EDITORIAL
Maternal health: There is cause for optimism
Maternal health is a major health priority for
international agencies, the African Union, and the
South African Government.[1-3] In 2000, all United
Nations (UN) member states agreed to substantial
improvements in maternal health, defined by
Millenium Development Goal 5 (MDG5), which includes the specific
target of reducing maternal mortality by 75% between 1990 and
2015. [4,5] While many countries are making progress, maternal
mortality in South Africa (SA) has significantly increased during this
time.[6] Data from the 2007 Community Survey suggest that maternal
mortality in SA, rather than showing evidence of reduction, may have
quadrupled from 1998 to 2007.[7] The SA National Committee for
Confidential Enquiries into Maternal Deaths (NCCEMD) reports,
which analyse institutional maternal mortality, have shown an
increase in maternal deaths, from the first report in 1998 to the latest
triennial report covering the years 2008 - 2010.[8]
HIV infection is the major cause of the large increase in maternal
mortality. The national antenatal prevalence of HIV remains at
around 30%, and is largely unchanged from 2004.[9] Non-pregnancyrelated infections in HIV-positive women are the single most
common cause of maternal mortality, accounting for over 40% of
all maternal deaths.[8] However, even if deaths from HIV/AIDS are
removed from the total, maternal mortality would still be higher
than expected for a middle-income country with good health
infrastructure.[6] For other countries in sub-Saharan Africa with high
maternal mortality, resource limitations are a major constraint for
healthcare delivery. However, in SA maternity care is free and the per
capita health budget is the highest in the region. Avoidable factors,
missed opportunities, poor quality of care and the lack of training
of front-line healthcare workers have all been found to contribute to
maternal deaths from all causes.[8]
Despite all of these issues, there is good cause for optimism. SA has
the largest antiretroviral treatment (ART) programme in the world,
with 2 million people on highly active antiretroviral therapy (HAART)
today.[9] Prevention of mother-to-child transmission (PMTCT) has
evolved through several major policy changes since the national
programme began in 2002, when single-dose nevirapine in labour was
the only available treatment.[10] The latest national guidelines from April
of this year state that all HIV-positive pregnant women are to start
HAART, irrespective of CD4+ count.[11] There are approximately 280 000
HIV-positive pregnant women a year,[8] so strategies for rapid scale-up of
ART services for pregnant women are in progress. Women not eligible
for ongoing HAART, according to the national adult guidelines (CD4+
count >350 and stage 1 or 2 disease), are to discontinue HAART after
breastfeeding is complete. The Western Cape, as yet alone amongst the
provinces, has made the decision that all pregnant women are eligible
for lifelong HAART.[12] PMTCT has undergone radical change since its
minimalist beginnings just over 10 years ago.
A further cause for optimism is that maternal mortality may at last
be falling. The maternal mortality ratio in 1990, based on government
estimates, was 150/100 000 live births.[6] A 75% reduction from this
level gives the MDG5 target for 2015 to be 38/100 000 live births. SA
lacks verifiable means of counting maternal deaths, and estimates
of overall maternal mortality for 2007/2008 have ranged from 310
to >700/100 000 live births.[7] While the national target for MDG5
may seem unachievable, there is evidence of a significant recent
reduction in maternal mortality. The NCCEMD has just released
an interim report for 2011.[13] Analysis is restricted to deaths within
a health facility, so deaths at home are not included in the total.
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The latest triennial report covering the years 2008 - 2010, showed
an institutional maternal mortality ratio of 176/100 000 live births
overall, and 430/100 000 live births for HIV-positive women.[8]
The 2011 data has revealed a significant (13%) reduction in the
maternal mortality ratio, to 153/100 000 live births overall. This
reduction is even greater for HIV-positive women, showing a
maternal mortality ratio of 354/100 000 live births (17.7% reduction).
Deaths from non-pregnancy related infections remain the highest
single category, but showed an astounding 28% reduction in mortality
amongst HIV-positive women. There is good reason to believe that
this decrease is the first sign of a downward trend, rather than an
anomalous result. All provinces and healthcare facilities at all levels
of care showed a reduction in deaths from non-pregnancy related
infections. Of note, in April 2010 the CD4+ count threshold for
initiation of HAART for pregnant women increased from 200 to
350; the scale-up of ART may well be the significant factor resulting
in a lower risk of opportunistic infections and consequent maternal
death. Additionally, access to ART for pregnant women had been
prioritised. The 2010 national ART guidelines emphasised that
pregnant women needed fast-tracking for HAART.[14] The NCCEMD
report for 2004 - 2007, published in 2011, stated that all maternity
clinics must provide HAART on site, to prevent avoidable delays that
were costing women their lives.[15]
In addition, there is now an explicit recognition that the health of
HIV-positive mothers is essential for the wellbeing of their infants.
PMTCT services initially had a single goal, to prevent vertical
transmission. In 2002, the national roll-out was forced on the
Department of Health (DoH) by a court order; active intervention
was then available to prevent HIV transmission to babies, but their
mothers were denied all access to treatment that was essential to
keep them alive.[10] The DoH currently has a strong commitment to
strengthening and expanding ART programmes. The widening of
eligibility criteria for HAART for pregnant women in 2010 was a clear
acknowledgement that healthy mothers are essential for child health
and wellbeing. Internationally, the Joint United Nations Programme
on HIV/AIDS (UNAIDS) ‘Global Plan Towards the Elimination of
New HIV Infections in Children by 2015 and Keeping Their Mothers
Alive’ emphasises that child and maternal health are inextricably
linked, and that both are part of the same goal.[1]
Maternal health needs to be seen in a broader context than
preventing maternal mortality. MDG5 also contains targets relating
to universal access to reproductive health. SA is doing well on many
of these indicators. Over 97% of pregnant women access antenatal
care, and >90% deliver in a health facility and are attended by
trained healthcare workers.[16] HIV-prevention services and easy
access to contraception are also prioritised, as is the need to integrate
health services for women, newborns and children. Prevention of
unwanted pregnancy in adolescents is a specific focus, recognising
that this is a major contributor to maternal and neonatal mortality.
Contraception for women with medical problems, which may
become life threatening in pregnancy, also needs urgent attention.
The 2011 Interim Report also noted an increase in maternal deaths
due to medical and surgical disorders.[13] This emphasises that it is
not just in the context of women’s health services that issues such as
contraception are relevant. It is equally important in cardiac or other
medical clinics, and in medical wards: physicians need to be aware
that ensuring reliable contraception may be their most important
contribution to saving the lives of women of reproductive age who
are under their care.
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Screening for tuberculosis (TB) also needs to be integrated with
maternity care.[8] TB is the most common opportunistic infection
causing maternal mortality in SA, with deaths occurring both
antenatally and postpartum. Midwives need to perform symptom
screening for TB at each antenatal visit, and ensure that all women
who screen positive are investigated for TB. Services that are
traditionally performed by different healthcare workers in separate
clinics are therefore being brought together in a single consultation.
This type of holistic approach is a simple intervention, but one that
can potentially save women’s lives.
The MDGs have focused attention on health-service delivery in
terms of goal-oriented planning, strategies to achieve targets, and
accountability for their outcome. While there is cause for optimism in
terms of improving maternal health, there is still much to be achieved.
Maternal deaths are an avoidable tragedy, and their prevention an
urgent priority. Maternal health is a priority at all levels: for women
themselves, their children, partners and extended families, and
for society as a whole. Research in this field is therefore of utmost
importance. This issue of the SAMJ contains two research papers that
address these issues.[17,18] They address health service delivery from
different viewpoints, but with the single aim of optimising outcomes
for women with complicated pregnancies.
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