Scaling-up Maternal, Newborn and Child
Health Interventions: The Need for

Strategies to Reach the Urban Phoor

Robert Black
Professor and Chair, Department of International Health

Johns Hopkins Bloomberg School of Public Health
14 April 2009



Presentation Outline

® Burden of disease in mothers, newborn and children
globally and in India

® Evidence-based interventions that save lives
® Grand challenges for improving outcomes
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Where and why are 10 million children dying every year?

Robsl £ Sack, Saw = Moimis, Aennifer Bryce

e 10.7 million children die
every year

e The main causes of death
are neonatal conditions,
diarrhoea, pneumonia
and malaria

e Malnutrition is an
underlying cause of a
large proportion of all
deaths

* |ndia accounts for 25% of
deaths
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4 million neonatal deaths: When? Where? Why?

JowE Lown, Simon Cousens, Jelka Zupan, forthel oncet Neanat ol Swreieal Steesing Team*

eNeonatal mortality

®

ot 2006, DE5 B 1-900

Has declined more slowly thar
post-neonatal and 1-4-year-ol
mortality.

ePrimary causes of death are
preterm birth (27%), sepsis
(26%) and birth asphyxia
(23%).
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¢ 1 million deaths occur in
India annually.
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Maternal mortality: who, when, where, and why
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¢529 000 global maternal deaths seann
£
eSouth Asia and sub-Saharan Africa |3 ™"
experience the greatest number of E 200000+
maternal deaths. 2 oo

e|n South Asia, the primary causes
of death are hemorrhage, sepsis
and hypertensive diseases.
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Proven interventions to reduce deaths

*63% of all child deaths may be prevented by reaching
universal coverage with feasible, low cost interventions.

Universal coverage (99%) with evidence neonatal
interventions could avert 41-72% of global neonatal deaths.

The vast majority of maternal deaths are preventable with
appropriate obstetric care.



Efficacious interventions to improve

child health in India

* Breastfeeding e Water/sanitation/hygiene
promotion . Vitamin A
e |nsecticide-treated

.  Measles vaccine
materials

e Complementary feeding
education

e Zinc supplementation

 Hib vaccine
Source: Jones et al, 1JP, 2006



Efficacious interventions for maternal

and neonatal health

Iron-Folic acid supplementation
Tetanus toxoid immunization
Syphilis screening and tx

Ca supplementation for pre-
eclampsia

Malaria tx

Detection & tx of asymptomtic
bacteriuria

Antibiotics for PROM
Corticosteroids for preterm labor
Management of breech
Emergency transport

Source: Darmstadt 2005

Partograph

Clean delivery

Newborn resuscitation
Breastfeeding counseling

Hypothermia prevention and
management

Community-based pneumonia
case management

Birth spacing

Antenatal Vitamin A
Insecticide-treated bednets
Antihelminthic tx

Maternal chx cleansing

Antepartum hemorrhage
management



Coverage failures across
the continuum of care

100 — - T -
For some
interventions: wl T T
=Family planning
=Exclusive 2 60 [
breastfeeding &
g
=Clinical care for | © 40+
newborn and child
illnesses 20 -
In some countries:
: : 0 T T T = T — | |
= \Wide gaps in
Contraceptive  One ormore  Skilled Postnatal ~ Exclusive Case Measles
coverage across prevalence antenatal attendant visitwithin  breastfeeding management immunisation
countries visits at delivery 2 days of pneumonia
Pre-pregnancy | Pregnancy Birth Postnatal Childhood

Coverage estimates for interventions across the continuum of care in the

68 priority countries (2000-2006). Vertical bars indicate the range in
coverage across countries.
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Reducing child mortality: can public health deliver?

Jannifer Bryce, Shams & Arifeen, George Parive, Clawdio F Lensta, Davidsan Gwatiln, Aesnferme Habicht, and tha
MWT-Courtry Evaiation of MG Study Group™

e Life-saving interventions are not
reaching most children,
particularly the poor 100% 1

= Weak health systems Zgzz
o costs of training 70% - P Aa _
= staff turnover 60% 1 = [
o |lack of regular supervision

50% - -
40% -
o |ow utilization rates/ low

30% A
20% A

9% children with 3 doses of DPT

accessibility 10% -
" |nability to reach communities 0% e e
. . ™ >
o poor care-seeking practices G S S U S S S

o |ow coverage of preventive
interventions

= |nadequate efforts to deliver child
survival interventions
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Grand Challenges in Global Health

H. varmus, R. Klausner, E. Zerhouni, T. Acharya, A. 5. Daar, P. A. Singer

n 26 January 2003, at the World
Economic Forum in Davos, Swit-
zerland, Bill Gates announced a
$200-million medical research initiative—
the Grand Challenges in Global Health—
based on a century-old model, the grand
challenges formulated by the mathematician
David Hilbert (7). Hilbert's list of i impartant

world a grand challenge was described as “a
call for a specific sclentific or technological
inncvaticn that would remeve a critical barri-
er to solving an important health problem in
the developing world with a high likelihood
of global impact and feasibility™ Throughout
the process of developing the grand chal-

lenges, the beard struggled with how best to

GO LS A ND GRAND CHA LLENGES

To improve childhood vaccines
GC 1 Create effective single-dose vaccines that can be used soon afber birth;
GC 2 Preparewaccines that do not nequine refrigeration;
GC 2 Develop needle-free delivery systems for vaccines

Ta create new vaccines:
GC 4 Devise reliable tests in model systerms to evaluste live sttenuated waccines;
G 5 Sobee how to design antigens for effectiee, protective immunity;

GC & Learn whidh immuneologizal resporses provide protective immunity.

e bl ok B

unsolved problems in mathd
amrracd

Likely Grand Challenges of 50 vears ago
e develop an oral treatment for dehydration

*gtc...

-transmitting

Ee-trarsmitting

e create oral antibiotics for childhood pneumonia |z piare

*develop an effective vaccine for measles .

reduce malaria transmission by preventing vector-
human contact

i poor countries:

population

TIEATTIT STaTE,

GC 14 Devel op technologies that allow assessment of individuals for mukiple
corditions or pathogens at poirt-of-care,




Today’s grandest challenge

How to deliver the effective, low-cost interventions
that we already have, to those who need them
most?

= need for research on delivery methodologies for
different vulnerable population groups including urban
poor

= need for program evaluation to assess if equity and
health impact achieved
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Applying an equity lens to child health and mortality: more of the

same is not enough

Cesar G Woiora, Adsum WaEgsisdT, fjoanna Armsimong Scie danbeyd, Oenfdsan aatiin, Marisum Claesan, fean-Herre Habicnd

* Mortality ratios between rich India: Under-five child mortality by

increasing 180
e Within-country inequities are 160

often large 140
e Governments often spend 120
more with the rich than with 100
the poor 80
* Inequities in disease incidence, 60
severity and case-management 20
are stacked against poor "
children .

Poorest fith  2nd poorest ~ Middle fifth 2nd richest fifi Richest fifth
fifth




Urbanization: key challenge of

the 215 Century

Beginning in 2007, a majority of the world’s
population live in urban areas

According to UN projections, urban population will
account for two-thirds of the world’s population by
2030

The rural population will decline by about 20 million

Within developing country urban populations: about
1/3 live in slums and about 1/2 are poor



Mortality differentials

within urban populations

Uttar Pradesh, India

eSignificant intra-urban %

differentials in health
globally as well as in India
eIndia’s urban poor 20
experiences a much higher
mortality than urban non-eo
poor

*|MR and <5 mortality 40 -
among urban poor higher
than rural populations.

20 -

0_

Source: UHRC Analysis of NFHS3
Data [ Urban Poor B Urban non-Poor M Rural

Neonatal Mortality Infant Mortality <5 Mortality




Differentials within urban populations:

child nutrition
Source: UHRC Analysis of NFHS3
Data

100

Exclusive breastfeeding (0-5m) Stunting Underweight

E Urban poor ® Urban non-poor M Rural




Differentials within urban populations:

utilization of child health services
Source: UHRC Analysis of NFHS3 Data

100

Complete Immunization Received ORS for ARl treated in health

diarrhea*

B Urban poor B Urban non-poor E Rural

facility*

*among those with illness in
past 2 weeks



Differentials within urban populations:

women'’s health
Source: UHRC Analysis of NFHS3 Data

Met Need for FP 3 Antenatal Skilled birth Have heard of HIV
Checkups attendance

E Urban poor B Urban non-poor E Rural




Trials of Neonatal Health Intervention in

South Asia

Effect of H

: et . Effect of a participatory intervention with women's groups
Original Artic L of s partcipatory omen's grovp
on neonal on birth cutcomes in Nepal: cluster-randomised controlled
Is Home-Based Diad > trial
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Abliay T. Bang, MDD, MPH 10 (T . - o |
4 fons M0, MEE meisns)  Effect of community-based newborn-care intervention
package implemented through two service-delivery
SPECIAL ARTICLE

ePrevious trials have been conducted In

An Intervention Involving Tr:

strategies in Sylhet district, Bangladesh:
a cluster-randomised controlled trial

Abdullah HBaqui, Shams - Arifeen, Ganl Darmistodt, Soffuddin Ahmed Emma K Wiliens, Hobibur @ Seraji IshtiagMannan, SyedM Rzhman,
Rashedizzamen Shah, Samir K5aha, Uzme Sped, Peter [Winch, Amnesy Lefews, Mot we am Santasham, Robert E Back, for the Prgahnme

Artendants and Re=tesssla

rural settings.

eAn urgent need exists to adapt newborn _

d trial

rarmiod Singh,
pL Dormstadt,

health strategies for the urban poor.



Current Status of Urban Health System

@ Urban areas differ from rural in a number of ways:

= Characterized by multiple providers for health services
with little or no coordination, leading to under-provision of
critical services in the poor areas.

= Government public health services are not well developed

= Private sector is the main provider; however, affordability
and quality of private services are concerns.

= Several studies document that the urban poor spend a
disproportionate share of their income on poor quality
health care, much of it from the private sector.



Current Status of Urban Health System

® Non-governmental organizations (NGOs) and
charitable organizations help fill the gaps, but their
services are usually not comprehensive and they are
fragmented in terms of geographic coverage.

® The challenge is how you develop a coordinated,
cost-effective system for urban residents or at a
minimum develop a safety net for the poor.



Summary

Global burden of child, neonatal and maternal
mortality remains high

Proven, cost-effective interventions exist
Within-country differences are substantial

Past programming and research has largely
focused on rural poor

Improving health of the urban poor is a key
challenge of the 215 century



