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EDITORIAL

Evidence-based public health: not only whether it works,
but how it can be made to work practicably at scale

James D Shelton®

Because public health must operate at scale in widely diverse, complex situations, randomized controlled
trials (RCTs) have limited utility for public health. Other methodologies are needed. A key conceptual
backbone is a detailed ““theory of change’” to apply appropriate evidence for each operational
component. Synthesizing patterns of findings across multiple methodologies provides key insights.
Programs operating successfully across a variety of settings can provide some of the best evidence.
Challenges include judging the quality of such evidence and assisting programs to apply it. WHO and
others should shift emphasis from RCTs to more relevant evidence when assessing public health issues.

WHAT MAKES PUBLIC HEALTH DIFFERENT
FROM INDIVIDUAL MEDICAL CARE? SCALE,
SITUATION VARIABILITY, AND INTERVENTION
COMPLEXITY

E vidence-based medicine (EBM) has greatly
advanced the scientific validity, and presumably
the effectiveness, of medical practice.’ The hallmark of
EBM is the randomized controlled trial (RCT) with its
potentially strong ““internal validity” to answer precise
questions  under narrow  conditions—generally
whether and how well an intervention such as a drug
works for individuals. Indeed, the Cochrane Review
process—the mainstay of EBM—places RCTs on a
pedestal above all other forms of evidence. There is a
strong temptation to apply EBM methods and stand-
ards reflexively to public health. The World Health
Organization (WHO), for example, relies heavily on the
GRADE (grading of recommendations, assessment,
development, and evaluation) system, which gives
paramount importance to RCTs, to develop recommen-
dations for public health issues.?

But public health must operate at large scale,
addressing the needs of large populations across
clinical, behavior, and structural platforms, and neces-
sarily entails crucial operational issues, variability, and
complexity as well as consideration of resource
requirements and sustainability. Thus, because situa-
tions can vary so widely, “external validity” or
generalizability of evidence to other situations is
absolutely crucial for public health applications.

@ Global Health: Science and Practice, Editor-in-Chief.
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Yet external validity is a severe weakness of the
RCT methodology for public health decision-making.
We need to know not just whether something works
under narrowly prescribed circumstances but also how,
when, and why it can work for broad application.
Actually, the distinction between these 2 arenas is
already recognized to some extent in standard termi-
nology. We use the term “efficacy” to mean how well
an intervention works under the best circumstances,
typically based on RCT evidence, and ““effectiveness” to
mean actual results, especially at scale, which are
usually attenuated under real-world conditions.

But real-world complexity extends even farther.
Many of the world’s leading health agencies are
committed to ending preventable infant and maternal
death.? This ambitious objective will require a consider-
able range of interventions, such as immunization,
antibiotics for pneumonia, and promotion of exclusive
breastfeeding. However, since no single intervention
will be sufficient, the fundamental challenge is max-
imizing the collective effectiveness of the optimal set of
interventions. That gives rise to a higher level of
complex questions: What is the best set of interventions
for particular settings? How should the interventions be
organized and delivered within existing systems? What
will it take to execute them on an ongoing, sustainable
basis? With what effort and cost? What strategies are
needed to best reach those most in need?

The deeper real-world understanding we need in
public health actually serves 2 related purposes. The first
is to assess whether and under what circumstances to
recommend a particular public health approach. The
second is to help guide program managers to apply
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Public health
decision-making
requires
knowledge of not
just whether
something works
under particular
circumstances but
also how, when,
and why for
broad application.

Challenges to
conducting RCTs
are many, only
beginning with
high cost and time
requirements.

Trying to apply the
laser-like RCT
approach is akin
to trying to light
up a football field
with a slowly
moving laser
pointer—very
precise, rigorous,
and artificially
intense but not
very illuminating.

these approaches in their particular settings. To
address such questions, evidence-based public
health (EBPH) must go well beyond RCTs to
include other valid methodologies to arrive at
optimal public health programming. More chal-
lenging, but more interesting.

LIMITATIONS OF RCTS FOR PUBLIC HEALTH

RCT methodology entails a host of challenges,
including burdensome cost and time require-
ments. Sometimes randomization is not possible
for ethical or logistical reasons. But crucially, RCTs
are necessarily “reductionist,” which limits their
utility for complex public health issues. With
laser-like precision, they typically zero in on very
specific issues in constrained time and place.
Because human biology is pretty consistent across
time and place, that often works quite well for
medical questions about individuals. But major
variability can occur even for biologic questions.
For example, trivalent polio virus vaccine is quite
efficacious in the developed world. However, in
Northern India vaccine efficacy was only 9% per
dose.* Possible explanations offered include co-
infection, malnutrition, genetic differences, size of
viral inoculum, and enteropathy. Moreover, since
RCTs are “controlled,” they are typically carried
out under optimal and rather artificial condi-
tions, which are frequently difficult to transfer to
practical real-world conditions.

Complex Interventions in Complex
Environments

Consider the challenges of designing and imple-
menting public health programs at scale.
Contexts vary widely, especially related to cul-
ture, social structure, health systems, resources,
economics, politics, and the physical environ-
ment. Furthermore, services can be delivered
through a range of modalities, each with a
multitude of permutations of how the services
can be organized. Trying to apply the laser-like
RCT approach is akin to trying to light up a
football stadium with a slowly moving laser
pointer—very precise, rigorous, and artificially
intense but not very illuminating.

Examples of Problematic Application of
RCTs to Public Health

The deference for RCTs in EBM has spilled over
to public health, for example, via “cluster”
randomized trials that randomize population
groups rather than individuals. But typically so
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many variables affect the result, and the trials are
often conducted under rather artificial optimal
conditions, that generalizing to the variable
range of real-world situations can be tenuous at
best. Moreover, research culture tends to focus
on the ‘“whether” questions, driving study
designs, data collection, and what scientific
journals like to report. Alas, the crucial questions
of “how” and “under what circumstances”
typically get short shrift. Some examples:

® Variability and failure to assess the causal
pathway fully. It is believed concurrent
infection with certain sexually transmitted
infections (STIs) may facilitate HIV transmis-
sion. A large and expensive cluster randomized
trial in Mwanza, Tanzania, found that when
STIs were treated, HIV transmission decreased.
However, several other population-level RCTs
failed to show such a reduction.” Unfortu-
nately, while measuring HIV incidence, the
Mwanza study failed to adequately document
whether the crucial intervening variable—
prevalent  STIs—was actually  reduced.
Subsequent commentators have speculated
that the different study outcomes might have
resulted from differences in the existing burden
of STIs and from the intense, active phase of
the HIV epidemic in Mwanza at the time.’
Regrettably, the role for STI treatment in HIV
prevention remains rather unresolved.

® Overgeneralization and lack of process
detail. A cluster randomized trial involving
peer mentors with HIV infection to promote
wellness behavior among pregnant South
African women living with HIV (WLH) drew
this unqualified conclusion: “WLH benefit by
support from HIV-positive peer mentors ...”
Actually, the study was small and localized to
one area of South Africa; it found significant
and mostly modest change in only 4 of
19 behaviors (mostly related to improvements
in exclusive breastfeeding); and it provided little
intervention detail and no qualitative evidence
about the thinking and motivations of the WLH.®
Moreover, participation in the study was partial
and follow-up rates rather incomplete.

In fairness, some cluster trials do include
complementary methodologies beyond simply
whether the intervention worked or not.
Notably, the very large Project Accept study,
which is assessing whether widespread HIV
testing plus community engagement reduces

254



Evidence-based public health: working ot scale

www.ghspjournal.org

risky behavior, includes a major ideational
component assessing attitudes and motivation.”

THE CRUCIAL DETAILS: CONSTRUCTING
A CAUSAL PATHWAY OR THEORY
OF CHANGE

Properly implementing a public health initiative
involves engaging a plethora of issues that can
include constellation of interventions, staffing,
deployment, job functions, competence, motiva-
tion, compensation, program policies, organization
of work, standards and guidelines, job aids, quality
assurance, supply chain, physical infrastructure,
budget, cost recovery, demand creation, healthy
behavior promotion, public support, supervision,
change management, epidemiologic surveillance,
and service data collection and use, to name a
few—all customized to the dynamic local context.

Real-world managers typically address these
challenges through intuition, trial and error, and
experience. That is actually not a bad starting
point. After all, it is how our species survived
through millennia in a complex environment.
However, this intuitive process can be improved
by systematically laying out a posited causal
pathway, sometimes called a ““theory of change,”
of the steps and components that need to happen
to get the desired results. The task then becomes
identifying the best evidence, both internal and
external, on what helps each component, as well
as the whole, to function better.

WHAT SHOULD WE USE FOR
EBPH EVIDENCE?

EBPH approaches have much in common with
management science. Both use experiment-like
tests of effectiveness but must rely heavily on
evidence that is observational, experiential, or
essentially systematic trial and error. Validity
often derives from whether things “work” in a
particular environment. Broader applicability
emerges when consistent patterns of findings or
collective “lessons learned” materialize. Some
examples:

®* Successful implementation/positive de-
viance. One major way of addressing the
crucial issues of scale and complexity is exam-
ining what actually works (or not) at scale, and
then parsing the details. Such a “case study” or
positive deviance approach is a backbone of
business schools. This approach can also be
comparative. For example, the management
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classic Built to Last: Successful Habits of Visionary
Companies compares the attributes of highly
successful companies matched with less suc-
cessful ones.® When a repeated pattern of
success is seen across many different situations,
it provides confidence in the general approach.
Accordingly, a family planning nongovernmen-
tal organization, Marie Stopes, successfully
provided more than 700,000 contraceptive
implants in 2012 across a wide variety of
countries in sub-Saharan Africa. They describe
their 3 service delivery modalities, along with
operational details including provider training,
client outreach, robust supply chains, and
quality assurance measures. A generalizable
concept or best practice that emerges is the
“dedicated” provider for such labor-intensive
contraceptive methods.’

Systematic trials and program tests. This
category includes a wide variety of methodol-
ogies, ranging from randomized trials and
quasi-experimental designs to demonstration
projects. Such investigations (including RCTs)
should provide extensive detail on what did and
did not work, as well as how. In the 1970s,
studies in many settings found that community-
based provision of family planning was accept-
able to a substantial proportion of couples,
making expanding contraceptive access a major
pillar of family planning programming.'’
Likewise, a recent analysis of 12 successful
community-based child survival projects found
intensive outreach to caregivers and community
leaders was a crucial common element."!

Performance improvement. In this
approach, with its roots in management science,
managers, typically along with staff, assess
critical strengths and weaknesses in programs
using a variety of analytical tools. They for-
mulate solutions, test them, and measure
whether and how performance improves.
Generalized knowledge can arise when patterns
of solutions emerge, common across multiple
program experiences. Thus for male circumci-
sion, a variety of incremental improvements in
mobile service delivery have been identified,
including client preparation outside the facility,
use of a forceps-guided surgical procedure,
reorganized bed use, task shifting, and task
sharing, that have resulted in substantial
increases in efficiency with good quality.'

Simple measurement across the causal
pathway. A wide variety of data can be

Patterns of
findings or
collective ““lessons
learned’’ that are
consistent across
multiple settings
are especially
valuable for EBPH.
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A starting point
for assessing the
quality of EBPH
evidence is how
well the studies
contribute to other
evidence.

useful to assess and guide implementation
such as: routine service provision data,
qualitative data on client or provider perspec-
tives, facility assessments, supply chain mon-
itoring data, epidemiologic surveillance,
fixed-interview  surveys such as the
Demographic and Health Surveys (DHS),
costing data, national health account data
to assess health spending, mapping data on
location of facilities and transport networks,
and other key data such as air quality and
food, alcohol, and tobacco consumption. In
addition to wusing such data for direct
program assessment, useful general patterns
can emerge. For example, a worldwide
analysis based on DHS data revealed that a
substantial proportion of people access the
private sector for key child health services in
many developing countries, arguing for more
programmatic effort to engage private-sector
providers."?

Additional epidemiologic methods. These
include cohort and case-control studies to
help assess factors predicting health, disease,
and adverse outcomes, as well as phyloge-
netic studies to assess patterns of disease
transmission.

Modeling. While modeling doesn’t actually
generate new data, this exploration of the
implications of data can provide insights into
whether, when, and how interventions may
work. For example, antiretroviral drugs
(ARVs) reduce HIV transmission, but their
population-level potential to abate the HIV
epidemic is unclear.'* Credible modeling
indicates that investing in treating those
already infected, especially with more
advanced disease, is more cost-effective than
providing ARVs to those uninfected but at
risk of infection.’® But beware. The greater
the situational complexity, the more varia-
bility can arise from the assumptions and
model mechanics. Modeling can definitely be
misleading.

Human functionality, culture, and
biology. This approach, which includes both
experimental and observational methods, is
somewhat reductionist and far-ranging. It can
comprise task analysis issues, such as how
many clients a provider can effectively see
daily, how many tasks a community health
worker can effectively provide, and what
training approaches result in competence;
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how medical culture influences programs;
how social networks influence behavior; and
what neuroimaging changes correlate with
approval or disapproval when individuals see
an anti-smoking ad.

¢ Evaluation. Summative evaluations that
assess program effectiveness can be designed
in advance as well as conducted post hoc.
They can make use of a variety of methods as
described above. Here also, it is important not
only to assess whether something worked or
how well it worked but also to uncover the
details of the many factors that caused it to
work or not. Probably the paradigm of ideal
evaluation is the “Realist Review.”'® This
approach ““aimed at discerning what works
for whom, in what circumstances, in what
respects, and how” is a deep-dive approach to
evaluation,'® beginning with a detailed the-
ory or causal chain on how an intervention is
intended to produce impact and then popu-
lating the series with available empiric
evidence.

QUALITY OF EBPH EVIDENCE

There are well-established criteria for assessing
the quality of RCTs. However, addressing quality
of evidence in the complex and variable terrain of
public health, with its diverse and more complex
questions (when, how, how cost-effective, and
how sustainable) and with its heterogeneous
forms of evidence, is far less cut-and-dried.
Nevertheless, quality criteria for methodologies
such as qualitative approaches do exist. Pawson
lays out key principles for quality of evidence in
his seminal paper, ““Assessing the quality of
evidence in evidence-based policy: why, how and
when?”!'” Ultimately, in addition to specific
criteria for particular methodologies, he judges
quality of studies based on how well they
contribute to or triangulate with other evidence,
in coherent and credible explanatory patterns.
We need to build on such concepts to further
refine and assess the quality of public health
evidence.

SYNTHESIS FOR APPLICATION, THE
ULTIMATE CHALLENGE FOR EBPH

A key value-added of EBPH is identifying and
synthesizing patterns of findings across multiple
experiences, less than perfect though they may
be, in enough detail to meaningfully inform
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similar efforts across a variety of situations.
Simple examples I personally have observed
include:

® Referrals from one place in the health system
to another risk a high loss to follow up.

® Success in programs, including scaling up,
often depends on finding and cultivating
committed and capable ‘“‘champions.”

® Important population-level behavior change,
such as reducing tobacco use, most often
results not from any one single campaign or
intervention but from a sustained combina-
tion of interventions, including structural
interventions such as increasing taxation,
individual persuasion, and changing social
norms.

Another example of synthesis is a systematic
review of strategies to increase health services in
mountainous locations. It found benefit from:
task shifting, strengthened roles of community
health workers, mobile teams, and inclusive
structured planning forums.'® A major agenda
for EBPH is identifying such common patterns
and helping program managers adapt and apply
that knowledge.

CONCLUSION

To achieve ambitious global health goals, such as
ending preventable child and maternal mortality,
we need evidence on the “how and when” of
implementation at scale, in the face of vast real-
world complexity and situational variability.
Evidence arising within a specific program can
help with better implementation in that setting.
But beyond locally relevant learning, a major
objective is identifying systematic patterns for
wider application. Triangulating and otherwise
bringing together evidence arising from different
methodologies with sufficient detail to illumi-
nate causal relationships is essential to applying
such knowledge to real-world public health
problems across diverse situations. When assess-
ing public health evidence, WHO and others
should move beyond predominant reliance on
RCT evidence.

Some may question the rigor of these
approaches. But we are not advancing mere
anecdote. Rather, our mandate is an even greater
and more difficult standard of rigor: of investiga-
tion, observation, accumulation, systemization,
and appropriate application. Narrow internal
rigor elegance is not an end in itself. The
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overriding

virtue of EBPH is real-world

relevance.
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Oxytocin: taking the heat

Stephen Hodgins®

EDITORIAL

Oxytocin-in-Uniject satisfied the standards of its temperature-time indicator (TTl) in severe home storage
conditions, although that required resupply every 30 days—a logistically onerous programmatic
standard. Possible advances include: (1) incorporating TTls with packaged batches of less expensive and
more widely used conventional vials of oxytocin; (2) using TTls calibrated more closely to the actual
temperature sensitivity of oxytocin; and (3) researching whether a lower dose of oxytocin would be
equally efficacious in preventing postpartum hemorrhage.

lobally, the leading cause of maternal deaths is

postpartum hemorrhage (PPH). The single most
important preventive intervention for PPH is active
management of the third stage of labor, the most
important element of which is administration of
oxytocin (misoprostol, an orally administered drug, is
almost as efficacious). It is encouraging that oxytocin
now appears to be widely used for this purpose.'
Nevertheless, as Smith,? in this issue of Global Health:
Science and Practice (GHSP), points out, ““challenges
remain with ... distribution, proper storage, and ...
maintaining a regular supply of the medicine.” There
are reasons, in particular, to be concerned about
temperature stability and storage conditions.

As with any pharmacologic intervention, an effec-
tive dose of the active ingredient needs to be delivered
to the patient. The currently available formulations of
oxytocin degrade more rapidly when exposed to high
temperatures.” In principle, in settings with high
ambient temperatures, if a ““cool-chain” (i.e., protec-
tion from high temperatures) cannot be maintained,
we run the risk of administering an inadequate dose.
Mullany and colleagues,* in this issue of GHSP, make a
useful contribution by raising this important issue in
their drug storage simulation study in rural Ghana.
Their approach is creative, the analysis sound, and the
argument engaging.

In the study, the product used was Oxytocin-in-
Uniject (OIU), delivering 10 International Units (IU).
It should be noted that OIU is not in large-scale
commercial production and costs at least 3 times as
much as the conventional product. The standard form
for PPH prevention is glass vials of 5 or 10 IU, at unit

9 Global Health: Science and Practice, Associate Editor for Maternal and Child
Health.
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costs as low as US$0.10. In some markets, these vials
are generally sold in blister packs.

The temperature-time indicator (TTI) (manufactured
by the TempTime Corporation) currently incorporated as
an element of the OIU device was used to determine the
reject threshold. As the authors explain, the specific TTI
used for the OIU is calibrated quite conservatively,
resulting in the rejection of a considerable portion
of oxytocin doses while they still fell within the
industry-standard 90%-110% dosage specification band.
Furthermore, as the authors also acknowledge, the
Cochrane review® of oxytocin efficacy for preventing
PPH includes studies with doses ranging from 10 IU
down to 3 IU, without any indication of the lower dose
being any less effective in reducing blood loss (although
no head-to-head comparison studies have yet been
done).

Based on their findings, Mullany and colleagues
conclude that even without special provisions for
refrigeration at point-of-use, a stock resupply protocol
that—on a monthly basis—recovers and disposes of any
unused oxytocin would result in very few doses falling
below the TTI reject threshold. But the trade-off here is
achievement of high sensitivity for inefficacious
product at the cost of low specificity; many doses that
could still be clinically effective are likely to be rejected.
More important is that full monthly replacement with
new stock—with high reliability—may be quite chal-
lenging in many high-need settings, where logistics
systems are often not very strong.

Much more widespread use of a temperature-time
monitor for oxytocin, like the TTI currently used for
OIU, would certainly be helpful in providing managers
and clinicians a clear indication of which doses to
reject and where there may be breaches in the ““cool-
chain.”
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What might be some helpful next steps? We
offer the following suggestions:

® In principle, TTIs could be incorporated in the
packaging for conventional glass vials of
oxytocin (for example, affixing them to
blister-pack flats). At a cost of about 7 cents
each, affixing one TTI to a blister-pack flat
containing 8 or 10, 10 IU-vials would add less
than 10% to the unit cost.

® To avoid unnecessary wastage, TTIs cali-
brated to more closely approximate the
temperature sensitivity of oxytocin should
be used.

® Rejecting a dose of oxytocin because it
has slipped below the equivalent of 9 TU
may be unnecessarily conservative; further
dose-finding research could be warranted
to determine whether a lower dose (say,
5 IU) would be equally efficacious for PPH
prevention.

Oxytocin is an important weapon in our
armamentarium for the reduction of PPH mor-
tality. But to be effective, it needs to be protected
against exposure to high temperatures. Consi-
derable efforts have been made over the past
decade to ensure that even women living in more

remote areas benefit from giving birth with
skilled health care providers. We need to ensure
that these health care workers have all that is
required to provide life-saving care, including
efficacious medicines.
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Combating trafficking in persons: a call to action for

global health professionals

Luis CdeBaca,” Jane Nady Sigmon®

Health care professionals can help identify victims of human trafficking, who commonly come into contact
with providers during captivity. Providers can also help restore the physical and mental health of
trafficking survivors. Training should focus on recognizing trafficking signs, interviewing techniques, and
recommended responses when a victim is identified.

Trafficking in persons—also known as modern
slavery—is a crime that undermines the most
basic rights of an individual. Despite more than a
decade of international and domestic laws against it,
human trafficking affects every country in the world,
including the United States. As global awareness of
human trafficking has grown, efforts to combat it have
also increased. An Internet search using the term
“human trafficking” yielded more than 32 million
results in seconds. Awareness of the impact of this
crime on victims and of its various manifestations has
also evolved. Victims have been found in, and freed
from, slave-like conditions in nearly every industry:
agriculture, manufacturing, construction, hospitality,
health care, janitorial services, mining, fishing, domes-
tic service, as well as commercial sex. The scale of the
problem has prompted professionals and advocates to
embrace the notion that all sectors must be equipped
with the knowledge and relevant skills to contribute to
ending modern slavery.

Social science experts estimate there are
20.9 million" to 29.8 million® people around the world
living in servitude. A report from the International
Labour Organization (ILO) provided additional infor-
mation about the victims of human trafficking':

e Of the total number of 20.9 million victims,
18.7 million (90%) are exploited in the private
economy by individuals or enterprises; the remain-
ing 2.2 million are in state-imposed forms of forced
labor. Of those exploited in the private economy,
4.5 million (22% of the total number) are victims of
forced sexual exploitation, and 14.2 million

°U.S. Department of State, Washington, DC, USA.
Correspondence to Jane Nady Sigmon (sigmonjn@state.gov).
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(68% of the total number) are victims of forced
labor exploitation.

® Women and girls comprise the majority of
victims—11.4 million (55%)—representing nearly
all the victims of forced sexual exploitation and
approximately 40% of the victims of forced labor
exploitation.

® Children represent approximately one-quarter
(26%) of the victims of human trafficking.

® Victims spend, on average, approximately 18 months
in forced labor.

Each victim, regardless of gender, age, sexual
orientation, ethnicity, or country of origin, has his or
her own personal story. For example:

Vannak Anan Prum was lured from Cambodia to
Thailand by the promise of a lucrative job, but instead
he was deceived by a labor broker. He was forced to work
on a Thai fishing vessel from 2005 to 2009 in slave-like
conditions, never receiving a salary. Mistreated, starved,
and tortured ... Mr. Prum escaped with another fisher-
man by jumping off the boat and swimming four
kilometers to shore when the boat anchored off Malaysian
Borneo. According to his account, upon attempting
unsuccessfully to obtain help returning to Cambodia, he
was sold by corrupt officials to a palm oil plantation. After
several months of forced labor on the plantation, an
altercation with another worker landed him in detention.
While [there], he was able to establish contact with
Malaysian and Cambodian human rights NGOs, which
collaborated to have Mr. Prum repatriated to Cambodia,
though not until he had spent several additional months
in detention.”

Since regaining his freedom, Vannak Prum—Ilike
many survivors of abuse—has become an advocate,
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An estimated

21 million to

30 million people
worldwide are
living in servitude.

The majority of
victims of human
trafficking are
women and girls.

Most countries
prohibit human
trafficking, but it
remains a hidden
crime.

committed to preventing others from suffering a
similar fate. He has worked to raise awareness of
labor trafficking in the Thai fishing industry
through a series of intricate drawings of his
experience, and he was honored by U.S.
Secretary of State Hillary Clinton as a ““2012
Trafficking in Persons Report Hero” for his
tireless efforts to end modern slavery. Mr. Prum'’s
efforts are an example of survivor activism that,
along with the advocacy of governments,
nongovernmental organizations (NGOs), and
multilateral organizations, has contributed to
the formation of a global movement.

This article is a call to action for clinicians
and public health professionals to engage in the
response to human trafficking globally. It pro-
vides an overview of the prevalence of the crime,
terminology, its common manifestations and
health consequences, advancements in address-
ing it, and suggestions for how global health
professionals can contribute to ending modern
slavery.

WHAT IS HUMAN TRAFFICKING?

“Trafficking in persons” and ““human traffick-
ing” are used as umbrella terms for all acts
involved in recruiting, harboring, transporting,
providing, or obtaining a person for compelled
service or commercial sex acts through the use of
force, fraud, or coercion.* Since 2000, the United
States Trafficking Victims Protection Act of 2000
(TVPA)> and the United Nations Protocol to
Prevent, Suppress and Punish Trafficking in Persons,
Especially Women and Children (Palermo Protocol )®
have described this compelled service using
several overlapping concepts, including involun-
tary servitude, slavery, practices similar to
slavery, debt bondage, and forced labor. Under
both the TVPA and the Palermo Protocol, if
commercial sex involves a minor, then force,
fraud, or coercion does not need to be present.
The TVPA and the Palermo Protocol also embrace
a victim-centered approach to the crime of human
trafficking and adopt the “3P Paradigm’ as the
international framework for responding to human
trafficking:

® Prosecution of traffickers
® Protection and assistance for victims

® Prevention of trafficking from occurring

In recent years, a fourth “P”"—Partnerships—
has been recognized by many as the critical

Global Health: Science and Practice 2014 | Volume 2 | Number 3

ingredient to establishing
responses to human trafficking.
In the past decade, there has been greater
understanding of the trafficking phenomenon
and manifestations of the crime. For example,
exploitation and compelled service and the
coercive and deceptive practices used by traffick-
ers are at the heart of the many forms of modern
slavery. Individuals may be victims of trafficking
regardless of whether they once consented to
work for the trafficker, participated in a crime as
a direct result of being trafficked, were trans-
ported into the exploitative situation, or were
simply born into a state of servitude. And
although the term ““trafficking” suggests move-
ment, the crime does not require movement.
Many people are enslaved in their own commu-
nities or in cities within their country of origin.

comprehensive

GOVERNMENT RESPONSES TO HUMAN
TRAFFICKING

The United States emerged as a world leader on
this issue in 2000, when comprehensive anti-
trafficking legislation, the TVPA, was passed,
which authorized establishment of the Office to
Monitor and Combat Trafficking in Persons in
the U.S. Department of State (TIP Office). The
TIP Office compiles an annual report to Congress
assessing governments’ efforts to implement
anti-trafficking laws and policies. The 2014
Trafficking in Persons Report (TIP Report) contains
rankings and individual country narratives for
188 countries, including the United States.”
Since 2000, a remarkable international con-
sensus has developed regarding the need to
address human trafficking. Most governments
have taken concrete steps to create the legal
framework to address this crime: 159 countries
have become parties to the Palermo Protocol,®
and 133 countries prohibit all forms of traffick-
ing.® Even with this progress, human trafficking
remains a hidden crime, and the identification of
victims of human trafficking continues to be a
fundamental challenge. As a consequence, mil-
lions of victims suffer in grossly exploitative
situations every day, and only a small number of
the victims held in compelled service have been
given the assistance and services they need.
Figures gathered for the 2014 TIP Report’ show
an enormous gap between the estimated number
of victims globally (as many as 29.8 million) and
the estimated number of victims actually identi-
fied globally (only approximately 44,800). In
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addition, most traffickers are not apprehended
and punished. Fewer than 9,500 prosecutions
were reported globally, resulting in approxi-
mately 5,800 convictions.

Several factors have contributed to under-
identification of victims—including those who
are still in the trafficking situation and those
who have been freed. Traffickers maintain
control over victims through isolation, debt
bondage, deception, violence, and coercion,
including threats against them or their families,
false promises of future pay for work already
done, and threats of arrest or deportation.
Unaware of their rights and of the existence of
protections for trafficking victims, many victims
do not come forward to identify themselves and
are treated by authorities as criminals, illegal
migrants, people in prostitution, or juvenile
delinquents.”'°

After 2000, initial programmatic and enforce-
ment efforts to combat human trafficking
focused primarily on sex trafficking of women
and girls across national borders. Programs to
assist female survivors increased in number, and
they developed comprehensive services, includ-
ing shelter, health care, counseling, legal advo-
cacy, and assistance with repatriation and
community reintegration. Less attention was
given to trafficking of men and boys. Research
shows that male trafficking victims are often
not recognized due to commonly held beliefs or
assumptions that trafficking is about women
who are held in sexual servitude, whereas
exploited men are seen as irregular migrants
who should be deported without investigating
their circumstances.!' Interviews with male
victims have provided examples of how numer-
ous professionals (doctors, border guards, police,
and prison officials) have failed to identify male
victims, even when the men described what had
happened to them.'*!?

HEALTH CONSEQUENCES OF HUMAN
TRAFFICKING

The physical and mental health consequences of
human trafficking have become clearer through
systematic research and through the work of
NGOs who address the care and assistance needs
of trafficking survivors. One study found that
more than half of female survivors of sex
trafficking seeking services (59%) reported sex-
ual or physical violence prior to the trafficking
experience; nearly all (95%) reported physical or

Global Health: Science and Practice 2014 | Volume 2 | Number 3

sexual violence during the trafficking situation.'*
Most of the survivors (57%) reported physical
injuries, and the vast majority (76%) reported
they were never able to do as they wished or go
where they wanted. In the first 2 weeks of their
post-trafficking care, the majority of respondents
reported physical symptoms including: head-
aches (82%), fatigue (81%), dizzy spells (70%),
back pain (69%), memory difficulty (62%), pelvic
pain (59%), and gynecological infections (58%).
Most (63%) reported more than 10 concurrent
physical health problems. Additional research on
female survivors of sex trafficking showed
comorbidity for 3 mental health outcomes—
anxiety, depression, and post-traumatic stress
disorder (PTSD)—and the severity of symptoms
was associated with the length of time spent in
the trafficking situation.'® Risk of HIV infection
is also an issue. Both young age when first
becoming a victim of sex trafficking and length
of time in the brothel were found to heighten the
risk of becoming infected with HIV."® A systema-
tic review found HIV prevalence among traf-
ficked women ranging from 22.7% to 45.8% and
documented the high prevalence of physical
symptoms when trafficked women come into
care."” The presence of multiple traumas experi-
enced by many sex trafficking victims has
implications for interventions, treatment, and
planning for the safe return and reintegration of
Survivors.

Systematic research on the health impact of
trafficking on male victims is not yet available,
but recent research indicates that many male
victims of forced labor experience violence and
need access to physical and mental health
services. In a recent case series report of 35 adult
victims of forced labor in the United Kingdom
who received services post-trafficking (27 of
whom were men), 40% experienced physical
violence (for example, being kicked, hit, hurt
with a gun or knife, or intentionally burned)
while in the trafficking situation, and 81%
reported one or more symptoms of poor physical
health.'® In other research, interviews with male
survivors of forced labor show that many
experience harsh and traumatizing treatment
from their exploiters: physical abuse and
assaults, threats of violence, loss of control over
basic life functions, and loss of freedom of
movement.'*'? Survivors reported being forced
to live in cramped, locked settings, with poor diet
and sanitation, and some are exposed to the
elements. Anecdotal reports from NGOs and law
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enforcement in the United States also show that
forced labor cases may include exploitation of
drug or alcohol dependency, mental illness or
disability, and sexual assault or threats of sexual
assault as methods of control. Commercial sexual
exploitation of boys and men has received less
attention, but cases have been reported in Kenya,
Southeast Asia, Spain, and the United States,
and it is widely suspected that such cases are
significantly underreported.’

HEALTH RESPONSES AND RESOURCES

Human trafficking is increasingly recognized as a
global public health problem, and guidance for
health care providers has emerged in the
literature?'*? as well as calls for the development
and implementation of new education and
training programs for health care professionals.?®
In addition, there is evidence that victims of
human trafficking commonly come into contact
with a health care provider during their captivity
and exploitation, but too often these encounters
represent missed opportunities for victim identi-
fication and assistance.

Through interviews with survivors, 2 studies
in the United States have explored the experi-
ences of sex trafficking and/or forced labor
victims who received medical or dental care
during the time they were being exploited. Of the
21 survivors interviewed in one study, 28% had
come into contact with health care providers.**
In the other study, half of the 12 survivors had
received health care.?” Victims of involuntary
domestic servitude were taken for treatment for
respiratory or systemic illnesses or bodily injury
that prevented them from performing household
duties. Sex trafficking victims saw health care
professionals for sexually transmitted infections
and abortions. Victims were seen in a variety of
settings, from small clinics and private offices to
large public medical facilities. These studies
show, and experienced practitioners observe,”®
that victims are not likely to be taken for health
care until the condition becomes serious. They
also note several obstacles to a victim’s disclosure
of the trafficking situation, including fear for
themselves or their families, shame, a language
barrier, concern that they would be ridiculed or
not believed, and the limited interaction between
the victim and health care staff. This limited
interaction can often be attributed to the
behavior of traffickers who accompany and
speak on behalf of the victim or seek to monitor
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or control the victim’s communication during the
health care visit.

To ensure that health care services are not a
missed opportunity for victim identification,
training must go beyond raising awareness of
the plight of victims and recognizing the signs of
human trafficking. It should also cover guidance
on interacting with potential victims, interview-
ing techniques, recommended responses, and
resources.”” A literature review?® of recom-
mended strategies for U.S. human service agen-
cies (such as health care, child welfare, social
service, juvenile justice, domestic violence, and
victim advocacy) that engaged in identifying
victims of sex trafficking found consistency in
the literature regarding human trafficking indi-
cators, for example:

® Signs the person is being controlled by
someone who is accompanying him or her

® Signs the person does not have freedom to
exit a job or move

® Signs of physical abuse

® Signs indicating a person is fearful or
depressed

There was less agreement in the literature,
however, about what a human service provider
should do in response to a suspected case,
including how providers should interact with
potential victims, how they should screen for sex
trafficking safely and sensitively in the context of
a single encounter, and what their immediate
response should be once a sex trafficking victim
is identified. Acknowledging that these are topics
for further practice development and research,
studies agree that human service providers
should have more training on victim identifica-
tion and resources for trafficking victims before
undertaking screening strategies.

A publication designed for an international
audience of health care providers, Caring for
Trafficked Persons: Guidance for Health Providers,*
provides more detailed guidance to help all types
and levels of health care providers meet the
challenges of diagnosing and treating trafficked
persons. It discusses the health problems asso-
ciated with sex trafficking and labor trafficking,
the risks and safety issues when encountering a
suspected trafficking situation, and safe and
appropriate approaches to providing health care
for trafficked persons. This guide was a colla-
borative effort between the International
Organization on Migration (IOM) and the
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Gender Violence and Health Centre of the
London School for Hygiene and Tropical
Medicine and was supported by the United
Nations Global Initiative to Fight Trafficking in
Persons (UN.GIFT). It has been translated into
Arabic, Chinese, and Spanish. Building on this
effort, the U.S. State Department’s TIP Office
supported the development of the companion
training facilitator’s guide, Caring for Trafficked
Persons: Guidance for Health Providers, Facilitator’s
Guide,? to promote wider training of health care
professionals globally.

Increasingly local and national governments
are encouraging the involvement of health care
providers in victim identification and are provid-
ing them with information and guidance on the
signs of human trafficking, recommended
screening procedures, and how to obtain/access
resources. For instance, the Belgian government
has a cooperation project with hospitals to
improve detection of trafficking victims who
may be seeking medical treatment; preliminary
findings of the project indicate that victims are
more willing to talk to medical staff than to
police.?’ Examples of government dissemination
of information and resources include:

® U.S. Department of Health and Human
Services, Rescue and Restore campaign with
online toolkits for health professionals
(http://www.acf.hhs.gov/programs/orr/resource/
rescue-restore-campaign-tool-kits)

® UK National Health Service publication,
Identifying and Supporting Victims of Human
Trafficking: Guidance for Health Staff (wWww.gov.
uk/government/publications/identifying-and-
supporting-victims-of-human-trafficking-gui-
dance-for-health-staff)

CAST (Coalition to Abolish Slavery &
Trafficking), a Los Angeles-based NGO that was
presented the Presidential Award for Extraor-
dinary Efforts to Combat Trafficking in Persons
by U.S. Secretary of State John Kerry in 2014, is
also working to expand the knowledge base of
health professionals working on human traffick-
ing and to link them with others doing similar
work. CAST supports the exchange of trafficking
and health-related information across an inter-
disciplinary network of health professionals
(physicians, nurses, dentists, psychologists,
counselors, public health workers, health educa-
tors, researchers, social workers, administrators,
and other health professionals) through its
website: www.castla.org/trafficking-and-health.
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The purpose is to share best practices, expand
evidence-based practices, and promote improved
systems of care for victims of human trafficking.
Interested professionals can also join an
affiliated Human Trafficking and Health Care
listserv (at http:/www.humantraffickingand-
healthcare.com) that uses Google Groups to
facilitate communication within this online
community.

THE ROLE OF GLOBAL HEALTH
PROFESSIONALS

Restoring the physical and mental health of
trafficking survivors is a critical part of protection
and assistance services, and the role of global
health professionals in meeting this challenge is
evolving rapidly. Researchers and clinicians have
called for more specialized education and train-
ing for health care professionals, the develop-
ment of new protocols for the identification of
trafficking victims in health care settings, cultur-
ally sensitive and safe procedures for responding
when a victim is identified, and the provision of
comprehensive care post-trafficking.

While modern slavery is unique in its mani-
festations and impact on victims, global health
professionals are encouraged to build on lessons
learned from decades of experience shaping the
public health response to other forms of abuse,
such as domestic violence, in order to improve and
expand upon current practices. In addition, global
health professionals are uniquely positioned to
conduct research on the epidemiology of human
trafficking, as well as to evaluate the effectiveness
of wvarious treatment approaches and direct
services provided to victims of trafficking.
Depending upon their specialty and position,
global health professionals can provide leadership
and can contribute in numerous ways to improve
the response to human trafficking, only a few of
which are listed below:

® Become informed about the contexts in
which human trafficking is found today and
be able to identify a person who may be a
victim of human trafficking.

® Develop and teach human trafficking courses
in education and training programs for
health professionals who serve in a wide
range of health care settings and who may
come into contact with victims of human
trafficking or be called on to support services
for victims. Such training is needed for the
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full range of health professionals, including
physicians, nurses, physician assistants, den-
tists, psychologists, social workers, drug
abuse counselors, health administrators,
and others.

® Build on the existing body of human trafficking-
related research and evaluation by conducting
studies that examine key health issues resulting
from human trafficking and that explore effec-
tive means of health care delivery.

® Become informed about local laws and
government policies and procedures related
to human trafficking, and identify ways to
improve health-related responses and the
delivery of comprehensive, coordinated ser-
vices for survivors.

¢ Establish linkages with interagency partners
that have responsibility for policies and
procedures related to human trafficking,
and participate in interagency task forces

and other efforts aimed at developing
coordinated, interdisciplinary anti-trafficking
protocols.

® Work to develop trauma-informed policies
and procedures in health care delivery settings
that ensure recognition of the signs of human
trafficking, the establishment of protocols to
follow for suspected cases of human traffick-
ing, linkages with appropriate resources, and
staff training to ensure implementation.

® Work with NGOs and faith-based commu-
nities that are providing services to survivors
of human trafficking to help expand and
improve services to address the physical and
mental health needs of survivors.

® Join or create an online network of health
professionals to share information on chal-
lenges and advances in health care responses
to human trafficking.

CONCLUSION

Vannak Prum’s journey to freedom described
earlier is an inspiration, and his unique con-
tributions to ending modern slavery reflect the
resilience displayed by many survivors of hor-
rendous abuses suffered at the hands of traffick-
ers. His experience also highlights the challenges
we face going forward. From the time he escaped
the fishing boat on which he was enslaved, Mr.
Prum encountered police, nurses, doctors, and
jailers who did not recognize his circumstances
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to be those of human trafficking. Most of the
people with whom he came in contact did not see
him as a trafficking victim in need of help, but
rather as an illegal alien, a migrant worker, or an
arrestee. The tragedy of Mr. Prum’s situation
going unrecognized, untreated, and unserved is
repeated countless times every day around the
world. With in-depth training, improved proto-
cols, and enhanced interagency coordination,
health professionals can change previously
missed opportunities into concrete steps toward
our common goal—a world without slavery.
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Maximizing the benefits of improved cookstoves: moving
from acquisition to correct and consistent use
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and consistent use.

The adoption of clean cooking technologies goes beyond mere product acquisition and requires attention
to issues of cooking traditions, user engagement, gender dynamics, culture, and religion to effect correct

INTRODUCTION

he goal of this article is to put forth the most

critical considerations regarding cookstove adop-
tion that were identified at a meeting of the Working
Group to Address Increasing Adoption of Improved
Cookstoves. The meeting was hosted by the environ-
mental health project WASHplus (funded by the
United States Agency for International Development
[USAID]) and the research project Translating
Research into Action (TRAction) in Washington, DC,
in October 2013. In this article, we use the term
improved cookstoves (ICS) to mean those that
demonstrate more efficient fuel use and more reduc-
tions in the emissions of carbon monoxide and
particulate matter than traditional biomass stoves. At
a time when new ICS programs are being created and
implemented, it is important to disseminate the latest
knowledge about effective ICS adoption and use.

There are numerous examples in the developing
world of products whose potential benefits far outweigh
their costs but are not readily adopted. As there is no
commonly accepted definition for adoption of a technol-
ogy, we loosely define it as the acquisition and
substantive use of a technology by the user. Some
products known to suffer from this adoption puzzle
include insecticide-treated bed nets, safe-water products,
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toilets, and ICS. Of these, ICS adoption faces some of
the greatest challenges as less than 30% of biomass
stove users globally cook with some form of an improved
cookstove.! Furthermore, access to high-efficiency,
low-emission, low-cost stoves, while expanding, is
still limited. Importantly, in households with an
ICS, there is often incorrect, inconsistent, and non-
exclusive use, a fact that can curtail the benefits to be
gained.

At the household level, the benefits of ICS may
include reducing the time, money, and labor required
for acquiring fuel. Environmental benefits may include
reductions in anthropogenic climate change and
deforestation. The stoves may also have the potential
to improve health by reducing exposure to household
air pollution (HAP) for cooks and accompanying
children.” As 40% of the world’s population (2.8 billion
people) continue to cook on inefficient traditional
cookstoves, there is considerable potential for clean-
burning technologies to make a large global impact.?
Moreover, the “Global Burden of Disease Report”*
indicated that HAP was the fourth most significant risk
factor for premature deaths worldwide, and the second
in South Asia and sub-Saharan Africa. Although the
evidence that ICS use leads to improved health is
weak, a number of large-scale randomized trials are
currently underway.

To maximize the energy-saving and potential
health impacts from ICS, the stoves must first be
acquired, then used correctly and consistently. Perhaps
most critically, the stoves must come to displace the
use of the traditional stoves. However, user demand for
ICS is not yet sufficient to result in mass adoption. The
challenge is thus to bring ICS adoption to scale. As this
challenge is being addressed by numerous concurrent
initiatives, in this article we focus on the critical
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aspects of building consumer demand and
ensuring the correct and consistent use of ICS.

BUILDING DEMAND FOR ICS

Although ICS may be considered “adopted” once
it is acquired, it will not displace traditional
technology without correct and consistent use.
Nonetheless, the most basic requirement for ICS
adoption is acquisition, which necessitates that
consumers know about and have access to ICS
and are motivated to buy one. It also requires that
consumers have the decision-making power and
the economic resources to make the purchase.

Financing Options

Impact Carbon, a household energy implement-
ing organization based in San Francisco, CA,
successfully increased the acquisition of a rocket-
style stove in villages in and around Mbarara,
Uganda, from 4.6% to 57% by using a novel sales
offer that included free trials, time payments,
and return options.” In a related study, as part of
an initiative funded by USAID/India, Abt
Associates connected stove sales agents with a
microfinance institution in Uttarakhand, India,
to facilitate increased consumer access to pur-
chasing capital, which resulted in more than
200 stove purchases.®

Marketing Campaigns

Marketing plays a powerful role in demand
creation and in the accumulation of goods in
almost every society. However, marketing cam-
paigns to promote cookstoves have yielded mixed
results over the past decades, and generally
adoption rates remain low. Two types of product
marketing techniques are generally used in the
household energy sector:

1. Carefully crafted mass marketing campaigns

2. Focused approaches to engage households
deeply and consistently through locally
appropriate product demonstrations and
follow-up visits

In the case of mass marketing campaigns,
targeted consumer engagement can be effective.
Several important lessons from marketing frame-
works commonly used by global private-sector
advertising may be applicable to the uptake of
ICS.” Generally, effective marketing requires a
creative strategy that is built around insights
about consumers; in contrast, public health
formative research is generally limited to
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end-user perspectives and habits. Effective
advertising is rarely proscriptive. Rather, their
messages engage the consumer in a simple,
directional manner that piques interest and over
time drives behavior change. Cookstove promo-
ters should be confident in marketing the
product based on what the consumer has
identified as the most important attribute.

Experience has shown that status can play an
important role in ICS adoption, as when poten-
tial customers learn the adoption choices of
opinion leaders in their community.® Estab-
lished social networks and peer contacts may
also influence perceived stove status as well as
facilitate learning about stove attributes and
performance. Perhaps in recognition of this,
several stoves are being manufactured using bold
signature color schemes and components that
call attention to their perceived high level of
technical sophistication. Empirical evidence of
consumer patterns of Internet purchases in
higher-income countries reveals that when given
price options, people do not always choose the
cheapest option. The same can be true in lower-
income countries, particularly where status can
be shown to be a driver of decision-making.®

There is substantial evidence that health-
related messaging, while important in increasing
health knowledge, does not actually increase ICS
sales and adoption.”*? The Shell Foundation’s
Room to Breathe social marketing campaign in
Southern India, which used television and radio
advertising, raised awareness of the risks of
household air pollution from 43% to 69% in their
campaign districts according to a post-campaign
survey.'> Moreover, 83% of respondents said they
would buy an “improved” stove, but only
2% actually did. In this case, traditional mass
marketing raised awareness, but it did not drive
new cookstove purchases.

Instead, studies are recognizing the impor-
tance of non-health motives, including cost and
intra-household gender dynamics, in adoption
decisions.’*'® But even here, the experience can
be mixed. A recent experiment in rural Uganda
tested the impact of marketing messages on
willingness to pay for an ICS (measured as an
actual purchase, not a hypothetical question).
Despite locally developed marketing messages
and best-practice strategies including vivid mes-
saging and local experience with the ICS, there
was no consistent increase in the willingness to
pay as a result of the message, “‘the stove can
improve health,” or the message, ““the stove can

Successful ICS
adoption goes
beyond
acquisition to
ensure correct
and consistent
use.
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Marketing
campaigns should
focus on the key
product attributes
identified by
consumers.

Retailers need to
engage with
users through
demonstrations,
training, and
post-sales
support.

save time and money.” Thus, there is a critical
need to understand underlying user preferences
and hidden costs beyond health in the design and
delivery of ICS, specifically, how external and
intra-household relations shape decisions regard-
ing energy and technology acquisition and use.'®

Effective User Engagement

ICS is a new product category for many house-
holds. For ICS to be adopted, retailers need to
engage with users directly. In a recent study of
10 stove manufacturers in India, all 10 companies
identified product demonstrations as the most
effective driver of stove adoption.'” In addition to
letting customers see and use the stove, demon-
strations also helped address product perception
issues. For instance, in Maharashtra, India,
customers routinely question whether an
improved stove can cook chapatis, the local flat-
bread, as effectively as on an open fire.
Manufacturers have concluded that the best way
to prove the capability to cook local cuisine is to let
prospective customers taste the results.

However, engagement should not stop at the
point-of-sale. With any new technology, there is a
user learning curve. In addition to training at the
point-of-sale using formal and informal input,
customers should receive regular follow-up visits
until they have mastered the technology. These
visits are critical to fostering correct and sustained
use of the new stove. Without them, customers
abandon the product and go back to using an
open fire—a vexing reality faced by many public
health intervention implementers.'® The worst
outcome would be substantial numbers of poor
households investing in a relatively expensive
new appliance and not using it.

The extent of behavior change required on
the part of the user affects consumer demand. In
the case of cookstoves, the behavioral shift
required for ICS use is significant, particularly
when compared with the behavior shift required
for health programs such as vaccines or vitamin
distribution. ICS use requires numerous changes
on a daily basis that are often associated with a
financial cost and that break with long-standing
family cooking tradition. Therefore, it is impor-
tant that manufacturers design products that are
more consistent with local practices rather than
trying to substantially change cooking practices
and fuels. Finally, correct and consistent use
of ICS requires that consumers are engaged as
full partners in the move toward clean and
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efficient fuel and technologies and that they
clearly understand the ICS value proposition.

Addressing Intra-Household
Gender Dynamics
In households that burn biomass fuel for cooking,
women are nearly always responsible for the
cooking, and along with their children, they
disproportionately suffer most of the health-related
consequences of HAP. By contrast, men of the
household are often not home when meals are
being prepared, yet they hold disproportionate
control over household purchasing decisions. This
non-price barrier to ICS adoption is an identified
intra-household  externality: male financial
decision-makers do not internalize the health
benefits of a new technology that accrues to their
wives and children.'®'? In an experiment regarding
the willingness-to-pay for an ICS in rural Mbarara,
Uganda, 55% of households reported that women
and men share joint decision-making about
purchases for durable goods. However, among
married households, women are willing to pay
21% to 23% less than men for an ICS,
suggesting they have less spending power and
less money to offer than men. In addition,
when it comes to actual decision-making, the
amount of power exercised by women who
perceive themselves to be joint decision-makers
(or who are in couples who self-identify as
having shared decision-making power) is not
statistically significant compared with women
or couples who do not identify themselves as
having shared decision-making power. Thus,
even when reported as joint decision-makers
with their husbands, women’s power over
household spending may be limited. As a
response, efforts to increase willingness to pay
for ICS may be more successful by designing
and disseminating cookstoves with features
valued more highly by men, without sacrificing
the features valued by women so that they
consistently use it.*°

The Shell Foundation’s aforementioned
Room to Breathe campaign concluded that
“94% of households said buying a stove was a
joint decision between man and wife, which
means social marketing must reach both audi-
ences.” This conclusion was corroborated by a
study of the First Energy Oorja stove in rural
Maharashtra, which concluded that the third
most common explanation for not purchasing a
clean stove in Maharashtra, India, after house-
hold income and family size, was “husband not
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interested.”'® To address this lack of interest,
some recent stove designs have included elec-
tricity generation to charge mobile phones.
Intra-household  factors that influence
decision-making can also be seen at various levels
of the ICS value chain. For example, the extent to
which women are involved in enterprises and
programs that provide modern energy and tech-
nologies depends on their bargaining power and
control over assets and resources. Growing evi-
dence shows that uptake will be limited unless
women gain more say in household purchases
and access to credit. As we move toward expand-
ing acquisition globally, it will be critical to
recognize the challenges of gender-related
dynamics and to find opportunities to engage
women more effectively across the value chain.

Engaging Women Across the Value Chain
From a public health perspective, women are
central to improving health for themselves and
their families. In general, when women have
greater control over the use of household income,
expenditures tend to be more focused on meeting
the basic needs of the family and of the children.?!
Including women in all aspects of energy pro-
gramming could yield positive benefits for them-
selves and their families. Women are one of the
fastest growing cohorts of entrepreneurs in many
developing countries,”* and leveraging their
strengths offers an opportunity for the energy
sector. In a study of female entrepreneurs
globally, researchers found that women are more
likely to start businesses with both social and
economic goals, or hybrid ventures.”> Regarding
clean-cooking solutions, women’s substantial
informal networks can open doors for new
cooking-product businesses and provide access
to consumers in hard-to-reach markets. In coun-
tries where gender disparity is high, employing
women as sales agents can be a way to access
untapped female markets as it is often easier for
women to buy directly from other women in the
community than having to go to cities or market-
places. One example is the Al Johar Initiative
created by Vodafone in 2010 that engaged all-
female networks to access female markets in
Qatar in hopes of overcoming cultural restrictions
in movement and communication with men; the
women reached 100% of their sales targets.**
Women are uniquely positioned to promote
use of ICS. As the primary energy consumers and
beneficiaries of ICS, women are well-versed in
understanding the challenges of ICS adoption
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and continued use and are therefore integral to
any consumer awareness and education cam-
paign. Several women-focused initiatives in
Africa, including ENERGIA Solar Sisters and
Maasai Stoves and Solar are documenting the
critical role women play in promoting the use of
ICS among their peers. Women can also play
central roles in microenterprise and as extension
workers supporting maintenance and as leaders,
networkers, and promoters for ICS in their
region. Considerable challenges exist, and efforts
to increase both external resources and internal
agency are required.?” Key to moving forward
will be to effectively engage women in ways that
accommodate or help overcome existing con-
straints while building intrinsic and extrinsic
supports for their successful involvement.

Additional Cultural Considerations
Religious and cultural beliefs can also be an
important consideration in ICS uptake and usage.
According to many households in rural India, the
open fire is not just a cooking appliance, but the
spiritual center of the home.'® Families saw the fire
in their kitchen as a domestic god, a deity, and the
smoke as a link between the earth and heaven.
They prayed before the stove daily, and created
rangoli, artwork drawn around the stove to
consecrate it, to make it a sacred object. The
religious significance of the open fire, as an
obstacle to uptake of so-called “smokeless” cook-
stoves, is relevant in India, sub-Saharan Africa, and
Latin America. For instance, many Peruvians
interpret cooking smoke as a manifestation of
God'’s presence (personal communication with A.
Laurent, co-founder of Microsol, the carbon
accreditation organization, Peru, 2011). These
examples of gender and cultural considerations
demonstrate how critical it is that ICS programs
engage with communities to understand how their
products will be most likely used in households.

STOVE USE AND BENEFITS

The extent to which the new stoves are beneficial is
influenced by how correctly and consistently they
are used as well as by how much they displace
traditional stoves. Correct use includes both opera-
tion and maintenance requirements, and it is
influenced by a host of factors, including ease of
use, consumer education received at the point-of-
purchase, formal and informal input and advice
offered to the user, compliance with proper use
instructions, and how well cooking with the stove
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Stove producers
must ensure their
designs can
handle the
cooking tasks
responsible for the
greatest emissions
and fuel
consumption.

meets consumer needs and expectations. These
factors affect whether the new stove is used
consistently and the extent to which the new stove
displaces the traditional stove, or is used alongside
other cooking technologies (is “stacked”).?

Health Benefits

The displacement of inefficient, polluting tradi-
tional stoves is critical to achieving health
benefits. For example, based on the air quality
model in the “International Workshop Agreement
(IWA): Guidelines for Evaluating Cookstove
Performance” (I1SO 2012),% a 3-stone-fire would
have to be used for less than approximately
1 hour per week, and there must be zero emis-
sions from any other source in order to stay below
the World Health Organization (WHO) Annual
Interim 1 Target for PM 2.5 (particulate matter
2.5 um in diameter and smaller) in the kitchen.
Put simply, for protection of health at WHO levels,
users not only must use an extremely clean stove
but also must use it almost exclusively. Integrated
exposure-response models for PM 2.5 for heart
disease, stroke, and respiratory illness provide
quantitative support for standards of acceptable
indoor air pollution exposures.*®

Fuel Efficiency

From a fuel efficiency perspective, to achieve a
50% fuel savings, the most efficient cookstoves
(Tier 4 for fuel efficiency as defined by the ISO
International Workshop on Cookstoves®”) must

IB)UBYS WeUoS ©

Traditional cookstoves produce high levels of ambient air pollution even

outside the dwelling.
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displace 70% of typical baseline stove use, or a
mid-level stove in terms of efficiency (Tier 2)
must be used exclusively.?’ While currently this
may appear to be unattainable in many settings,
it is important to acknowledge the value of
incremental progress in areas of technology,
demand creation, and consumer support that is
advancing us toward this goal.

Cookstove Use Patterns
The quantification of cookstove use is possible
using technologies and time-use pattern survey
tools such as Stove Use Monitoring Systems
(SUMS); Nexleaf Analytics Wireless Cookstove
Sensors (WiCS); the SWEETSense STOVE; and
direct survey tools. However, few studies have
reported how consumers use cookstoves in
parallel and for what tasks. Knowing which
cooking tasks are responsible for the greatest
emissions and fuel consumption helps stove
producers ensure their designs are well-suited
for those tasks, and this can inform user training
efforts to strategically encourage consumers to use
the ICS specifically for those tasks. Understanding
the daily patterns of traditional and nontradi-
tional cooking technologies is essential for
researchers and policy makers attempting to
reduce indoor air pollution and environmental
degradation from inefficient cookstoves.
Berkeley Air Monitoring Group investigated
fuel savings of the EcoChulha forced draft stove
with respect to specific cooking tasks in their field
study funded by the United States Environmental
Protection Agency with Alpha Renewable Energy
in Gujarat, India. Using the EcoChulha for only
the energy intensive tasks of cooking bread and
vegetables, for example, would result in
80% traditional stove displacement and 50% fuel
savings.’® While full displacement of traditional
stoves would, of course, maximize benefits, this
analysis demonstrates that it can help to focus
stove design and behavior change strategies on
addressing the most energy-intensive tasks.

Incremental Progress

The IWA framework recognizes the importance
of incremental progress toward the larger goals
of widespread adoption of cooking solutions with
the highest efficiency/fuel use, emissions, and
safety. As stated in the IWA,?” these guidelines
acknowledge progress while setting aspirational
goals and allow organizations and countries to
select indicators and tiers based on local prio-
rities. In addition, programs should consider
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whether the need for free or heavily subsidized
stoves is an appropriate strategy to achieve wide-
scale adoption in some settings. Ultimately,
protecting health and the environment will
depend on whether the household energy sector
can provide cookstoves with low-pollutant emis-
sions while also meeting consumer needs. Thus,
addressing those needs will be fundamental to
achieving health and environmental goals.

CONCLUSION

ICS must meet consumer needs and preferences if
they are to lead to correct and consistent use and to
successfully displace traditional stoves. This is also
necessary for reducing household air pollution and
fuel consumption, and therefore providing
maximum health and environmental benefits.
However, consumer needs and preferences are
complex and are influenced by many contextual
and social factors that require a deep understanding
of culture, going beyond technology and economics.
Successful ICS business models will need to be
sensitive to cultural practices in both the design of
the product and marketing strategies.

Key considerations that can aid in large-scale
ICS adoption include:

1. Recognizing that stove adoption does not
equate with stove acquisition and that
long-term consistent and continuous use
requires consumer buy-in and understanding
of the value proposition that ICS can provide

2. Designing marketing campaigns that engage
the consumer by identifying key attributes of
importance to the consumer, rather than long
lists of attributes that do not necessarily
influence the consumer’s decision

3. Ensuring effective user engagement by including
demonstrations, training, and post-sales support

4. Addressing intra-household gender dynamics
to enhance equity in purchasing decisions

5. Including women more effectively through-
out the cookstove value chain by improving
both resources and agency-based support

6. Identifying and respecting the cultural sig-
nificance of cooking food

7. Understanding the actual-use scenarios of
the stove (for example, boiling water for tea
versus frying flat breads)
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Are national policies and programs for prevention and
management of postpartum hemorrhage and preeclampsia
adequate? A key informant survey in 37 countries
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Most surveyed countries have many supportive policies and program elements, but issues remain that
impede maternal health efforts, including: inconsistent availability of essential commodities, particularly
misoprostol; limitations on midwives’ scope of practice; incomplete or out-of-date service delivery
guidelines; and weak reporting systems.

ABSTRACT

Introduction: Although maternal mortality has declined substantially in recent years, efforts to address postpartum
hemorrhage (PPH) and preeclampsia/eclampsia (PE/E) must be systematically scaled up in order for further reduction to
take place. In 2012, a key informant survey was conducted to identify both national and global gaps in PPH and PE/E
program priorities and to highlight focus areas for future national and global programming.

Methods: Between January and March 2012, national program teams in 37 countries completed a 44-item survey,
consisting mostly of dichotomous yes/no responses and addressing é core programmatic areas: policy, training, medication
distribution and logistics, national reporting of key indicators, programming, and challenges to and opportunities for scale
up. An in-country focal person led the process to gather the necessary information from key local stakeholders. Some
countries also provided national essential medicines lists and service delivery guidelines for comparison and further analysis.
Results: Most surveyed countries have many elements in place to address PPH and PE/E, but notable gaps remain in
both policy and practice. Oxytocin and magnesium sulfate were reported to be regularly available in facilities in 89%
and 76% of countries, respectively. Only 27% of countries, however, noted regular availability of misoprostol in health
facilities. Midwife scope of practice regarding PPH and PE/E is inconsistent with global norms in a number of countries:
22% of countries do not allow midwives to administer magnesium sulfate and 30% do not allow them to perform manual
removal of the placenta.

Conclusions: Most countries surveyed have many of the essential policies and program elements to prevent/manage
PPH and PE/E, but absence of commodities (especially misoprostol), limitations in scope of practice for midwives, and
gaps in”inclusion of maternal health indicators in the national data systems have impeded efforts to scale up programs
nationally.

INTRODUCTION

n 2010, approximately 287,000 women worldwide
died of pregnancy-related causes—a decline of 47%
since 1990.' Despite this considerable progress,

maternal mortality remains unacceptably high in many
countries, with sub-Saharan Africa and South Asia
having the greatest burden of maternal death.

Efforts to reduce maternal mortality have included
attention to the 2 leading causes: postpartum hemorrhage
(PPH) and preeclampsia/eclampsia (PE/E). Global recom-
mendations point national maternal health programs to a
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set of key components that should be addressed to
successfully reduce maternal morbidity and mortality:

® The presence of oxytocin, misoprostol, and magne-
sium sulfate, in correct dosages, on the World
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Postpartum
hemorrhage and
preeclampsia/ o
eclampsia are the

2 leading causes

of maternal death.

Health Organization (WHO) and national
essential medicines lists>

The need to ensure that these commodities
are available in sufficient quantities and
stored correctly at health facilities’

Policy and service delivery guidelines that
support the provision of uterotonics (includ-
ing use of active management of the third
stage of labor [AMTSL]) for the prevention of
PPH,* the use of misoprostol at home birth
when AMTSL is not possible, and the use
of magnesium sulfate in the management of
severe PE/E® by the appropriate categories of
personnel

® Legal authorization, or authorization through
national guidelines, for midwives to admin-
ister oxytocin and magnesium sulfate and to
perform manual removal of placenta, as well
as their education in these practices® or task
shifting, as may be needed for advanced
distribution of misoprostol

® Inclusion of up-to-date, evidence-based
guidelines as the basis of in-service training
and preservice education”?®

® Monitoring, evaluation, and reporting on
the provision of uterotonics as a national
indicator*

The extent to which these interventions are
in place in a country indicates the likelihood that
a country will be addressing their major causes of
maternal mortality.

With this in mind, the Maternal and Child
Health Integrated Program (MCHIP), with
support from the United States Agency for
International Development (USAID), undertook
an augmented key informant survey in 2012 of
national health programs supported by USAID in
43 countries, especially those facing the highest
burden of maternal mortality. The goal of this
multi-country survey was to provide a global
snapshot of the extent to which these essential
policies and programs were in place and to
provide program managers and development
partners with evidence on the key processes that
facilitate scale up and expansion of maternal
health interventions, especially evidence-based
PPH and PE/E program interventions. This article
summarizes the most relevant findings from
the 2012 survey. The full report, including
the questionnaires (in English, French, and
Spanish), is available at: www.mchip.net/global
statusreportdownloads.
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METHODS

Between January and March 2012, we conducted
a key informant survey of national programs for
the prevention and management of PPH and PE/E.
The survey consisted of a 44-item questionnaire
that addressed 6 core programmatic areas: policy,
training, medication distribution and logistics,
national reporting of key maternal health indica-
tors, programming, and challenges to and oppor-
tunities for scale up. (See the supplementary
material for the survey instrument.) The majority
of questions required a dichotomous yes/no
response, while some required responses on a
graded scale. Qualitative open-ended questions
were asked in 2 areas: programming and chal-
lenges to and opportunities for scale up. All ques-
tions included the option to provide additional
explanation, and some specifically requested more
information, depending on the response. Pro-
fessional translators translated the survey instru-
ments from English into French and Spanish, and
assisted with back-translation of responses into
English.

We sent the questionnaire to 43 countries
and received responses from 37 countries. The
6 countries that did not participate could not due
to lack of funds, lack of permission from national
authorities, or a need to attend to other priorities.

An in-country focal person from the Ministry
of Health (MOH), MCHIP, or partner NGO led the
national review and data collection in each
country. These focal persons worked with local
partners and stakeholders through a national
consultative group to gather the necessary infor-
mation and data and to complete the question-
naire. The consultative group was typically a
maternal health working group convened by the
government, with representation from relevant
departments of the MOH, development partners,
and implementing agencies.

Through an iterative series of participatory
meetings, the partners reviewed the questions,
provided responses, sought additional data for
unanswered questions, and finally confirmed the
responses on the completed instrument. We asked
the groups to use nationally relevant documents,
such as policies, the national essential medicines
list (EML), service delivery guidelines (SDGs), and
clinical standards, to respond objectively and with
sufficient detail. Since the experts gathered in
these consultative meetings are the people who
would be at the forefront of policy implementation
and practice in their countries, the information
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provided by them represents the most reliable
and valid data available for the questions
posed. Clarification was provided by the
MCHIP/Washington team as required. Survey
responses were sent to the MCHIP/Washington
office where data were reviewed and cleaned. Data
were entered into a Microsoft Access database to
facilitate ease of data entry and analysis.

We also asked countries to provide copies of
national guidelines and SDGs, and we analyzed
national SDGs from 20 countries to determine the
accuracy of survey results compared with the
SDGs, as well as of national guidelines compared
with global guidelines as the standard of refer-
ence. (See a list of documents reviewed in the
supplementary material.) Using a standardized
checklist adapted from WHO’s Managing Compli-
cations in Pregnancy and Childbirth: A Guide for
Midwives and Doctors,’ we focused on the following
components in the SDG review: practice of
AMTSL (including use of uterotonics); use of
misoprostol for the prevention of PPH; diagnosis
and management of PE/E, including the use of
magnesium sulfate; and use of antihypertensives
for severe hypertension in pregnancy.

Twelve SDGs were in English and were
independently reviewed by the research team.
The remaining 8 SDGs were in French and Spanish
and were reviewed with an MCHIP country
representative using a shorter checklist. Only
questions asked of all countries about SDGs are
included in the final sub-analysis. (See supple-
mentary material for the checklists.)

Ethical clearance was not required because
the survey reported on publically available
information and respondents’ responses were
not recorded or individually reported.

RESULTS

Results are organized according to policy and
program elements deemed necessary by global
recommendations for successful PPH and PE/E
programming.

Availability of Uterotonics (Oxytocin and
Misoprostol)

Among the 37 countries surveyed, 33 countries
(89%) reported regular availability (available
“more than half the time”) of oxytocin in facilities,
while only 10 countries (27%) reported regular
availability of misoprostol (Figure 1). The 4 coun-
tries that reported that oxytocin was not regularly
available were Bangladesh, Liberia, South Sudan,
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and Yemen. The vast majority of countries
(34 of 37, or 92%) reported regular availability of
oxytocin in the national medical store or warehouse.
Countries that reported infrequent availability of
misoprostol noted a lack of a mnational policy
supporting misoprostol as a principle cause.

About 70% of the countries (26 of 37) reported
that oxytocin was provided for free to clients at
public health facilities (Figure 1). In 9 countries,
however, respondents reported that clients some-
times had to pay for oxytocin, even though national
policy indicates that it should be provided at no
cost. Ilustrative follow-up responses explained
why oxytocin is not always free to clients:

It is free of cost, whenever available. Most of the
time it is not available and patients have to buy it
or it is provided through charity/donation but not
refrigerated.

If the Medical Supply at the Ministry distributes it,
it will be free. But most of the time, it may not be
there, as the amount distributed to health facilities
is not sufficient. If it is not available, the family
may buy it from the private pharmacy.

It was not specified whether this payment
was for oxytocin inside the facility or for
purchasing oxytocin outside the facility.

Availability of Magnesium Sulfate

Most surveyed countries (28 of 37, or 76%)
reported regular availability of magnesium
sulfate in facilities (Figure 2). Of the 9 coun-
tries that reported that magnesium sulfate is
still not regularly available at least half the
time, 6 were in Africa and 3 in Asia. More
countries (32 of 37, or 86%) reported that the
medicine was regularly available in the MOH
central medical store. Among surveyed coun-
tries, 46% reported that stock-outs of magne-
sium sulfate were rare, and an additional
46% reported that stock-outs occurred some-
times or were frequent.

Medicines Approved at the National Level
All countries surveyed, except Equatorial Guinea,
responded that oxytocin was on the EML for
prevention/treatment of PPH (Figure 3). Only
21 of 37 countries (57%), however, reported that
misoprostol was on the EML for prevention/
treatment of PPH.

All countries surveyed reported that magne-
sium sulfate is approved in national policy as a
first-line anticonvulsant treatment for severe PE/E.

More countries
included oxytocin
on their essential
medicines list than

misoprostol.
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FIGURE 1. Availability of Uterotonics, 37 Surveyed Countries, 2012
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Abbreviations: DRC, Democratic Republic of Congo; MOH, Ministry of Health.

FIGURE 2. Availability of Magnesium Sulfate, 37 Surveyed Countries, 2012
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FIGURE 3. Medicines Approved at the National Level, 37 Surveyed Countries, 2012
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A substantial number of countries (25 of 37),
however, also included diazepam for the same
indication. Of the 20 SDGs reviewed, 6 showed
incomplete or inaccurate instructions for the use of
magnesium in severe PE/E, compared with the
WHO standard protocol for use of the drug.’

Current Practice and Tracking of AMTSL
All but 1 surveyed country (South Sudan)
reported that AMTSL was approved as national
policy; 35 of 37 reported that it was included in
the national SDGs (Figure 4). The focused review
of national SDGs showed that all 20 SDGs
included oxytocin as part of AMTSL; 18 of 20
indicated the correct dose of the medicine, but
only 9 of the 20 contained accurate descriptions of
the 3 essential components of AMTSL. A minority
of surveyed countries (16 of 37) reported tracking
AMTSL in their national health management
information system (HMIS).

Piloting Misoprostol for Home Birth
Sixteen of 37 countries (43%) reported that they
were piloting or had piloted misoprostol for
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prevention of PPH at home birth; only 5 of 37,
however, reported efforts to take this program to
national scale (Figure 5). In follow-up qualita-
tive responses, 7 countries reported that their
governments do not support misoprostol for use
at home births.

Scope of Practice for Midwives/Skilled

Birth Attendants

Most countries (31 of 37, or 84%) reported that
midwives/skilled birth attendants (SBAs) were
authorized to perform AMTSL, including admin-
istration of oxytocin (Figure 6). Fewer (29 of 37,
or 78%) reported that midwives/SBAs were
authorized to diagnose severe PE/E and to
administer magnesium sulfate to treat the con-
dition. Fewer still (26 of 37, or 70%) reported
that midwives/SBAs were authorized to perform
manual removal of the placenta.

DISCUSSION

Overall, results of this key informant survey
suggest that most countries are appropriately

Some countries
have piloted use
of misoprostol to
prevent PPH at
home birth, but far
fewer have taken
the strategy to
scale.
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FIGURE 4. National Policy and Guidelines on AMTSL, 37 Surveyed Countries, 2012
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FIGURE 5. Availability and Use of Misoprostol, 37 Surveyed Countries, 2012
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FIGURE 6. Midwifery Scope of Practice, 37 Surveyed Countries, 2012
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prioritizing policies and practices that are
essential for strong PPH and PE/E programs.
Issues remain, however, that need to be addressed.

Availability of Essential Medicines
Inconsistent availability of essential medicines
limits implementation of national priorities and
can lead to inadequate clinical management.
Despite general approval of oxytocin as an
essential medicine for preventing PPH, chal-
lenges with free distribution, proper storage,
and maintaining a regular supply of the medicine
persist. This suggests a need for better supply
chain management of maternal health medicines
and supplies, as well as greater coordination
between clinical/service provision, the central
medical stores, and supply chain management
and logistics departments of health ministries.
This type of key informant survey cannot address
the additional issue of oxytocin potency. It must
be recognized, however, that heat instability and
oxytocin deterioration can be an additional and
critical dimension in any consideration of utero-
tonic availability.
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Magnesium sulfate has global approval as an
essential medicine for managing PE/E and its
consequences. This was similarly reflected in our
multi-country survey. As with oxytocin, however,
free distribution and maintenance of a regular
supply of the medicines are ongoing challenges
that limit success despite universal endorsement.
Qualitative responses to the survey reveal that for
PE/E in particular, lack of regular magnesium
sulfate availability is one of the most critical
barriers to scaling up the intervention. Strength-
ening the supply chain for magnesium sulfate,
ensuring that all SBAs are permitted and compe-
tent to use it, and identifying and addressing
additional barriers are necessary components of
national programs.

Likewise, although misoprostol is known to be
effective in preventing PPH, most of the surveyed
countries reported limited availability, both in facil-
ities and at the national store. Although the use of
misoprostol to prevent PPH at home birth has been
piloted in many countries,'® in this survey only 5 of
the 16 countries that have piloted the strategy have
moved toward scale up—Afghanistan, Bangladesh,

Better supply chain
management of
maternal health

medicines and
supplies
is needed.
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A midwife in Tanzania checks in on a mother and her newborn baby.

National service
delivery
guidelines must
be updated
continually to
keep pace with
the evolving
global evidence.

Midwives should
be permitted to
perform all 7 basic
emergency
obstetric and
newborn care
functions.

Ethiopia, Nepal, and Nigeria. This disconnect
between pilot and scale up is concerning and
reflects lingering skepticism about the place of this
important intervention in maternal health pro-
gramming. This could be due in part to conflicting
global guidance, which has, until recently, limited
countries” willingness to proceed. In 2012, how-
ever, WHO revised its PPH guidelines to state that
“when skilled birth attendants are not present and
oxytocin is unavailable, community health care
and lay health workers should administer mis-
oprostol (600 pug PO) for PPH prevention.” These
new recommendations may result in changes to
some national program strategies in the coming
years. Additionally, the inclusion of misoprostol as
one of the 13 essential commodities of the UN
Commission on Life-Saving Commodities for
Women and Children (UNCoLSC) has given global
prominence to this medicine. Our survey findings
suggest an opportunity for global action and
advocacy, especially given the growing support
for programs to prevent PPH using misoprostol and
the research that continues to emerge.

Barriers to access and availability of key
maternal health medicines where they are needed
are now being addressed under the high-level
UNCoLSC, which is leading advocacy and policy
efforts to ensure sufficient supply, quality, and use
at the country level.'' Paying for medicines is a
bottleneck to improving coverage of high-impact
interventions, despite the fact that the 3 life-
saving commodities addressed in the survey are
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considered to be inexpensive. As countries accel-
erate progress toward Millennium Development
Goal 5 (improve maternal health), greater empha-
sis must be given to equity and the need to focus
efforts on reaching the poorest and most vulner-
able groups.'?

Up-to-Date Service Delivery Guidelines

Acceptance of the use of uterotonics (and AMTSL)
as a routine part of care during childbirth is nearly
universal. New evidence has highlighted the central
importance of the administration of a uterotonic in
the prevention of PPH.”> However, technical
inconsistencies in national SDGs must be
addressed. National guidelines were sometimes
incomplete or out-of-date, a fact that sometimes
conflicted with respondents” answers to the survey.
This suggests that stakeholders may perceive their
country guidelines to be more accurate than they in
fact are. Such discrepancies may be expected as
national SDGs try to keep pace with the advancing
and evolving global evidence. Efforts must be made,
however, to disseminate new information and to
support countries as they revise existing guidelines.

Reporting Systems

Lack of national reporting in the HMIS on use of
uterotonics (and AMTSL), as well as other key
indicators related to maternal health, currently
limits and will continue to constrain progress.
Gathering sufficient data on implementation of
critical interventions is important to ensure that
these interventions are prioritized and that
progress is measured.

Scope of Practice for Midwives

A “scope of practice” defines the responsibilities
and activities that a licensed practitioner is per-
mitted to perform in health care, per national
policy. Although there has been some progress in
expanding midwifery scopes of practice, not all
countries include all 7 basic emergency obstetric
and newborn care (BEmONC) signal functions
within that scope,* despite the fact that they are
included in the Essential Competencies for Basic
Midwifery Practice® of the International Confedera-
tion of Midwives (ICM) and listed as essential
interventions by WHO and others.'**> Our survey

* BEmMONC includes 7 signal functions: administer parenteral
antibiotics; administer uterotonic drugs; administer parenteral
anticonvulsants; perform manual removal of placenta; perform
removal of retained products (for example, manual vacuum
aspiration); perform assisted vaginal delivery (for example,
vacuum extraction); perform neonatal resuscitation.
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results confirm that the role of the midwife
varies by country and that midwives have a
larger scope of practice in Asia and Africa than in
Latin America, where in Bolivia, Guatemala, and
Honduras, midwives are not allowed to perform
AMTSL.

If the need for an emergency maternal health
intervention exceeds the availability or capacity
of service providers to provide it, women’s lives
are at risk. When there are complications during
childbirth, a midwife or SBA needs to be both
competent and authorized to perform all
7 BEmONC skills. There is strong and increasing
support for a scope of practice for midwives that
will allow them to provide the services needed to
reduce the main causes of maternal mortality,
including endorsements by WHO, the United
Nations Population Fund (UNFPA), ICM, and
the United Nations Children’s Fund (UNICEF)."
In the qualitative responses in this survey, task
shifting and supportive policies were also rein-
forced as essential for program scale up.

Limitations

This survey had several limitations, despite efforts
to ensure that the survey was as objective as
possible. In some cases, country respondents may
not have had complete information or data, or full
access to such information or data, to allow for
thorough, objective quantitative responses, for
example, records on commodity stocks. Therefore,
stock-outs may have been underestimated in this
study. Additionally, there was little information
on the representatives in the stakeholder group,
specifically MOH involvement, although this was
actively promoted. Qualitative responses provided
valuable information and helped to triangulate
the quantitative responses, but they are based on
opinion and may or may not represent the
majority opinion of health professionals in a
particular country. There were often gaps in
answers about approved medicines for PE/E.
When possible, the research team worked with
countries to fill these gaps, and this may have
affected objectivity. Many countries use different
terms for the same activity or process and during
attempts to clarify these differences, certain
nuances may have been lost.

CONCLUSION

This survey offers opportunities to review national
programs for addressing PPH and PE/E. It provides
a multi-country snapshot of policy, practice,
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supplies, and activities, and guides national and
global program managers and policy makers in
setting priorities.

Recommended actions, based on the avail-
able data, include:

® Increased support for using misoprostol to
prevent PPH at home births to allow greater
coverage of uterotonic use in the third stage
of labor than allowed by facility-based
oxytocin alone. This is especially important
in areas with high home birth rates and low
skilled birth attendance.

® Additional effort to ensure availability and
use of magnesium sulfate, as part of appro-
priate and comprehensive management of
women with PE/E

® (lear definition of and uniform application of
the midwifery scope of practice, consistent with
the ICM’s recognized essential competencies
and the international defi