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Abstract

Among the Millennium Development Goals, maternal mortality reduction has proven especially 

difficult to achieve. Unlike many countries, China is on track to meeting these goals on a national 

level, through a programme of institutionalizing deliveries. Nonetheless, in rural, disadvantaged, 

and ethnically diverse areas of western China, maternal mortality rates remain high. To reduce 

maternal mortality in western China, we developed and implemented a three-level approach as 

part of a collaboration between a regional university, a non-profit organization, and local health 

authorities. Through formative research, we identified seven barriers to hospital delivery in a rural 

Tibetan county of Qinghai Province: (1) difficulty in travel to hospitals; (2) hospitals lack 

accommodation for accompanying families; (3) the cost of hospital delivery; (4) language and 

cultural barriers; (5) little confidence in western medicine; (6) discrepancy in views of childbirth; 

and (7) few trained community birth attendants. We implemented a three-level intervention: (a) an 

innovative Tibetan birth centre, (b) a community midwife programme, and (c) peer education of 

women. The programme appears to be reaching a broad cross-section of rural women. Multilevel, 

locally-tailored approaches may be essential to reduce maternal mortality in rural areas of western 

China and other countries with substantial regional, socioeconomic, and ethnic diversity.
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Among the Millennium Development Goals (MDGs), progress on achieving MDG 5, which 

seeks to reduce the maternal mortality ratio (MMR) by three-quarters between 1990 and 

2015, and to improve access to reproductive health, has been especially difficult. Although 

better access to contraception and declining fertility rates in many countries have lowered 

the lifetime risks of maternal mortality,1 observers predict that few countries will achieve 

the MDG 5 target by 2015.

The reasons for the slow progress on MDG 5 are varied. One reason is that the MMR has 

increased in eastern and southern Africa due to HIV/AIDS.2 A second reason is the 

complexity of providing universal antenatal and delivery care. Low-income women, those 

from marginalized groups, and women in remote rural areas often lack high quality, 

accessible delivery care when they need it.3–5 Deliveries occur on their own schedule and 

complications can be hard to predict. The low status of women in many parts of the world 

also increases the chance of potentially risky pregnancies (e.g. pregnancy at very young ages 

or at high parity), inadequate nutrition before and during pregnancy, and poor or non-

existent antenatal and delivery care.6–8

In contrast to many countries, China has made considerable progress in reducing maternal 

mortality and the nation as a whole is on target to meet MDG 5 by 2015.1 Remarkably, the 

nationwide MMR declined an average of 5.7% per year between 1990 and 2011, a pace 

which is three times higher than the average decline for developing countries in this period 

(p.1153).1 China’s strategy has focused on “institutionalization” of childbirth, i.e. ensuring 

that all deliveries occur in hospitals. To this end, China has implemented media campaigns, 

improvements in maternal-child health infrastructure, oversight, staff training, and referral 

networks at township and lower-level hospitals.9,10 Subsidies to pregnant women and 

hospitals for institutional deliveries have been available in many areas.9,11,12 Other 

strategies, such as community midwife programmes, have been discouraged in order to 

concentrate resources on hospital deliveries.9 Institutionalization of delivery and subsidies 

for hospital delivery have been employed in other countries, such as India,13 but with more 

limited success in reducing maternal mortality.

By 2008 in most regions of China, institutional delivery was virtually universal.11 However, 

despite this overall success, poor rural areas, particularly in western China, continue to have 

lower rates of hospital deliveries and higher MMRs.9–11,14–17 Although maternal mortality 

has declined in all regions, it remained significantly higher in 2010 in the western region 

than in other areas: 46.1 per 100,000 live births, compared with 29.1 for the central region 

and 17.8 for the east.18 Post-partum haemorrhage remains the most common cause of 

death,18 suggesting that women with emergencies do not receive medical help in time. Less 

frequent use of hospitals (and higher maternal mortality) in remote western counties may be 

due to poor infrastructure, scarce human resources, long travel distances to reach hospitals, 

lack of access to caesarean section and blood transfusions in some local hospitals, and 
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reluctance of women, particularly from ethnic minorities, to deliver in hospitals because of 

discomfort with the delivery practices used.11

Thus, although institutionalization of deliveries has accomplished a great deal in most of 

China, it is unlikely to lower maternal mortality in poor, under-resourced rural western 

regions to levels found elsewhere in China in the next several years. The persistence of 

higher maternal mortality ratios in western China suggests that a single universal approach 

may not be sufficient in all areas of a country as diverse as China. In this paper, we argue for 

an alternative approach for western China – a multi-level maternal health programme – and 

describe its implementation in Rebkong (Chinese: Tongren) County, a predominantly 

Tibetan area in Qinghai Province, China. The programme was designed and implemented by 

Tso-ngon (Chinese: Qinghai) University Tibetan Medical College (TUTMC) in 

collaboration with the international non-profit organization Tibetan Healing Fund (THF), 

and local health authorities. The approach overcomes a number of barriers to high quality 

local delivery care in rural areas of western China. We also believe that it can serve as a 

model for poor, rural, hard-to-reach and ethnic minority areas elsewhere in the region, e.g. 

other rural areas of western China, Nepal, northern India, southeast Asia and Bangladesh – 

as well as middle- and low-income countries in other regions.5,13,19,20

In this paper, we first describe the rural area where we have been working and outline the 

results of formative research we carried out there. Then we outline our approach to reducing 

maternal deaths there, briefly summarize results from an evaluation, and conclude by 

considering our approach in a larger context.

Qinghai Province and Rebkong (Tongren) County

Qinghai Province is in western China on the Tibetan Plateau and is part of the traditional 

Tibetan region of Amdo. It is one of the poorest provinces in China with a per capita GDP in 

2003 of US$1814 for urban areas and US$483 for rural areas.21 In 2000, Qinghai’s MMR of 

139 was exceeded in China only by MMRs in neighbouring Xinjiang (161) and the Tibetan 

Autonomous Region (467).14 The MMR declined to 104 in Qinghai by 2005, but it 

remained considerably higher, especially in rural areas, than the rate of 20 per 100,000 in 

Shanghai, Beijing, and Jiangsu, and Zhejiang provinces.15

The population of Qinghai province is ethnically diverse: in 2010, 53% were Han, 24% 

Tibetan, 15% Hui, and 8% other groups.22 The majority of rural residents in 2000 in the 

province were Tibetans and other non-Han ethnic groups, with Tibetans being the largest 

group.23 Cities and towns, where hospitals and health care are more common, were 

predominantly inhabited by Han residents.23 The rural Tibetan population make their living 

either as farmers or as nomadic herders. The nomadic population, in particular, has to travel 

long distances over dirt paths and mountainous terrain to reach health care. Health care is 

often difficult to access even for farmers in rural villages because of distance, difficulty of 

travel, and lack of transportation.

Rebkong (Chinese: Tongren) County, in which the programme described below is located, is 

in Malho (Chinese: Huangnan) Tibetan Autonomous Prefecture, one of five Tibetan 

autonomous prefectures in Qinghai. The County incorporates about 3,250 square miles. In 
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2010, its population was about 85,000,24 the majority of whom were Tibetan. Although 

MMRs are not available for prefectures and counties, the poor rural population of Malho 

Prefecture is likely to have a significantly higher MMR than Qinghai Province as a whole. 

The officially reported total fertility rate for Rebkong County in 2000 was 1.2 births per 

woman.25 Even accounting for the possibility of under-reporting, this rate is quite low for 

such a poor, rural setting and reflects China’s birth planning policy.

Barriers to improving maternal health

To understand the reasons underlying higher maternal mortality rates in the region, a 

research team from the Tso-ngon (Chinese: Qinghai) University Tibetan Medical College 

(TUTMC) in Qinghai Province and the international non-profit Tibetan Healing Fund (THF) 

conducted formative research to identify barriers to improving maternal health pre-, during, 

and post-partum. Formative research involves collecting qualitative and/or quantitative data 

and synthesized them to aid in the design and implementation of an intervention.26 

Formative research is particularly useful for developing interventions which are culturally 

and geographically appropriate.

The formative research in this project was based on the example of the three-delays 

model,27 which provides a framework for considering barriers to delivery and post-partum 

care. The TUTMC-THF research team members know the Rebkong area well and one team 

member, a Tibetan obstetriciangynaecologist, practised for several years in the local county 

hospital. Other team members are Tibetan doctors experienced in health care for Tibetans 

and other populations.

The team conducted a sample survey in the area in 2003 (n = 280 women aged 15–49 in a 

random sample of households) on antenatal and delivery practices, other health behaviour, 

and socioeconomic status. The sample included women in two predominantly Tibetan 

townships. A structured, close-ended questionnaire was administered by Tibetan health 

personnel to each sample member. Survey methods and results are described in detail 

elsewhere.28 The results showed that 96% of women reported delivering their most recent 

child at home, and only 27% reported seeing a health worker at any time during pregnancy. 

Deliveries were almost always attended by the women’s mother, sister or other female 

relative. These findings are consistent with a study in another part of Qinghai (Yushu 

Tibetan Autonomous Prefecture) in 2004, in which 99% of women delivered at home 

without a trained birth attendant.21 In addition to the survey, the research team visited the 

Rebkong region and talked informally with women and their families, health care providers, 

and local women’s leaders. They also visited local hospitals and talked with women 

recovering from delivery and their families, as well as medical staff.

Based on this research and the team members’ prior experience, the TUTMC-THF team 

identified seven barriers to maternal mortality reduction through China’s institutionalized 

delivery programme in the Rebkong area. First, travel to the hospital for antenatal exams 

and especially for delivery is difficult for rural Tibetan women, particularly nomads and 

those in villages far from major towns and cities. Health care is available in the township 

health centre, prefecture hospitals, and cities – facilities which are located at considerable 
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distance from rural villages and are accessible to villagers or nomads only by long trips on 

foot or by donkey/horseback, yak, tractor, motorcycle, or occasionally car.

Second, hospitals typically lack accommodation for families who accompany women and 

remain with them until discharge, to avoid multiple trips and to provide care and meals. 

Hospitals often have multiple patient beds in a single room, no space for families, and no 

separate family accommodation.

Third, delivery at a hospital can be costly: transport to and staying at a hospital for delivery 

is expensive, even though hospital costs are partly subsidized by the government. Patients 

have to pay hospital bills, the costs of medicine, and treatment fees, as well as family 

lodging and food.

Fourth, there are often language and cultural barriers between Tibetan women and non-

Tibetan health care providers. Most doctors and nurses are neither Tibetan nor speak much 

Tibetan. Rural Tibetan women often speak some Chinese, but are more comfortable 

speaking Tibetan. Language, education, and social class differences can lead to significant 

misunderstanding and miscommunication, which may further complicate the delivery 

process.29 The Tibetan cultural prohibition against men’s involvement with pregnancy and 

childbirth also discourages women from hospital delivery because male doctors are 

common. Like all groups, Tibetans have their own cultural practices surrounding the birth of 

a baby, including prayers by Buddhist monks and lay people. Hospitals often have little 

respect for these customs and lack space and the proper environment for these practices.

Fifth, rural Tibetans often have limited confidence in the skills and training of doctors in 

hospitals and clinics practicing western medicine. They have more experience with Tibetan 

medicine and doctors and with the holistic basis of Tibetan medicine, which seeks to balance 

elements in the body and is part of their own cultural tradition.

Sixth, most Tibetan women view pregnancy and childbirth as a normal process (not an 

illness or emergency) and see hospitals as places to treat illness and emergencies. Thus, 

going to a hospital to deliver a baby is seen as counter-intuitive. This belief is also reported 

in rural Shanxi Province, where it has been identified as a barrier to hospital delivery,19 and 

it may be common in other rural areas of China. Rural Tibetan women also have little formal 

education and limited access to information about maternal and child health and infectious 

disease.28

Finally, there are very few trained birth attendants available outside of hospitals, and no 

traditional midwives in Tibetan culture. Births at home are typically assisted by untrained 

female family members.21,28,29 Village doctors have little training in pregnancy and 

childbirth. Hence, local knowledge about how to handle obstetrical emergencies, when they 

occur, is limited.

Many of these barriers are prevalent in other poor rural areas in the region. For example, in 

rural Shanxi Province and in Nepal, financial limitations, transportation, and lack of faith in 

the quality of hospital care are reported to be important road blocks to safe delivery 

care.5,19,20 Rural ethnic minority women in Sichuan Province, China, also reported social 
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cultural barriers similar to those identified by the TUTMC-THF team: hospitals’ lack of 

facilities for family members, difficulty carrying out cultural traditions surrounding birth, 

and the presence of male doctors.

Meeting local needs: the three-level approach

To surmount the barriers described above, the TUTMC-THF team designed a 

comprehensive maternal health programme in Rebkong (Tongren) County, known as the 

three-level approach to Health Care for Rural Women and Children. The approach was 

designed both to improve local maternal health and to field test a multi-level strategy for 

delivery of improved delivery care to rural Tibetan and other women in western China. The 

approach operates at the county, community and individual level to deliver integrated, safe, 

culturally-appropriate, low-cost services, including: (1) an innovative maternity and health 

care facility to complement current government health facilities at the county level; (2) 

recruitment of, and midwifery training for, community health workers and women willing to 

become midwives at the local level; and (3) peer education for rural Tibetan women about 

pregnancy, delivery, and women’s and children’s health at the individual level. Each 

component is described below.

County level: Tibetan Natural Birth and Health Training Centre

In collaboration with the Rebkong County and the Prefecture Health Bureau, the TUTMC-

THF team planned and built the Tibetan Natural Birth and Health Training Centre (Birth 

Centre) in Rongwo (Chinese: Longwu), Rebkong County. Funding for the construction of 

the Birth Centre was provided by Tibetan Healing Fund (THF), which solicits charitable 

contributions internationally to support health initiatives in the Tibetan region. The land was 

donated by the current Birth Centre director and THF contributed hundreds of hours of 

volunteer labour to build the Centre, which opened in July 2009. In 2013, funding from THF 

also facilitated the expansion of the Birth Centre to include an additional 14 rooms to 

accommodate the increasing demand for delivery services at the Centre.

The Birth Centre aims to attract Tibetan and other women who would not normally deliver 

in a hospital, especially those at risk of complications. It is a highly unusual type of health 

care facility for China, where virtually all medically-attended deliveries occur in standard 

hospital ward settings. In contrast, the Birth Centre is based on the birth or birthing centre 

model,30,31 combining a home-like atmosphere with high quality ob-gyn care. It offers a 

linguistically and culturally Tibetan environment, a skilled, all-female staff of biomedically-

trained Tibetan obstetricians and midwives, modern clinical facilities and equipment, and 

Tibetan medicine care and facilities. Pregnant women and families can stay in modest home-

like suites – including heated family sleeping platforms, quilts and linens, cooking facilities, 

bathrooms, and showers – during their time at the Birth Centre.

As indicated in Table 1, the Birth Centre provides six main types of services to individual 

patients: delivery care, antenatal care, post-delivery care for women and their infants, 

gynaecological services, family planning, and health education. Delivery care consists of 

natural childbirth without the use of medications; cases that involve surgery or serious 

complications are referred to the nearby prefecture hospital. Post-delivery care includes 
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post-partum care for women, newborn care, breastfeeding support, and initial newborn 

immunization – with referral to the County Disease Control Centre for later immunizations. 

Gynaecological services include a broad range of women’s health concerns, including 

diagnosis and treatment of infections, HIV prevention education and management, and 

assistance with menstrual or menopausal problems. Health education on maternal and child 

care and prevention is included as a component of each service. Conditions that cannot be 

treated adequately are referred to the prefecture hospital and/or the Tibetan medicine 

hospital. Information on referrals has been collected at the Birth Centre only since the 

beginning of 2014.

Table 1 presents the number of services delivered annually at the Birth Centre. Each visit is 

counted separately and when multiple services are delivered at the same visit, each of those 

is also counted separately. Thus, a woman with two antenatal care visits, one of which 

included health education, is recorded in the table twice for antenatal care and once for 

health education.

The cost of health services is partially subsidized regardless of where they occur, but the 

unsubsidized portion of the cost is lower at the Birth Centre (approximately 500 RMB) than 

at the prefecture hospital (≥1500 RMB). As shown in Table 1, by the end of 2013, more than 

2,000 deliveries had taken place at the Birth Centre – all were live births. The Birth Centre 

also coordinates other activities of the three-level approach, described below.

It is difficult to determine what proportion of women of reproductive age in Rebkong 

County who need obstetric and gynaecological services have been reached, because of the 

difficulty of obtaining accurate local population estimates. If the population of Rebkong 

County is roughly 85,000, as indicated above, we estimate that they include approximately 

22,000 women aged 15–49. Based on officially published age-specific fertility rates for 

2000,24 we then estimate that the average annual number of births in the County would be 

approximately 900–1,100. These estimates suggest that many of the births in the County are 

taking place at the Birth Centre.

The numbers in Table 1 also provide a measure of the Birth Centre’s success in meeting 

other reproductive health needs. The number of visits for these services have increased 

substantially during the five-year period. For example, the number of health education visits 

increased dramatically from 3,274 in the first full year of operation to more than 6,000 in 

2013. The increase in the visits for reproductive health services other than delivery reflects 

both a greater number of women receiving Birth Centre services and an increasing number 

of repeat visits by patients.

Community level: health worker recruitment and training

At the community level, the goal of the three-level approach is to develop a network of 

health workers with basic obstetric training to provide care to women who deliver at home. 

In rural areas, health care is provided by a village doctor or other community health workers 

trained at the county level and able to provide basic primary care. Despite the absence of a 

midwifery tradition, older women with children sometimes act as informal birth attendants. 

The Health Worker Recruitment and Training programme recruits village doctors, 
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community health workers, informal birth attendants, and leaders of local women’s 

committees to attend workshops and receive basic training in antenatal, delivery, post-natal 

care, and children’s health. The majority of trainees are rural women with children of their 

own, but very little (if any) training in pregnancy-related care, child health care or health 

promotion. Many participants are well-known in their communities because they participate 

in village women’s associations, which are local government groups responsible for 

representing women’s interests. The TUTMC-THF team, and particularly the director of the 

Birth Centre, regularly make visits throughout the county and have attempted to recruit at 

least one person from each village, town, and local area (for nomadic populations) in the 

county.

The TUTMC-THF team, headed by the Birth Centre director and her colleagues, hold 

regular training workshops for participants on topics including recognizing signs and 

symptoms of potential complications, safe birth practices, managing routine deliveries, and 

referrals to the Birth Centre or township-level health facilities for complex cases. Training 

takes place at the Birth Centre and involves practical, hands-on experience, as well as visual 

teaching aids (e.g. videos and pictorial diagrams), rather than theoretical or book-based 

learning. To date, 334 health workers and midwives (one from each of 334 villages and 

towns) have been trained in a total of five multi-day workshops. Funding and volunteer 

hours for the health worker training and development of materials have been provided by the 

TUTMC-THF team. In addition to the didactic component of the multi-day training classes, 

the training serves to strengthen the relationships and referral network between the Birth 

Centre staff, the midwives, and communities in which the midwives live and work. 

Subsequent to training, it is not uncommon for midwives and health workers to contact Birth 

Centre staff directly via mobile phone when they encounter a problem or need information 

or guidance. If the midwives cannot solve the problem in the village, the referral system 

allows them to refer women quickly to the Birth Centre. An additional 300 undergraduate 

and graduate Tibetan medicine students from TUTMC have participated as students in these 

training workshops. Through this workshop and practical experience, students become 

qualified to conduct similar basic obstetric training workshops for midwives, health workers, 

and village women in the future.

Individual level: peer education

At the individual level, the goal is to educate individual women about basic health care, 

including pregnancy, using a peer education model. The midwives, health workers, and 

village residents trained in the Birth Centre workshops described above are asked to return 

home and educate individual women in their community, using the TUTMC-THF-developed 

Maternal and Child Health Education Handbook. The handbook uses Tibetan-style 

drawings and pictures to provide basic information about pregnancy, perinatal care, 

immunization, family planning, nutrition, and common illnesses. Trained health workers 

visit women in their homes and discuss these issues together, using the book as a guide. By 

providing health knowledge, this one-on-one education empowers women to make health 

decisions for themselves and their families, e.g. how to spot problems in advance, when to 

seek care, and what type of health care is needed. Roughly 5,000 copies of the handbook are 

now in use by health workers and women in rural communities.
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Birth Centre survey

In September-October 2012, we conducted a survey of a randomly selected sample of 

Tibetan women who had delivered at the Birth Centre between June 2011 and July 2012 (n 

= 114) and women who resided in the same communities but who had not delivered at the 

Birth Centre (n = 108). In addition, four focus group discussions were conducted with 

women of reproductive age living in surrounding communities. Respondents were asked 

about socioeconomic characteristics, pregnancy history, delivery experiences and 

perceptions, and knowledge and use of the Tibetan Birth Centre by friends or family 

members. Women who had used the Birth Centre were asked about their experiences there. 

Below we present summary findings of this survey. Detailed findings are available in 

separate papers.32,33

The socioeconomic and demographic characteristics of the women in the two samples were 

very similar, suggesting that the Birth Centre is fulfilling its goal of attracting a broad range 

of Tibetan women. The only significant differences between the two groups were parity 

(Birth Centre users were more likely to be lower parity: χ2 = 66.43, p < 0.000) and 

preference for delivery in a health care facility (Birth Centre users were more likely to prefer 

delivery in a health care facility: χ2 = 55.79, p < 0.002). For both samples, mothers and 

mother-in-laws were most likely to decide where a woman should deliver her baby (around 

60% for mothers and mothers-in-law combined), followed by husbands (14–20%). Women 

delivering at the Birth Centre were more likely to be involved in the decision themselves 

compared to other women (26% vs. 14%; p = 0.02). The results highlight the importance of 

reaching family members, as well as pregnant women, through the peer education 

programme.

Women delivering their babies at the Birth Centre overwhelmingly expressed satisfaction, 

with 98% of women reporting being ‘highly satisfied’ or ‘satisfied’ with their experience 

and 95% of women indicating that they would refer a family member or friend to the Birth 

Centre in the future. Further input from open-ended survey questions indicated that women 

valued the comfort and flexibility offered by the Birth Centre in birthing practices and post-

natal care. For example, women who had delivered previously at the hospital mentioned a 

preference for the Birth Centre in terms of the large rooms with heated beds, the choice of 

delivery position (e.g. on knees rather than on back), and the presence of their families 

during the birthing process. Additionally, adherence to cultural practices such as chanting 

scriptures during the birth, placing amulets and Tibetan thangkas on the wall, and placing a 

butter pill in the mouth of the newborn were all practices that they appreciated about their 

experience at the Birth Centre.

Expansion of the three-level approach programme and its impact

With the Birth Centre recently reaching its five-year anniversary and with increasing 

demand and use of its services, the Birth Centre is now financially self-sustaining. Hundreds 

of health workers and peer educators who have been trained – and participate in occasional 

refresher training – continue to conduct health education in their home villages. The level of 

staff commitment has been extraordinary, with high retention and low turnover rates for 
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personnel. Thus, we expect that the Birth Centre services and the other activities based at the 

Centre in Rebkong will continue for many years.

The successes of the three-level approach are notable in quantitative terms (i.e. increased 

utilization, number of health workers trained, attended deliveries and other services used), 

but also in improving the perceptions of maternal health care and delivery care options in 

this rural, ethnic minority population. The focus group results and ongoing discussions with 

local community members indicate that the approach used is associated with positive change 

for the local Tibetan community. The Director of the Birth Centre was seen by focus group 

participants and local leaders as a well-respected, charismatic leader and a highly-competent 

physician working with a team of qualified female health care providers to provide high 

quality services that respect local customs and traditions.

A limitation of this pilot study is that we cannot assess whether the intervention has reduced 

maternal mortality and morbidity rates in the Rebkong area. To detect a change in the MMR 

would require implementing the intervention in a much larger population. Although 

maternal morbidity is more frequent and thus requires a smaller sample to measure, a large 

scale survey would, nonetheless, be needed to collect adequate data. Although studies have 

demonstrated that population-based survey data can be used to measure maternal morbidity 

reliably in populations with a high proportion of medically-assisted deliveries,34,35 the 

quality and consistency of morbidity self-reporting may be lower among poorly educated 

rural women in this region, who typically do not receive medical care during delivery. Thus, 

we have not attempted to measure change in maternal morbidity.

Discussion

The three-level approach described above is an alternative model of delivery care to address 

the unique maternal health needs of rural, hard to reach, and marginalized groups and to 

combat persistent disparities in maternal mortality rates within lower- and middle-income 

countries. This approach complements existing maternal mortality reduction strategies in 

China and other countries in three ways. First, through community- and individual-level 

efforts, this model addresses the barriers that Tibetan women (and women from other 

disadvantaged groups) often face when giving birth. Second, this approach illustrates the 

utility of a collaborative partnership between an international, non-profit organization 

(Tibetan Healing Fund) and a provincial university (Tso-ngon University Tibetan Medical 

College (TUTMC)) and prefectural and county government agencies that have extensive 

knowledge of barriers to reducing maternal mortality and how to overcome them. Lastly, 

this model illustrates the importance of ‘bottom-up’ approaches to complement existing 

‘top-down’ approaches, particularly in regions or populations in which the standard 

approach is less effective.

The implementation of national policies and construction of health care facilities to 

encourage skilled birth attendance may be more effective in reducing maternal mortality if 

accompanied by additional individual- and community-level efforts such as those proposed 

here. This perspective is supported by a recent Partnership for Maternal-Newborn-Child 

Health/WHO report36 on the importance of multi-level interventions in improving maternal, 
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newborn, and child health. Although China has made significant progress toward meeting 

the maternal mortality reduction goals of MDG5, continued mortality decline in some 

regions may require complementary approaches that address cultural and logistic barriers. 

The three-level approach provides a model for overcoming these barriers both within China 

and in other countries.

The three-level approach was intended as a first step in developing a more holistic and 

sustainable approach to reducing maternal mortality in Rebkong County. The types of 

maternal health problems described for this area are prevalent in rural communities 

throughout the Tibetan region, elsewhere in rural China, and in other countries.5,13,19,20 We 

are currently assessing the maternal health needs of other areas in Qinghai Province and 

developing plans with local officials and funders to construct a second Birth Centre and to 

implement all elements of the three-level approach in other areas of Qinghai Province and 

the Tibetan Plateau.
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Table 1

Total services delivered at the Tibetan Birth Centre in Rebkong, 2009-2013

Type of service 2009 2010 2011 2012 2013 Total

Deliveries 59 368 630 547 618 2,222

Antenatal care 134 673 1,143 1,311 1,505 4,766

Post-delivery care 110 238 254 391 421 1,414

Gynaecological services 645 1,633 2,041 2,191 3,420 9,930

Family planning 123 362 446 456 481 1,868

Health education 1,071 3,274 4,514 4,896 6,445 20,200

Source: Tibetan Birth Centre administrative records, tabulated for this paper.
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