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introducton:

The Government of Bangladesh has Invested on a matemal health program with support
from a numbar of developmant parinears. Committing to achisving the Millennium
Devalopment Goal {MDKE) 5, Bangladesh's tangets are i reduce the matemnal maortality ratlo
{(MMR) to 143 por 100,000 llve birtha by 2015, and to Incrosse akllled atterndance at birth to
50 percant by 2010. In the |ast dacade, the health, nulrition and population sector program
of Bangladesh hes sdopted & natlonal strategy for matemnal health focusing on Emergency
Obstelric Care (EmOC) for reducing matemal maortslity, focusing sapacially on sarly
detection and appropriate referral of complicaions, and iImprovament of gquallty of care.
Since 2001, the govemment embarked on program to etrain existing govemment
community health care workers as Community Skilled Birth Attendants {CEBA) as the
primary operational strategy for achlaving the 2015 target of 50% skilled attendanca at birth.

Survey objectivas:

The second Bangladesh Maternal Mortallty and Health Service Survey was conducted Ih
2010 (BMME 2010) with the malor oblectives to provide a maternal mortality estimate for the
period 2008-2010, to determing whather MMR has significantly declined from the 1988-2001,
and o ascartain the causes of mateimnal death. The first such natiohal leveal survey was
conducted on 2001 (BEMMS 2001).

The specific obijoctives of BMME 2010 weare:
1. Toestimate the Maternal Mortality Ratlo (MMR for the perod 2008-2010;
2. To kentify specific causes of matemal deaths;

3. Tn aseaes the level of use of antenatal care, post natal care, skilked birth atbendant
at delivery in 2005, 2008, 2007, 2004, 2009, and changes in use mins scross the
ve yaars preceding Interviesas

4. To collect Infformation on birth planning;

6. To assess tha experience of and care seekdng for matamal complications ahd
changes In cans seaking pattermn during 2005-2008;

implementation:

The survey was carmied out In a national sample of 175,000 housaholds, Interviewing ever-
mamiad women 13 o 45, as well ss investigeting any desaths to women of reproductive eges,
sapacially matermal and pregnancy-related deaths. Data collection for the survey was
conducted from 18 January to & August, 2010,

DainRions:

; Daath of' 2 woman whila pragrant or within 42 days of armination of pragnancy, Irespective of the
duration snd site of the pregnancy. from sy causa refated o or apsrewsted by the pragnancy or ks managemant. but not
from nccidemtal or incidental couses

Fregrency-relsted Dexth: Dewth of 8 woman while pregramt or within 43 deys of termingtion of pregrancy, respecthe of
the caume of demath

Dot obedetric cmgth: Deaihe esulting from otstartric complicaions of the pragmant state (pregnancy, [abor and
Pt gl | TR b vl s, omlsalons, bncomect eatmant, o frarm o chaln of evaris reculiing from evy of the sl

1nclirect obstatyic death: Deaths from pravious ewisting dicsssa or dicaxsa that devaloped during pragnancy and which was not
clue to dinect cbatetric causes, but which was sserasvted by pinvalologic afTects of pregnancy
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Maternal Mortality Among Wormen In the Reproductive Ages: Lovels, Trends and
Causes

Matemal mortality declined Maternal mortallty deolinss by 40% betwsen 2001 and 2010
from 322 in 2001 12 184 in

2010, 8 40% decline in 9
years. The rate of dacline was
at an average of ahout 5.5%
par yaar, companad ta the
Avarage annual rale of
reduction of 5.4% required for
achleving MDGE. Bangladesh
appears to ba on track to
achleving the primary target of

euiterk e A B R S

Causea of deathe ameng women of reproductive age Gﬂﬂ'ﬂl‘l‘lﬂ BMMS 2001 and 2010 show
that cverall mortality among women in tha
reproductive ages has consistently
declined In all agas during these 9 years.
Cancers (21%), circulatory dizaases (168%)
and matemnal cauges (14%) ane
responsible for moms than half of all deaths
amonyy Bangladeshi wormen in the
raproductive ages. Whila thera have been
large declines In deaths due to clrculatory
dissases ard matemal causes, mortallty
rates dus to cancers show na change.
Deaths dua i infections and suicickes have
also declined, with the later now responsible for 9% of deaths among women in the
Reproductive Ages.

Mowrt counss of deathe declined batwasan 2004 and 2010 among
wonsn of reproductive ags
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Consistent with the trand in cverall mortality among women in the reproductive ages,
matemal mortality has also declined in aimost all ages between the two surveys. The entire
daciine In MMR has been due to reductions In direct obslefric deaths. Mortallty due to
Indiract cbatairic causes have Increased somewhat. Matemal mortallty during pregnancy
and during delivery has alsa declined, by 505%. In conirast, the reduction In post partum
matemal deaths was anly by a third.
Butwwon 2001 nd 2019

- Rrismal desihe dealinad In all threa
= Dyt el o dhostilive sbaal I nad Iast 0ot Ind insat  etalris deallse

IO

We observed substantial deciness in all causes of direct obstedric deaths batwean the 2001
and 2010 survays. In BMMS 2010, hamomhage and eclampsia are the dominant direct
obstetric causes of daaths, together rasponsibla for more than half of tha MMR. Obstructed

or prolonged labor (7% and -

abortions {15} are the other Causas of maternal dexthe: Bangladseh, 2018
direct obstetric couses of Obarucsd e
deaths. We note that abortion- froiian
related deaths deciined from ' T

5% of MMR In 2001 to about
1% of MMR In 2010. The 2010 o
survey algo did not Identify any EoeThvs
cese of infection as an :
underlying matemal cause of
death. Indirect obstetric
caussas of deaths account for
ahout a thind (35%) of matemal
deaths.

™

i3 ouroaE
Howsshold Desthy Esch hausahold asioed W any daath occurmed since Cctabar 2007, Hyes, nama, 3ee, age at death recorded.

Far dexsths of woman aged 13 to 45, addidanal question to sxcartaln whathar she was pragnant, dalivaring, or within two
months of dalivary at tha tma of daxth.
nll hausahold desths of women sged 13 ta 49. § verbal auopay wea spplied.
Mrtarma| dexths idertfied on besls of revies by 1 {or 3} pivalden.
Sstarhogd: Exch masmiad woman asied about har soterr’ aga f still allve, aga xt desth and year of death H dead. For any
ssterwha disd batwaan tha agss of 10 and 49, addidanal questions to accartaln whathar sha was pregrant, dalivaring, or
within two momths of dallvary at tha tme of daxth.
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Bogt caupes of mabarmal danthy decd inesd batwrppn 2001 and 2000

Why has maternal mortality {MMR) declined by 40% bstween 2001 and 20107

The risk of & mertbernal deeth is now down to 1 in 500 births, and thus a rare evert. However
our ability to predict which women may experience potentially fatal cbstetric complications is
poor. Thus we ancourage all pregnant women to minimitze risk by delivaring with a skilied
birth attendant, preferably In a facllity, and under certaln clrcumatances, to have a C-sacton.
Imespective of whather or not a pregnant woman plans to dellver in a faclity, conslderable
affort has gone intg promoting prompt treatment sesking for obstetric complications if they
arise.

In the BMMS 2001 the two meajor causes, accounting for ovar hall of maternal deaths, wers
hemorhage (20%) and eclampsia (24%). Both of these normally require manegement at
Tacility by a maedically rained provider. In BMMS 2010 it is sean that vary substantial
declines have occurmed in both these causes — a 36% reduction In hemomhage and a 50%
reduction In eclampala. This Implles greater uge of faciiites for delivary, and for
management of obstetric complications. Does the evidence support this?

Facilily Dalivery. Alter porsisting at historically low levals, the praportion of woman delivering
in & facility has finally begun to risa in the past decade, from 8% in 2001 more than doubling
to 23% In 2010. Much of that Increase haa come through the private sechor (2.7% to 11.3%),
although the public sactor has seen sorme Increase from a higher base {5.8% to 10.0%).
NGOs remain a miner contributor for deliveries (0.8% to 2.0%), though mane Important for
ANC,
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Facliity Dellveries, 2001 & 2010 Dellveries In public, private and
nR NGO facilities, 2001 and 2010
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Sidited Birth Aftendant at Defivery(SBA}: As facility dellvery has Incraased, It would be
sxpecind that births with SBA would increass, and it has doubled (12.2% 10 26.5%). Only &
small proportion of women use a medically trained provider to attend delivaries at home
{4.3%} which has changed lie since 2001 (3.5%). Almost the antire Increasa In skdlled
altendanca at dellvery has been through facllity deliveries — which suggests that sirateqgic
Invegimanis In Improving services at health facliities may provide the greatest and guickest
raturns [n terms of skilled ettendance at deiivery. Tha CBEA program cannot be axpacted to
show a marked increase in atendance at delivery by CSBA, (0.3% women raport CSBA
asalsting, although In areas with a C3BA, this |s higher at 2.5%). Howaver, |t I3 highly
unlikaly that even a sirengthanad CSBA program can contribute substantlally towands the
50% MDG 5 target for skilled birth attendance. CSHAs will llkely have a continued role in
sefving communities with dicult access,

While the risa In faclilty delivery Is welcome,

Home Dellveries by
it sHill Isaves some 2.4 millon births at home Provider,
anhually. But the decline In maternal deaths 2001 & 2010 In 2010,
suggosts that many pregnancies with 1 0.5% of
complications may now be selectively going Akt by
to facliiies, as Is Intended. %

Some hemorhage cases can be avoided by

— 808
76.8
CABA, but
In CEBA
arcae,
==l e —] 2.5%ol
propar management of tha placernta {e.q., ‘ biriha

use of oxytocics to expel [t rather than pulling BMMS 2001 BMMS 2010
on the umblicus; avokding excessive use of
axytocies which may nipture the uwterus), but
eclampsia cannot always be managed with megnesium sulphats {or diszepam). Where
complications arise, C-section may be needed to avoid fatal consegquences.

R EE-E R

B Trained Provider 5 Usrirsined Providsr

C-gaciion: There has been a 5 fold increase In usa of C-gaction (2.6% to 12.2%), with much
of the Increagse occurring In the private sactor, which has implications for access for the poor.
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C-sactions, 2001 & 2010 Praportian of Facliity Birtha
25 by C-ssction, 2010
B Nan C-eoction
20 1 m C-gacian
16 -
%

10 -
5._. I
0 - . , — .

Al Fadliias Publle Privais NGO

This Intarvantion should reduca mortality from prolonged labor cases, and sclampsia where
uss of Magnasium Sulphate doss not reduce the problem. Not all womean who axperienced
thase complications ware managed through C-section, though 15% of those with
convulslons did, and 26% of those with elevatad blood pressure did.

Thera |a a concern that while 2ome women who nead a G-sactlon may not get It, also some
wamen whi dg not need I are getiing i unnecessarly. Amang women who reported no
complications, 2.4% hed a C-sachion, presumably far the convanience of the women or the
provider. The provision of C-sections generates income for many providers, two-thinds of
which are done In the private sector, 50 care must be taken not to allow commoerclalization of
this valuable procedurs, to the excluslon of the poor. It Is neassuring to note that the 5-fold
incraase amang the poarest quintlle was on a gimiar scale to the overall Increasa, but from a
much lower bags (0.5% of the poorest versus 2.7% avenall).

Apart from the welcome ncrease in facility deliverias, there is dear evidence that women
suffering obatetric complications are increasingly seeking treatment, particularly oufside the
houss.

Treatment Sesking Path Diagram of Treatment-Secking Behavior

for Comphications: for Maternal Complication
There has baan a

substantial Increasa o e
In womsn I
u:parl_ann_lnn ubstai_:n:: Jrhﬂl:“ ﬂ-ut-tl“
complications seaking R i) {ELIw)
treatment {53% o 4
68%). Thia Includes [T ———r— ey — oy [ w————r———
home basad {rw) Lz} = (W)
treatment, purchasing I 3
pharmacies, and — :
treatmeant seaking
outside the home.
Seaking treatment
from a facility has
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greatly incrsased (16% to 28%) indicating that both awareness and referral systems anre
improving. This positive trend is consistent across the economic acale. Howewar, not all
treatmearnt seeking is effectiva, as the qualitstive study showad that many of the maternal
death cases sought treatment at a non-CEmOC facllty which could not manage thelr

problem {a.g., hamomrhaga).

A substantial proportion of women, parlicularty among the poor, seek treatment by having
someaona purchazse medicine {presurmnably at a pharmacy). This may not ba a negative trend,
as the aurvey shows a major decline In deaths from Infections bo women of reproductive age
(down 549% from 2001 to 2010). This parallels the dramatic decline in the past decade In
child mortslity, part of which may be explained by graater avallabllity of, and effective usa of
antiblolicg for Infections.

Sought Traatm Sought Treatmaent From
Any e Health Faclily
a0 T
™ ] ™
80 20% nowase Y a0
o0 [1]
% 40 % 40
% Inoeaxs
30 B | ﬁ —
10 1 -/ .
0 : . b - . —
BLME 2001 BMME 2D10 BMMS 2001 BMMSE 201D

Whet accourts for these behavioral changes?

(a) Improved Access to Health Programs:

Up to 2000 there was 8 major affort to upgrada for comprehenatve EmOC some 69 Diatrict
Hospitals {DH} and 60 MCWCa, many of which are located at district headquartars. At the
time of tha 2001 BMMS, three Upazila Haalth Centres (LUHC) wera also offaring CEMOG.
By 2010, the number of UHCs offering CEmOG had Increased ta 132, and MOHPW was
upgrading 1,500 Health and Family

Welfars Centers. This definitely

improved evailability outside the E"“"'ﬂ;’;' f;:f:"""

District headquarters (Sadar) 50

Upazlles where the DHs and MCWCs

ware concentratad. Further analysls 4 i

la neaded to determine If this wider g 01 S —
avallabiity trangiated Into greater use

of CEMOC faciities. 20 il

Thera Is evidence from the qualltative 10 Loz _ m2010
study that batter communications, 5

particulary tha wide spread Ha i A '
avallabillty of mobile phones, has E':"un Prim inc E",,,’" bz
contributed to more rapld contact with
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sarvica providers, though not always the desined medically qualified providers, but
sometimes village doctors whi are unable to regolve obghteiric complications. Owerall
improvesiments In read communications seams to have Incrsasad use of facliities, thatigh
further spatial anashysis of ravel times, &be., will be neseded to corfirm this. Health behaviors
are not simply detarmined by avallabliity of facllities and services, but ara also Influanced by
socio-sconomic factors.

b) Higher Education [gvals;

Giobally higher famele sducation ks

associated with boheviors which Mtarmal Gl by Bt
reduce risk of maternal {and child)
mortality. Tha Investments by the
Government (and some NGOz) over
the past several decades In female
primary and sscandary sducation ars
starting to show positive impecs on
risk behaviors.

The levels of aducation of recant
mothers have risen dramatically in the '
past decade as well educated young BMMS 2001 BMMS 2010
women enter the childbearing years. =No Edu mSac Compht

The proportion of mathers with no education has halved sinca 2001, and the proportion with
secondary schooling hes neary doubled. I s estimated that this trand alons has contributed
1o the impressive incroases in facility delivery (25% of the increass), and in use of medically
trained attendants at delivary (33%), and in treatment seeking for obstetric complications.

{e) Increased Awarernass:

Not only are there fewsr uneducated womean giving birth, but among the unaducated, thelr
awaransss and bahavior Is changing posiiively. For sxample, sseking cars for complications
at & facility has doubled (B.8% 1o 16.9%) amang uneducated wormen, whils remaning
unchanged amang women with secondary plus education {56.1% to 52.2%). This
differantial Improvement Ia reducing Inequltas by education.

() Better is Condition

Bangladesh has undergone an Improvaemant in overall economic wallbaing since 2001 (GNI
pc up fram $350 In 2000 te $550 In 2008), which Is reflected In better housing, grester
access to elechicity, and presumably graater ability to mobilize funds for medical
emergencias. This will ba reflected in Increases in many of the indicators among the

poorast.
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Foor-Rich inagquity In Usa of
Hualth FecElHas for Dellvery

Pacr-Rich Inadquity in Trastmant
Bedking from Facliilee for
Muternal Complications

: 52.8 50 AT
40 - 40 X
% 30 %
20 20
10 - 10 -
Q- 0 -
BMMS 2001 BMME 2010 BRBAS 2001 BMMS 20110
EPooreat ERichosat EPoomsst  ERichest

Virually all indicertors of use of health sarvicas by the poarest quintile show considerable
improvement, and reductions in inequity between rich amd poor. From a tripling of facility

deltvery {2.6% In 2001 to 7.5% In 2010
gae figure above), to use of medically
trained assigtance at delivery (3.6% to
£.2%), to senking care for complications
{B.7% to 14.5%- soe figure abdava).
However we need to be cautious that
while the Rich:Poor ratio has decreased
from 5 to 3.3 {above), the absolute gap
betwwan rich and poar remains
substartial {15% versus 47%).

2. Damographic factors:

Birtha by Birth Order, 2001 & 2010

k-
a0
zﬁ, nl
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= HWAE 2001 =BEMLE M0

Batwesan BMMS 2001 and BMMS 2010 the Total Fartiitty Rate fall from 3.2 to 2.5, that I a
22% deciine In 3 years. The fall In fartliity hes some Implications on reductions of rigks of

matemal deaths. The risk of

maternal mortality increasas as BMMS 2001-2010

matermnal age and order of the Raduction in Maeveral Deathe doe

pragnancy fse. As fartiitty has umnﬂmlumn :‘m:nﬂﬂll

fallan, the prapaortion of births to 18I0 - iy i

women of higher parities has 3600 -

fallen: 8.g., birth order 4+ down o0 - .

from 30% to 19%, efc (ses 12000 R #% 00n b popuinfion

figure). This shift away fromhigh | 000 i

partty births, which are at high axa i R s o W

mortality fsk, reduces the overal o

risk of maternal deaths. e Current matormnal dexths
200 ——  peryear

In gummary, comparad tn a

patential numbers of matemal ]
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doaths, the neduced annual number of 7,332 haa boon attalined by a 25% reducton due to
fardiity decline (ses figure), malnly by a shift to low parily, kwer riak birthe. Of couraa, the
dacline In MMR hes alzo contributed to the ovemll rmduction in rumbers of metemnal deaths,
a5 discussed abwove,

Malor Findinas:
+ Bangiadash appears to be on track to achisving MDQ 5.
= Maternal moriaity declings In Bangladash by 40% in the last @ years to 184 por
100,000 Ive birthe.
¢+ The main reasons for this decline In matamal moralty ams:
o Fertility reductions reduced the proportion of higher riak high parity birthe
o The use of facllities for deliveries Incressed from 3% to 23% and wee of
faciiies for maternal complication Increased from 18% to 28% betwaen
BMMS 2001 and 2010. This was a consaquence of Improved accass to
care, substantially betier aducstion among women, Improved swarsness
and bettsr sconomic conditions.

Where do wea ga from hara?

Attalning MDGES will require further afforts to achleve a further 25% reduction In MMR. What
are the options?

= Aa farlliity reduction haa beon as Imporiant aa MMR reduction ta this point, future gaine
In matemal mortality may be achlewved by ansuring effactive family planning to lowar
fortiity to replacement lovel and below, which will shift kirthe away from high parity
higher risk births.

=  The trend of rising sducation levals among young wormren can bs sxpected o biing
behavior chanpes which favour mors uss of skillesd birth atterdants, more facility
dellvaries, and more and quicksr treatment sesking for complications.

» The decline in direct obsteiric desaths |13 most likely the consaguancs of better care-
sasking practicea and Improved to higher level refermal care. The higher
proporion of maternal deaths now comntributad by post-partum deatha {73%, up from
G7% In 2001) suggeat the need to priortize the strangthening of acceen to treatment and
Impraving reforad systems and referral loveal carg,

= On health Interventions, the leading cause of maternal death In hoth surveys was
hemomhage, and ecdampsla. Several Interventions have besh tested and are balng
made available to reduce this problem. MOHPW has approved distribution of
Misoprostol tablets to all pregnant women shortly bafore delivery to minimlze the rsk of
hemomhags. In addifion, the uss of delivary mats have proved to be effective at alding
attendants In determining If biood loss In ‘excassive’ around deliveary. Tharo ba Incrasaing
avallabllity of Magnesium Sulphate for managemeant of {pre-) eclampsla. Hopafully theas
Intarvantict s will edsme more witosproad.

= [i |9 necessary to understand the banefits of Improved access o upgraded facliites at
Lipaziia and Unlon levwls. Plane ars In place to sipand such access, but staffing lesuss
will nosd to be addressed, a5 wall a5 sssertial logisties, incduding Bood transfusion,
being snzured. Finally, access for the poor |z esssntial, and ax relatvely expansive
interventions bacoms mons widaly avalinbia, some kind of health Inaurance {posalbly ke
Damand Skie Financing or anothar modal) may be neaded to overcomoe the faar of
heavy cosie of IHa saving obatetric prmceduras.

Authors: Peter Kim Streatfield and Shams El Arifeen, ICDDRE B with contributions
from Ahmed Al-Sabkir, MEASURE Evaluation and kanta Jamil, USAID, Banogladesh.
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