MATERNAL ANEMIA CONTROL

WHAT HEALTH

POLICYMAKERS

CAN DO

FACTS
•

Anemia is one of the most widely prevalent disorders, affecting the lives of almost
half a billion women of reproductive age. 1

•

Iron deficiency anemia (IDA), alone, contributes to over 100,000 maternal and
almost 600,000 perinatal deaths each year. 2 Inter-generational impacts include
increased risk of infant mortality, pre-term delivery, low birth weight, and reduced
cognitive development in children.3

•

Anemia results in reduced energy levels which affect productivity, earning power
and even maternal caring practices. Economic losses due to IDA alone are
estimated at approximately $0.32 per capita or 0.6% of GDP.4

•

Anemia has multiple causes: increased iron requirements during pregnancy,
inadequate intake of micronutrients, particularly iron, and malaria, hookworm, HIV,
diarrhea and other infections.

VISION
•

Reduce maternal and neonatal deaths, and improve health, productivity and
economic development.

ACTION
Proven, cost-effective interventions can reduce maternal anemia during pregnancy and
lactation. The package of activities includes:
•

In all countries: Provide iron-folic acid supplementation; promote healthy
timing and spacing of pregnancy; and prevention of postpartum hemorrhage
through active management of third stage of labor (AMTSL).

•

In malaria endemic areas: Provide intermittent preventive treatment, longlasting insecticide-treated bed nets, indoor residual spraying, and artemisinin
-based combination therapy.

•

Where hookworm prevalence exceeds 20%: Provide de-worming medication
during Child Health Days and as a routine part of ante-natal care (ANC).

6

PRIORITIES

Increase political commitment.

1

The strong links between maternal anemia reduction and maternal and perinatal
survival (MDGs 4 and 5) call for a renewed commitment to anemia control.
•
•

Improve coordination between global stakeholders, including the private
sector, to prioritize key activities.
Provide adequate funding for scale-up and service delivery throughout the
maternal health continuum of care.

Integrate with health programs.
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Increased focus and attention on the multiple causes of maternal anemia will
result in more harmonized and integrated implementation of prevention and
treatment efforts.
• Identify and nurture champions for maternal anemia within maternal and
child health and nutrition, reproductive health, malaria, HIV, TB and neglected tropical diseases communities.
• Integrate standard anemia control strategies, training, messages, and protocols across focused ANC/birth/postpartum, and infectious disease policies,
guidelines and programs.

Provide pharmaceuticals and supplies.

3

Further work is needed to strengthen and maintain strong supply systems for
the package of maternal anemia control activities.
• Ensure adequate, quality supplies of IFA for supplementation, oxytocin for
AMTSL or misoprostol for community-based use, and contraceptives for
birth spacing.
• Where hookworm is prevalent, ensure availability of antihelminths, and in
malaria-endemic areas, locally effective antimalarial medications, bed nets,
and insecticides for spraying.
• Through public-private-community linkages, increase the safety of packaging,
ease of use and affordability of commodities.

FOR POLICYMAKERS
Expand roles for communities.

4

Communities play an important role in increasing women’s access to the full package of services to prevent common causes of anemia.
• Use complementary delivery platforms, such as community based distribution,
to reach pregnant women.
• Build community-clinic linkages to bridge the gap between community advocacy/support and clinical service delivery.
• Use community health networks to bring needed services, supplies and followup directly to the homes of pregnant women.
• Listen and take action to overcome the barriers women face in accessing anemia prevention and treatment to develop context-relevant approaches, such as
the provision of the full course of IFA at first treatment.

Increase demand.
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Social marketing can be further utilized to create awareness of and demand for
services and supplies. Counseling at the community and health service level can
help women understand and adhere to IFA supplementation, family planning and
other interventions.
• Use supportive supervision systems to reinforce adequate counseling of pregnant women and ensure that local realities are addressed in the counseling
provided.
• Empower health workers and volunteers for quality counseling to improve
adherence.

Strengthen monitoring and evaluation.

6

Monitoring program implementation indicators can facilitate quality service delivery of interventions addressing the root causes of maternal anemia.
• Integrate into routine health information systems indicators on quality and
coverage of ANC, family planning and reproductive health, malaria prevention
and other health services.
• Establish supportive supervision systems for both clinical staff and communitybased volunteers to put the information to work in addressing gaps in
implementation and reinforcing program progress.

Six priorities for policymakers can save lives,
improve health, increase productivity and make
maternal anemia control a reality.
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