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SCRIPT REDUCE BURKINA FASO

INTRODUCTION

Madam Chantal Compaore, Wife of the President of Burkina Faso, Chairperson of the Suka Foundation 

Your Excellency Speaker of the National Assembly;

Your Excellency the Prime Minister;

Your Excellency Chairman of the Economic and Social Council; 
Your Excellency the Mediator of Burkina Faso;
Members of Government;
Members of Institutions of Burkina Faso; 

Your Excellencies Ambassadors and Heads of diplomatic and consular missions;

Development partners; 

Invited Guests;

Ladies and Gentlemen, 

Slide 1: Title of presentation – Taking action to save mothers and children 
We wish to thank you for coming to this advocacy session on the health and survival of mothers and newborns in Burkina Faso.  This advocacy is in line with the roadmap for the reduction of maternal mortality.

Slide 2: Authors and collaborators  

@ This paper was prepared under the auspices of the Family Health Department of the Ministry of Health, with technical and financial assistance from AWARE/RH, USAID, WHO, AED, and several other national institutions.
Slide 3: Frequency of maternal and neonatal mortality 
@ In Burkina Faso, one woman dies every three hours from complications of pregnancy and childbirth, while seven newborn babies die during the same period.

Slide 4: Definition of maternal mortality  

@ “A maternal death is defined as the death of a woman while pregnant or within 42 days of termination of pregnancy, irrespective of the duration and site of the pregnancy, from any cause related to or aggravated by the pregnancy or its management but not from accidental or incidental causes." (WHO)
Slide 5: Switch to why women die 
@ What do women die of during pregnancy and childbirth?
Slide 6: Diagram of causes of maternal deaths
@ In Burkina Faso, the major causes of maternal deaths are:  

· @  Severe bleeding
     



24%

· @  Infection        




15%

· @  Unsafe abortion




13%

· @  Eclampsia 





12% 

· @  Prolonged or obstructed labour


8%

· @  Other direct causes




8%

· @  Indirect causes




20%

Other causes include malaria, anemia, HIV, cardiovascular disease, pathologies that generally exist already, and which aggravate the woman’s morbidity.  
Slide 7: Notion of three delays
@ This complex situation stems from three delays that lead to the death of mothers or their newborns.  
· Delay on the part of the mother, family, and community in recognizing life-threatening conditions and delay in deciding to seek help;

· Delay in reaching a health facility, for example due to lack of transportation;

· Delay, after arriving at the health facility, in receiving appropriate care due to inadequate staffing or equipment. 

Slide 8: 1st delay
· @ Delay on the part of the mother, family, and community in recognizing life-threatening conditions and delay in deciding to seek help.  This may sometimes also be due to socio-economic constraints.   

Slide 9: 2nd delay
· @ Delay in reaching the health facility:  distances are long, roads are in deplorable conditions and means of transport are inadequate or inexistent.   
Slide 10: 3rd delay
@ Delay, after arriving at the health facility, in receiving appropriate care due to inadequate staffing or equipment.
Slide 11: Switch to Context
@ Within what context is this tragedy unfolding? 
Slide 12:  Diagram on annual per capita income 
@ Maternal and neonatal mortality are caused by many factors which we are all aware of.  Maternal mortality in Burkina occurs against the backdrop of a rise in economic growth, where GDP rose from 121,495 CFA in 1998 to 182,000 CFAF in 2002 (2004 annual statistics of Department for Studies and Planning/Ministry of Health).  The country’s GDP rose in real terms by 4.4% in 2002 and 8% in 2003.   
Slide 13:  Poverty trends 
@ The findings of the household survey on living conditions carried out in 2003 are as follows:   
· The poverty level rose from 41,099 CFAF in 1994 to 72,690 CFAF in 1988 and to 82,672 CFAF in 2003; 

· The proportion of the poor rose from 45% in 1998 to 46.5% in 2003, an increase of 1.1 points
· While poverty in Burkina Faso also affects urban dwellers, it is essentially a rural phenomenon (52.3% in 2003 compared to 51% in 1994 and 1998).

· Women are more vulnerable to poverty because they lack access to production inputs and resources. 

· Slide 14: Social and health indicators 
@ These are:

· Per capita GDP is estimated in 2002 at 182 000 CFAF; 

· The average theoretical action radius of health centres is 8.34 km (DEP statistics directory 2004). This means that a patient has to travel 8 km on average to receive health care;
· Access to potable water is 52% on the average (1998 priority survey);
· Less than 40% of the population has access to improved places of convenience (improved latrines) (1998 priority survey DS BF III 2003); 
· The gross primary school enrolment rate was 52.2% in 2003, with wide disparities between girls and boys (Quarterly ten-year basic education development plan  (PDDEP) implementation report, February 2005)  
To address this worrying situation, the Government of Burkina Faso drew up and implemented a Poverty Reduction Strategic framework in 2000, which served as the sole reference for all development interventions.  The National Health Development Plan (PNDS), the implementation tool for the health component gives high priority to maternal and infant mortality.   

Slide 15: Socio-demographic characteristics of women 
@ In Burkina Faso, women aged 15-49 years account for 20.1% of the female population, and the average age on first marriage is 16 years. The age for first delivery is 17.  Contraceptive prevalence is 15% and the total fertility rate is six children per woman.  
Slide 16: Graph of caesarian deliveries 
@ In Burkina Faso, 70 out of 1,000 women give birth by caesarian section, with wide disparities between urban and rural areas.   .

Slide 17: Assisted deliveries 
@ Only 56% of women give birth under supervision of qualified health personnel.  
Slide 18: Human Development index ranking
· @  Burkina Faso is ranked among the lowest sustainable human development countries, with an HDI of 0.302 in 2002.  Socio-economic indicators rank it at 175th out of 177 countries.   

Slide 19:  Call to action
@ Despite this grim situation:

· We know what to do!

· We can do it!

· We have to take action!
Slide 20: Bleak picture of Maternal Mortality 
@  If nothing is done by 2015, the situation of maternal mortality will remain unchanged.  However, if we do meet our commitments to reduce maternal mortality, we will be able to reduce the rate significantly.   
Slide 21  Maternal Morbidity 
@  Maternal mortality is only the visible part of the tragedy.  It has been established that for every woman who dies, 20 to 30 others will suffer disabilities – sometimes permanent ones that lead to discrimination and shame.  .

Slide 22 Types of Morbidity 
@  Some women will suffer from obstetrical fistula or urinary incontinence, others will become sterile or weak from chronic anemia or depression.  Indeed, the situation becomes a personal and family tragedy, exacerbated by social rejection and a drop in productivity.   

Slide 23 Infant Mortality 
@  Infant mortality is defined as the death of a child before his first birthday.   

Slide 24 Infant Deaths
@ There is a strong correlation between maternal mortality and infant mortality.  A study conducted in Bangladesh showed that infant mortality is higher when the mother dies.    

Slide 25 Deaths of newborns and infants before their first birthday  
In Burkina Faso, 

· @ 81 infants out of 1,000 live births die before their first birthday, i.e. 140 infants a day; 
· @ 31 infants out of 1,000 live births die before they are a month old, i.e. 54 newborns a day; 
What are the consequences of this human tragedy on the socio-economic development of our country?  
Slide 26 Assessing the impact of poor maternal health 
@  To assess the impact of poor maternal health, the Ministry of Health’s Family Health Department of the Health Directorate  and its partners developed the REDUCE model for Burkina Faso.    

Slide 27  Data Sources 
@ The data sources used are:  
· The Demographic and Health Survey: EDSBF II (1998) and EDSBF III (2003)

· Priority Survey 1998 

· 2004 Annual Statistics of the Studies and Planning Directorate of the Ministry of Health; 
· Global burden of disease report; WHO
· Reproductive Health Strategic Plan, 1998-2008 

· Projecting Burkina Faso’s population to the year 2025, taking into account migration.  
Slide 28  Review Period 
@  The model’s distinctive feature is its prospective approach and the economic analysis that it carries out.  The period under review for estimating the impact of poor maternal health and care on maternal deaths is spread over 12 years (2004-2015).  This period takes into account the due date of the reproductive health strategic plan (2010), the Millennium Development Goals, the second phase of the PNDS and the poverty reduction strategic framework.  
The REDUCE model is a tool which uses available data on maternal morality and morbidity, neonatal mortality as well as macroeconomic data to estimate:  
1. Maternal deaths;  

2. Disabilities in mothers; 

3. The resultant reduced productivity; 
4. Neonatal deaths. 
Slide 29 Number of maternal deaths 2004-2015
@  We believe that if no measures are taken, between 2004 and 2015, 44,000 women in Burkina Faso will die during pregnancy, childbirth, or 42 days following delivery.   
Is it not tragic that 44,000 of Burkina’s mothers, sisters and girls who are potential producers are deprived of their fundamental right to life? 
Slide 30 Maternal Morbidity 2004-2015
@ It is equally important to emphasize, as we said earlier, that for every woman who dies from delivery-related complications, 20 to 30 others will suffer from short or long-term disabilities.  
If nothing is done in the next 12 years, about 1,600,000 women in Burkina Faso will suffer from a disability stemming from pregnancy or delivery-related complications:

· 747,000 cases of infection;

· 560,000 cases of incontinence;

· 250,000 cases of infertility;
· 33,000 cases of acute anemia;

· 8,900 cases of fistula.

Slide 31 Economic Consequences 
@ These estimates on maternal deaths and disabilities will lead to a loss in productivity of 133 billion CFA francs, with:

· 12.5 billion for maternal deaths;

· 120.5 billion for disabilities.  

Slide 32 Neonatal Deaths
@ If no measures are taken, 97,000 newborns will die before their first birthday. 
Slide 33 Lives saved between 2004 and 2015
@  If we manage to reduce maternal and neonatal mortality by 2015, we believe that:  
· We will save the lives of 20,000 women; 

· 745,000 of women will be saved from suffering disabilities; 

· 52,800 lives of children will be saved.  
Slide 34 Productivity Gain 
@ Furthermore, the financial gain for the country will exceed 59.7 billion CFA francs. 
Slide 35 Benefits of the program
@ Implementing the safe motherhood strategic plan, including the new reforms (upgrading of infrastructures and equipment, basic training and salary for additional qualified staff, staff motivation, and grants for emergency obstetrical care) would cost 42 billion CFA francs.  

The productivity gain, estimated at 59 billion CFA francs, will cover the cost of the strategy.   

Slide 36: Three conditions for reversing the situation
· @ Recognizing reduction in maternal mortality as a key factor of development;

· @ Clear political commitment to reduce maternal mortality;

· @ New investment strategies for the reduction of maternal mortality.  
Slide 37 National commitment to promoting safe motherhood  

@ Ladies and Gentlemen, in the light of the above situation, Burkina has taken steps to include international commitments that promote maternal health in its health policy by: 

· Adopting the African Union’s roadmap;

· Including in the Medium-Term Expenditure Framework, up to 15% increase in budgetary allocation to health by 2015 (Abuja Commitment);

· Including 75% reduction in maternal mortality by 2015 in the National Health Development Plan and the Poverty Reduction Strategic Framework (MDGs);

· Adopting the People and Family Code and laws that favor women (FGM, abortion);

· Setting up a national monitoring committee on strategies to reduce maternal mortality.  
This is a real commitment by government to ensure the health of its citizens, especially women and children.  
Slide 38  Urgent budgetary activities 
@  We have been through the first stage, however, we must ensure that these texts are followed by concrete actions:  

· @ The first urgent business is to ensure as quickly as possible, that the amount allocated to health is indeed 15% of the national budget;
· @ At the same time, we must allocate a substantial portion of this budget to maternal health, by giving priority to activities proven to be efficient in reducing maternal and neonatal mortality.  This increase must be by at least 25% of the current level; 

· @ National efforts should be backed by the contribution of international partners who must show greater commitment by increasing their contribution to maternal and child health programmes by 25%.   

Slide 39 Priority Actions 
@ More money to do what?  What are the priority short and medium-term activities for improving mother and child health?
· @ First of all, make emergency obstetric and neonatal care available and accessible at all levels.  It is the strategy that has the most impact on maternal and neonatal mortality;
· @ Promote family planning, to prevent unplanned and close pregnancies that  endanger the lives of mothers and children;
· @ Improve the status of women because Africa’s women are the pillars of development.  Losing them would lead to dire social and economic consequences; 
· @ Make our services more user-friendly for the youth, because they are most prone to unsafe abortion and early pregnancy; 
· @ Build the capacities of the community to enable them to prepare for deliveries and organize transportation in emergency cases; 
· @ Coordinate interventions of national and international stakeholders to optimize the results of our activities.  
Slide 40 Qualified and motivated personnel 
@ Qualified human resources are central to making emergency obstetric and neonatal care (SONU) accessible and available.  We need: 
Mid-wives at all levels;

A sufficient number of General Practitioners trained to handle emergency surgery, obstetrician-gynecologists and anesthetists;

At least three mid-wives per referral hospital, two doctors trained in emergency surgery for each Medical Centre with Surgery Annex (CMA) and two Obstetrician-Gynecologists per regional general hospital (CHR).   

@ A good policy for motivating staff to ensure that they stay at the health centres (salaries, career development).   
Slide 41 Referral and Evacuation System 
@  A good referral and evacuation system can save lives.  There should be good communication systems: Audio-based radio communication system (RAC), mobile phones, good transportation, roads, and rural tracks.  This requires cooperation among the various sectors, namely:  the Ministry of Transport and Urbanization, local government, etc.  
Slide 42 Funding 
@ The government has gone to a lot of effort to make health care financially accessible.  However, long-term strategies should be pursued: 
· @ Free preventive care; 
· @ Subsidizing emergency obstetric and neonatal care;
· @ Cost-sharing system. 
Slide 43 Reviving Family Planning and improving the status of women 
@ Up until now, contraceptive products have always been financed by external donors.  This, however, does not entirely cover national requirements.  Government ought to allocate the budget for the supply of contraceptive products.  Furthermore, we must adopt a model reproductive health law and its implementing texts.  We must also put in place services that meet the specific needs of our youths who are our future.  
Slide 44  Community Activities 
· @ All our efforts must be sustained at the community level.  This requires involving the men, so that together with their wives, they prepare for the delivery (pregnancy lasts for nine months).  Alternatives for payment must also be explored. 

· It is also important to provide information to people and service providers on their rights and responsibilities in the area of health, with the involvement of community leaders and influential people.   
Slide 45 Coordination 

@ Lastly, all these activities must be coordinated to guarantee coherence and achievement of the goals of the national strategy on controlling maternal and infant mortality.  This requires building institutional capacities at all levels of the health system.  

· @ A single planning body; 

· @ A single coordination system
· @ A single evaluation system
Slide 46 and now …
@ And now, we must ACT! - based on our priorities to:  
· @ Meet national commitments made (15% health budget); 
· @ Increase the  share of maternal and child health in the national budget by 25%;
· @ Increase the contribution of partners in maternal and infant health programs by 25%.
Slide 47 We are relying on you
@ These, Ladies and Gentlemen, are the challenges we face today.  Nothing is impossible, if there is the will and commitment.  Let’s all work together!  The stakes are too high to be neglected.  We are talking here, about the women and children of our country.

The opportunities are out there and the environment is conducive.  Let’s do something, and let’s do it now.  The goal is within reach.   

