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The 2010 Bangladesh Maternal Mortality and Health
Care Survey (BMMS 2010), a nationally representa-
tive survey sponsored by the Government of Bangla-
desh,hasrevealed thatmaternalmortalityhasfallenby
40 percent from the levels found in a similar survey in
2001 Thisdrop isamajor achievement for Bangladesh
andplacesherahead of pacetoachievethe Millennium
Development Goal 5 (MDGS5) target of reducing the
maternalmortalityratio* to143deathsper100,000kve
birthsby2015.

The BMMS2010wasfundedbythe Government
of Bangladesh, USAID, the Australian Agency for In-
ternational Development (AusAID) and the United
Nations Population Fund (UNFPA ).It was conducted
by the National Institute for Population Research and
MEASURE Evaluation, the International Centre for
Diarthoeal Disease Research, Bangladesh
(ICDDR,B) and USAID/Bangladesh. The main pur-
poseforconductingBMMS2010wastoassessprogress
towardMDGS.

During the last two decades, the Government of
Bangladesh has invested in a maternal health pro-
gramme with support from a number of development
partners. Committing to achieving MDGS, Bangla-
desh'stargetsare toreduce the matemal mortality ratio
(MMR) to 143 per 100,00 live births by 2015,and toin-
creaseskilled attendance at child birth to 50 percent by
2010.In the last decade, the health,nutrition and popu-
lation sector programme of Bangladesh has adopted a
national strategy for maternal health focusing on
Emergency Obstetric Care (EmOC) for reducingma-
ternal mortality, focusing especially on early detection
and referral of complications during pregnancy and
during and after delivery,and improvement of quality
ofcare.Since 2004, the governmentembarked onapro-
gramtoretrainexistinggovernmentcommunityhealth
care workers as Community Skilled Birth Attendants

Progress Towards MDG-5:

Where Are We?

Jobeda’s Story

At the age of 30, Jobeda became pregnant for the 2nd
time. Everything was going well until her water broke
ona Thursday evening, two days before she delivered
the baby. A Trained Birth Attendant (TBA) was called
who predicted that her delivery would be delayed
since she was not full term. The TBA stayed the whole
night and observed her water breaking — smaller in
amount at the beginning which increased over time,
but there was no pain. On the following moming, the
water broke in splashes. Watching her condition, her
husband called neighbours and relatives. Two rela-
tives went to a village doctor and brought a saline. The
neighbours suggested to him to take her to a hospital
explaining that if she continued losing water, the baby
would soon be in a critical condition. The TBA also
suggested to him to take her to the hospital. At around
10am she was taken to the Sadar hospital.

It was Friday and there wasno doctoravailablein
the hospital; only a nurse was there who admitted her
inthe hospital. Once they reached there, she was given
a saline and injection and her water breaking stopped.
They bought prescribed medicines for 1,100 taka.
Nothing happened that day and no doctor came to see
her. In the next morning a doctor came and told that
she would deliver by that evening. On that evening,
she suddenly started labour pain, butno onein the hos-
pital came forward to attend her. Husband said that she
saw the nurse in the room but she was busy doing
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Maternal Mortality Drops 40% in Bangladesh

(CSBA ) asthe primaryoperationalstrategy for achiev-
ing the 2015 target of 50 percent skilled attendance at
birth.

The survey was carried out from January to Au-
gust 2010 in a national sample of 175,000 households,
interviewing ever-married womenages 13to49,aswell
as investigating any deaths to women of reproductive
ages especiallymaternal deaths

The 2010survey showed that maternal mortality
declined from 322 in 2001 to 194 in 2010;a 40 percent
decline in nine years. The rate of decline was at an aver-
ageofabout5.5percent peryear,comparedtothe aver-
age annual rate of reduction of 5.4 percent required for
achieving MDG35. Bangladesh appears to be on track
toachieving the primarytargetof MDGS.

Comparing the 2001 and 2010surveys show that
the overall mortality among women in the reproduc-
tive ages has declined across all ages during these nine
years. Consistent with the trend in overall mortality
amongwomeninthereproductive ages maternal mor-
tality has also declined in almost all ages between the
twosurveys. Deathsduring both pregnancy and deliv-
ery has declined by 50 percent, while maternal deaths
afterdeliverywentdown byonly about a third.

The entire decline in MMR has been due to re-
ductions in all causes of direct obstetric deaths** .
obstetric causes of deaths, together responsible for
more than half of the MMR. Obstructed or prolonged
labour (7% and abortions (1%) are the other direct
obstetriccausesof deaths. We note that abortion-relat-
ed deaths declined from 5% of MMR in 2001 toabout
1% of MMR in2010.The2010surveyalsodidnotiden-
tify any case of infection as an underlying maternal
cause of death. Indirect obstetric causes*** of deaths
account forabout a third (35% ) of maternal deaths.

Where do we go from here?

Attaining MDGS5 will require further efforts to

something else without paying any attention to her.
The husband watched all these from the window and
requested the nurse to attend the delivery but she re-
plied “what should I do?” There was a cleaner in the
room at the time. When the child’s head came out, the
cleaner assisted in the delivery of the baby and the
nurse came and cut the cord. Jobeda saw profuse
bleeding from the birth passage and her bed seemed
flooded with the blood. The woman was crying and
told her mother and her husband, “Someone is pulling
out my kolija (heart)”. In next one hour, her family
bought some more medicines worth 1,300 taka as pre-
scribed to them.,

Ataround 9 pm, she was rolling her eyes and not
responding to anybody. Another nurse came at around
9.30 pm and told the husband that he needs to manage
more money since her wife needs blood. In next half
an hour he arranged 2,500 taka by different means.
However, he did not know the blood group and how
much blood would be needed to save his wife. He gave
all the money and a visiting card given by a journalist
who donated him the money to the nurse. Upon seeing
the card, she returned the money and told him that they
would manage the blood.

After two hours he was told that they could not
manage blood and the woman needed to be transferred to
the medical college hospital. The nurse told the husband
to get the blood from Sandhani, or Matrimongol or the
Chaurasta (meeting place of four roads). She suggested
to take her immediately, otherwise she would die.

achieveafurther25% reductionin MMR. Whatare the
options? These options have been discussed in the
otherarticlesinthissupplement?

*Maternal Death: Death of awoman while pregnant or
within 42 days of termination of pregnancy, irrespective
ofthe duration and site of the pregnancy, fromany cause
related 1o or aggravated by the pregnancy orits manage-
ment, butnot fromaccidental orincidental causes
**Direct obstetric death: Deaths resulting from obstetric
complications of the pregnant state (pregnancy, labor and
puerperium) from interventions, omissions, incorrect treat-
ment, or from a chain of events resulting from any of the
above

disease or disease that developed during pregnancy and
whichwasnotduetodirect obstetric causes, butwhichwas
aggravated by physiologiceffectsof pregnancy
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The hospital hired an ambulance at around mid-
night and transferred the woman to the medical college
hospital within one hour but they had to wait outside
the hospital gate as it was closed. It took them some-
time to admit her in the hospital. The woman was un-
conscious, A fter the admission, the husband was asked
to manage blood. At about 3 am in the morning, the
husband, accompanied by the driver of the ambulance,
who was very helpful to take him to different places to
manage blood, went to Matrimongol, Chaurasta, a pri-
vate organization who sells blood and Shandhani but
could not manage blood. In most cases it was very diffi-
cult for them to wake up people asit was very late night.

The driver of the ambulance left him in the mom-
ing as he could not wait anymore. He then hired a rick-
shaw and visited all those places again for blood. Ob-
serving her condition, attendants of other patients were
willing to donate blood, but the blood group was not
matching. She needed “O” negative blood. Her other
relatives were also in search of blood and found a place.
They were told that blood would be available at about 4
pm which would cost 4,000 taka per pound. Since the
woman's family was unable to manage blood, her hus-
band agreed to get the blood even with this price. While
his relative was waiting outside the hospital to collect
blood, the husband went to see his wife’s condition and
found her dead. He leamnt that Jobeda had died at 3:30
pm, 30 minutes before he arrived in the hospital.

(name of the deceased has been change to pro-
tectthe identity)

In Conversation with Mr. Humayun Kabir, the Honourable Health Secretary, Ministry of Health and Family Welfare

The Bangladesh Maternal Mortality
Survey 2010 has been completed. This
has revealed that Bangladesh has made
commendablesuccessindecreasing the
maternal mortality rate by 40%.

Ishtiaq Mannan: What in your opinion are the
factors that assisted in decreasing the maternal mor-
talityrate?

Honourable Health Secretary: I would like to
admit at the outset that this gain has not happened
because of the Health sector alone, education and
specially education for women, increased employ-
ment opportunities also plays arole. The health fac-
tors responsible are, the antenatal health check up
has increased, the consultation with doctors has in-
creased during pregnancy, there is a marked differ-
enceinthecareseekingbehavior.Thisalsoindicates
that the service has been made accessible to them.
It’s not only the government facilities, but increas-
ingly women are going to the private facilities and
the NGOfacilities.

Asyouknowweare progressively tryingtoup-
grade the health facilities and increasingly trying to
send paramedics to the remote areas We are also
trying to increase the health facilities Another fac-
tor could be that communication has improved. So,
people havenowbeenabletoovercome thisbarrer

IM: Ifwe look at thisasa400meter race, we are
in the final hundred meter of reaching the MDG 5
target. What are preparations we are taking toreach
thesefinal 100meters?

HHS: If we talk about emergency health care
ormaking health services 24/7we need to fulfill cer-
tain requirements like the presence of midwives or
doctors. We have to ensure for complicated cases
the presence of anesthetist with an obstetrician. We

will try topilot insome areas of Sylhet to ensure this
pairing. But we have shortage of midwives We have
done Community Skill Birth Aftendant pro-
gramme, built capacity of the Trained Birth Attend-
ants and have even thought of training Traditional
Birth Attendants. Some NGOs are doing this and
people are taking their services. Our Honourable
Prime Minister has pledged that there will be 3000
midwives in 5 years. But if we enter into the 4 year
cycleitisgoing tobeverydifficult forus to train3000
midwives in this short time. We can provide short
term training to those who have had midwifery in
their curriculum. However,side by side, we are also
thinkingofcreating postsfor these 3000 midwives.

[deally we would need 4 midwives per facility.
Then they can rotate among themselves and pro-
videservices24 hours 7 daysaweek.

If we could ensure Family Planning maternal
mortality could be decresed. Stillin villages the girls
get married at the age of 13/14.1t is often because of
social causes like eve-teasing, The law needs to be
enforced againstearly marriage.

IM: You spoke about piloting in Sylhet of en-
suring the pair of surgeon and anaesthetist. But we
know that this is a challenge. We recruit them, they
are there in paper but cannot be foundin their work
stations. What definite measuresis the government
takinginaddressing this?

HHS:Wesee thiseverytime whenweopenthe
newspaper. Doctors are not in their stations. Some-
We are trying to address this with a tough hand. We
aredoingindepthmonitoringforthe lastsixmonths
in what 1s happening specially in the remote areas.
We have taken disciplinary action against 200/300
doctors. Thisisclearly having an impact. Maybe not
inthesame way everywhere but we have seenanin-

crease in the presence of doctors. But you know in
generalwehaveashortageofanaesthetistsWeneed
to increase this number to make the ‘painng’ possi-
ble. We would need 483 anaesthetists for the 483
Upazillas. This is a human resources issue. We need
toproperlydevelop the humanresource.

IM: The disciplinary action is the harsh side of
things There is also the other side. For example, those
being posted to remote areas and not being in their
work stations would argue that the places they are
asked to live in are actually extremely challenging for
living. When we ask someone to stay in the remote
areas,are thereanyincentivesmade available tothem?

HHS:We are giving incentives for the doctors

who are transferred or posted in the hill tracts we
will ensure that they are transferred within 1 year
fromthatarea.Previously,anyonepostedthereused
tofeel they are stuck for the next 7/8 years of so.We
will ensure that they are transferred within 1 year
andbefore thenormal period of 3/4 years.
We want to address the weaknesses in our health sector
holisticallyandonlythenwecanbringanoverallchange.
(Thisconversationisanextract fromatalkshow onATN
Bangla titled, ‘Reaching the MDG targets in decreasing
maternal mortality: the final hundred meters where the
Honourable Secretary wasa guest. The talkshow was an-
choredby Dr.Ishtiaq Mannan)
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BMMS — Why has maternal mortality (MMR)
declined by 40% between 2001 and 20107

The risk of amaternal deathin Bangladeshisnow down
to 1 500 births, and thus a rare event. However pre-
dicting which women may experience potentially fatal
obstetric complications is not possible. Thus all preg-
nant women are encouraged to deliver in a facility with
amedically trained attendant, and if necessary,tohavea
C-section,

Behaviour Change in Seeking Health Care:Facil-
ity Delivery: After low levels for many years, the propor-
tion of women delivering in a facility has finally begun to
rise;more thandoubling from 9% in 2001 t023% in2010.
Much of that increase has come through the private sec-
tor (2.7% to 11.3%),although the publicsector has seen
some increase (5.8% to 10.0%). NGOs remain a minor
contributor for deliveries (0.6% to 2.0%), though they
playamoreimportantrole for ANC,

Skilled Birth Attendant at Delivery (SBA):
Births with a SBA have doubled (12.2% t026.5%).Al-
most the entire increase in skilled attendance at deliv-
eryhasbeen through facility deliveries. While the rise in
facility delivery is welcome, it still leaves some 2.4 mil-
lion births at home annually. But the decline in mater-
nal deaths suggests that many pregnancies with compli-
cations maynow be selectively going tofacilities. Where
complications arise, C-section may be needed to avoid
fatalconsequences.

C-section: There has been a 5 fold increase in use
of C-section (2.6% in2001 to 12.2% in 2010,equivalent
to 90,000 in 2001 rising to 436,000 annually in 2010).
Much of the increase has occurred in the private sector
where 71% of all deliveries are performed by C-section
(equivalentto288,000in2010),comparedto35% inthe
public sector. This private sector focus may be a barrier
toaccess for the poor due tohigher fees.

There is a concern that while some women who
need a C-section may not get it, also some women who
may not need it are getting it. Among women who re-
ported noobstetriccomplications,9.4% had a C-section.
Of course it may be that foetal distress was occurring, or
the woman wasnot aware ofherown orherbaby’scondi-
tion. The fact that over 30% of women in the wealthiest
quintile had a C-section suggests some unnecessary pro-
cedures Thisexceeds the estimated maximum of 15% of

Apartfromtheincreasein facility deliveries,there
is clear evidence that women suffering obstetric com-
plications are increasingly seeking treatment, particu-
larlyoutside the house.
been a substantial increase in women experiencing ob-
stetric complications seeking treatment (53% in 2001
to 68% in 2010). This includes home based treatment,
purchasing medicines from pharmacies, and treatment
seeking outside the home. Seeking treatment from a fa-
cility has greatly increased (16% to 29%) indicating
that both awareness and referral systems are improv-
ing. However, not all treatment seeking 1s effective, as
the qualitative study showed that many of the maternal
death casessought treatment at a non-CEmOC facility

The Final 100 Meters
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which could not manage their problem.
What accounts for these behavioural
changes?

Improved Access to Health Programs: In addi-
tion to the 59 District Hospitals (DH) and 60 MCWCs,
the number of Upazila Health Centres offering
CEmOC had increased from three in 2001 to 132 in
2010. This should have improved availability outside
the District headquarters where the DHsand MCWCs
were concentrated.

There is evidence from the qualitative study that
better communications, particularly the wide spread
availability of mobile phones, has contributed to more
rapid contact with service providers. Overall improve-
ments in road communications seem to have increased
useof facilities. Health behaviours are notsimply deter-
mined by availability of facilities and services, but are
alsoinfluenced by socio-economic factors.

Higher Education levels: Globally higher female
education is associated with behaviours which reduce
risk of maternal (and child) mortality. The investments
infemale primary and secondary educationarestarting
toshow positiveimpacts onrisk behaviours.

The levels of education of recent mothers have
risen dramaticallyin the past decade. The proportion of
motherswith noeducation has halved since 2001 (45%
t023%),and the proportion with secondary schooling
has nearly doubled. This trend must have contributed
to the impressive increases in facility delivery, in use of
medically trained attendants at delivery, and in treat-
ment seeking for obstetriccomplications.

Increased Awareness: Not only are there fewer
uneducated women giving birth, but among the unedu-
cated, their awareness and behaviour is changing posi-
tively. For example, among uneducated women, care
seeking for complications at a facility has doubled
(8.6% to 16.9%) while remaining unchanged among
women with secondary plus education (56.1% to
52.2%). This differential improvement is reducing in-
equities by education.

Better Economic Conditions: Bangladesh has
undergone an improvement in overall economic well-
being since 2001 (GNI per capita up from $350in 2000
to $550 in 2008), which is reflected in better housing,
greater access to electnicity, and presumably greater
ability to mobilize funds for medical emergencies. This
will be reflected in increases in many of the indicators

Business As Usual Will Not Do

Withtherestofthe nation,Jamelated withthe unexpected
declinein maternal mortality over the pastdecade but asa
public health program manager I understand the huge
challengein front.Finding 7500 deathsin time tointervene
inapopulation of 160million willreally be adaunting task.
Let'ssetourowntarget

I carefully restrain myself from getting carried away
by the so called achievement of being on track in reaching
MDGS5 target of 143 deaths by the year 2015, To me, any
MMR beyond 40 per 100,000 live births is unacceptable
by any standard in this millennium. Most deaths are pre-
ventable inthe current resource scenario. What we need s,
alittle added intelligentleadership for the rubber tohit the
road. Our flag which was hoisted on top of the Mount Ev-

couple of years Human resource gaps are more pronounced
inthese twodivisions thanothers-thereshouldbe priorityre-
cruitment planstofill upthe vacancies

of death Permanent methods of family planning needsto
be promoted on those who have completed family plan-
ning, Number of births need to be reduced too, as higher
parity brings higherrisk. Women whohave a bad obstetric

history, closely spaced pregnancy, those with antenatal
complications should be followed up intensively. Women
from lower socio-economic strata,with less education
tend to die more than their wealthier and better educated
counterparts The program should have strategies toiden-
tify these women and bring under intensive follow-up.

Education of Mothers,
2001 & 2010
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among the poorest

Virtually all indicators of use of health services by
the poorest quintile show considerable improvement
and reductions in inequity between rich and poor.
Among the poor, facility delivery has tripled (2.5% in
2001t075% in2010),ashasuse of medically trained as-
sistance atdelivery (3.6% t09.2% ),andseeking care for
complications has doubled (6.7% to 14.5%). However
the absolute gap between rich and poor remains sub-
stantial (15% versus47%).

Demographic factors: A woman is only at risk of
maternal deathif she gets pregnant. Thus, reducing fertil-
ity will reduce maternal deaths, just as reducing MMR
will. Between 2001 and 2010 the Total Fertility Rate fell
from3.2t02.5-a22% decline in 9 years. Overall, mater-
nal deaths are reduced by 40%,of which halfis due tofer-
tilitydecline,and the other halfisdue todecreased MMR
among pregnant women. This leaves annual maternal
deathsataround 7300,down from 12,200in 2001
Where dowego from here?

Attaining MDGS5 will require further efforts to
achieve afurther 25% reductionin MMR. What are the
options? The leading cause of maternal death in both
surveys was haemorrhage. Several interventions have
been tested and are being made available toreduce this
problem. MOHFW approval has been given to distrib-
ute Misoprostol tablets to all pregnant women shortly
before delivery tominimize the risk ofhaemorrhage. In
addition, the use of delivery mats have been tested and
proved to be effective at aiding attendants in determin-
ingifblood lossis‘excessive'around delivery. Improved
facility care foremergenciesisneeded, asiswidespread
availability of blood transfusion, There is increasing
availability of Magnesium Sulphate formanagement of
(pre-) eclampsia. Hopefully these interventions will
become more widespread.

It is necessary to understand the benefits of im-
proved access to upgraded facilities at Upazla and
Union levels. Plans are in place to expand such access,
but staffing issues will need to be addressed, as well as
essential logistics, including blood transfusion, being
ensured. Finally, access for the poor is essential, and as
relativelyexpensive interventionsbecomemore widely
available, some kind of health insurance (possibly like
Demand Side Financing or another model) may be
neededtoovercome the fearofheavycostsoflifesaving

obstetric procedures.

there.Likeinwar timeorduring disasterswe have around-
the-clock control room, the Ministry of Health & Family-
Welfare should create a similar very small high powered
“EmOCHuman Resource Cell"This cell should,not only
monitor appropriate human resource availability on a
daily basis but also should have the necessary authority to
ensure deployment and removal of staff of any level from
any facility that are relevant to EmOC services Demand
side financing (DSF) has apparently shownindications to
be effective to attract women to deliver in facilities With
improvementsinthe quality of supplyside of this program,
DSF should be implemented only in socio-economically

Thebigvacuumstillliesin the large numberofhome
deliveries While we keep talking about our plans for the
midwifery program (whichis yettobe conceptualized and
shaped)in longer nun, we have to make every effort toin-
crease coverage by commumnity based skilled birth attend-
ants(CSBA.).Since we are appointing service providersat
community clinics who can not provide regular FP and

erest twice in the last three months, topplesdownifitletits  Pregnancy surveillance, microplanning meeting withpar-  EPI services from a static point, the FWAs and HAs who
mothersdie of simple avoidable reasons. ticipationofcommunityvolunteersregularantenatalcare  hasbeen trained as CSBAs can be freed to conduct more
Theanalogy I Sylhet dehm'[h& DGs uf health and famil}r
It'sﬂle“]:?'i]]ﬂ] 1mMem’.’[..et‘stalkalxmt Geographic Chittagong piann.mgneadtu_lmmvuk-::l.nuspmﬁcm
ﬂleanabg}'ahttlﬂhﬂ)eﬁmtelyplmhukimg High parity/ older m tnlhfm' respective CSBAs to
isimportantasit wasin the previous 100meters, I Demographic I 1% and 2™ birth consider delivery attendance as part of
but we have tomake special effortsin aspecial- ¥ their priority joband also put this as part of
e ottt | [Eemogi o ]| Eoerveis b gl i nd s
tion. Every centimeter counts now (i. even a Bad obstetric history Heamorrhage and eclampsia that have
single death has a huge impact on the ratio,and caused halfof the maternal deaths A ggres-
i.everycomponent of the program has to func- I_IE S Lower strata siveexpansionofthe community based use
tion properly), every bit of energy should be No education of misoprostol tablets and making meas-
brought out (optimal quality and engagement Programmatic | urement of blood pressure and testing of
DSF i s T o
should be ensured) and, be transferred to the Programmatic ]| cSBA i hord 1o reach areas | tineforAlbuminduringantenatal check-
bottom half of the body (i. focus on where : : upshould be made mandatory.
deathsare happeningmoreand,i. onstrategies Focus for differential programming in Final 100 Meters Takeadvantage of thestrongtail wind
thatyieldmostbenefit) andthe paceshouldbemaintained  sessions are some of the strategies that are mstrumental in We are fortunate that we have a strong tail wind. Our
throughout until we reach the finishing line (whateveris increasing coverage of antenatal program and identifica-  governmenthavebeenquiteconsistentininvestingin female

done, measures tosustain that should be built in the plan).
Consolidation efforts should be prioritized in short term,
puttingexpansionagendainthelongertermplan.Thisisan
immediate strategic approach and should be on top of all
oureffortsandnotbe takenasanalternative toon-gomg or
longertermplans.

Where should we emphasize: the differential
programming

there are remarkable geographic differentials in mortality.
Mortality is higher in Sylhet and Chittagong divisions com
pared torest ofthe country These twodivisionsneed custom-
program indicators are also correspondingly low in these
areas, family planning in particular, we need a stronger com:-
munity based distribution strategy in Sylhet and Chittagong,
Donors supporting NGO programs and family planning
should be requestedtofocusonthesetwodivisionsinthe next

tion of risk pregnancies in particular. Positions of Family
Welfare Visitors (FWV) - the only paramedical cadre to
provide maternal child health and clinical contraception
care at union levels are vacant quite substantially. There
should be priority effort to recruit FWVs; for immediate
nursesshould be recruited on animmediate basis.

No matter what we do at the demand end, nothing
will result if facilities are not ready to provide emergency
obstetriccare. The BMMS 2010shows anincrease in facil-
ity delivery contributed mostly by the private sector. We
have to remember that women residing in remote rural
private sector providing health care. Most of our Upazilla
Health Complexes designated to provide emergency ob-
stetriccare (EmOC) are non-functional because of lack of

appropriate manpower.Simply,we have failed tokeep ad-
equate number of
obstetricians  and
anaesthetists  out
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young educated mothers more and more who are reachable
through print media. All sorts of communication have im-
proved at a pace of a blitzkrieg, women employment and ac-
cess to microcredit enhanced empowerment and foreign re-
mittance has been flowing in and trickling down to the rural
Bangladesh. Most development partners have mothers and
Need the leader to take initiative

Ministry of Health and Family Welfare is in a very
advantageous position tobe able tooperate inarelatively
favorable turf in the present scenario. Maternal mortality
isa function of acountry's multisectoral development and
interlinkage. TheleadershipI have beenalludingtoshould
come from the MOH&FW.Weall look forward towardsit
forasuccessful completion of the“Final 100Meters”

(Thewriter is Ishtiaqg Mannan, Chiefof Party, MaMoni)
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