage is currently low. What about IV fluids, blood…?
We should certainly be pushing for universal use of MgSO4 in cases of eclampsia and severe pre-eclampsia. But there are also other elements of care that can have an important bearing on eclampsia/pre-eclampsia outcomes, for example timely and appropriate management of associated malignant hypertension, and timely delivery – with induction or caesarian section when appropriate. What I am saying is that focus is a good thing, but we need to guard against focusing that is too narrow or rigid. We need to be able to step back and review – what’s leading to bad outcomes? Strategically, where – in a given setting – should we be investing our limited resources to get the most impact? What needs to be done that we’re not doing (at high coverage), in our particular setting, that would make the most difference?

How interventions are best delivered is context-dependent. It is important that we differentiate between “interventions” in the sense I’ve used it above and the organization or modality of service provision. Note that a number of features of current maternal-newborn Strategy that are commonly referred to as “interventions” fall into this second category, notably: “focused ANC”, EmOC, SBA, and post-natal home visits. It is confusing and unhelpful to use the term “intervention” for these – they are approaches (contacts, platforms, packaging) for the delivery of interventions. They are answers to the how question. It is important that we be much less dogmatic about our recommendations on service delivery approaches. We may have examples of a certain approach yielding very good results in a particular setting. Such cases can be very instructive, particularly if they were implemented under conditions quite similar to those in the setting for which the model may be under consideration. The term “best practices” is often used to describe these service delivery approaches or strategies. It may be better to think of them instead as “promising practices”; the term “best practices” has an inappropriately normative feel about it.
 What was a “best practice” in one setting may be ineffective in another, where conditions are quite different.
In a setting where staffing levels of nurses or midwives are adequate and these professional staff have sufficient time to properly conduct ANC consultations, something like professionally conducted formal focused antenatal care, as prescribed by WHO, may be the only channel or platform needed for effective provision of antenatal care for most women. In other settings where such staff are much thinner on the ground, a different mix of strategies may be optimal to best ensure high coverage for key interventions in pregnancy. This could include outreach services or use of other cadres including health auxiliaries or CHWs. For populations served by robust CHW programs which are already reaching most pregnant women, it may be feasible and appropriate to incorporate new elements, such as post-natal home visits. However, in many settings this may well not be feasible at scale on a sustained basis and other approaches or ways of organizing services may work much better for improving outcomes over the first week or two after birth. Rigidity with regard to task allocation across cadres or modalities of service provision will necessarily lead to compromised effective coverage and ultimately compromised population health impact. Despite strong temptation otherwise, we need to be sitting much more lightly on our service delivery strategies, and much readier to go where the situation on the ground leads us.
A lot could be said about systems conditions necessary to ensure appropriate provision of services,
 but I’ll focus here on just two issues. 

First, what I call performance monitoring and management (or “driving with our eyes open”). Consider some of the most successful primary health care programs: immunization, tuberculosis, family planning (at least in certain countries). A number of factors have enabled these programs to succeed. It certainly helps to have dedicated funding, maintained over the long haul. Some degree of verticalization – for supply chain, for example – can help. Having a technical area in which services can be rendered on a schedulable basis helps. But also critical to the success of these programs has been seriousness about performance monitoring and management. Each has a small number of indicators capturing important dimensions of program performance or “implementation strength”.
 These indicators are tracked, generally even at the most peripheral level, and they are used to identify performance problems. When such a problem is recognized, action is taken. It is certainly true that MNH is not quite as programmatically neat and tidy; it includes important non-schedulable services, for example. But for all the measurement work that has gone into surveys and special studies, the maternal-newborn health field has devoted comparatively little effort to move in the direction of these established successful programs with regard to routine performance monitoring and management, i.e.  ensuring that those charged with driving are actually able to see. That enabling requires the right set of indicators and tools.
Second, the right care can only be delivered at high coverage in the context of an adequately functioning system. Considering the key interventions and services that we should be striving to make available to the whole population, it can be helpful to focus on what is required for a district health system for it to be functional with regard to provision of maternal and newborn care. This system can be seen as consisting of a primary health care sub-system, which is usually managed by some kind of district health management team and includes a number of health centers or similar peripheral health facilities, at least some of which normally provide labor and delivery care. The system also generally includes a district hospital, which often has at least some surgical capability. Importantly, for adequate provision of maternal-newborn services, there need to be strong functional linkages between these systems elements, such that cases requiring a more sophisticated level of care are transferred to the district hospital on a timely basis and communication between levels is effective. Finally, in many settings there are private sector providers who are responsible for some significant proportion of care. Each of these categories of provider needs to have robust enough provision for commodity supply chain and human resource management. And – to adequately meet the needs of the population, there needs to be effective coordination across all of these sub-systems. High effective coverage of specific interventions and elements of care can be achieved and maintained only through functional systems.
Conclusions

Grand Strategies and special initiatives, though very useful for advocacy, serve us poorly when used as rigid templates for actual work on the ground. In our particular case, we have been ill served by the prevailing hybrid Strategy, which has had the effect of drawing attention away from content or substance of care, in favor of mere contact. We need to be clear on the distinction between the specific content of care and the approaches or strategies for delivering them. With regard to how interventions are provided, in general we are poorly served by context-free, one-size-fits-all strategies. Instead, if we want them to be effective, our approaches need to be tailored to the actual situation on the ground.

There are entirely understandable historical and institutional reasons for the continuing excessively loose coupling of maternal and newborn health work. But this doesn’t make biological or programmatic sense.

It is certainly appropriate to give considerable program attention to labor and delivery care (including both normal births and management of complications). It is not appropriate, however, to neglect important opportunities to prevent the development of complications in the first place – for example  by giving comparatively little effort to behavior at household level; continuing current fragmented, half-hearted program efforts to deliver interventions during pregnancy; and by neglecting to address prevailing dangerous practices.

And, finally, we need to ensure functioning enabling systems conditions notably monitoring and managing performance – equipping health workers and managers with the means to acquire the key information on coverage and quality they need to identify and take action to address performance problems.
What should USAID, BMGF and DfID (and others) be doing differently in MNH?

1.
Context-driven program strategy

Donors, ministries of health and technical assistance agencies need to focus on field-based problem-solving and development of locally appropriate solutions. Epidemiology differs
 considerably across settings, as do opportunities for and constraints on program action. Within-country (and even within-district) conditions can vary significantly enough to warrant different service delivery strategies.
 External partners need to be part of the solution not part of the problem, encouraging and supporting context-specific problem characterization and program design.

2.
Contact to content pivot 

Need to definitively signal a turning away from the notion of “skilled birth attendant” (and ANC1,4) as a proxy for adequate care, and focus on the actual care given, considered at the population level (i.e. measured in terms of effective population coverage)
. “Quality” is insufficiently precise. The right interventions need to be delivered to all those requiring them, on a timely basis.  Practices that increase risk to the patient
 need to be effectively eliminated.

3.
Dismantle structural barriers to integration
Programmatically, maternal and newborn are generally addressed separately – under different program officers or management units within donor agencies and ministries, under different technical assistance projects or – if within the same projects – separately addressed by different implementing agencies. Very often, national working groups are formed separately for maternal and for newborn health. Major technical meetings or conferences are generally framed around one or the other, rather than combined. In part influenced by the boundaries between the areas of work of Ob/Gyns and neonatologists, those working on the Newborn side give comparatively little program emphasis to anything happening before birth, and those on the Maternal side tend to discount use of strategies that don’t appear to offer significant benefit to the mother, even if there’s potential for important benefit for the fetus/ newborn.
 Interventions delivered during pregnancy “belong” to a fairly wide range of other programs including immunization, nutrition, HIV/STIs, malaria and others. Categorical funding and other structural and organizational cultural barriers (turf) contribute to ANC being a kind of no-man’s land, with an absentee landlord (Maternal Health program people, focusing only on ANC1,4 contact) and orphan tenants working in other programs, struggling to get their interventions delivered through a weak service delivery channel. Similarly, maternal-newborn technical leadership has tended to downplay the role of “indirect” causes of death (which could fall within the mandate of other programs with potentially competing funding streams). Maternal and newborn management units and funding streams generally should be merged, and serious efforts made to ensure effectiveness and coherence of the delivery of the full package of needed interventions including those currently “belonging” to other programs. Again, donors need to be part of the solution rather that continuing to be part of the problem.

4.
Broaden the focus to 1°+2°+3° prevention

The current excessively narrow focus on labor and delivery and early post-natal complication management (i.e. tertiary prevention focused on individual patients) – needs to shift to a population-based perspective that also addresses more upstream opportunities to reduce the burden of bad outcomes. There is considerable scope to reduce mortality by dealing with the barriers and facilitators for needed behaviors (care-seeking & household practices) and achieving high coverage for key clinical preventive MNH services.

5.
Deliver needed content through functional systems
There are lots of moving parts that all need to be working together for MNH program effort to adequately meet population needs. Effective effort requires continued focus on the actual delivery of needed content, at high coverage, at scale, as well as on the means to deliver this content – that is to say, on ensuring all of the enabling systems (and policy) conditions. A systems perspective also entails actively and effectively monitoring important aspects of program performance (notably the actual content or substance of care, rather than mere contact), anticipating the possibility of unintended negative consequences, and continuous vigilance to progressively improve program performance. The continued separation in donor support for “intervention-focused” vs. “system strengthening” work undermines efforts to achieve effective action.
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� As I’m using the term here, I’m referring to comprehensive program approaches or strategies proposed for universal application, something we see quite a bit of across different technical areas in Global Health. IMCI is an analogous case from child health. Although this paper focuses particularly on the experience with such Grand Strategies in maternal health, there are some analogies on the newborn side, with the way “packages” have been promoted and, more specifically, with post-natal home visits. Note Edward Tufte’s comment that, “all grand theories, other than perhaps the scientific method, ultimately err (and some collapse) by overreaching. Another version: many good ideas ultimately over-reach and turn into bureaucratized rackets.”


� parenteral antibiotics, uterotonics, MgSO4 for eclampsia/ pre-eclampsia, extraction of retained material, assisted vaginal delivery, and basic neonatal resuscitation


� This has subsequently been challenged by the newborn community and those promoting community-based distribution of misoprostol. However, to date, efforts to introduce such community-based serviced delivery approaches have mostly remained small scale.


� Although recent, as yet unpublished, analysis of these data suggest elevated risk of bad perinatal outcomes among those in the abbreviated 4-visit group.


� One could argue that this is hard to defend, noting that globally there are approximately 10 newborn deaths and 10 term stillbirths for every maternal death.


� USAID has bucked this tendency to some extent, by combining maternal and newborn in its central projects (MNH, ACCESS and MCHIP) but despite this management arrangement, maternal and newborn still move along largely independent tracks, even within the projects. BMGF continues to support maternal and newborn work under entirely separate mechanisms. And DfID, despite commendable support for maternal health, has largely ignored the newborn.


� Albeit, some emphasize “skilled birth attendance”, meaning not only having the health worker but also the appropriate enabling conditions.


� Certainly, this is a caricature but my intention here is to describe the effect, not the intent, of the strategic moves that have been made.


� As another important element to implementing this strategy, in many countries financial levers have also been used, both on the demand side (with “free services” policies and conditional cash transfers) and on the supply side (with provider incentives).


� Calculations done for the 18 highest maternal and newborn mortality burden countries for which SBA and NNMR results are available from at least 2 DHS surveys on statcompliler.com (19 Jan 2013). Pearson’s r=-.33. Similar calculations were not done for MMR because available data points are sparser, and precision of these point estimates is considerably lower than for NNMR.


� Although I have focused here on what I’ve termed Grand Strategies, the same general problem applies for the various “special initiatives” that often come along in MNH as in other program areas. They can amount to one-size-fits-all approaches to delivery of services, inadequately responsive to the actual situation on the ground.


� Note that the focus here is mainly on adequate provision (plus uptake and use) of health services to a population, though I have also shown self-care and household practices (without elaborating on the interventions and needed conditions to effectively support and enable such practices). In this framework I have largely ignored the wide range of non-health sector health determinants (other than hinting at them under the rubric of the “local service delivery ecosystem”).


� Here, I am presenting the service provider as an individual; this is an oversimplification. In most instances we have a more complex situation in which various members of a team are involved in the process of care.


� The term “best practices” may be appropriate for certain tools or procedures (e.g. routine verification and restocking of a crash cart at the end of every shift, use of a partogram form monitoring labor and triggering appropriate timely decision-making, or use of a safe childbirth checklist), but can be inappropriately prescriptive when used to describe broad service delivery strategies or approaches.


� There are a number of important issues here that certainly warrant elaboration. There is the more general issue of avoiding a fragmented incomplete perspective, focusing too exclusively either on health systems strengthening or on specific interventions, but instead – simultaneously keeping in view the content to be delivered and the means by which to do so. There are other specific systems elements or functions, beyond performance monitoring and management, that warrant particular attention for MNH services – for example, human resources and supply chain management.


� With marked differences in the relative contribution of major direct causes, as well as indirect causes; and important differences in what proportion of current mortality can be averted through complex vs. simple interventions.


� For example, conditions in some settings may require heavier use of outreach or task-shifting to ensure highest possible coverage. In other settings, such strategies may be unnecessary. There should be no a priori bias in favor of either health facility or community-based strategies. Service delivery strategy or approach should be driven by pragmatic considerations: what is expected to work best given the characteristics of the particular setting?


� Not merely “geographic coverage” or “availability” or “readiness”


� E.g. unhygienic conditions and practices, unsafe labor augmentation, fundal pressure, care practices in the immediate post-delivery period that expose the newborn to thermal stress.


� For example, proscribing programmatic engagement with TBAs.
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