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THE CHAIRMAN:  Good afternoon.  We do not have a lot of parliamentarians here yet, apart from me and Baroness Flather, but that is because they are involved in Question Time which, as you can see from the monitors, is going on at the moment.  They will probably come along in a little while, but as we are taking down every word that is said it does not really matter because they will come back to it later if they need to.  For the first session this afternoon we have witnesses from UNICEF and UNFPA.   Welcome both of you, Ian Pett and Hedia Belhadj.  I would like you to give a statement of 100 words or thereabouts to begin with, just to introduce yourselves and your organisations – as if either of your organisations needed introduction, but, nevertheless, that is how we do it.  I will start off the questioning and then open it up to the panel to ask you specific questions on particular areas.  At the end, there will be a chance for you to mention the things on which you think we have not asked questions.  Perhaps, Hedia, you would start.

DR BELHADJ:  Thank you very much for inviting us to provide this testimony.  My name is Hedia Belhadj.  I am the Executive Co-ordinator for Global Health, with emphasis on MDG5.  I work at the United Nations Population Fund in New York.  We are delighted to have the privilege to speak on the subject of maternal morbidity.  The United Nations Population Fund is a development agency that works in the area of population, sexual and reproductive health, and gender equality.  The focus of the work is to support countries in their policies and programmes on population, to promote reproductive rights and access to sexual and reproductive health services, and advocate for gender equality. We work as part of the United Nations sister agencies group or UN Country Team.  I wish to say that this hearing is extremely important because there has been a lot of talk about maternal mortality, yet maternal morbidity has fallen out of the Millennium Development Goals even.  With the exception of the addition of the new Target of the MDG5 - that is - universal access to reproductive health by 2015, otherwise, there has been less emphasis on morbidity.  Thank you very much. There will be other statements that I would like to say later, but perhaps I could pass over to Mr Pett.  

MR PETT: My name is Ian Pett.  I now lead a team in our New York Headquarters Health Section concerned with our engagement with the development and support of health systems around the world and, also, our internal strategic planning, but until a few months ago I was our regional adviser in South Asia, covering the eight SARC countries where maternal and newborn health, mortality, and morbidity were our major preoccupations.  UNICEF is the UN agencies’ focal point for children but of course maternal and newborn and child health are inextricable issues.  We regard them as a continuum.  We have a profound concern with the continuum of care, from the start of pregnancy, antenatal care, birthing, through to, in particular, the postnatal period, in which perhaps most can be done to reduce child mortality and to reduce and contain maternal morbidity.  Apart from our role in supporting governments to create programmes which are effective through technical advice, through capacity building, and through direct transfer of resources and commodities, we are also concerned with global monitoring and evaluation, and with our other sister UN agencies we work on global interagency datasets and are the principal publisher of these.  We have now the State of the World’s Children Report coming out annually.  The 2009 report will be released in January and its focus is maternal and newborn health.  I think you have already received the maternal mortality report which we produced in September as part of our Progress for Children: Report Card series.  This covers our principal activities.  Thank you. 

THE CHAIRMAN:  Thank you very much indeed.  To start off the questions, I have asked everyone the same question.  How would you define maternal morbidity if you were asked to do that?  Because of what you have said Hedia, this is how we get interested in the subject: people talk about maternal mortality.  But half a million women are dying every year.  In terms of the billions and trillions that are being talked about on the financial scene at the moment, really half a million does not sound deeply impressive – and, anyway, we have not made any headway on that figure at all.  We wanted to look beneath the surface, to find out just how many people are affected by childbirth – those who did not die but who maybe spend the rest of their lives with ill health as a result.  We want to know, therefore, if you have a definition of maternal morbidity and then how you would measure this, because we think it is very important that we try to get some average measurement.  There are big figures floating around: 20 times the maternal mortality rate, but we would like to know how you would set about measuring it.  

DR BELHADJ:  I am sure you have heard this from others: there is no one fully operational definition, as yet.  The definition of maternal morbidity has several interpretations and there are problems in reporting its causes and we refer to the World Health Organisation to provide that definition.  There are of course definitions of extreme morbidity; that is the near misses that are relatively defined and captured.  However, I do believe that because the issue of morbidity is underpinned by issues of inequality, of women’s empowerment, is very difficult to define the parameters of morbidity.  For example, in the early 1990s there was a study conducted in Giza in Egypt that aimed at combining survey interviews of women as well as clinical examination of women.  In that study, close to 60 per cent of the women thought that vaginal discharge was natural, something that you do not refer or do not go to a service for.  About 15-17 per cent were suffering uterine prolapse.  That is a painful condition but women were suffering in silence.  In spite of the pain and discomfort, women did not know it was not a normal condition, nor did they feel the need to seek help from a health provider or at a health facility.  There are also all the elements related to gender-based violence.  Exactly where morbidity starts and where it ends is very difficult to define, as well as to measure.  We hope that one of the recommendations that will be made is to improve the research in the area of morbidity.  That means that we have to expand beyond quantitative research, to look at areas that will really inform intimate thinking, cultural issues, norms and values.  

MR PETT:  Obviously the same answer on the normative agency role of WHO and the need to get a globally accepted definition, and hopefully this is something people will be putting on to their agenda.  It is obviously easier to describe than attribute disease morbidity to a maternal cause.  In our evidence, as in the evidence of many other organisations who have been represented here, we have attempted to do that by collectivising our perspective on what we would consider to be maternal morbidity.  I think we also need to consider how we can get a much better perspective from how health workers are recording information and whether health systems are adequately equipped to take that health information and do something with it.  This requires clinical protocols, but it also requires health workers to be there and to be dedicated to maternal and newborn health and to have a meaningful system to plug that information in to.  There are a lot of initiatives working on that, and they have very MDG-focused priorities, but it is still relatively early days.  Again I would reinforce the supplementary role of research on a more limited basis, and perhaps we can look to our own multi-indicator cluster surveys to see whether we can get more out of that.  These are surveys done to complement demographic and health surveys.  They were done every five years in the priority countdown countries.  We are now shifting those to every three years, but I would have to speak to people with more expertise on the viability of including meaningful questions into such a survey.  I would like to reinforce Hedia’s point about the distinctions mode in people’s perceptions about what is normal and what is disease. This is certainly something we encountered in childhood diarrhoea, when repeated diarrhoea, six/ten episodes a year, was considered normal in societies that had not known any difference.  These are issues about perception, understanding, and acceptance of what constitutes the burden that we have to work on, perhaps more subjectively.  


THE CHAIRMAN:   Thank you very much.  To make a change, I am going to start with the back row.  Amy first.


MS KESTERTON:  You have both mentioned WHO’s role as a technical agency but I wanted to find out where leadership lies within the UN – because obviously it is an issue that falls across several agencies – and the sort of systems you have in place to work effectively.  Also, do you see your role as championing this in really moving forward the maternal health agenda?

DR BELHADJ:  We can say that there were in the last 15 years progress on and recognition of the need for mitigating maternal mortality.  The issue of coherence among various stakeholders, including the United Nations, has been at the forefront of the discussion.  Now, in the last two years or so, there have been some advances in terms of getting the United Nations and the World Bank together and this resulted in a joint statement for accelerating maternal and newborn healthcare that was signed by the heads of the four agencies: WHO, UNICEF, UNFPA and the World Bank.  This endeavour is really to look at what is the comparative advantage within the continuum of care of the various agencies.  This does not mean that if at the country level the situation justifies it, any other agency cannot take the lead.  However, globally there has been an identification of roles and distribution of labour among the four agencies.  Right now, in addition to that, there has been an identification of 25 countries where the four agencies will come together to provide support, starting with an emergency obstetric care needs assessment, assessment of the human resources for health, and all the categories within that.  Basically, on your question about leadership, it is true that from among the agencies some have more of a comparative advantage in one area.  Maternal health within sexual and reproductive health being a very broad area, we are working together in order to make a difference at the local level, and I think this is what matters.


MR PETT:  We can leave copies of the statement if you like.  The statement came out in September.  In July, the four agencies also worked out a matrix of their particular responsibilities for lead and supporting roles around the whole area of maternal and reproductive health.  I think that has also been very useful, particularly in trying to define how the UN will address the continuum of care, which I think is possibly one of the most significant underlying problems that we face in this area and perhaps one we have not articulated well enough.  


MS KESTERTON:  You are saying this is joint with the World Bank.  

MR PETT: Yes.


DR BELHADJ: Yes.


MS KESTERTON:  I know some people are nervous that the World Bank’s influence is growing more into the health sector.  Is that something you are concerned by, or do you see them as an essential partner in terms of coherent policies between the UN and the World Bank?

MR PETT:  I think it comes and goes.  In 1993, when the World Bank brought out its last major health report, it was really the dominant global player and eclipsed WHO at that time.  What we can be very happy about now is that WHO has revived and has that normative role and that leadership role in health to which UNFPA and UNICEF work in a complementary fashion.  The Bank is there, as you have heard from the Asian Development Bank, supported by regional development banks which work along cross-cutting issues about financing, about infrastructure, about regulation.  I would say it is a synergistic arrangement now and I would not see any one agency being out there pushing anyone aside.  I think it is far more harmonised than it has ever been before.  You can see this in downstream initiatives like the International Health Partnership.  This brings in what is known as the H8 now, because you have the UNAIDS Agency in there, along with the big foundations as well, and you see this in more practical terms, say, in Africa, with the Harmonisation for Health in Africa initiative.  I would say that things have never been as co-ordinated or so clearly defined as they are now.  

MS QUESNEY:  Could you give me some concrete examples of laws, policies and strategies that are paramount to improving maternal health and reducing maternal mortality and morbidity?


MR PETT:  I would pitch in for birth registration as being absolutely essential, leading on to age at marriage. Children should not become mothers, in our view.  There has to be a point of transition.  When you define when adulthood begins, full responsibility can come into play and we consider that people can make their own choices. That has been taken by our agency as 18 years of age.  There is very strong epidemiological evidence to underpin that concept also.  Unless you have fixed somebody’s age by birth registration, it has enormous implications for so many other issues, such as child soldiers, children in labour/at work. This is a fundamental point that we need to define: what is somebody’s age and at what age they can then be expected to enter into different phases of adult life.  

THE CHAIRMAN:  At what age would you set that?


MR PETT: We set it at 18.


THE CHAIRMAN:  In your paper you do mention under-15 year olds.  


MR PETT: We have mentioned the vastly increased rates of mortality that are found in children 15 to 19, yes.


THE CHAIRMAN:  And morbidity, presumably. 


MR PETT:  Yes, absolutely. 


THE CHAIRMAN:  They are more likely to get fistula.


MR PETT: Yes.


DR BELHADJ:  There are a few examples.  If we start by the one specific example, about age at marriage, in Ethiopia: a law was passed on the age of marriage and there was also the development of a strategy to address early marriage.  However what is happening is that the laws did not change the practice.  In many countries there are also a number of laws, for example, forbidding female genital mutilation.  There have been lately a number of decrees or laws, for example, expanding access to family planning.  Madagascar passed a law a few months ago for expanding access to family planning.  We are saying that, although laws may be passed, including some removing barriers to access to contraception, in West Africa, for example, in terms of practice, changing behaviour at the community level or changing behaviour at the level of the health providers, it does not follow systematically.  Sometimes they put barriers to access and, therefore, there needs to be a multi-pronged strategy whereby the laws, the infrastructure, the health workforce and the community have to be brought together, on the same wavelength.  I believe that the most difficult is at the community level: ensuring that the members of the community know about their rights, first of all, and what type of services they are entitled to.  There are examples.  One area is abortion. There are countries where abortion is legal or when women who have unsafe abortions are at very high risk of dying, do not know or assume that they do not have the right to go and seek life-saving services.  I believe in this discussion, it is extremely important to keep the element of the community all the time in front of us, so therefore, if there is a strategy, it has to be multi-pronged.  We need efforts at the global level, at the country level, in terms of policy and government and other stakeholders, but also, very importantly, the demand creation.  That is what will make the difference for access and for people to exercise their right to benefit from the services that already exist. 

MS QUESNEY:  How would you see UN agencies taking part in helping communities to have a better awareness of legislation and a better access.  Do you see a role in there for UN agencies?


DR BELHADJ: Definitely.


MR PETT:  In terms of the programmes we support, you have to be realistic about what level we can operate at.  We can monitor, we can visit, we can consult, we can formulate ideas about our work and refine it on the basis of consultation with communities, but we do not work on a scale which enables us to work with poor communities everywhere, and to do anything purely on a pilot basis is a bit invidious in itself.  It is a question, therefore, of really how we advocate and work with government, and how we can encourage government to involve civil society in the overall work of the health system, and how we can work with large scale civil society organisations that work at national level, or at state level in places like India, and can work downstream.  Increasingly, I think, we have to realise that even some extremely remote communities are part of the global information system, and so how we pitch ourselves into the web and how we start to use communications like mobile telephones and how we support programmes to do that are increasingly important.  I just wanted to add one thing from the earlier part of the question, which is that also government process can play a role.  It is hard to get away from the hook of maternal mortality on this but it does impact on maternal morbidity. An example I would cite would be China, where it is my understanding that it is the responsibility of a provincial governor to investigate every maternal death.  Obviously the investigation of maternal death is going to reveal deficiencies in the health system which is impacted on women overall and particularly around pregnancy and birth.  

DR BELHADJ: A specific example is in the context of the International Health Partnership and national health plan development where a validation process is put in place as well as monitoring and evaluation.  Right now there is a discussion about how to bring the voice of the community and the civil society in these steps to the table when the national plan and its budget are being developed.  This is something that we, as partners – UNICEF, WHO, and UNFPA – can certainly do, that is, to build the capacity of the civil society to enhance their role in accountability. Again, as my colleague had said, we work with consortia and with representatives of the civil society, and the idea is to build their understanding of these processes so that they can sit at the table when there is a plan, a budget underway.  They can also lobby at the parliament in order to ensure that a proportion of the national budget goes to maternal morbidity/maternal mortality mitigation.  This is in the area of capacity development, in order to bring the voice and create the demand, so we have certainly a role to do that.  

THE CHAIRMAN:  On that same point, the UNFPA paper mentions Rwanda.  Most of us know about Rwanda.  I see that they have set up a health services system now for all their citizens.  I think it is funded by insurance.  Do either of you know about Rwanda?  It is very good to look at a specific country which has recently done something, to see if they are getting any benefits from it yet in terms of maternal health improvement. 


MR PETT:  My only involvement with Rwanda has been in groups working internationally around health information systems.  I can report that it is one of the most innovative players in that regard.  Rwanda has the reputation in the international community, working on health issues in Africa, as being an extremely important innovator.  That is all I can say.  


THE CHAIRMAN:  It says in the UNFPA report that there is a move towards providing universal access to health care to its population.  


DR BELHADJ:  Yes.  Maybe one of the reasons is the representation of the parliament of Rwanda.  About 50 per cent of the parliament is female.  I think this has a lot to do with it.  My understanding is that Rwanda has moved quickly with health insurance scheme and coverage of the whole population, looking specifically at poor population groups that cannot afford and using also what we call “mutuelles”; that involve small contributions from the community to ensure continuity in terms of access to health services.  The results of two consecutive demographic health surveys – one conducted in 2005 and one recently in 2008 - these are preliminary reports – show a significant increase in contraceptive prevalence rate and use of facilities by women who are giving birth.  

THE CHAIRMAN:  That is good.


DR BELHADJ: That is a very good lesson learned, very good practice.


MR PETT:  It is the risk-sharing element of that which protects households against the catastrophic costs that can be associated with acute clinical care, particularly that relating to delivery.


MS TIMA:  When do you think universal access to family planning and safe abortion could be achieved?

DR BELHADJ:  As mentioned, the four indicators under the target of universal access include: contraceptive prevalence rate, adolescent birth rate, antenatal care visits - one visit and four visits - and unmet need for family planning.  So far, these are the target indicators to some extent.  One of the problems has been that funding for family planning has been going downwards.  UNFPA provides a report every year on the resource flows for ICPD components.  Between 1995 and 2006 the funding to family planning from the total proportion of external donor funding has gone down from 55 per cent to eight per cent.  During the same period the funding going to the HIV/AIDS programme has gone the other way round and has increased.  One of the issues with regard to universal access is to reinstate the funding basically to all the elements of reproductive health, including family planning.  We were talking about the continuum of care to improve maternal and newborn health.  Family planning is one pillar of the effective strategies to address maternal mortality – family planning being one, access to emergency obstetric care being the second one, and the third one skilled birth attendants at childbirth.  Therefore, to answer your question, it is very important to reinstate the funding and the political will to support family planning as well as the other components of maternal health.  For example, in a review of the maternal health roadmaps in sub-Saharan Africa – about 28 or 30 roadmaps – around 19 countries only have put family planning as one of the elements of their maternal health roadmaps.  So it is very difficult to say when we will achieve the target, but we know how much it costs and what works and this needs to be acted upon.  As a concerned agency, UNFPA is working with Member States to reinstate family planning and other elements of reproductive health, including mitigation of unsafe abortion, which is an integral part of emergency obstetric care as well, in the roadmaps. So we are working with countries in an incremental fashion.

MR PETT: UNICEF’s role is much more about the broad-based support to an effective health system to which there is universal access.  The specifics of that will be determined largely by a country, including its legal framework around issues like abortion, but we do not provide any direct support to abortion services or the supply of contraceptives.  Our contributions to reproductive health are much more multisectoral and they involve particularly the promotion of girls’ education, adolescents’ and women’s rights and access to information, the promotion of responsible parenthood and safe motherhood, and skills education for adolescent girls and boys. These are much broader-based issues, one on the health systems side and one around the multisectoral dimensions that impact on the outcomes in this area.


THE CHAIRMAN:  Your funding has stayed steady.  UNICEF has not had a reduction in funding.

MR PETT:  UNICEF is handling approximately ten per cent of all recorded aid transfers in the health sector right now – and that is doing our best to avoid any double-counting – and, so far, things have remained good.  Of course, like all other agencies in all other fora I have been at recently, everyone is concerned about the potential impact of the global financial crisis but, thus far, we have seen very strong commitments of sustained support from our principal governmental donor partners.


THE CHAIRMAN:   Apart from the USA, which we all know stopped their funding to UN NGOs, are there any other countries?  Do the major donors all contribute to UNFPA?


DR BELHADJ: There has not been any decrease in the funding to UNFPA per se.  The funding has been steady, if not increasing, and that is thanks to particularly interested donor countries and supporters, such as the UK, but also the Netherlands, Sweden, Norway and so on. 

THE CHAIRMAN:  Yes, I know the other donors have been making up that deficit.


DR BELHADJ:  Right.  The issue remains in terms of providing support to family planning, including direct bilateral support to countries.  The analysis was not only about UNFPA.  It was looking at the trends of external funding, by ICPD component.  Of course our main business is to ensure that we have the reproductive health components, including family planning, in what we support, therefore, in terms of funding, on the contrary, I think there is still a steady increase and we hope that next year UNFPA will continue to receive similar funding in spite of the current financial situation.

THE CHAIRMAN:  I am sorry, I misunderstood what you said in the first place.  I thought you said there had been a big decrease in funding to UNFPA.


DR BELHADJ: To family planning.


THE CHAIRMAN:  Yes, on that particular element.  I am sorry, I did not make myself clear.


DR BELHADJ:  Again, this analysis concerns external donors funding by area, UNFPA being only one of the few that benefits from external funding.  Most importantly, what has been going down is bilateral support to countries for family planning.  There is a lot going to, for example, Global Fund from the external donor funding.  In this analysis, they are looking at the trends in terms of where the money of the donors is going.  It is about the whole funding environment.  


MS DAVIES:  You have talked about the targets under MDG5, but in the interests of perhaps better measuring and monitoring progress towards decreasing maternal morbidity, do you think there are other indicators both quantitative or qualitative that would be helpful to focus on?


DR BELHADJ: Yes, definitely.  First of all, I would like to share with you the information that WHO and UNFPA convened an expert meeting in 2006 to look beyond the four indicators.  What does universal access to reproductive health mean from the policy or service delivery, the information needed, et cetera.  In addition to the four indicators, there is some work being done now in terms of testing a set of indicators, core indicators, and a more extended list in selected countries.  These indicators are an attempt to define parameters of universal access.  Of course it can never be exhaustive, you can appreciate that because of the complexity and the numerous elements that are in the reproductive health definition.   I would like also to share with you the fact that, UNFPA is working with the John Hopkins University on identifying indicators for obstetric fistula.  Obstetric fistula is an area that has not been very much addressed in the past, so there is a need and attempt to define new indicators.   We are also working with the Alan Guttmacher Institute on the costs of unsafe abortion – in terms of the personal costs and the medical costs of unsafe abortions.  Again it comes back to the first question the Chairman has asked, that is, because maternal morbidity is not easily defined, there are attempts to identify indicators in some areas.  However we do not have yet a precise framework of indicators where we can say, “This is all of we are looking for and this is how we measure it.”

MS DAVIES:  In terms of the indicators you mentioned to expand universal access – what might some of those indicators be?


DR BELHADJ: There are indicators at the policy level.  For example, is there a policy that promotes access to reproductive health in place?  Are there issues of inequity?  It is clear that, in order to be able to achieve universal access or MDG5, whether through maternal mortality ratio reduction or universal access to reproductive health, bridging inequity gaps is essential.  Therefore, is there research or mapping that informs the policymakers?  Where are the underserved or vulnerable groups?  These are some examples at the policy level and the research needed.  There are also elements of behaviour change to gauge.  Many people have information and know about three methods of contraception, however, they do not go to the health facility to seek their choice of contraceptive.  So indicators can be at policy, service delivery, behaviour and other levels.

MR PETT:  From our perspective I would say that there are issues of what level in the hierarchy the indicators are coming from, what they are going to be used for.  Obviously clinical use of indicators directly picked up in practice is incredibly important.  There are also indicators that will be used at system level and system indicators.  Then there is the much more difficult issue about what we can take globally to compare within large countries and between countries and use it for policy debate globally and bring to fora like this with different governments.  We have struggled with this a little bit. We have recently started to use female body mass index as something of an indicator, which gives us some indication on maternal nutrition levels.  We have tried on anaemia but we cannot get comparable datasets that we can put into an interagency global framework.  Low birth weight is perhaps a reasonable proxy.  That is something which we find quite meaningful to use in terms of our regional and global debate.  But I think we can probably make more short-term progress on system indicators.  Are there health workers out there who are trained and have joint responsibilities to address maternal morbidity?  Are the supplies out there, the drugs that are required?  Are the contraceptives out there?  Et cetera.  I think this would be more meaningful, and at the same time we should turn to the research community and ask them to help us as to how we can get efficiently useful data about outcomes and indicators of individual diseases and conditions.


THE CHAIRMAN:   Could I ask that you try to keep your answers as short as possible now because we have quite a full afternoon. 


MS WOODSIDE:  Next year, 2009, when our report will be coming out, is also the 15th anniversary of ICPD.  I am wondering what your two agencies will be doing next year in terms of that – and I am thinking of Stan Bernstein and his hope that next year the focus will be on children born in 1994, the year of ICPD – in terms of adolescence and what UNICEF is doing and UNFPA is doing to ensure that young girls are receiving information about contraceptives and also receiving information about proper nutrition and ensuring that they are able to be healthy if they are going to have children or be pregnant.

MR PETT:  Whether the 15th anniversary of ICPD or whether the 30th anniversary of the Alma Ata Declaration on primary health care, these things are useful, yes, to convene some focus around issues, but every child born every year and every year’s activity is important.  We are working much more on the countdown to 2015 and actively monitoring that and actively trying to accelerate activity.  What I think is important is that 2009 is building up as a year in which issues of maternal mortality and maternal morbidity look like taking on a much higher profile than ever before.  There are various things on with the White Ribbon Alliance and with the UN system and with the principal four UN partner agencies, et cetera, to try to make 2009 the year in which maternal health issues are put up to a much higher level profile, that more resources are mobilised and that more action happens. That action I think should be very broad spectrum, from the issues you have outlined in relation to adolescents who are about to embark on the period of their lives in which they may or may not become parents and the conditions in which they do that, as well as those children that are continuing to be born to those women who are getting pregnant and delivering year by year. 

DR BELHADJ: There are a number of additional events, including those sponsored by the Secretary General and the President of the General Assembly at the United Nations about global health, and therefore our endeavour is really to ensure that in these discussions universal access to reproductive health, maternal health, adolescent sexual and reproductive health become a central part of these discussions, because this is where the Member States make commitments and are reminded of the earlier commitment they have made.  Therefore, it is really important to piggy-back on those events.  In the same way, there is an International Task Force on Financing for Health.  It is a new initiative to mobilise resources, including from the private sector, and innovative mechanisms, including, for example, airline taxation, et cetera.  Our endeavour will be to ensure that, whatever new resources become available, they will also be spent for reproductive health including maternal health.  


BARONESS FLATHER:  You mentioned about the laws and trying to teach the community about what the laws mean and why they are there.  Would it not be worthwhile at some stage to bring some prosecution or whatever if they are to try to enforce the law?  I am trying to find out whether an example of enforcement would not be a very strong reason for the community to take notice of the law.  There are so many laws in so many countries, and if they were all enforced there would be no problem, women would have no problems.  I know India has more laws than Britain does but they are not ever enforced.  Would it not be worthwhile for an agency to make some examples of enforcement?  You mentioned underage marriage, did you not?  


THE CHAIRMAN:  FGM is another one.


BARONESS FLATHER:  In fact we have not talked about how much FGM affects maternal morbidity.

DR BELHADJ:  I do believe that the role of the United Nations is to provide the forum in order, for countries to review progress against commitments, first of all by helping provide the evidence to these countries, and regions.

BARONESS FLATHER:  It is not your role.


DR BELHADJ:  The United Nations provide the forum for countries to come and report on what they have achieved so far.  I do believe that the people in the countries are the ones who have to hold the government and also the other institutions accountable for enforcing the laws.

THE CHAIRMAN:   But if those governments cannot be held to account.  Surely it is then the duty of the United Nations, as Baroness Flather says, to make an example of them.


BARONESS FLATHER:  You have resources through other organisations locally.  It seems to me that somebody has to take that step of at least making some examples of enforcement before the communities will take notice.  Women are very low priority in most countries that we are talking about.  Unless somebody enforces something on behalf of the women which the parliament of that country or the rulers of that country have accepted, how can it proceed any further?


MR PETT:  I may be wrong but my understanding of the UN Charter precludes a UN specialised agency from undertaking such a role.  I may well be wrong, but I think the only part of our great family of organisations that can take such a role is the International Court of Criminal Justice.  


BARONESS FLATHER:  You cannot work with other NGOs?


MR PETT:  Yes, what we do subtly ----

BARONESS FLATHER:  Subtly?


MR PETT:  I think the quiet diplomacy of our organisations is something which obviously we cannot widely advertise, unless we wish it to be less effective.  I know from my own recent experience of being based in Nepal that the work done behind the scenes on trafficking and the work done between India and Bangladesh, for instance, on trafficking issues, convened in Nepal, work done with the warring parties during the civil war, has had an enormous impact on alleviating the stresses that confronted children, eventually bringing a compact about what would be happening with health policy in the country once the political settlement was reached.  But I think you have to perhaps remind us of that role from time to time – it can be helpful – but basically I think you should rest assured that the means the agencies believe they have at their disposal are used, and often that would be working with civil society organisations and directly with government.  I would not underestimate the role of the judiciary.  In many of the countries in which we work the judiciary takes a very independent line and does from time to time take up such causes with profound impact.  India’s Supreme Court, for instance, and the way they took up malaria in the 1990s might be an example of that.  


BARONESS FLATHER:  Nigeria, where this woman received compensation.  That was quite something. 


BARONESS NORTHOVER:  I wanted to address the situation both of younger girls but also older women.  You implied that AIDS funding might have taken from reproductive health funding.  I know that has been a problem.  I know there have been a lot of moves now to strengthen health systems – which ought to be of benefit – and there is a lot of emphasis now on gender education and girls’ equality.  I wondered to what extent you feel now that funding can be harnessed for what you are doing as well for the benefit of younger girls.  I note we would have to change our marriage age, in terms of making sure that girls here are safe.  The point has been made about the economic and social case of addressing maternal morbidity, which is self-evidently the case.  Of course there is a huge amount of morbidity which you see more in evidence later in life: incontinence and other problems.  We certainly see that in the West, and that must be the case also in developing countries.  To what extent can you address that as well, or is that something which you think is going to come down the track after you have managed to address or tried to address the needs of those who have just given birth?

THE CHAIRMAN:  That is a difficult issue: short-term, medium-term, longer-term morbidities.


MR PETT:  I prefer to take health systems as a whole and try to ensure that there is a rational organisation of the services to meet the whole burden of disease.  You have to prioritise in resource-poor settings, you have to make pragmatic choices based on good evidence and ensure that the most pressing problems are addressed with the most cost-effective means.  But certainly, whilst UNICEF can and must address the issues of mothers and children as its primary responsibility, I think we are professional enough to see it holistically within the context of the whole system, and to realise that the best way to get good services for mothers and children is to see comprehensive health systems organised efficiently.  To go to that issue of resources, I prefer to think that HIV and AIDS may have attracted resources that are more appropriate in proportion to their needs and that I wish the rest of us could catch up.

DR BELHADJ: There is an opportunity now to piggy-back on the AIDS programme in order to ensure that they serve as well the broader sexual reproductive health and also invest in health systems.  We were able to document some good practices of linkages where the integration of family planning in the services that provide HIV testing and diagnosis and treatment for HIV has increased the uptake by women of the ARVs as well. Training the providers that are working in the AIDS programme has benefited both family planning as well as the HIV programme.  And right now, in the context of the H8 (that is, the eight principals of agencies working in global health), there is a lot of discussion about bringing these further together.  The Principal of the Global Fund is also sitting in this H8 arrangement and there are discussions about how to co-ordinate and ensure and maximise the use of the AIDS programme resources for reproductive health including maternal health.  There are also plans to dedicate a proportion of the Global Fund resources for health systems, and this goes back to what my colleague was saying about how to look at the health system to deliver a comprehensive health package.  

THE CHAIRMAN:  Can you tell me why this was not done from the very beginning?  It is not rocket science that HIV is linked with reproductive health and sexual activity.  I just cannot, cannot, cannot understand why it went off in different directions.  Whoever decided it should be separate need their heads banging together.


MR PETT:  Speaking as someone who was on Jonathan Mann’s team briefly in 1987, at the Special Programme on AIDS, I think it did get off on the right foot but something happened in between.

THE CHAIRMAN:   This Committee argued this one time and time again.  No notice was taken.  It makes me very angry because I think there has been a lot of suffering, a lot of ill health, and a lot of things have happened that would not have happened if they had combined the two from the very beginning.  If you could take that back to your leaders, I would be very grateful.


SANDRA GIDLEY:  I do apologise for not being here on time.  This may already have been asked.  We heard a comment this morning that UNICEF, UNFPA and WHO did not work together at country level on the ground and there was a bit of a disjoint.   Has that question been asked?  


MR PETT:  No.  We were not here this morning.

SANDRA GIDLEY:  The feedback was that at country level there seemed to be disparities in approach between your two organisations.  My question is how do you make sure you are singing from the same hymn sheet, and that that happens not just in the higher echelons but where you are out delivering services. 


MR PETT:  I think it has changed a great deal in the last three years, certainly in the three years since I came back into the UN system and have been working in South Asia.   We now have a number of joint projects beginning, including one which is about a year and a half old now in Bangladesh, jointly funded by the EC and DFID, which is run jointly by WHO and UNFPA which acts as the co-ordinator for it, and UNICEF with, of course, the Government.  A similar programme funded by Norway is coming up in Sindh Province and you mentioned another one.

DR BELHADJ:  In Ethiopia.


MR PETT:   Ethiopia. Apart from the one UN process which is underway and making good progress in countries like Pakistan and Vietnam, as a couple of examples, there is this practical integration going on on the ground. There is co-ordination and consultation going on on almost every aspect of our work that you can imagine.  Three of us in this room were on the same conference call about one particular issue just last week, so certainly interagency working groups on all issues and at all levels are becoming the norm.  I think perhaps there may still be some way to go at country level, but it is happening very, very fast.


SANDRA GIDLEY:  How about your relations with the WHO?


MR PETT:  I would include them.  It is unfortunate they are not here with us now.  I will be there next week working again on some specific issues with them.  It is just absolutely the norm that we do things together now, and with the World Bank, and when appropriate with UNDP and other members of the international community.  It is now an issue not even of just the UN family, but of pulling together functioning working groups and coalitions around whatever issue we are dealing with according to who is best appropriate to be involved in that. 


SANDRA GIDLEY:  If there is a difference between the two organisations, who wins?


MR PETT:  I think we would tend to agree on consensus solutions which may not be the optimum but certainly would be that on which everyone can agree and work.  It is hard to think of a practical example that would indicate a significant problem to me.  


THE CHAIRMAN:   We are going to have to close there.  Thank you very much for putting up with those questions so patiently.  Thank you for coming.  There will be a transcript available, as you know. 


MR PETT:   Would you like these joint statements?


THE CHAIRMAN:   Yes, please.  Thank you. 
Witness:  Ms Mary Ellen Stanton, Senior Adviser for Maternal health, USAID, gave evidence. 

THE CHAIRMAN:  Good afternoon.  Our next session is group 8 and we welcome to this hearing Mary Ellen Stanton from USAID.  I hope you do not feel like Daniel in the lion’s den.


MS STANTON:  There are even people behind me!


THE CHAIRMAN:  Welcome.  I shall ask you now to make a 100-word statement of your position and then we will start with the usual question.


MS STANTON:  I want to use part of my 100 words to thank you all for inviting me here.  I want to bring greetings and regrets from Kent Hill, Director of our Bureau for Global Health.  He was invited to be here but is recovering from some surgery, but he is very keen to hear about these deliberations.  I think I would simply like to say that these hearings are really very welcome.  I think there is a huge momentum growing in this area of maternal health and the lens on morbidity which has not been really there before is very, very timely as we look at the issues related to pregnancy and how they affect the lives and health of women.  


THE CHAIRMAN:   Thank you very much.  I start off the questioning by asking you if you can define maternal morbidity. Also, thank you for your word about welcoming these hearings.  We felt that, although  maternal mortality figures are bandied around quite a lot, somehow we have not made much impact with them and there is this huge number of women who suffer as a result of childbirth whom we never hear about.  Their lives are possibly ruined forever by it.  A definition, please, and then do you have any ideas as to how you would measure maternal morbidity so that we have more concrete figures to give to people?


MS STANTON:  I guess I will try to do something which I am a little nervous about because everybody I have been able to hear said we are waiting for WHO, but let me try out on you what I think it is.  I think morbidity should be defined inclusively, that it should include complications that occur from the start of pregnancy that either affect a woman’s wellbeing, quality of life, or subject her to medical interventions.  I think that they would include emergency complications, some of these being life-threatening.  Although they may be resolved, something like acute shock subjects women to blood transfusions and all kinds of intrusive procedures.  Then I believe that morbidity would and should include short- and long-term conditions that occur after the delivery, which can of course include things like fistula, anaemia, urine prolapse, postpartum depression.  That is not a full list, but I believe that all of those should be part of this.  As for measuring, if it is complications, it is true that we have always had definitional issues, but they are certainly resolvable.  We can get better client records which are now not intensively filled out for complications but we can get that these are complications that occurred during the time of pregnancy.  I think this is a real opportunity to use postpartum care – which until now, in the last couple of years, has received no attention at all – to screen for morbidities that we then do something about, not for research sake – although for research it would be good.  We can do something about anaemia, about fistula, about prolapse, about depression.  Again, that is not all inclusive.  As for measuring, I think that we need some in-depth studies.  We are currently funding one in Bangladesh, in the Matlab area, where we can do retrospective as well as prospective work looking at not only physical consequences but economic and social consequences.  It is not published yet.  The data is being analysed.  I do not know if it is going to be ready for your report, unfortunately.  We do have a little bit of information from demographic and health surveys, certainly on anaemia, certainly over time.  There should be a report coming out soon, maybe January/February, on fistula in just six countries.  They used different questions – and we have this issue of overlap of fistula with incontinence unrelated to fistula and sometimes incontinence that is included along with prolapse – so teasing that out is an issue, and when this report comes out you will see what we have got as a start.


THE CHAIRMAN:  Thank you.  Are you happy to start the questions from the front bench?


SANDRA GIDLEY:  Yes.  Having looked at your submission, I think you are quite evasive on the subject of unsafe abortions.  You seem to very much take the view – which many would subscribe to under some circumstances – that as long as you have good family planning, all will be well.  Well, the world is not like that, and even in the West, where we in theory have better family planning, there are still problems. Do you think you could have probably worked more effectively or more holistically with some organisations if the US Government had not had the attitude to abortion or funding programmes linked with abortion that it has had?


MS STANTON:  If you ask me a question as a clinician, as an individual, that is one thing.  I am here as a representative of my Government.


THE CHAIRMAN:  We do understand that distinction.


MS STANTON:   What we can do is we can work on family planning and we can work on post abortion care.  


SANDRA GIDLEY:  You are saying you would give me a different answer as a clinician?


MS STANTON:  I take your point.


SANDRA GIDLEY:  That is a shame.


MS STANTON:  I would say that I have not been evasive but I have been silent on this submission.


SANDRA GIDLEY:  Let me put it another way.  Do you think the new regime may change attitudes and will that be more advantageous to the way you can work with different communities?


MS STANTON:   I think we are all waiting with bated breath.  We are very excited about the new administration.  I know what maybe you know from reading in the newspapers.  We are going to have to wait until January 20.


SANDRA GIDLEY: If you had a say in designing services, how would you like them to go forward?  Would you like a change of emphasis?


MS STANTON:  I would certainly always value a change that was much more attentive to the needs of women in the way that science tells us we can help them through a very good public health approach.  I think there are many ways we can be more attentive to the needs of women, even beyond this very controversial, hugely political issue in our country of the abortion issue.


SANDRA GIDLEY:  If you were advising Obama, would you say that maybe we have tried that approach and it might be time for a change?


THE CHAIRMAN:  Sandra, I think maybe you have to recognise ----


SANDRA GIDLEY:  There are two months to go.  I think it is fair – but, okay, I give up.  Jenny, it is unlike you to be so kind.


THE CHAIRMAN:  I recognise the difficulties that people can find themselves in sometimes, and I think the language has been fairly ----


SANDRA GIDLEY:  All right.  


BARONESS NORTHOVER:  I found myself wondering some of the same things, and wondering, indeed, how things might shift!  Sandra has asked in certain areas.  Of course there are all sorts of wider family planning areas where USAID has been extremely influential.  It has a very large budget and whether it works with other organisations and so on has mattered.  That has been true in HIV as well as in family planning.  To widen it somewhat from the area that Sandra might have been raising, I wonder whether you see a further shift.  There seems to have been a shift in USAID as far as contraception is concerned.  Do you see a further shift?  Are there groups at the moment proactively advising the new administration, and helping to move forward, perhaps, any difference of approach should that be taken?


MS STANTON:  I absolutely believe there are many groups trying to advise the incoming administration.  The only thing I can tell you from what I know from hearsay within the agency is that the transition team that has come in is asking a lot of very thoughtful questions.  I have not heard that that they have gone to this kind of policy issue.  I have heard that they are looking at big strategic direction and direction in terms of our structure vis-à-vis who we report to.  We moved on or with the State Department on a Director of Foreign Assistance – so they are thinking through those sorts of things – as well as writ large what we should be working on in areas of health related to development in general.  There is one real thing that I am seeing already – and it would not come as a surprise but I think it is even stronger – that our work in development and in health is going to be probably more linked up with our work in these fragile states.  That has the potential to change the budget equilibrium somewhat.  You might look at a big health budget and say, “Oh, it’s growing,” but it is important to look at where it is growing, because whether we can be able to help all of the high burden countries that we have identified we want to work in in a way that relates to the density of population or the burden of the mortality and morbidity, will be affected by these political considerations.  It is so clear to me that some of our big budget areas are in Afghanistan and Pakistan.  That is a real issue of what we are grappling with in our agency that affects health.


BARONESS NORTHOVER:  That is really interesting.  When the United States looks at fragile states – and obviously that has a knock-on effect for the stability in the region and wider, we all know – does gender equality play a part in how they define the fragility of states?


MS STANTON:  I would say that more security in general is a big issue.  Gender equality is definitely part of the equation, whether girls go to school.  We tend not to use the word “rights” but in terms of whether women are getting access to services, if they are getting educated, if they have money, if the laws apply to them evenly.  There is a great deal of concern and direction on that. 


BARONESS NORTHOVER:  Thank you.  It sounds as if we need to meet again after the beginning of January.


MS STANTON:  Oh, that would be good. 


BARONESS THOMAS:  I did not hear your introduction, so I do not think I will weigh in with questions.  I think it might be rather inappropriate.


THE CHAIRMAN:   Could I fill in on this particular area.  Once-upon-a-time I was a health service manager and my remit was women’s services, so I had a lot to do with family planning services and abortion services.  I was very interested in the statement in your paper that you sent about the healthcare initiative in Russia, where by increasing access to family planning services you brought the abortion rate down.  Family planning services went up by 17 per cent, abortion came down by six per cent and unplanned pregnancies – although I am not quite sure how you measure those – went down substantially.  I remember the bitter experience trying to convince my senior manager that if we could have more money in the family planning budget I could bring the abortion rate down and it did not happen.  It did not matter how hard we tried, it seemed that in very, very sexually active communities it did not matter how many family planning facilities were provided, there was a sort of hard core that still had abortions.  Do you have that experience in USAID?  I found Russia interesting, but maybe you were going from a very low base of people using family planning services, so they were very pleased to have more.


MS STANTON:  Yes.  The wording probably should be “association” because with all these endpoints there are multiple influences on rates but the information that I have been given from our Office of Population has shown that with increase in family planning we are seeing this decrease in abortion.  


THE CHAIRMAN:  That is from a very low base of family planning services.


MS STANTON:  Yes.


THE CHAIRMAN:  That is what I am asking really, which would apply in a lot of the countries we are thinking about.  If you go in there with family planning, you would have less unsafe abortion.


MS STANTON:  Exactly.


BARONESS THOMAS:  There was no family planning in Soviet Russia, so abortion was the only way of getting rid of an unwanted child.


MS STANTON:  That is right.


BARONESS THOMAS:  They had no family planning systems.


THE CHAIRMAN:  So there must have been a lot of women who just grabbed the services gratefully.


BARONESS THOMAS:  I think so.


MS WOODSIDE:  In your submission you said that a couple of countries – you mentioned the Dominican Republic and El Salvador – are about to graduate from USAID funding.  I really liked how you used that word “graduate”.  I have seen it before.  There is this idea of going to university and graduating, but how does a country graduate?  What do you look for in a country to see that?  Obviously the national government is funding family planning but how does it get to that point?  How best could civil society help action that as quickly as possible so that national governments are taking family planning and investing in it?


MS STANTON:  The concept of graduation, like anything, is somewhat even contentious in our Latin American Bureau.  Maybe it is like parents launching a 17-year old or something: “Maybe I could do more”.  I do not mean it to be paternalistic or maternalistic, but there is this caring about cutting off the help, whether it is helpful or not.  We look for improvement in the indicators in question.  In terms of family planning, it would be met need, contraceptive prevalence, lower maternal mortality ratios.  I think we said something like 200.  Following the line of thinking of child survival, when you get mortality down to a certain level, it does not seem to make a difference whether there is external funding.  Within countries, there are institutions and policies and programmes that will keep going what has been triggered, whether that be a decline if it is mortality, or an increase in something good, such as met need for obstetric services.  We have tried to combine looking at levels of indicators with an understanding of what is going on in the institutions in the country, the policies as well as strength of institutions, to qualitatively appreciate whether that trajectory that we thought was going in the right direction looks like it will continue, and then we change the way that we fund.  We are not funding activities to roll-out services, but we are doing more with institutions to plan and fill some gaps in capacity so that they can completely take over, at least from our funding.  


MS WOODSIDE:  Do you monitor after graduation?  Do you assess in a few years to see if they are still going on with the programme?


MS STANTON:  In principle, yes.  We have not gotten that far yet.  We have, of course, the DHS surveys.  Usually countries want to continue that.  That would be an indicator of whether they intend to pursue this kind of healthcare, so we always have that as well as work in regional meetings and so forth to keep in touch.  It is a concept under development. 


MS WOODSIDE:  Do you also look at how the country is developing in terms of gender issues?


MS STANTON:  Yes, gender and inequalities in other ways.  In this arena we often talk about gender issues as being “the big problem” and in fact what I have seen over my career and the last month, up through every last visit I have made, is inequalities in race, class, tribe.  There are indignities, neglect, and abuse on women caused by women.  We need to face this, that  problems that are affecting us outside the health arena, that cause wars, frankly, and genocide, are very much a part of health care, and I think particularly around birth.  Some people have fast labours, but usually they labour for eight or 12 hours and maybe even 24, and women get tired and they are in pain.  Healthcare providers get tired.  The prejudices that come out in care are phenomenal.  It is really amazing. They are often women providers.  Until we appreciate what is going on with a lot of very stressed people in whom all of those prejudices come out, it will be very hard for us to tackle getting good quality of care. 


MS DAVIES:  In your paper you mentioned a number of initiatives that have been supported by USAID.  You mentioned community mobilisation and improving quality of care. Through the lessons learned from the programmes supported, are there any particular models of community mobilisation or strategies for improving quality of care that you would like to highlight?


MS STANTON:  I think there are many ways to go with this.  There are a couple of things that I would want to mention.  I think that community mobilisation, such as maybe is done under White Ribbon Alliance, that brings community together first of all to help them prepare for birth, are also the kind of groups that can come together and do come together to pay attention to whether people are getting the care that government, say, has promised them through health systems.  I think of the Desa SIAGA campaign, say, in Indonesia, and there is a new Social Watch campaign in India which sounds very, very interesting.  In terms of quality of care, those are very important.  We have been doing a lot of community work around the area of fistula.  The reason why people may have gotten the fistula may have arisen because there were not services available or they did not know how to or have the means to access them.  Actually, some of these fistulas do occur in healthcare facilities.  Most of the women do not know that, although they may relate the fistula to the time of birth.  What can be good in community mobilisation, which supports the reintegration of women into the community after they go for repair or, heaven forbid, if the repair does not work – which is sometimes the case – is that we do work with communities around the issue of decreasing stigma, which is really very important for people waiting for surgery or people who have come back who are unrepaired.  It also brings together the prevention side of it because we weave that together and we can talk with communities about how this might have been prevented if in a long labour they had moved sooner rather than later.  Does that answer your question? 


MS DAVIES:  Thank you. 


MS KJAERBY:  In your paper you refer to 13 countries that recorded promising reductions in maternal mortality.  What made these countries perform better than others?   Can we learn from this in relation to morbidities?  Is there something that we can use from that?


MS STANTON:  This is interesting.  Even with the historical successes in the developing world, in Sri Lanka and Malaysia, and the more recent successes in Bangladesh and Bolivia and Rwanda, there is really a different story for each country as far as I can tell.  Some of them have been well studied.  The World Bank did a set of studies on some of the successes that occurred a decade ago.  Ronsmans and Koblinsky have looked a lot, say, at the Bangladesh example, and, besides hypothesising, they have tried to find data for the reasons for this.  Certainly some of it comes down to family planning and menstrual regulation, I think, in Bangladesh.  Certainly family planning has to be a huge thing – so, yes, it would make a difference for morbidity as well.  There are not a lot of skilled birth attendants in Bangladesh, but the women seem close enough to emergency services, so that when they need help they can get it.  That, again, should help decrease morbidities, decrease the fistula, and decrease the severe anaemia from huge blood loss.  But some of the other countries have different approaches.  In Bolivia one would not go to family planning.  The reason why I think that came down is that their health insurance brought greater access.  Recognising the huge disparity between the indigenous and the Latino women, we see that across the Andes.  We see these disparities almost in any country where you can disaggregate the data.  So we have family planning and we have closeness to emergency services.  Thinking of Rwanda, with health insurance they are getting more people into skilled care, and so they are less likely to incur a serious complication that leads to morbidity.  I think they are very closely linked.  


MS KJAERBY:  Did access to misoprostol have a role at all in any way in any of this?


MS STANTON:  Nepal is reporting – not through a peer reviewed article – some good results in the use of misoprostol in terms of outcome. We have a very good study from India that was key in getting WHO to say that, when you cannot do active management of third-stage of labour when there is no skilled birth attendant, other uterotonics, such as misoprostol, can be used.  In terms of wide-scale roll-out of misoprostol internationally, with enough time to have it intervene in order to get your maternal mortality study, there has not been enough time yet.  I am hopeful that that will be contributory, because postpartum haemorrhage is the biggest killer, but we need a little bit more time. 


MS TIMA: You say that we can address the human resources crisis by increasing at least the number of community-level workers by 100,000.  How do you think this is possible?


MS STANTON:  Are you asking how can we increase the number by 100,000 or is it going to make a difference?


MS TIMA:  How can we go about doing that effectively?


MS STANTON:  As with other areas of health systems – and we are starting to get more specific about community health workers as part of the human resource issue – we have been working with partners to develop a set of criteria, where partners agree – governments and NGOs, the people making the policy and implementing this – on what are critical factors.  And these can be scaled, so that it is not even yes or no, but one can improve on it.  We know there are a lot of health workers out there who have not been trained well enough and they are not supported well enough or they do not have the mandate or they are not supplied to do all that they might do if they had all of that.  So this is intended to identify ten things that they need, and then how much of it they have.  I think that in working with partners we can become standardised and we can then, through that standardisation, get evidence on how well this works.  It is of course not an intervention like a misoprostol or an iron tablet but I think that in this area of human resources we can apply a good framework and measure our inputs into supporting it, as well as what is done in terms of provision of high impact interventions.  That would be the endpoint.


MS TIMA:  Would that be a specifically dedicated team that would look at reproductive health rights or other conditions within the local community?


MS STANTON:  I think the way communities look at it is that, because of donors like us, they have multiple types of health workers but they do not want that – and we really do not either.  I would see them having a community worker who does reproductive health, maternal, newborn and child, and maybe some TB - whatever they need to do.  


MS TIMA:  How would the division of labour be monitored?


MS STANTON:  Do you mean of the health worker?


MS TIMA:  Yes, within the health department or health centre or health system?


MS STANTON:  Through the health department they should have a supervisor who supervises these health workers for all of their health activities.  It certainly has meaning for donors and others not to require verticalised special things but I think it is pretty clear that governments want to get this all pulled together, and standardising it and not requiring an extra forms for tuberculosis or for maternal health is where we need to all try to go – us included.


MS QUESNEY:  What would you say are the main obstacles to maternal health in relation to family planning service delivery, health communication, training of health workers, and research?  What are the changes that are needed to ensure progress?  You say that some of the USAID policies may have impeded progress in some of these areas, and I am thinking particularly of the example that MSI has suffered recently from the decision to stop commodities flowing to 11 of our partners in Africa.


MS STANTON:  Okay, you want me to spell out all of the bad things that we have been doing.


MS LIMA:  I am trying to close the loop again.


MS STANTON:   Can we turn off the tape recorder!  I may be wrong but I think in family planning we know a lot about how to go about this.  We cannot lose momentum on this.  It is very, very important that we realise these huge new cohorts of reproductive-age women are out there.  Anything needs constant rejuvenation.  We could use some new technologies but with the ones we have I think we have to be sure there are not stock outs of contraceptives, and that women who are at the end of childbearing have choices about long-term and permanent methods as well as their partners, so that we not only solve the public health problem but we provide for individual women good choices.  I think it is a matter of keeping the steam going, which is: “There are more people out there.  It’s going to cost more money.”  In terms of training, I think everybody looks at the human resource problem as “We’re missing all of these people” and of course we are.  We at AID have invested a maximum amount of money I think in training – cascade training, training, training.  My view, in seeing how this has gone, is that many of the trained people not only leave but those who are working are not functioning well. They are not motivated, they are demoralised, and we need to rectify the balance.  On appropriate recruitment, we have a good example from Afghanistan, where we are recruiting from villages, where community midwives are going back – and they really are going back – and serving their communities.  On retention and support/continuous training, we should not be putting 95 per cent into cascade training.  We have to come up with a quality improvement plan that we put into place with as much attention as the training, and then support our trainees.  


MS KJAERBY:  In Afghanistan, what is it that made them go back?


MS STANTON:  They were chosen by communities.  There are two programmes.  There is one that pulls people from a general pool for training in Kabul.  They are getting the people who do not get accepted to medical school, engineering or law school, and then they come in.  That is not the programme I am talking about.  With the community midwife programme they have gone district by district and gone to community leaders and community to identify women who they will release who will come for residential training for 18 months and then the community is waiting for them to go back.  It is not a perfect system.  Sometimes the community leaders still want their daughters.  Now the daughters go back, but the daughter may not be the best person, so we have to fine tune it a little.  But these women are going back and they are serving in the area they were drawn from.


BARONESS FLATHER:  I heard you say that you want to provide choices for women who are past childbearing age.  What sort of choices do you see as being available to them?


MS STANTON:  I said toward the end of childbirth.  If they are finished their childbearing, they could choose a permanent method.  Their partner could get a permanent method.  I think in a lot of countries I go to women are just offered condoms or pills or maybe injectables, and that conversation and their thinking ----


BARONESS FLATHER:  Is sterilisation something you also provide?


MS STANTON:  Yes.


BARONESS THOMAS:  That is not protective, though, is it?


MS STANTON:  No, not of everything.


MS KESTERTON:  I would like to ask about USAID to support the health system strengthening; for example, if you are investing in public systems.  I may be wrong but USAID do not always use the pooled funding ----


MS STANTON:  Rarely, probably.


MS KJAERBY:  That is perhaps the logical way to enable a country to spend money on things like pre-service training and health workers’ salaries.  I wonder how you see USAID contributing to the public health system strengthening or whether you see your added value as perhaps using public/private partnerships.  


MS STANTON:  Both.  Probably it is rare, except maybe in Afghanistan, that we are contributing to the salaries.  In the case of training or pre-service training, we can provide and do technical assistance to get the curriculum in place based on modern standards of care, training the clinical instructors who often have had no training and so forth.  So building the capacity of the individuals and the training institutions, we can provide help on how to accredit training institutions.  That is just an example.  On public/private partnerships there are so many ways.  I would take two examples.  One is through professional associations.  Sometimes professionals, particularly obstetricians, are functioning in both sectors simultaneously, but then you have the private providers and the public sector, but it is the area where you can get an association involved in providing continuing education which is so essential.  Another example of public/private partnership with which we have been working is with drug companies; for instance, in getting oxytocin into uniject, a little bubble device with a needle on it that can give the right dose of the uterotonic and can be used by lower level health workers.  You cannot buy that off the shelf.  It is not like a treatment for AIDS, where they are going to sell a gazillion doses of it and could make a lot of money.  People do not make a lot of money around commodities related to childbirth.  It simply does not happen often enough.  There need to be financial incentives and encouragement to drug companies to take on something that is not going to be a big money maker.  We have been doing that and hopefully oxytocin uniject will come out and soon be available to be ordered up, because that is where it needs to be in order to get this technology out.  


THE CHAIRMAN: We are going to have to stop there.  Thank you for coming.  I am still absolutely amazed that the United States of America gives aid to Russia.  The fact that it is family planning aid means perhaps there is an ulterior motive.


MS STANTON: It is all about decreasing abortions.


THE CHAIRMAN:   Quite amazing.  Thank you very much for coming.


MS STANTON:  You are welcome. Thank you for inviting me.  
Witnesses: Mr Malcolm McNeil, Head, AIDS and Reproductive Health Team, Mr John Worley, Head, Profession/Health, and Ms Sandra MacDonagh, Health Adviser, Reproductive and Sexual Health, Department for International Development, gave evidence. 


THE CHAIRMAN:  Good afternoon.  This is the final session of the hearings and we have from our very own Department for International Development – much praised – Malcolm McNeil, Head of AIDS and Reproductive Health Team, Mr Worley, Head of Profession/Health, and Sandra MacDonagh, Health Adviser, Reproductive and Sexual Health, so it is all the right feel.  Could I ask one of you, please, to give us 100 words, like everyone else has had to do.


MR McNEIL: Thank you very much.  Thank you so much for the invitation.  We very much welcome this inquiry into maternal morbidity.  We think it is timely and very important.  We have been, in DFID, and we continue to be, strong advocates for maternal, sexual and reproductive health and rights, globally, regionally and at the country level.  Although we have increased our funding three-fold for this particular area, there is no complacency from our side, because we have a huge amount to do and we are extremely concerned about the lack of progress over the last ten years on MDG5.  We look forward to answering your questions today and to discussing these important issues.  Thank you very much. 


THE CHAIRMAN:  As everyone else has had to do, could you start off, please, by answering my question:  Do you have a definition of maternal morbidity?  If you do – and you certainly agree it is a good idea to look into it – could you tell us ways of quantifying maternal morbidity and finding out how many people are suffering?


MR McNEIL: Thank you.  I think we have a definition of maternal morbidity that runs to two pages, and it is full of caveats, but I think we would put it this way: maternal mortality statistics are indicative of the overall state of maternal health for a particular population but the statistics are only the top of the iceberg and we need to face that.  For every woman who dies, there are at least 20 others who face serious or long-lasting consequences and those who do survive face life-threatening complications that often require lengthy recovery times.  The chronic ill health of a mother puts the surviving children and all who depend on the mother for food, care, and emotional support at greater risk. We could probably sit for quite a long time and discuss many of these aspects, but we define this in broad terms because we believe that it is a broad-based problem.  The second part of your question was about how we count the statistics. Would you like to respond on that one, John?


MR WORLEY:  I guess one of the problems with maternal morbidity is that it covers a range of conditions about which we do not know much: the evidence base is weak, statistics are not routinely collected.  I think that is part of the problem in being able to accurately quantify the burden of ill health associated with maternal morbidity in a way that perhaps could position morbidity more centrally as a health priority.  In the same way that you have DALYs for a range of other communicable diseases or non communicable diseases, I think doing so accurately for maternal morbidity is a challenge.  


THE CHAIRMAN: Thank you very much.  Let us start with questions from the back row.


MS QUESNEY:  In your paper you mentioned the fact that the private sector is often the main provider of health services, especially those countries with weak public sector services.  What public/private partnerships are you promoting and why?   Do you see the private sector’s strength being able to strengthen health systems?  


MR McNEIL:  The private sector, formal and informal, is hugely important.  I think we need to point out that, just like the public sector, where you have from excellent all the way down to dreadful services, we also need to make sure that we understand that the private sector goes all the way from first class, excellent provision all the way down to quacks who are quite dangerous.  We always feel that it is important to make sure that we are talking about those private sector providers who are responsible, who are adequately supervised and who are working towards national targets.  Depending on which country you are talking about, the private sector will comprise anything from a half to as much as 80 per cent of provision.  If you are going to count functioning services, services that are available when women go to use them, probably a higher proportion would be private sector provided.  We believe that the private sector needs to be supported and encouraged but within the framework of the overall government national plans and it is up to government to oversee and regulate the private sector and we believe that they should do so.  I am sorry, the second part of your question …?


MS QUESNEY:  Whether they are able to strengthen health systems in a positive way.


MR McNEIL:  Yes, I would say the private sector can offer many ways of strengthening the health system.  A number of countries are starting to experiment with contracting the private sector, especially faith-based organisations in a number of countries.  So they are able to offer services.  In fragile states, where government is unable to offer services, then the private sector is absolutely vital, and again we believe that the private sector should operate in a way that tries to build up government capacity.  


MS QUESNEY:  What does DFID do to involve the private sector?


MR McNEIL:  It depends on the particular country that we are working in.  In many countries DFID works through sector-wide support of poverty reduction budget support, but we always try to encourage government to look and see who are the other providers that are operating and to encourage government to contract with the private sector and encourage the private sector.  I think it would be fair to say that we have had mixed success.  In some countries that works really well and we have good examples of that; in other countries, the government sees themselves as a provider of first resort rather than a provider of last resort.  We would encourage government to think of themselves not necessarily as being the provider of first resort but to make sure that services are available, especially in the more remote rural areas.  I would say that is a work in progress, but the direction of travel is that we would want to encourage governments to contract with the private sector and not to see themselves as competitors with the private sector.  


BARONESS THOMAS:  There are so many things affecting the health of a population.  Food must be a great problem for many places, especially with the cost of foodstuffs even affecting middle income countries.   


MR McNEIL:  Yes.


BARONESS THOMAS:  Then there is peace or war; clean water; disease in general, TB and all the other prevalent diseases; and then there is violence against women.  That is the first handful I have thought of.  Do you have any perception as to how these things interact, where one is more important than another and that kind of thing?  Does it vary between one country and another?  It is difficult to get one’s head around external causes, as it were.


MR McNEIL:  It is an important point.  When I was working in East Africa, for example, you would not have just the health adviser going out to design the programme.  As a health adviser I would have my own particular bias and I would want to go in a particular direction, but the office would send out a multisectoral team to do the design, so there would be somebody with expertise in social development, somebody who has expertise in governments, an economist, and, oftentimes, an engineering adviser who specialised in water and sanitation.  You would look at the particular situation in that country, discuss very closely with government, not just at national level but below, and then try to reach a consensus about where the most important pressure points are.  Hopefully out of that you would come out with a country assistance programme that was relevant for that particular situation.


THE CHAIRMAN:  That is the basis for the sector-wide  initiative, SWAp, is it?


MR McNEIL:  Yes.  The sector-wide programmes tend to focus just on health but they would only be one part of a country assistance plan.


THE CHAIRMAN:  They could not focus on health without looking at water.


MR McNEIL:  Indeed many people would argue that water and sanitation and hygiene education are the most important precursors and that, once you have these services in place, effective health services can come in on top and be more effective.  But of course if somebody is sick because of a lack of water and sanitation, they still have to be treated in order to save their lives.


BARONESS THOMAS:  You mentioned in your report that promoting female education and raising the age of marriage and challenging attitudes on the low status of women are important issues to you.  What work are you doing at country level and who are you working with?


MS MacDONAGH:  This is a very important area for DFID.  We perceive that the poor status of not only women but adolescence girls in a lot of the countries in which we work is a critical factor contributing to poor maternal health and therefore high levels of deaths and the awful morbidities that you are addressing in this hearing.  DFID is committed throughout the organisation to working on gender equality and women’s empowerment.  At country level we work in a number of ways.  We work through our partner governments.  For example, in Bangladesh we have supported work with the minister of women’s affairs to promote women’s rights.  We also work with the media and civil society partners.  For example, in Uganda we have been supporting the Center for Domestic Violence Prevention, which works very much to promote social change, on the core issues that contribute to domestic violence, so women’s status and gender equality, and working with women and girls in schools and clinics, with workers, with local councils, and with religious leaders.  A big piece of work on which we have been engaged in the last few years through the policy division is working through the Population Council, which works in nine countries with both governments and NGOs, to try to identify and empower those who are most vulnerable to ill health as a result of gender inequality, so really adolescent girls.  For example, in India that programme works with very young women, newly married women, first-time parents, to work not only with them but also with their husbands and with their families to help them to look at the factors that do not give them a voice, not only within their community but within their family, and to look at how they can be empowered.  It looks at how families and communities can understand the importance of empowering, at giving space for young women’s voices to be heard, through creating networks and ways for those young women to talk with one another and through getting strength from having friends and a network to express their needs and their desires in life and the problems they are having and to understand their rights, but also working with their families and communities so that they know what that means, what harm that is doing.  These are just some of the examples of our work.  We have also worked to look at the importance of engaging men and boys in these programmes.  We funded, for example, IPPFs work to support men as partners.  That is identifying best practice and engaging men and boys to bring about change – and I am sure some of the panellists would know more about that than me.  We developed a policy toolkit for use by practitioners to look at how to engage men and boys.


THE CHAIRMAN:   Thank you.  Could I ask you to try to keep your answers as concise as possible, because we do not have very long and we want to cover as much ground as possible – otherwise we will be knocking at your door tomorrow.


BARONESS FLATHER:  I want to try to understand where in DFID’s priorities your work lies.   I have been involved in this group since I came to the House of Lords – which is, I hate to admit, 18 years ago – and I have seen the changes in DFID itself.  I really need to understand exactly what level this particular area lies within DFID.  


MR McNEIL:  I have been in DFID since 1990.  


BARONESS FLATHER:  The same time as me, then.


MR McNEIL:  That is right, and I would say that there is no doubt that the emphasis on maternal health, maternal morbidity, sexual and reproductive health has increased very significantly over the last three or four years.  I think that is a mix of pressure from staff -----


THE CHAIRMAN:   And this Committee.


MR McNEIL:  And this Committee, yes – you got there before me.  This Committee has done several very influential pieces of work.  I think we would need to be frank and say that our current Prime Minister’s wife has made a major contribution in terms of the political scene, not just in the UK but also more internationally with the White Ribbon Alliance.  Inside the policy and research division we feel that we are starting to push on an opening door. For instance, we are seeing quite significant resources now coming forward. The £100 million last year for family planning commodities through UNFPA I thought was a major announcement at the Women Deliver conference, but we have a huge way still to go.  


MR WORLEY:  Increasingly, but around maternal health especially, we know that we are not going to be able to make a sustained impact on improvement in maternal mortality and morbidity without building the health systems to be able to do that.  Increasingly we have come to see maternal health indicators as core sentinel indicators, if you like, of how well a health system performs.  For example, within the International Health Partnership that the Prime Minister launched last year, maternal health is now seen as one of the central indicators in that.  We know that if we want to see progress, the hardest thing to do will be to impact on maternal mortality.  As Malcolm was saying, within DFID there has been a growing commitment over the years to maternal health.  I think we were one of the first bilateral donors to have a specific maternal mortality reduction strategy that we launched in 2004.  That has been followed up by annual reporting to the secretary of state and to Parliament, so it has kept it very high on the radar screen within DFID.  At the high level event on 25 September, maternal health, along with malaria, was one of the key health-related events that we pushed for.  So there has been progress.  Where we still face challenges is at country level, in terms of having maternal health recognised as a priority within countries and having leadership and political commitment to the issue at country level.  I think partly related to that is that globally the health architecture is pretty messy.  We perhaps do not have for maternal health a single entity, if you like, to be the spotlight.  One of the things that has been interesting in the malaria field over the last couple of years is that it really has been effective in mobilising.  There is a UN envoy on malaria now that has really helped sharpen advocacy and campaigning around malaria, and perhaps something similar is needed for maternal health, to maintain it and push it, and to see that push result in stronger commitment at the country level.  


BARONESS FLATHER:  Bush has made a big commitment to malaria, has he not?


MR McNEIL:  Yes, and AIDS.


MR WORLEY:  So has our Prime Minister. 


BARONESS FLATHER:  AIDS, of course, but a big commitment to malaria, and I think that has helped.  Are you still working with NGOs?  For a while NGOs went out of favour with DFID.


MR McNEIL:  I have worked for NGOs and also for DFID.  


BARONESS FLATHER:  There was a period – we know which secretary of state it was. 


MR McNEIL:  Certainly my view would be that NGOs are essential partners.  I would particularly point towards those NGOs that have a commitment to skills transfer, because I think it is possible for NGOs to do programmes that are just NGO programmes and perhaps not leave behind a sustainable capacity but those NGOs that are very committed to skills transfer I think are the NGOs that we can work with very well.  


MS WOODSIDE:  This relates to what John was just saying in terms of making out the political priority at the country level and, also, what you were saying about champions like Sarah Brown.  How do we encourage these champions at the local level and how do we persuade, whether it is the minister of finance or the minister of health, that they should be investing in maternal health for their own country?  How do we address those arguments and where do we find the leaders that we really need?


MR McNEIL: One of the mistakes I think we made as maternal health professionals is that we spent all our time talking to the minister of health.  Financing decisions are not taken in the ministry of health.  A key lesson is that you have to be engaged in the Office of the President, with perhaps the First Lady but very much engaging at a higher level.  One of the key things that we have learned from the White Ribbon Alliance and others is that by operating at the grassroots level upwards they are holding local leadership at district and provisional level more to account, for many of these services exist in theory but do not exist when the woman has to use them.  I think these are key things.  Political leaders are faced with many competing priorities.  While Maternal Health are speaking to them today, there are lots of other people speaking to them tomorrow and the next day.  I think a key thing is building up a constituency in the country, so that political leaders realise that not only are there votes to be had in having adequate maternal health services but, in fact, they are going to lose a huge number of votes if they do not commit resources for that.  That is going to take time to develop.  


MS WOODSIDE:  And DFID is going to help in building that or at least in encouraging it.


MR McNEIL:  We have been funding a number of organisations.  We have supported the White Ribbon Alliance in two countries already and we are in discussions about a further four.  For instance, in Tanzania we supported as the President launched his national roadmap to accelerate the reduction of maternal, neonatal, and child mortality.  A good example perhaps of a First Lady is in Rwanda.   Jeannette Kagami introduced a campaign to reduce the number of mothers who die in childbirth and there was support from DFID for that.  In a sense, it is a marathon, not a sprint, and we have a long way to go. We realise that progress has been relatively weak but I am at the stage where I am feeling slightly optimistic.  In my view, we are starting to see light at the end of the tunnel.


BARONESS NORTHOVER:  I was quite concerned when John Worley said how difficult it was to measure this.  Of course this is very much a hidden problem.  We know that from Western experience.  You have made mention of maternal mortality, which is obviously somewhat easier to measure.  I am wondering whether that is really one of the problems, but that we can extrapolate from patterns elsewhere, from our knowledge of the effect of young marriages, poor nutrition, poverty, and so on and so forth, so that we may not need perhaps to tick the box of exactly how many might be affected because we know that it is the tip of the iceberg, the ones that we know about.  It is obviously very important in getting over the case for this to point out, as Malcolm McNeil did, the effect in terms of the carers of children – emotional support, care, food, is what you said, and you can make that case – but what about those that I mentioned earlier, the older women who may be suffering later in life from the effects of childbirth – and again we know that from the West – from incontinence and so on, who have been socially ostracised and so on?  It is very much more difficult to make the economic case to support them but surely the case for them must also be made.


MR McNEIL:  Yes, indeed.  On measurement and statistics, there was an article recently that came out about registering births and deaths: The Job That No One Wants, and yet it is absolutely vital.  We are supporting a group called the Health Metrics Network.  It is hosted in WHO.  They are trying to promote more accurate civil registration of births and deaths and more accurate reporting of the reasons for deaths.  We have also supported a programme called IMMPACT.  Professor Wendy Graham who runs that programme has developed a very interesting method called the sisterhood method of assessing maternal mortality in a more informal way but actually incredibly accurately.  It is really important because we think that somewhere around about 40 per cent of all deaths go unregistered, and until we have more accurate figures then clearly we cannot do a good job.  The other issue here is that there is no single UN agency that is responsible for this and so it tends to fall between a number of stools.  To move on to your second point, we have invested for many years in trying to make sure that there is much more training and availability of service for the treatment of obstetric fistula.  In most cases in the past, people who had suffered for many, many years, had been ostracised, and so on.  There is a new and really alarming factor to this that we are seeing: sexual violence as a weapon of war.  We are seeing more and more very, very young women being abused and needing treatment for fistula as a result of horrendous cases of rape.  This is a rights issue and we feel it is extremely important.   I think you received evidence from John Kelly. 


THE CHAIRMAN:   Yes, he was here. 


MR McNEIL:  We have been supporting John’s work for many years.  We see the need for that to be expanded so that the service is more widely available.


THE CHAIRMAN:  I am anxious that we ask question 6 on the list, which is about health workers.


SANDRA GIDLEY:   We had a figure from the last session of 100,000 health workers needed.  The question asked of USAID was how you get those workers and make sure they are doing the most appropriate thing.  I would probably add to that: Should you work with TBAs, for example?  Are they the obvious people to develop?


BARONESS NORTHOVER:  Which links in some ways into what the International Development Select Committee said about AIDS, welcoming what you are doing on strengthening health systems, but concerned about the hows and the whys.  


MR WORLEY:  There are no easy fixes.  When we talk about health systems, usually eyes tend to glaze over a bit.  Health workers are the backbone of a health system.  In a number of countries where we have been working, it is not until relatively recently that the development of human resources for health or for health worker plans for scale-up have been an integral part of a sector-wide plan in health.  That is starting to change now.  We have seen a number of countries, Ethiopia and others, that have already made significant improvements in the scale of community health workers.  We have a couple of big programmes in Southern Africa on health worker scale-up.  As Mary Ellen was saying, one of the key issues has been to get the right kind of cadre in the right place, to retain them and then to support them to provide a decent enough level of care.  What we are developing is a better understanding of the evidence base and kind of what works to do that.  Going back to the 1970s and 1980s, the whole thing about TBAs was seen as maybe a quick-fix, to try to do something that, with the benefit of hindsight, if not supported within a health system was never going to really be that effective.  I think that we are seeing a lot more linkage between the plans for recruiting, training, and retaining health workers as part of the overall effort to build up a health system response.  


SANDRA GIDLEY:  Could you elaborate very slightly on the retention.  That is one of the big problems that has been highlighted, that they go off elsewhere.  You, as the Department, have raised that from the UK perspective, that we attract people here sometimes.


MR WORLEY:  Yes, there is the issue of international migration and the UK has a  code of practice and WHO is trying to put into place an international code of practice on health worker recruitment.  I think it was Mary Ellen who made the point that if you recruit locally, and even if you take away to train elsewhere but deploy back into the areas of recruitment with sufficient incentives, like decent housing and other incentives, there is a much better chance of getting health workers to stay and to work in the areas where they are.  That is proving to be the case in places like Ethiopia, which since 2004 has recruited 24,000 community health workers and deployed those basically from the areas where they are going to be working.  There are significant lessons there.  I think we have to be slightly careful of the notion that a community health worker is the answer to everything.  They can do some things, but where, for example, they are dealing with a woman who has a complication of pregnancy, unless as part of the system they can in some way refer that woman to a higher level of care, it may be that they are only going to have minimal impact on being able to deal with some of the worst things that can occur when pregnancy goes wrong.  


MS DAVIES:  Can you comment on the success to date of the work DFID is supporting in Malawi around health workers and training and substitution?


MR McNEIL:  Malawi is aiming to double its number of nurses and triple the number of doctors.  It has some hugely ambitious programmes.  We have been supporting what they call the Emergency Human Resource Programme. DFID has contributed £55 million to this programme, so it is a very substantial and significant programme.  It involves 50 per cent salary increases.  Basically a key reason for not retaining Malawi and staff in Malawi was because the level of salaries had fallen below subsistence level.  


THE CHAIRMAN:  I am sorry to interrupt but this Committee went to Malawi three or four years ago and it is significant.  The doctors and nurses were telling us that it was not just the money, it was the fact that they were acting as mortuary attendants in hospitals.  All the patients were being brought there.  There were AIDS victims and they could  not do anything for them, they did not have the equipment or the medicines.  There was a doctor there – and I am sorry to go back to this – who was trying to get the Malawi Government interested in community nurses and health workers, to keep the AIDS patients out of the hospitals and in the villages.  Has that happened?  


MR McNEIL:  I do not know if that has happened in Malawi.  I can say that there has been a similar problem in Kenya and it has started to happen there.  I can check for you.


THE CHAIRMAN:  The hospitals were doing nothing except cope with AIDS patients and it meant that the doctors and nurses were not practising medicine.


MR McNEIL: I am sure it will continue to be a problem for some time.  Of course, the more you get patients onto antiretroviral drugs, the more you will release that problem of very late stage AIDS patients ending up in wards.  Of course, the other major blockage of obstetric beds in hospital is the problems of unsafe abortion. These are potentially the two huge groups of patients. 


THE CHAIRMAN:  We have dealt with that, I promise you, at length.


BARONESS NORTHOVER:  This may be completely out of order, but if the people who are witnesses at these sessions have been given the questions in advance – which is no doubt the case – and have obviously made detailed notes in response, I am wondering whether, on behalf of the Committee, we could ask for copies.  This applies to any organisation.  The organisations have done all the work and we have not been able to cover all the questions because of the time.  


MR McNEIL:  It is my colleagues here who have done all the work.  We would be very happy to make that available. It runs to 65 pages.  


BARONESS NORTHOVER:  We have a responsibility, having asked you to move away from whatever else you were doing to concentrate on this, to have the opportunity to read that. 


SANDRA GIDLEY:    Perhaps we could have an electronic copy.


MR McNEIL:  Certainly.


THE CHAIRMAN:   I think Amy wants to have the last word.  


MS KESTERTON:  I would like to return to issues of political commitment and the need sometimes, to make an economic argument, to put yourselves on a level playing field with other issues that are competing.  One thing you say in the statement is that DFID has engaged with finance ministries with accessible and persuasive data on the impact and costs to their country of poor maternal health.  That is something that has come up over the last couple of days and I wondered if you had any data to share.  Are there any success stories of using that economic argument to persuade at the level of the finance minister?


MR McNEIL:  There was a model that was used in Ethiopia to estimate the annual productivity loss from maternal deaths.  That came out at an annual cost of $44 million to the Ethiopian economy.  Maternal disabilities on top of that were a further $50 million.  If you go in to talk to the minister of health I think these arguments are well understood, but if you are going in to talk to senior officials in the ministry of finance, many of whom are economists and accountants, then you have to talk to them in their own language. That is one of the benefits of DFID having a multisectoral team at country level.  In a sense, if I have an economic adviser colleague they will be able to communicate much more effectively than I will with the senior official in the ministry of finance, so we need to go together to do that.  There has been research in Mexico and a number of other countries.  We also have examples from Indonesia, Burkina Faso, and Tanzania that are in the notes.  Our economic adviser in our team would be delighted to hear of your interest, because it is a particular thing that she feels is extremely important.


THE CHAIRMAN:  It is a very powerful argument.  Malcolm, John and Sandra, and all the people who have helped you, thank you very much for taking the trouble to come along and preparing in such detail for seeing us.  We do appreciate it.  We hope very much that this is going to add fuel to the arguments for better maternal health.  We all feel, and certainly I feel, that it is basic to civilised society.  If we cannot look after the mother and children, heaven help us.


MR McNEIL:  Thank you.  Our Under-Secretary of State Ivan Lewis would have wanted to come but could not.  He was asking if we could make early arrangements for him to meet the APPG.  


THE CHAIRMAN:  Indeed.  We will have a special audience.


MR McNEIL:  The private office will be in touch to arrange that. 


THE CHAIRMAN:  Thank you very much indeed.


MR McNEIL:  I have just been reminded that we are in the process of preparing a new strategy which is for maternal health and sexual and reproductive health together.  We will be in touch with you during the process of consultation.


THE CHAIRMAN:   When are you expecting to publish that?


MR McNEIL:  The estimated date is September of next year.


THE CHAIRMAN:   We will have our work ready before that.  Thank you very much.  Thank you all for coming and for your patience.
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