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2015 ve sonrasinda anne ve
venidogan sagligi hedefleri
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0 Genis tabanli anlasmalara dayali kuresel boyutta
hedefler koymak degisiklik ve ilerleme acisindan
onemli bir katalitik etki yapabilir

o Zaman-sinirh hedef ve indikatorler basarinin
derecesini ve yerini izlemek acgisindan yararli olmustur

o Esitsizlikleri maskelemek hatta artirmak gibi potansiyel
zararlari da olabilecegi gorulmustir
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SAVING M@ THERS' LIVES

Almost 800 women die every
day due to complications in
pregnancy and childbirth.
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The most dangerous place for a woman to
have a baby is in sub-Saharan Africa.
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SAVING M) THERS' LIVES

WHAT ARE PREGNANT WOMEN DYING FROM?

28%

Pre-existing medical
conditions exacerbated

by pregnancy
(such as diabetes,
malaria, HIV, obesity)

Pregnancy-induced
high blood
pressure

Abartion complications

Infections
Obstructed labour
and other direct causes
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2000-2015 yillarinda anne ve yenidogan sagligi
konusunda ana girisimler

o Dogumda yeterli bilgi ve o Kordon bakimi

becerisi olan birisinin a Sepsis
I;ulunrr;(amt L CPAP

o Yasam kurtarici _ .
tedavilerin kanit bazini 0 Skin to skin / KMC
gelistirmek

a Onemli girisimlerin
kullanimini artirmak
o Saglik hizmetlerine
ulasimi artirmak
— Maddi diizenlemeler

— Saglik birimleri arasinda
transferleri dizenlemek



Global Strategy for Women's and Children's Health

GLOBAL STRATEGY
FOR WOMEN’S AND

CHILDREN'S HEALTH

UN Secretary-General Ban Ki-moon

Global Strategy for Women's,
Children’s and Adolescents’ Health

UPDATED Draft for Discussion—including
reflections from the EWEC Stakeholders’
meeting November 6-7, 2014
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Kiresel MMR hedefi 2030 yilinda < 70

World Health
Organization

Targets and Strategies for
Ending Preventable Maternal Mortality

consensus statement

Every day approximately 800
women die from prevenioble
causes related to pregnoncy and
childbirti

-

In April 2014, reprasentatives from UN agencies, country governments,
development partners and other stakeholders came together in Bangkok for
a“Consultation on Targets and Strategies for Ending Preventable Matemal
Mortality (EPMM)”. The aim of the consultation was to forge consensus

on maternal mortality raduction targets for inclusion in the post-2015
davalopment agenda as well as to identify matarnal health strategies that will
assist countries to achieve those targets. The discussions were the culmination
of earlier technical consultations which employed spadific analytical methods
to define feasible maternal mortality targets and goals.

Convened by the World Health Organization (WHO), the United Nations
Population Fund (UMFPA), the United States Agency for International
Development (USAID), the Matermnal Health Task Force (MHTF), and the Maternal
and Child Health Integrated Program (MCHIP), with support from agencies and
donors and input from the EPMM Working Group, the meating was attendad by
aver 95 participants from 34 countries, most of them challenged with high rates
of maternal mortality.

The Consultation affirmed that EPMM is within reach and that the necassary
accelaration of progress can be achieved by positioning maternal survival in
tha context of every woman's right to healthcare and the highest attainable
level of health across the lifespan. This goal must be supported by targats and
stratagies for the post-2015 development agenda, since maternal health as part
of the continuum of sexual and reproductive health, along with newborn and
child survival, are crucial elements of development.
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Uzerinde anlasilan 2015 sonrasi kiiresel hedefler

1.

MMR per 100,000 live births

Kliresel MMR 2030< 70

2010 ve 2030 arasinda kiiresel MMRI Ucte ikiden fazla distirmek

Kiresel MMR duisus beklentisi Glkeler arasi ortalama olarak alinacak

2. Ulkeler de 2010’dan 2030’a kadar ticte ikiden fazla MMR
disurmeyi hedefleyecek

Ulkeler arasi beklenti ayni oranda olacak (>2/3)

2030 icin Ulke hedefleri farkli olacak
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Kiuresel yenidogan hedefleri: 2035

A
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Anne sagligini iyilestirmede yeni hedef ne
olmali?

o Mortalite nedenleri ve yerleri giderek degisiyor

0 Mortalite dustikce morbidite Gzerine odaklanma
geregi artiyor

o Morbidite ve hastane dogumlarina odaklandikca
saglik hizmetlerinin kalitesine daha fazla 6nem
vermemiz gerekiyor
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Maternal near miss konseptinin dogusu, gelisimi ve
olgunlasmasi

Prevalans sistematik derlemesi Best Practice & Research Clinical
Obstetrics and Gynaecology

(2004) journal homepage: www.elsevier.com/locate/bpobgyn

DSO tanlm Ve teSbit krite rleri (2009) x//www.reproductive hea"hloumd'go"‘(0”‘9”(5‘32 @ﬂ REPRODUCTIVE HEALT!
DSO kriterlerini liligini . onitoring
riLerierinin geceriiiginin
gosterilmesi (2011) 're-validation of the WHO organ dysfunction
DSO kriterlerine uygun izleme vased criteria for identification of maternal
\ear miss
- )
kilavuzu (2011) Reproductive Health siomed
29 ulkede, 357 hastane ve > 300,000 —
WHO systematic review of maternal morbidity and mortality: the
kadlnda yapllan ankEt ga||§ma5| prev?ler’:ce ofsevﬂere acute maternal .mc_u‘r_‘_bidity (near miss)
(2013): Esansiyel tedavilerin Lale Say*1, Robert C m2 and A Metin Glilmezoglu

tzerland and MRC Maternal and Infant Health Care

kulaniliyor olmasi anne olumlerini =
disurmek icin yeterli degil!
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Economics to End Poverty

Are Institutional Births Institutionalizing Deaths?

9
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MITTED BY JISHNU DAS ON THU, 11/20/2014
HORS: JEFFREY HAMMER

On November 12th in the Indian state of Chhattisgarh,
twelve women who had received tubal ligations died. The
tragic incident highlights the unfortunate reality that for
many people around the world, hospitals and clinics may
not satisfy the most basic assumption that visiting them
will make you better. Equally worrying is the Indian
government’s singular focus on increasing ‘institutional
deliveries’ and family planning that led it to celebrate a
surgeon who had performed 100,000 sterilizations, now
spending no more than 4 minutes on each “case”.

Around @ am one of us (Das) arrives at the Community
Health Center in a small town in Madhya Pradesh, India. There is a row of women lying on the floor outside the labor
and delivery room, moaning or groaning in various stages of pain and clear discomfort. We pay them no heed; this
is a sight we have seen before. Over two years, we have visited many health facilities in the state and they are
either (i) deserted or (i) packed to the brim with women giving birth, about to give birth, or just having given birth.
Mass tubal ligations are performed on as many women as will consent—aided by the promise of money under
India’s conditional cash transfer for institutional delivery —which, till recently would not pay women who were giving
birth to a third or higher parity child unless they alse consented to be sterilized. The obstetrician/gynecologist is
happy to show us around. She is young and clearly exhausted. "I came here 5 months back. Since then, I have
been alone with one nurse in this facility. Every month we de 1,000 deliveries and around 500-600 tubal ligations;
almaost 100 are C-sections. I am here 18 hours a day and even then at 2 every morning I stay up bleaching the
operating room. ” She shows me the bleach and the OR is truly spotless. She tells me that she is looking for the
first opportunity to leave—either by pursuing a specialization or leaving public service. "This is no way to help. I
thought I would work on improving people’s lives. But there is no help from the government and I cant keep this up
much lenger”,

A short 30-minute drive away, we visit the nearest Primary Health Care center. A young man is waiting next to a
motorcycle. He has been crying. "I brought my wife here to give birth last night. But when the child was born, the
doctor said that he did not have sufficient oxygen. He told us to take the child te the district hespital. I rushed my
child there on the motorcycle, but by the time a doctor saw the child it was too late. No one cared. This doctor is not
bothered. If only he had worried a little. He just did not care. " He keeps repeating the same phrase again and again:
"No one cared” and it remains with us for a while.

Spurrad by an international consensus that the way to meet the Millennium Development Goals on reductions
in maternal, child and infant mortality was to increase the number of institutional deliveries, countries have
devoted themselves with a single-minded focus to doing just that. The Indian Government, encouraged by the
“success” of the Chiranjeevi voucher scheme , expanded conditional cash transfers for institutional deliveries
to the entire country. In Rwanda, fadlities were paid for institutional deliveries. The results have been
impressive. Between 2005 and 2011 (the last year for which public data are available in India), institutional
deliveries increased from 20% to 45% in nine Indian states with relatively worse socioeconomic and health
indicators. Similarly, between 2000 and 2008 in Rw anda, institutional deliveries increased from (approximately)
25% to 75%. What has the fast rise in institutional deliveries done to child mortality?
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DSO hizmet kalitesi tanimi

Hizmet kalitesi kisilere ve topluma saglanan saglik
hizmetlerinin istenen saglik etkilerini gosterebilmesi ile
anlasilir. Bu amaca ulasabilmek saglik hizmetinin
guvenilir, etkili, zamanl, etkin, esitlik¢i ve kisi-merkezli

olmasiyla mimkunddr.
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Anne olumlerini, 6l dogumlari ve yeni dogan
oliimlerini azaltmak icin dogum ve civari en
onemli zaman dilimi

2000 000

— Gebelik bakimi

— Anne ve yeni dogan o
acisindan ‘dogum’ zaman
aralig

Intrapartum bakim

1000 000

LIVES SAVED

Erken dogum

500 000

— Kuclk ve hasta yeni dogan
bakimi

are during labour, around birtl
(. and in the first week

Bhutta ZA et al. Can available interventions end preventable deaths in mothers, newborn babies, and
stillbirths, and at what cost? Lancet. 2014;384(9940):347-70.

) World Health
" : ¥ Organization hrp.



Yapi

Proses

Sonug¢

Saghk sistemi

Hizmet
kalitesi

Verilen hizmet Hizmet deneyimi

1- Rutin ve acil bakimda kanita dayali

o 4- Etkili iletisim
tedavilerin uygulanmasi

2- Harekete yonelik, giivenilir bilgi 5- Saygili, onurlu etkilesim
sistemleri
3- isleyen hasta transfer sistemleri

6- Psikolojik destek

7- Becerili ve motive insan kaynaklari

8- Asgari yeterlilikte yapilar

l l

Bireysel ve hastane diizeyinde etkiler
Kritik tedavilerin kullanimi Kisi-merkezli sonuglar

Saglik etkileri
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DSO hizmet
kalitesi yaklagimi

1. Lider belirleme

WHO Tedavi protokolleri
2. Durum analizi

Hizmet standardlari

Kalite artirbmina yonelik kanita dayal girisimler
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Yorum

a OnUmizdeki 15 yilda klinik arastirmalara ek olarak daha
fazla oranda cok boyutlu ve multi-disipliner yaklasimlara
gerek duyulacak

— Sadece tedavilerin uygulanabildiginin gosterilmesi yeterli
olmayacak

— Mortalite yanisira morbiditeyi hem 6lcmek hem de azaltmak
onem kazanacak
0 Hizmet kalitesini dlgcme ve iyilestirme konusunda 6ok
daha fazla arastirmaya gerek duyulacak
— Bu baglamda hem tedavilerin saglanmasi, hastalara ulastirilmasi

hem de kadin, aile ve hastalarin saglik sistemiyle
karsilastigindaki deneyimlerini anlamak ve 6lcmek énemli olacak
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