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Maternal Mortality in the Americas

Until very recently maternal death was considered to
be a problem of relatively little public health importance
in most countries of Latin America and the Caribbean.

Gradual recognition of the seriousness of the problem
began in the 1980s, when the dimensions of this silent
epidemic first began to become apparent in a series of
studies on its epidemiclogy and consequences in various
countries, among others: Argentina, Brazil, Colombia,
Guatemala, Honduras and Jamaica.

This research coincided, or was associated with, the
emergence in the countries of organized women's
movements and the demands they made for mote
cquitable social treatment.

Various international conferences in turn reaffirmed
the urgency of the problem and the need for solutions.
These included the Interregional Meeting on the
Prevention of Maternal Mortality, convened by WHO
in 1985, the International Conference on Safe
Motherhood, in Nairobi in 1987, and the Plan of Action
approved at the United Nations World Summit for
Children in New York in 1990.

In the Americas this movement became clearly
established in PAHO policies in 1984 when the
Directing Council called on the countries to take further
action in matters concerning population. This policy
was endorsed again in 1986 and 1988, and finally led to
the Regional Plan of Action for the Reduction of

Maternal Mortality in the Americas, approved by the
Pan American Sanitary Conference in 1990 (7).

Analyses of maternal mortality in the Region
contained in both the Plan and other publications regard
it as a social and health problem of major importance.
Moreover, it reflects the great inequality and inequity of
the reproductive process among a large proportion of
the female population in countries of Latin America and
the Caribbean.

Maternal death is the end result of a complex series
of factors that act upon the life continoum of a woman
from the time she is born through her childbearing years.

These determining factors of maternal mortality may
be grouped as follows: those related to context,
including the inferior economic, educational, legal, and
family status of women and the conditions of poverty in
which they live, which, in turn, determine their access
to and control of social resources and the extent of their
isolation; and, factors related to their previous state of
health, their reproductive behavior, and the accessibility
and quality of maternal health and family planning
services.

The health status of women is conditioned by the
environment in which they live, their levels of nutrition,
the diseases they have suffered, such as hypertension,
diabetes, and heart disease, and especially their previous
obstetric histories.
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The reproductive behavior of women may in turn be
associated with risk factors during their fertile period,
especially during pregnancy. Among these are their age
at first delivery, the number of pregnancies they have
had, and their perceptions of their own health during
pregnancy and the puerperium and of their need for
greater accessibility to health services.

The variables that have a more obvious influence on
maternal health are those that are related to access to
appropriate health technology that can provide quality
care. Despite the progress observed, unsatisfied demand
continues to exist in a large number of countries in the
Region, along with insufficient coverage and quality of
prenatal, delivery, and family planning scrvices.

The economic crisis that has affected the social
sectors has also contributed to deterioration of the health
services and to a decrease in the problem-solving
capacity of a large proportion of these services in the
countries of the Region.

Cultural factors and women’s perceptions of their
needs and the risks involved in pregnancy are, in turn,
determinants of the use of the health services. In a
significant segment of the population maternity is
considered to be a normal occurrence of daily life that
does not reguire special attention.

The confluence of these factors determines the
coverage and quality observed in the family planning,
prenatal, and delivery services described below.

Family Planning

The level of knowledge of contraceptive methods is
high in the countries of the Region. More than 90% of
women between the apes of 15 and 44 years know of al
Icast one contraceplive method, according to the most
recent available information (2). However, only 53% of
women living with male partners used some method; a
considerable proportion used traditional methods (3).

Efforts to reduce maternal mortality should assign
priority to satisfying the unmet demand for services to
regulate fertility, which in some countries and social
groups is high, and also to prevent uawanted
pregnancies, which are very frequent in the Region,
according to results of the Demographic and Health
Surveys (4). It has been estimated (5) that 37% and 32%
of maternal deaths in Colombia and Mexico,
respectively, could have been avoided if all the women
with unmet fertility regulation needs had access to the
use of an effective contraceptive that would have spared
them from having more children,

A large proportion of these unmet needs may be the
result of the medicalized approach prevalent in most of
the health services, where the concerns or needs of
women users are not addressed.

Obstetric Care

Of 21 Latin American and Caribbean countries with
available information, in five countries (Ecuador, El
Salvador, Guatemala, Guyana, and Venezuela) the
known coverage of prenatal care does not exceed 50%
of pregnant women; in eleven other countries coverage
is between 50% and 89% (Bolivia, Brazil, Colombia,
the Dominican Republic, Haiti, Honduras, Mexico,
Nicaragua, Panama, Paraguay, and Peru); in four others,
coverage is 90% or higher: Costa Rica, Cuba, Jamaica,
and Trinidad and Tobago (Table 1).

Similarly, of 24 Latin American and Caribbean
countries with available information, in eight countries
{Bolivia, El Salvador, Guatemala, Haiti, Honduras,

Table 1. Coverage of maternal health services in the Region
of the Americas, by country, 1?85-1983.

Coverage (%)
Country Contraceptive Prenatal Institutional
groups use! care birth
Group |
Bolivia 30 50 38
Dominican Republic 50 52 52
Ecuador 53 48 56
El Salvador 47 34 34
Gualemala 23 34 23
Haiii 10 67 20
Honduras 41 ' 66 26
Nicaragua 31 81 40
Paraguay 48 56 35
Peru 46 62 49
Group 2
Brazil 66 65 70
Colombia 66 76 75
Guyana 31 ) 33 90
Jamaica 43 95 82
Mexico 53 68 81
Venezela 49 3s 97
Group 3 ' ‘
Argentina 93
Bahamas 99
Chile 56 60 98
Costa Rica 70 90 94
Cuba 70 928 100
Panama 58 75 86
Suriname 55
Trinidad & Tobago 5 96 o8
Uruguay 96
Group 4
Canada 73
United States 74 99

Souzoe: Database GDR/HMP/PAHOM3.
'Women of childbessing age living with partners,
...Cala ol available.




Nicaragua, Paraguay, and Peru) less than 50% of
pregnant women receive institutional delivery care.
Three countries, which account for 60% of the total
population of Latin America and the Caribbean (Brazil,
Colombia, and Mexico) have institutional coverage that
ranges between 70% and §1%. In only nine countries
does the coverage of institutional delivery care reach
90% or more (Argentina, Bahamas, Chile, Costa Rica,
Cuba, Guyana, Trinidad and Tobago, Uruguay, and
Venczuela).

The deficient coverage and limited quality of the
maternal care services do not respond (o the health needs
of the population in question. An evaluation of the
efficiency of the maternal and child care services carried
out between 1985 and 1989 in 15 countries in the Region
showed that maternat ambulatory services and hospital
obstetric services were both deficient, since only 39%
of the former and 8% of the latter were operating under
conditions considered acceptable for carrying out their
missions (6). What is even more disturbing in this
regard, however, is that the trend of the leading causes
of maternal mortality over time confirms that the health
services in most of the countries have not succeeded in
changing this situation in the last decade, or in the best
of cases, to only a minimal degree.

In daily practice the Region’s health services continue
to be characterized by operational deficiencies and, due
to inadequate prenatal care, fail to detect in a timely
manner, pregnancy-induced hypertension; fail to
provide timely intervention in the event of hemorrhage,
as a result of geographic inaccessibility, deficient
transportation or its unaffordability, and the lack of
blood supplies at the first referral level; and fail to
provide quality care at delivery, as evidenced by the
high number of maternal deaths caused by infection and
obstructed delivery.

It is unquestionable, on the other hand, that the lion’s
share of responsibility for the deterioration of the
coverage and quality of the health services in the Region
may be attributed to the financial constraints imposed
upon the public sector by the policies adopted to bring
about structural adjustment of the economy.

Maternal Mortality

For women in Latin America and the Caribbean the
risk” of dying from maternal causes during their
reproductive life varies among countries and is reflected
in significant differences in the national maternal
mortality rates (Table 2) as well as in the rates according

*Reprodnctive risk iz the fverse of the probability of a woman's death, doe to makernal canmes, during

ber reproductive u&.mmwuumﬂw dividing the onmber of maleroal deaths by (e

number of womep age 15 t0 49 yeary in the population and mulijplying the quotient by 35 (average

durution, in year, of e mprodective period). By laking the inverae of this probability. il is poasibie to
obtain the nmmber of women 1 fisk, oue of whom will die from matemal canses doming ber reproductive

.Hk.'l"he higher the nomber obwined, the lower the probahility of dying from malemal causes and (he
smaller the riskc

to geographical regions, urban and rural residence,
education, and other social factors investigated in recent
years (7, 8, 9).

Analysis of the information available in PAHO's
Technical Information System (TIS) for recent years
shows that matcrnal deaths are among the ten leading
causes of death of women of childbearing age in 23
countries of Latin America and the Caribbean; in 11 of
these countries they rank among the first five causes.
The percent of these deaths in relation to deaths of
women from 15 to 49 years of age is also sizable, since
they account for 20.2% in Paraguay in contrast with
Canada and the United States, where they barely
account for 0.5% (Table 3).

Maternal deaths may be classified into direct and
indirect obstetric deaths. The former are due to
complications of pregnancy, delivery, and the
puerperium, including complications of abortion, and
account for mote than 90% of all maternal deaths,
except in Cuba (Table 4). Indirect deaths are the result
of preexisting conditions that have been aggravated by
pregnancy or delivery.

Generally speaking, in most of the countries abortion,
hemorrhage, toxemia, complications of the puerperium,
and indirect causes appear among the five leading
causes of death among women 15-49 years of age, and
the order and magnitude of their contribution to total
maternal mortality varies from one country to another
(Table 4),%

There are no studies available that indicate to what
extent each of the socioeconomic, cultural, and health
services variables are reflected in the maternal mortality

* levels in countries. Nevertheless, an inverse relationship

may be observed between maternal mortality rates and
indicators of prenatal coverage, care at delivery, and
prevalence of the use of contraceptives (Table 1).
Laurenti established negative correlations between
maternal mortality, the use of contraceptives, and
professional care at delivery (10).

Another approach for measuring the relationship
between maternal mortality and the quality of the health
services and their geographic and cultural accessibility
is provided by studies that demonstrate its avoidability
or preventability. For example, in a recent study of 240
maternal deaths in Mexico (11), the authors concluded
that 85% potentially could have been prevented.
Assuming that this was done, the estimated maternal
death rate of 114 per 100,000 live births recorded in the
study would have been reduced 6.7 times. The same
study concluded that 70% of the deaths could have been
avoided if the quality of medical and institutional care
provided had been adequate. In furn, the behavior
patterns of the women or their families were involved,

1'!'theﬁ!amledfmﬂ:elmlys{uwm'efmIilehu!)»!:-r|e1)1:|:i=dl.n:!l:|=i’.!l;!'l()Ted:a.ulu.l.lnl'cn:l:nml:i.cll:n
Syaiem by 23 countries.



Table 2. Reproductive risk and matcrnal mortality per 100,000 live births
in selected countries of Latin America and the Caribbean, last available year.

Maternal mortality

Country Year Number Rate! Reproductive
tis
Argentina 1985 386 21 528
Barbados 1984 3 638
Belize 1986 4 243
Bolivia 837 332 50
Brazil 1985 1.892 140 520
Canada 1985 15 4 12,990
Chile 1985 131 41 700
Colombia 1985 720 100 289
Costa Rica 1985 29 2% 663
Cuba 1985 34 26 914
Dominican Republic 1985 106 100 425
Ecusador 1985 397 160 159
El Salvador 1984 29 148 308
Guadalupe 1981 3 848
Guatemala 1984 236 240 210
Guyana 1984 17 80 412
Haiti 230
Honduras 1982 149 221 184
Jamaica 1984 14 115 1,176
Martinique 1981 3 857
Mexico 1985 1,702 82 34
Nicaragua 159
Panama 1985 33 49 468
Paraguay 1985 146 270 172
Peru 1983 611 303 220
Puerto Rico 1985 8 4 3,264
Suriname 1985 7 88 392
Trinidad & Tobhago 1986 18 20 502
United States 1985 295 6.6 6,080
Uruguay 1985 a 26 873
Venezuela 1985 291 60 417

'Based on the number of dealln reported Lo the PAHO T1 8, except Bolivia, based on data provided by the 1991 Demographic and Health Survey.

*Estimate based on T1S data | in the A

wData pot svadiable.
in this particular example in the chain of events that led
to 22% of all preventable maternal deaths.

In general, it may be concluded from the available
information that variable declines in maternal mortality
have been registered in most of the countries of Latin
America and the Caribbean, albeit with differences in
the contribution to the leading causes of dcath.

These declines and wunderregistration
notwithstanding, a group of couniries is regisiering a
maternal mortality rate similar to that of Sweden at the
beginning of the century, of 227 per 100,000 live births
{12}; a second group of countries has a rate equal to that
of Ttaly in 1955, 133.3 per 100,000 live births (73); and
a third group, the most advanced, presents figures
similar to those for 1950 in the State of Massachusetts,

in Health Condir

, 1990 edition. For & definition of reproductive risk, see page 3.

United States, of 50 per 100,000 live births (14). This
appears to indicate that the Latin American and
Caribbean countries are 35 to 90 years behind countries
and states with low maternal mortality and that they
must breach this gap as soon as possible by means of
greater social development and the use of appropriate
technology to provide better health care for women.

Obstetric Morbidity

Little information is available for Latin America and
the Caribbean on maternal morbidity for the total female
population. What is available is based on registration of
consultations and hospital discharges, with all the
limitations of comparability and false positives that this
implies.




Measham and Rochat (15} estimated a ratio of 10 to
15 morbid episodes of a certain degree of severity per
maternal death. Based on this ratio, it could be estimated
that between 280,000 and 420,000 annual episodes of
severe intercurrent obstetric problems arise among the
approximately 12 million women who give birth every
year in the Region.

A total of 860,000 women were hospitalized in the
United States in 1987 for reasons related to pregnancy
but not with delivery, which means that one out of every
five pregnancies required hospitalization for
pathological episodes. Of these women, 27% were
hospitalized for premature labor, 9% for spontangous
abortion, 8% for genitourinary infection, 8% for
hemorthage in the first half of pregnancy, 6% for
vomiting, 7% for pregnancy-induced hypertension, 5%
for diabetes mellitus, and the remaining 4% for failed
attempted abortion (76).

A study carried out by the Mexican Social Security
Institute in 1989 found that of 740,000 hospital
discharges for obstetric causes, 80.5% were related o0
delivery, and the remaining 19.5% to various episodes
of morbidity during pregnancy. This means that for ¢ach
four deliveries, one hospilalization was registered for
complications of pregnancy, distributed as follows:
abortions, 44.2%; other complications of pregnancy,
30.6%; hemorrhage, 13.7%, and toxemia, 11.5% (77).

If the ratio of delivery to complications of pregnancy
of these two series is applied 1o the estimated figure of
12 million births in Latin America and the Caribbean, it
may be inferred that the probable number of
hospitalizations necessary during pregnancy fluctuates
between 2.4 and 3 million (78), that is, six to seven times
more than the estimated figures based on the figure by
Measham and Rochat,

A data series collected in several countries of the
Region, using a standardized insttument, by the PAH(g
Latin American Center for Perinatology (CLAP),
showed that premature rupture of membranes, urinary
infection, threatened premature delivery
pre-eclampsia, and pregnancy-induced hypertension
were among the five leading causes of morbidity
registered for the prenatal period. Urinary infection
ranked in first place in the institutions that were studied
in suburban Argentina and in Ecuador; premature
rupture of membranes was predominant in metropolitan
institutions in Argentina, and in Brazil and Chile.
Threatened premature delivery and pre-eclampsia also

appeared among the five leading causes of morbidity in .

all the countries.

There is no basis for assuming that the prevalence of
these conditions is similar among the general
population. However, it is considered that abortion and
hemorrhage are less represented in this series, since

: Perinatal Chinical Hislory (CLAP/PAHO, 1990.)
Personal conmrn nicaticn from CLAP,

Table 3. Total number of deaths of women 15-44 years of age,
and deaths from complications of pregnancy, childbirth,
and the puerperium JCD-9,630-676) in sclected countrics
of the Region of the Amkricas, last available year.

Deaths women 15-44 years

Country (year) Total Maternal Maternal
causes (%)

Argentina (1986) 7.409 369 5.0
Brazil (1986) 41,685 1,814 4.4
Canada (1988) 3,994 18 0.5
Chile (1987) 2,607 13§ 52
Colombia (1984) 7,965 642 8.1
Costa Rica (1988) 489 15 3.1
Cuba (1988) 3,143 73 23
Dominican Rep. {1985) 1,568 106 6.8
Ecuador (1987) 3,088 355 11.5
El Salvador (1984) 1,626 99 6.1
Gualemala (1984) 3,888 236 6.1
Guyana (1984) 268 16 6.0
Honduras (1982) 1,145 149 13.0
Jamaica (1984) 444 14 32
Mexico (1986} 21177 1,681 1.9
Panama (1987) 442 22 5.0
Paraguay (1986) 692 140 202
Peru (1983) 5333 611 11.5
Puerto Rico (1987) 732 11 15
Trinidad & Tobago 366 18 49
(1986)

Ulnited States (1987) 49,874 251 0.5
Uruguay (1987) 629 15 24
Venezuela (1987) 4,345 251 58

Source: Health Conditions in the Americas, 1990 edition.

most of those episodes are treated on medical-surgical
emergency basis or do not seck any kind of care.

It is estimated that there are 65 abortions yearly per
1,000 women of childbearing age in Latin America, and
that this figure is even higher in urban areas (19}, which
would suppose a proportion of at least one abortion for
every two or three deliveries in the subregion. This
denotes a serious problem of morbidity in women of
childbearing age, that affects society as a whole and
whose solution will require prompt measures to improve
the programs for preventing abortion and providing care
for its complications,

A phenomenon that is assuming serious propottions
in the Region is the excess of deliveties by cesargan
section, A collaborative study by CL that covered
16 countries (Argentina, Bolivia, Brazil, Chile,
Colombia, Costa Rica, Cuba, Dominican Republic,
Ecuador, El Salvador, Honduras, Mexico, Nicaragua,
Peru, Uruguay, and Venezuela), confirmed that more
than half of thc 176 hospitals studied showed a

YA dog (o this investipati the risk of death was grealer in cases in which cesarean section was
performed. In eddition, the duration of the hospital stay doubled, theteby increasing the cost of delivery
e,




Tabile 4. Mortality rates (per 100,000 live births) and structore of maternal mortality by group of causes,
in countries of the Region of the Americas, last available year.

Country (year) Abaortion Hemorrhage Toxemia Complications Other direct Indirect
(630-639) (640,641,666) (64246429,  of the puerperium  causes (642.0- causes
643) (670-676) 6423, 644-646, (647-648)
651.665, 667-669,
650)
Rate % Rate % Rate %  Rate %  Rate % Rate %

Argentina (1986) 198 350 78 133 88 158 81 143 110 195 09 16
Brazil (1986) 62 132 75 160 135 289 75 160 86 184 3.5 75
Canada (1988) 03 6.0 08 160 14 280 22 440 03 6.0 - 0.0
Chile (1987) 162 349 38 8.1 55 118 114 245 72 159 2.4 52
Colombia (1986) 177 103 340 178 400 233 180 105 600 349 2.0 0.2
Costa Rica (1988) 13 6.7 53 267 53 267 26 132 53 267 - 0.0
Cuba (1988) 9.0 218 1.1 2.7 34 8.2 68 165 74 179 136 328
Dominican Republic (1985) 9.1 170 86 161 136 255 . 00 176 330 45 8.4
Ecuador (1988) 8.0 73 269 246 272 250 8.0 73 372 340 2.0 1.8
El Salvador (1984) 42 19 42 7.1 3.0 5.1 4.7 80 422 77 . 06 1.0
Guatemala (1984) 124 170 12 L6 74 101 110 152 384 527 25 34
Guyana (1984) 615 308 806 405 346 173 1LS 57 115 57 - 0.0
Jamaica (1984) 738 658 7.7 69 246 215 - 0.0 6.1 5.4 - 0.0
Mexico (1986) 6.8 89 190 248 150 197 6.8 88 277 3.2 12 16
Panama (1987) 88 229 1.7 44 70 182 - 00 193 501 1.7 4.4
Paraguay (1986) 148 135 336 307 195 178 187 172 180 165 47 4.3
Peru (1983) 102 112 303 332 7.7 84 132 144 296 324 04 0.4
Puerto Rico (1987) . 0.0 13 6.8 38 198 9.0 468 s1 266 - 0.0
Suriname (1985) 95 142 477 716 95 142 . 0.0 - 0.0 - 0.0
Trinidad & Tobago (1986) 548 517 64 60 290 273 6.9 6.1 32 3.0 6.4 6.0
United States (1987) 12 176 09 132 09 132 23 339 L1 162 0.4 59
Uruguay (1988) 19 50 38 100 38 100 153 380 153 380 0.0
Venezuela (1987) 104 194 92 172 137 53 66 123 96 179 4.0 7.5

Source: TIS, PAHO.
-Zero magnitude.

proportion of cesarean sections ranging from 17% to
29.4% in the period 1981-1985 (20,.

The growing importance being assigned to measuring
the costs of health services has created an opinion trend
among governments and financing agencics toward
devising and applying methodologics to assess
cost-efficiency and cost-effectiveness in the provision
of health services,

With regard to maternal health this implies, inter alia,
being able to quantify the cost of preventing a maternal
death and preventing episodes of morbidity in women
during pregnancy and the puerperium. The usefulness
of this effort is to demonstrate to the still
skeptical--those who are usually called upon to allocate
resources for maternal health programs--that the
cost-benefit of safe motherhood surpasses the social and
family costs of maternal death. However, no studies
have been carried out to identify and quantify the social
and family costs of a maternal death, nor have the
compensation measures been quantified that the
families and the community would be entitled to, as a
result of the disability or death of mothers from almost

entirely preventable causes (27). This situation is
perfectly consistent with the role of women and the
social value they are assigned in most countries of the
Region, since up until only a few years agoit would have
been unthinkable to put a price tag on nonproductive
activity (household work) for which wages are not paid,
which is precisely the principal economic activity
performed mostly by women in these latitudes,

PAHO’s Regional Plan of Action for the Reduction
of Maternal Mortality in the Americas points to a cost
of slightly more than $US 300 million a year to diminish
maternal mortality by 50% (). The World Bank
estimated that the cost to save one life ranges between
$US 190 and $US 3,100, and to prevent a pathological
event, between $US 75 and $US 100 (4).

Research carried out in Tlaxcala, Mexico, on the
social cost of maternal death measured the resulting
homelessness, loss of schooling, and the family impact
of such an event (22). However, the focus of the study
was only partial, since it appears not to include
evaluation of the economic, labor, political, and cultural




losses that derive from a death due to causes that are
preventable at low cost.

The great majority of maternal deaths are avoidable,
since their principal causes and determining factors are
known. It is also true that sufficient scientific and
technological knowledge for preventing such deaths has
been available for a long time.

In general terms it may be argued that improving the
educational and health conditions of women can have a
positive influence on the outcome of their pregnancies.
What is indisputable, however, is that by providing
cultural, economic, and geographic access to health
services of good quality, early detection of risk would
take place, and the number of maternal deaths
substantially reduced through prenatal care, availability
of the essential elements for obstetric care, and
provision of appropriate information for prevention of
unwanted pregnancies.

According to various studies carried out in Latin
America, estimates of the avoidability of maternal death
range between 52% in Mexico (23) 10 92% in Colombia
(24}, For example, if the entire Region of the Americas
had conditions similar to those in Canada, maternal
deaths would be reduced 47 times; and 85% of such
deaths could be avoided merely by correcting omissions
of the health services and modifying family behavior
with rc%ard to maternity and the use of the health
services -,

1t is estimated that if the current health situation
persists, the Region will suffer an estimated annual loss
of more than 1 million potential years of women's
emotional and social life.

Intervention Strategies

The growing commitment of the governments of the
Region, nongovernmental organizations (NGOs). and
international organizations to the health of women, their
reproductive health, and especially maternal health
prompted PAHO to formulate in 1950 the Plan of Action
for the Reduction of Maternal Mortality in the Americas
{1). This Plan was approved by the Ministers of Health
of the countries of the Region of the Ameticas at the
XXIII Pan American Sanitary Conference that same
year. The broad strategic guidelines proposedin the Plan
include:

+ Define a policy of providing comprehensive health care
to women and preventing maternal morbidity and mor-
tality; '

¢ Set targets for the reduction of maternal mortality by at
least 50%, to be attained within the next 10 years,

» Carry out programs for communication and dissemina-
tion of information to-build collective awareness and
informed public opinion on the protection of maternity
and promotion of reproductive health;

¥ Agure estimated by Bobadilly and collsbarstors in » recent siody 1o Mexico City (11),

» Design and execute action plans for reduction of mater-
nal mortality, including, whenever appropriate, the
goals, intervention strategies, and action guidelines and
policies proposed in the Regional Plan;

s Undertake an analysis of the cost of the national plan for
reduction of maternal mortality, define a strategy for
financing it, and assign to it the necessary resources;

+ Make special efforts to enlist the participation of other
sectors in the implementation of actions o promote
women's health and maternal health;

» Make a special effort toward improving the quality and
use of demographic, health, and services information in
order to maintain an up-to-date assessment of women’s
health situation in general, and their reproductive health,
in particular;

+ Establish a maternal mortality surveillance system;

¢ Evaluate the national plan for reduction of maternal
mortality every two years and inform PAHO on its
progress;

+ Continue efforts to achieve rapid progress in executing
maternal and child health and family planning pro-
grams, and intensify activities aimed at high-risk
groups, especially those focusing on promoting
women's health and protecting their reproductive
health, with the goal of reducing existing differences
within and between countries.

These guidelines were divided into two large groups
of activities, one aimed at promoting the health
conditions of women and modifying their reproductive
behavior, and the other directed at the health services,

a) Promotion of the Health Conditions of Women

This includes the promotion of healthy behavior
during adolescence, during the pericds between
pregnancies, and in procreation; it also includes
promotion of timely use of the health services and
motivation and support for organized responses by the
community and women’s groups 10 the needs of the
reproductive period and women’s participation in the
entire process of their health care. Its principal lines of
action are;

¢ Update existing legislation on the protection of the
health of women and the family to make explicit the
right of women to health care and to protection of their
reproductive health;

¢ Develop comprehensive health programs for women in
institutional and community contexts, including educa-
tion for sexual health;

» Revise national legislation on abortion in order to facili-
tate its care with a preventive component as well as the
free and timely care of complications;

+ Strengthen and improve knowledge and actions by the
community and by organized women’s groups in order
10 promote optimum health conditions for women,



» Use social, group, and intersectoral communications
media to promote health programs for women and o
foster enhanced utlization of health services;

» Develop supplementary fecding programs for pregnant
women with nutritional problems;

* Develop comprehensive fertility regulation programs
with unrestricted access for all users, both men and
women;

» Include educational activities on sexual health within
adolescent health program;

¢ Prevent unwanted pregnancies and educate the female
carriers of certain diseases aggravated by pregnancy on
the risks generated under such conditions;.

+ Promote the recognition among health service providers
of the importance of promotion and prevention activities
within comprehensive care programs for wornen.

b) Actions Directed at the Health Services

This second group of activities is aimed at reactivating
the health systems through new care models;
strengthening the various processes involved in the
administration of care, training, research, information,
and evaluation; emphasizing the quality and
humanization of the care provided; expanding the
problem-solving capacity of the services; and
eliminating economic, geographic, and cultural barriers,

This reactivation of the health services includes

activities designed to:

s Implement permanent training systems on the basis of
updated standards;

« Develop epidemiological and social research, including
investigation of community perceptions;

» Improve the systems for epidemiological surveillance
of deaths of women of childbearing age and the record-
ing of information on health actions relating to preg-
nancy, delivery, the puerperium, and family planning;

+ Promote humanized health care for women;

+ Eliminate the economic barriers that stand in the way of
women's access to health services;

« Reorganize maternal care services based on universal
coverage and the risk approach;

« Improve the operational efficiency of maternal care
services, strengthening the problem-solving capacity of
the first level of referral;

s Increase the coverage and quality of prenatal care, with
emphasis on pregnant women in rural and marginal
urban arcas;

» Prevent abortion and improve care for incomplete abor-
tion;

« Rationalize the use of technologies;

¢ Develop alternative models of maternal care, homes for
high-risk pregnant women, birthing centers, and clean
delivery at home by traditional midwives.

Role of PAHO

In order to assist in implementing these strategies,
PAHQ's Program on Maternal and Child Health has
designed a Plan of Action for 1992-1995 (25). This Plan
is based on three piilars: a) developing epidemiological
surveillance of maternal mortality in the Region; b)
promoting the implementation of the national plans of
action simultaneously with the mobilization of
resources for their execution and the measurement of
their costs; and c) supporting intercountry initiatives
aimed at improving technologies and sharing
experiences.

In brief, the aim is (o promote widespread agreement
at the country and international levels in executing the
Regional Plan of Action for the Reduction of Maternal
Mortality in the Ameticas as a means of reducing the
overwhelming social debt owed to the women of this
Region.
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