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Significant progress has been made since Allen Rosenfield1

termed maternal mortality a neglected tragedy and asked

‘where is the M in MCH?’ Recent data from the World

Health Organization demonstrates significant declines in

maternal mortality ratios, with a 49% reduction in

sub-Saharan Africa (SSA), from 990 in 1990 to 510 per

100 000 live births in 2013.2 Still, Millennium Development

Goal (MDG) targets for maternal mortality in SSA will not

be reached. Post 2015 reductions in maternal, perinatal and

early neonatal mortality will only be realised when the most

severe maternal complications can be comprehensively

addressed and obstetric interventions that identify and deli-

ver the at-risk fetus can be provided to all pregnant

women.3,4 To comprehensively address obstetric care and

provide leadership in women’s health, skilled professional

obstetricians/gynaecologists will be required as part of the

health care team.5 In SSA countries with a low level of

obstetric capacity and leadership, the inherent expertise

and teaching gap is filled by nongovernmental organisa-

tions and non-local trainers. When gaps are filled by train-

ing for one specific task, the chances for the development

of integrated and comprehensive ‘in country’ capacity

building may be missed.6

Capacity building in SSA countries has taken many

forms. Research capacity strengthening in response to the

HIV epidemic has resulted in a significant number of

research capacity building partnerships.7 The literature on

medical education in SSA disproportionately describes

countries with older medical schools, such as South Africa,

Nigeria and Uganda, with recent growth of medical educa-

tion in SSA reported mostly in the grey literature.8 The

Medical Education Partnership Initiative has joined 40

medical schools with 20 medical schools in the USA to

foster communities of practice that create a supporting

structure to share resources in education, monitoring and

evaluation, and research.9 A recent comprehensive review

identified 168 medical schools operating in sub-Saharan

Africa, of which 146 were surveyed. Many ‘countries are

prioritising medical education scale-up as part of health

system strengthening’.10 A number of recommendations

were made, including launching a campaign to increase the

capacity of medical school faculties, investing in medical

education infrastructure, improving research infrastructure,

and establishing national and regional postgraduate train-

ing programmes to promote training, excellence and reten-

tion.10,11

The National University of Laos, in partnership with the

faculty of Case Western Reserve University (Cleveland,

Ohio, USA) and Khon Kaen University (Khon Kaen, Thai-

land) began an internal medicine training programme that

admits six participants a year.12 In the first year evaluation,

five of the six graduates had remained in the country and

the investigation noted that ‘most graduates of this pro-

gram will eventually participate in creating government

health care policy, either on the local or national level, sim-

ply because they will be the best trained medical profes-

sionals in the country’.12

The history of early obstetrics and gynaecology training

programmes in SSA, such as the Ibadan programme estab-

lished by Professor John Lawson, has not been written, nor

has a survey been done of current postgraduate obstetrics

and gynaecology training in SSA countries. A programme to

centralise maternal and neonatal care in Eritrea, which

included the establishment of an obstetrics and gynaecology

training programme, demonstrated significant reductions in

maternal mortality, with the first graduates finishing in

2012.13 The University of Zambia school of Medicine has

produced 1276 doctors since its first graduates in 1973, and

170 ª 2014 Royal College of Obstetricians and Gynaecologists

DOI: 10.1111/1471-0528.13176

www.bjog.org
Commentary



has produced 118 postgraduate doctors, 24 of whom were

OBGYNS.14 A follow-up of these graduates has not been

published. Larger countries such as Nigeria, Sudan, South

Africa, Kenya, Uganda and Tanzania have one or more well

established OBGYN training programmes. Informal surveys

show Sierra Leone, Botswana and the Gambia do not have

OBGYN training programmes, and Liberia and Malawi have

only recently started programmes. Many universities and ter-

tiary hospitals are potential training sites for physicians who

wish to become OBGYN physicians. This capacity to train

obstetricians and gynaecologists in SSA will require skilled,

professional obstetrician/gynaecologists in an enabling envi-

ronment to subsequently train specialist physicians.6

The American Board of Obstetrics and Gynaecology

issued a new definition of an obstetrician gynaecologist in

201415: ‘Obstetricians and gynaecologists are physicians

who by virtue of satisfactory completion of an accredited

program of graduate medical education, possess special

knowledge, skills and professional capability in the medical

and surgical care of women related to pregnancy and disor-

ders of the female reproductive system. Obstetricians and

gynaecologists provide primary and preventive care for

women and serve as consultants to other health care pro-

fessionals’.

Providers of this caliber provide comprehensive and

definitive care for pregnancy complications, family plan-

ning, female cancers and other women’s health issues and

provide leadership and advocacy for women’s health issues

at local, national, regional and international levels. National

and international professional organisations such as the

International Federation of Gynaecologists and Obstetri-

cians (FIGO), the newly formed African Federation of

Obstetrics and Gynaecology, the Royal College of Obstetri-

cians and Gynaecologists (RCOG), the American College of

Obstetricians and Gynaecologists (ACOG), the Canadian

Society of Obstetricians and Gynaecologists, the Association

of Professors of Obstetrics and Gynaecology and the Coun-

cil on Resident Education in Obstetrics and Gynaecology

define, promote, and lead to the maintenance of the high-

est clinical practice standards, and provide assessments and

certification that individuals possess special knowledge and

can practise independently.

Ghana has prioritised the training of obstetricians and

gynaecologists in-country with documented success. The

Ghana postgraduate obstetrics and gynaecology collabora-

tive residency training programme started in 1989 in

response to the low repatriation rate of physicians sent to

Great Britain for training.6 The Ghana Ministry of Health,

the University of Ghana, the Kwame Nkrumah University

of Science and Technology, ACOG and RCOG and univer-

sity departments of Obstetrics and Gynaecology in the US

and Great Britain teamed together to strengthen the two

University-based training programmes in obstetrics and

gynaecology in Ghana. The postgraduate programme was

5 years in length, utilising a comprehensive curriculum that

included a 3-month rotation in the USA or Great Britain, a

6-month rotation in a district medical facility, and a

3-month rotation in a business management programme.

As of November 2012, 142 physicians have been trained

and certified as obstetricians and gynaecologists, and only

one has left Ghana to practise elsewhere.6

This high retention of specialists is related to three major

factors6: (1) the presence of a viable training programme in

Ghana; (2) economic viability of staying in Ghana even

though the remuneration could be higher in other settings;

(3) social commitment – graduates prioritised being at

home serving their country. Certification of graduates was

also a critical component of the overall programme. The

West African College of Surgeons was the source of certifi-

cation at the initiation of the programmes. In 2003, the

legislature of Ghana created the Ghana College of Physi-

cians and Surgeons, which defined a 3-year curriculum to

receive fellowship.

Graduates of Ghana’s programmes are moving to more

rural areas. A recent study of graduates shows that despite

a concentration of obstetricians and gynaecologists in

urban centres, there is distribution to district hospitals sur-

rounding urban centres.6 Some graduates are now leading

obstetrics and gynaecology departments at the two new

medical schools located in more rural areas.

The creation of the Ghana OBGYN postgraduate training

programme was predicated on academic and professional

partnerships that helped create the context and expertise

for training physicians to become specialists. The establish-

ment and success of this programme is the result of long-

term public policy commitment for health systems and

human resources capacity improvement. Although objective

numerical causal evidence is not yet available, increasing

the number of obstetrician gynaecologists has undoubtedly

had a major impact on maternal mortality.6 Specialists

report better outcomes, more organised and standardised

management, establishment of maternal mortality audit

committees, and more organised and efficient clinical case

management including formal protocols. There were also

notable increases in the number of personnel in response

to the presence of the obstetrician, improved teaching and

increased availability of technologies. Patients were thought

to have a higher confidence in the healthcare system, to

report to the hospital earlier and to feel confident about

delivering at a hospital when an obstetrician is present.6

A similar effect has been demonstrated in Uganda, where

the presence of an obstetrician/gynaecologist in a rural area

improved quality of care, and resulted in improved mater-

nal and neonatal survival over a 3-year period.16

Obstetrician/gynaecologists provide the leadership to

train physicians to become obstetricians and gynaecologists.
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Obstetrician/gynaecologists provide practice and protocol

standards for other physicians throughout the country and

ensure that interventions are evidence-based.6 They can be

involved with policy development, guide national research

in obstetrics and gynaecology issues and provide advocacy

for women’s health.

A side meeting during the 2012 FIGO congress in Rome

Italy assembled obstetricians gynaecologists from some high

mortality–low resource Anglophone SSA countries. Discus-

sions there were revelatory – the proceedings of which are

published as Building Academic Partnerships to Reduce

Maternal Morbidity and Mortality: A Call to Action and Way

Forward.17 These deliberations highlighted the fact that the

current capacity for University-based programmes to train

physicians to become obstetricians and gynaecologists is

severely lacking or completely absent in many SSA countries.

The importance of academic partnerships cannot be

underestimated in future attempts to build obstetrics and

gynaecology capacity in other SSA countries.18 The Ghana

experience has been used extensively in the rapidly advanc-

ing programme at Saint Paul Millennium Medical School

in Addis Ababa by a faculty member with personal experi-

ence of the Ghana programme.19 At a 2013 meeting held in

Accra approximately 120 representative of academic obstet-

rics and gynaecology programmes from USA, Great Britain

and sub-Saharan Africa with representatives from the min-

istries of health and education of 14 sub-Saharan African

countries. identified 10 elements needed to establish sus-

tained, long-term training programmes: authentic partner-

ship, departmental infrastructure, curriculum development,

faculty development in both academic and clinical roles,

community and midwifery outreach with district hospital

development deployment and engagement of ministries of

health and education, research to improve clinical out-

comes in-country, monitoring and evaluation of commu-

nity population of public health outcomes, quality

improvement, certification and involvement with profes-

sional societies. Developing residency training programmes

with experienced academic partners to comprehensively

implement in these 10 areas would result in a transforma-

tion of pregnancy and neonatal outcomes and improve care

for thousands of women across SSA.

The current MDG framework will come to an end in

2015. Global policy makers are now assembling to propose

goals and frameworks for the ‘post 2015 agenda’.20 Achiev-

ing universal access to health will be a major component of

this agenda and will require major increases in human

capacity. A consensus statement issued by the WHO has

called for a global maternal mortality ratio of less than 70,

and no country having a ratio of greater than 140 by 2030.21

An expanded and concerted response by obstetricians/gynae-

cologists from all countries with experience in training spe-

cialist physicians is now required to provide the leadership

to create a high level of clinical obstetric expertise in SSA

countries to achieve these targets. Our specialty must mobi-

lise to provide the leadership and expertise to train a cadre

who can deliver the evidence-based clinical interventions and

influence local and national policy in OBGYN. Newly minted

obstetricians and gynaecologists will train the next generation

of general physicians and specialists, who can then imple-

ment evidence-based practices and provide leadership in aca-

demics, policy, practice and advocacy to permanently reduce

maternal and neonatal morbidity and mortality.
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