Are we there yet? Challenges in measuring MDG5
achievements
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Abstract The last few years have seen an increasing denf@ndnore accurate
estimates to mark progress in development. Inqaei the widely acknowledged lack
of progress in MDG 5 — improving maternal and rejuctive health — has highlighted
the importance of providing good and accurate egBs As a result countries feel the
pressure to improve their statistical systems aodods to increase their support to
statistical offices. However estimation of the ma# mortality ratio, the key target for
MDGS5, is far from being accurate and in most depilg countries we still rely on
large confidence intervals while vital registratisystems are far from being adequate.

The paper will discuss the major shortcomings efkky target indicators: skilled
birth attendance at delivery, maternal mortalityogantenatal care coverage and unmet
need for family planning. In this paper | reviewykissues related to the availability,
quality of data and their comparability, as well msw ways to estimate maternal
mortality and the debate surrounding the suitapitit unmet need as an indicator of
reproductive health programme success. The papertaghlights the challenges ahead
when monitoring progress in terms of improvementdata collection and reporting to
the key agencies.

1 Introduction

Maternal mortality levels in developing, especiaBub-Saharan Africa, countries
remain dramatic with more than half a million wondying worldwide each year, more
than half of these in Africa (Figure 1). Althoudetlatest publication on the subject
shows a decline to around 350,000 deaths (Hogaentem et al. 2010) the figure still
remains dramatic.
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Figure 1: Maternal mortality ratios by country, 2005
Maternal mortality ratio, by country, 2005
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The most dramatic figure is the extent of the ghib emaining between the 2015
target and the current figures (Figure 2) in pattc in Sub-Saharan Africa and
Southern Asia.

The plan of action agreed at the International €afce on Population and
Development follow up conference (ICPD+5) in 1998pbasised the importance of
reliably estimating levels of maternal health iuotyies using a variety of data sources
including censusesl. The additional emphasis oreMilum Development Goal
(MDG) number five which urges the reduction in nnagé mortality has highlighted
the importance of providing good and accurate eggsof mortality that would enable
developing countries to keep track of their achieeets in the area of maternal
mortality. Thus reliable data on maternal mortalgyfundamental in order to enable
policy makers to make informed decisions. While MBGs have been accused of
minimising the issue to only a few indicators whibt not represent the complexity of
the problem, they do have in my opinion the mefihaving highlighted the need to
push for stronger statistical systems and investsnén the data collection and
compilation area.

! http://www. unfpa.org/intercenter/advocating/icpd+5.htm
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Figure 2: Distributions of maternal deaths 1990-2005 byeatg reach
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Source: United Nations, 2009. Millennium Developt@&oals Report 2009.

2 A controversial issue

Maternal mortality ratios are a strong point of wortion, at least in developing
countries, both for measurement and source of darathe 14th of April the key
headline on the development news was the declinhkeamumber of maternal deaths
worldwide as reported in the Lancet paper on théeve of the progress towards MDG
5 (Hogan, Foreman et al. 2010). It stated thatesit®@90 the maternal mortality had
declined by 30% whereas the previous WHO figure $tated that the MMR globally
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had only declined by 5% between 1980 and 2008. fdmer goes on at length to
explain the regional variations. However the papes so far received mixed reactions
with a few researchers calling for caution as tl¢adare weak and the statistical
modelling might just be an artefact. This is duett@ main reasons being the wide
range of conference intervals for the main estmaand the reliance on heavy
modelling of weak data often obtained from modelliof proxies as we will discuss
later on. The study also neglects to address uradsfeion, which accounts for 13 per
cent of maternal mortality globally (IPPF, 2010)daoccurs more in some countries
than others, according to research conducted bwibwtd Health Organization.
Collecting and analysing data about maternal hecdth be very difficult,
particularly unsafe abortion which is the most raissified and under-reported
maternal health complication (especially wheres itéstricted by law). The issue of the
estimation of maternal mortality is so sensitivattht has been suggested that attempts
were made to prevent publication of the data asndermined the case for greater
investment in maternal and reproductive health.isTi& only the latest example of
publication of maternal mortality ratios being antoversial issue. In this paper | will
attempt to give an overview of the key issues lihke the estimation of MDG5 and
why we need to be cautious when new estimatebdihews.
I'll explore here briefly how the key targets of MBB are used and the major merits
and shortcomings.

21  Targetsandindicators

Let's have a look in detail at the targets anddatirs used in MDG 5:

Target 5.A. Reduce by three quarters, between B9@02015, the maternal mortality
ratio

5.1 Maternal mortality ratio

5.2 Proportion of births attended by skilled healénisonnel

Target 5.B. Achieve, by 2015, universal accesgpoaductive health
5.3: Contraceptive prevalence rate

5.4: Adolescent birth rate

5.5: Antenatal care coverage

5.6: Unmet need for family planning

Undoubtedly target 5A has received most of thenstia in the last decade as it was
implemented earlier on but also as it is a moresitiga issue which can overcome
cultural and religious issues such as family plagrgenerally the centre of contention
at key international meetings. A quick Google sahaearch shows for example that
there are 9210 articles which include both the woDG5 and maternal mortality,
3110 with contraception and of which 2200 are ofemeal mortality, 6180 of which
3980 are of maternal mortality.

A general unbalance which is both reflected in peeiewed papers and in funding.
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Target 5A

Maternal mortality is challenging to measure fottboonceptual and practical reasons.
Maternal mortality is difficult to identify as iequires information about deaths among
women of reproductive age, pregnancy status or theatime of death, and the medical
cause of death. All these components are diffimitneasure in itself in settings where
reporting is poor and where there is no medicatifceation (WHO, UNICEF et al.
2007). Information may be missing, misclassified onder-reported even in
industrialized countries with fully functioning wit registration systems, as well as in
developing countries facing high burdens of matemartality. There are several
reasons for this: first, many deliveries take platehome, particularly in the least
developed countries and in rural areas, compligagififorts to establish cause of death.
Second, civil registration systems may be incongplet, even if deemed complete,
attribution of causes of death may be inadequatedTmodern medicine may delay a
women'’s death beyond the 42-day post-partum peRodh, as previously mentioned,
maternal deaths due to unsafe abortions go oftegported due to the sensitivity of the
issue but also to the possible lack of knowledge tie woman was pregnant.

For this reason one of the major problems in egtonaof mortality in less developed
countries is that conventional estimation methadsnat feasible due to the incomplete
and dubious quality data. Key data-sources inchhaesisterhood method in sample
surveys vital registration data and census datanddeaphers have developed a range
of demographic indirect methods in order to estematortality from incomplete or
misreported data (United Nations 1983). One of thethods involves collecting
information on cause of death from relatives (@grbal autopsy) (Hill and Trussell
1977; United Nations 1983; Brass 1985; Trussell &uwdiriguez 1990; Hill 2000;
Timeeus, Zaba et al. 2001; Graham, Fitzmaurice.e2Q04). This information can be
collected through sample surveys such as the Daapbgr and Health Surveys (DHS),
longitudinal studies such as the Demographic Slianeie Systems (DSS), ad hoc
surveys, or through censuses. In particular, soemsis questionnaires ask about any
deaths in the household in the 12 months precetimgensus date.

The United Nations recommends that, in countrieskitey accurate
registration of deaths, censuses should includstimues on deaths in each household
(United Nations Statistics Division 1997).

The main issue with the estimation of maternal aliiytfrom surveys is that due to the
small resulting sample numbers of maternal deathss generally not feasible to
analyse maternal mortality trends or differentidilee to lack of statistical significance.
For this reason the use of census data has beemmsnded in order to gather
estimates of maternal mortality especially for pagion sub-groups, although census
information has so far been rarely used for anglgdiadult mortality in general and
even less for maternal mortality (Hill, Stantonatt 2001; Stanton, Hobcraft et al.
2001). In addition because of the difficulty in fdientiating between maternal and
other pregnancy-related deaths in the householdgsanement methods used in
developing countries often focus on the calculatddrPregnancy Related Mortality
Rates (PRMR) rather than Maternal Mortality Ratd#IR). Where none of these data
sources are available WHO-UNICEF estimate the MMB & weights model which
includes skilled attendance at delivery, complesenef vital registration system and
GDP among others (WHO, UNICEF et al. 2007). Culyemost developing countries
rely either on the WHO estimates or on survey datastimate maternal mortality
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which is affected by huge confidence intervals. AAdieclining fertility this indicator
becomes more and more obsolete and capturing nahtdeaths more cumbersome.
The challenge or measuring the achievements oMBEs is further exacerbated by
the lack or poor quality of data.

The detractors of the emphasis on the MMR oftennclthat the key information
needed to understand how to tackle maternal mtyr@le the causes of death and more
investment should be made into improving detaifgdrimation rather than focusing on
a one number.

| would argue that given the struggle to collecsibaauses of death in many
developing countries, there is a need to prioriéied the costs involved in those kind
of data collection are unsustainable. The emphasid funding put on maternal
mortality targets should be exploited and the mamentaken to the advantage of the
wider reproductive health cause. After all maternadrtality is possibly the only
credible cause of death which is possible to collemugh means other than medical
assessment as it relies on timing of death.

To summarise there are three key issues to considen analysing the figure reported
by the MDG5 datasets: most figures come with a wiolefidence interval, they might
refer to pregnancy related deaths and thereforedirettly attributable to maternal
causes, they might come from the WHO-UNICEF modaictv does not use any
information on maternal deaths.

Skilled attendance at delivery is the second indicaf target 5a. It is hailed in
particular by WHO as one of the key targets to eohisafer pregnancies and deliveries.
The progress is possibly more advanced then otfikcators (Figure 4). However the
key issue is in the definition of skilled attendavtiich vary hugely across countries
(WHO, UNICEF et al. 2007). In addition, availabjliof skilled attendance does not
mean the service will be used and mainly it dogsgie@ a rating on the level of skills
of the person delivering the service. The qualityhis information is dubious for two
reasons: it often relies on self-reported data ehée woman does not necessarily
know the level of skills of the health worker aridrélies on loose definitions which
vary from country to country. Finally, the quality this indicator affects indirectly the
quality of the modelled maternal mortality ratioemtioned previously as it is used as
one of the key variable in the WHO-UNICEF model.

Furthermore the research on the link between skiitendance at delivery
and consideration needs to be given to the plaacelfery and infrastructure as well
as personnel’s training. Although key for programimplementation maternal health
programmes, the skilled attendance at delivery tellyus a small slice of the story
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Figure 3: Skilled attendance at delivery progress by regi®90-2005
Skilled health workers at delivery are key to
improving outcomes

Proportion of deliveries attended by skilled health care personnel, around
1990 and around 2006 (Percentage)
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* Includes onlv deliveries in health-care institutions.

Target 5B
Target 5B was introduced in 2007 as a responsieet@antinuous requests to push for
reproductive health improvements as maternal mtyrtaetduction cannot be reached
without developing an effective family planning gramme. The initial reticence to
include RH in the key list was due to a general feat abortion would be part of it and
religious groups were not too keen on the idearofmwting contraceptive methods to
non-married couples. Maternal mortality was ofteersas token effort to account for
RH in general.

In addition the long debate on which indicatorsiriclude in the target
delayed the final inclusion. The indicators aregiloly as controversial as the maternal
mortality ratio and have generated a heated delpafmrticular on the measure of
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unmet need. For the sake of brevity | will only centrate on antenatal care and unmet
need in this section, briefly mentioning adolesdertility.

Antenatal care is defined as the percentage of womt® used antenatal care provided
by skilled health personnel for reasons relatedptegnancy at least once during
pregnancy, as a percentage of live births in argtirae period.

The key limitations of this definition are the laok control over the quality
of the visit an the number of visits which coul@pe crucial. In addition the definition
of skilled attendant suffers of the same problersstaaget 5A. Levels have gone
considerably up in the last 15 years (figure 4) prggress has been slow in SSA in
particular.

Figure 4: Proportion women who used antenatal care, 1996-200

Proportion of women (15-49 years old) attended
at least once during pregnancy by skilled health
personnel, around 1990 and around 2005
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WHO sets the minimum number of antenatal visits4tand a deviation from this
number could be affected by a variety of factorshsas distance to the nearer centre,
health systems protocols, risks during pregnancymidimum number of antenatal
over 10 antenatal visits could, for example, inticaxcessive resort to services and
over-medicalisation. On the other hand, frequestafsaantenatal services could pick up
visits for monitoring potential high-risk pregnaesiand related complications. The
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number of visits is linked to the protocol of theuatry or institution on antenatal care
contacts (Leone, Padmadas et al. 2008), it would bkrortcoming not to account for
national policies in an analysis of this indicatbr.general, there is a lack of strong
evidence that the content, frequency and timingisits in currently recommended
prenatal programs are effective.

In addition to antenatal care there is a need tonpare emphasis on postpartum care
both from the data collection and analysis pointiefv. In many developing countries
postpartum care is neglected and stands out ap elgag the continuum of care
(Koblinsky 2005; Graham 2006). Even where the priojpo of institutional deliveries
is already quite high or is increasing, women dterodischarged less than 24 hours
after a birth, but more than half of maternal deathcur after this period, as do many
newborn deaths. Despite the burden of morbidityirdurthis period, uptake of
postpartum care in developing countries is usueXfremely low, typically less than
half the level of uptake for antenatal or deliveare. Fewer than a third of women in
developing countries are estimated to receive astpartum care at all and yet to
ensure good health following birth, health behaxsoneed to be initiated around this
time (Graham 2006).

Unmet need is measured as the gap between thé estieaceptive use and the actual
need. More explicitly it's calculated as the numbecouples/women who do not want

anymore children but are not using any contracepthethods despite being fecund.
This measure is often criticised as it neglectsesaimthe aspects of spacing (Timaeus
and Moultrie 2008) as well as the unmet need ofamed women (Figure 5).

Limitations of the indicator as a sign of FP suscéénmet need is typically indicated
by married couples, satisfaction of unmet needna&t oint in time doesn’t mean that
they might change later on (Jain 1999). Lastly #nd is also a shortcoming of the
contraceptive prevalence indicator, often tradiioontraceptive methods are not
accounted for in the measure of the indicator. Githee strong influence of traditional
methods both in 19th century Europe and in mangldg@ing countries, this could be a
significant short sight.

Finally, it is worth mentioning that adolescenttiféy is declining slowly however in
many African and Latin American countries it doé®w signs of going against the
flow and it is increasing despite a general dectihéertility at national levels (United
Nations 2008). This trend is particularly worryiig Latin America where the funds
dedicated to family planning have been slowly cuthe last decade given an overall
level of fertility. The inclusion of this indicatdn MDGS5 is drawing further needed
attention on the subject.
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Figure5: Proportion married women with unmet need by ragit90-2005
Proportion of married women aged 15-49 years with unmet need for family
planning, 1995 and 2005 (Percentage)
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3 Theway forward?

Despite the criticisms to the limitations of thelicator in MDGS5, | believe that the
solution would be to improve the current indicatoather than to include more. As it
stands those 6 are more than enough. What is néedssie methodological work into
the use of the current indicators.
Solutions could include:
« Inclusion of data quality ratings
This would need to take into account the type ¢#adeg; survey vs
vital statistics) as well as the reliability of tliata (e.g.: level of
coverage of VT or adjustment factor of census data)
* Integration of datasources
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¢ Use of multilevel modelling to account of nationpblicies
variations

«  Weighting to account of data quality ratings

« Revision of the concept of unmet need

¢ More emphasis needs to be given to:

« Differential analysis

« Variations in geographic access

¢ Quality of care

¢ More stress on post-partum care and abortion

4 Discussion and conclusions

Maternal mortality estimation or more in genergmeuctive health research are often
accused of having ‘stolen the thunder’ of key maemographic issues such as the
wider adult mortality estimation in sub-Saharan iédr or the stalling of fertility
(possibly as consequence of declining contracepdiweplies) which in the bigger
scheme of things could be considered as . Keysritf Cairo state ICPD's emphasis on
women's health and status is laudable, the shib@fs away from population control
per se will have detrimental effects on the fundamgl prioritizing of family planning
programs where they are most needed, such as ¥S&dsran Africa and some Asian
countries (Caldwell 1997; AbouZahr 1999). Howevdsglieve that although it’s true
that funding and human resources have shifted ftemography, there is a window of
opportunity with the estimation of key MDG indicagowhich should be exploited
further. One example is the estimation of adult taddy which could gain momentum
from the attention that maternal mortality is redeg.

Stronger statistical systems: The 2004 MarrakedivAdPlan for Statistics, adopted by
aid recipients and donor stakeholders at the Sedatetnational Roundtable on

Managing for Development Results, was a major $tepards assisting developing

countries in strengthening their statistical capyadihis key international push needs to
be channelled toward the creation of national fres needed to build sustainable
statistical systems.

Finally more methodological work should be dedidi the analysis of incomplete or
poor quality data. There is a lack of scientistdic&ted to the improvement of data in
resource poor countries. The MDGs are a key oppiyttio get more statisticians on
board.
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