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	In Africa, weak health systems, lack of access to family planning, unsafe abortion and HIV infection continue to delay progress against MDG 5. At present, all of DFID’s focus countries are off-track and will not meet the MDG target. 

[DFID (2008) Maternal Health Strategy; 3rd Progress Report]



1. About MSI and RAISE
1.1 This submission is made jointly by Marie Stopes International (MSI) and the Reproductive Health Access, Information and Services in Emergencies Initiative (RAISE).

1.2 The MSI partnership provides health services in 40 different countries worldwide to improve sexual and reproductive health and rights (SRHR) and access to high quality affordable reproductive healthcare services. Together, the partnership has almost thirty years experience of providing maternal health services including: family planning services, health screening, HIV/STIs screening, obstetric care, primary health care and post abortion care in developing countries across four continents. Last year, MSI protected 13 million couples from unwanted pregnancy and unsafe abortion.
1.3 In addition MSI also works in partnership with a number of humanitarian and advocacy agencies.  The RAISE Initiative is a multi-agency multi-country programme developed by MSI and Columbia University which aims to ensure that good quality reproductive health services are provided to those in emergency situations.  RAISE has a particular focus on emergency obstetric care (EmOC) including post abortion care and on family planning. The needs of women in humanitarian and post conflict settings are often neglected leading to higher levels of maternal mortality and morbidity than in other low resource settings.
 The RAISE initiative provides the content of this submission pertaining to humanitarian emergency in section 5.

2. Introduction
2.1 The House of Commons International Development Select Committee’s (IDC) report of its maternal health inquiry, 2007-08, has successfully highlighted the key themes that must be addressed in order to improve maternal health, including universal access to reproductive health, and thereby achieve MDG 5. MSI welcomes the APPG hearings into maternal morbidity as an important opportunity to complement the IDC’s findings and recommendations with greater detail on how DFID can best make an impact on MDG 5.

2.2 Drawing on MSI’s expertise of operating within health systems in many developing countries and drawing also on RAISE expertise on reproductive health in humanitarian emergencies, we focus this submission on the following issues:

· Family planning and unsafe abortion

· Health system strengthening, including;
· Private healthcare providers

· Healthcare workers

· Medical commodity supplies
· Humanitarian emergencies
3. Family planning and unsafe abortion

3.1 Over half a million women die every year due to complications during pregnancy and childbirth and an estimated thirty times this number suffer pregnancy-related health problems that are frequently permanently debilitating.
 Every year millions of women suffer uterine rupture, prolapse, haemorrhage, vaginal tearing, urinary incontinence, pelvic inflammatory disease and obstetric fistula. Not only can these and other disabilities lead to social and economic isolation, they also increase the risk of maternal mortality during and after subsequent pregnancies. The costs to family and community are correspondingly severe.

3.2 Universal access to family planning is the most effective means of protecting women from maternal mortality and morbidity. It is also unique in its capacity to reduce demand on health systems for more expensive and resource intensive services. These include post-abortion care, pre- and post-natal care, EmOC and assisted deliveries. For example, one study across several Latin American countries estimated the cost to the state of preventing one unwanted pregnancy through contraception at US$133 but also estimated the savings from services prevented at US$1,600.

3.3 More than one third of the approximately 205 million pregnancies that occur every year worldwide are unintended.
 These result in approximately 42 million abortions a year, of which 19 million are unsafe and, consequently, at least 67,000 women die and hundreds of thousands more are seriously injured.
 It is believed that unsafe abortion is responsible for 13% of all maternal deaths worldwide.

3.4 Improving access to and funding for a range of family planning methods is absolutely key to reducing the number of unintended pregnancies and thus the need for abortion. Furthermore, abortion is generally safe in settings where the procedure is legal and openly available. Where abortion is highly restricted or banned outright, it still occurs, although clandestinely and is therefore likely to be unsafe. Methods of unsafe abortion include; drinking poisonous substances or dangerous quantities of alcohol, pushing substances (e.g. soap, bleach) into the uterus, inserting sticks, coat hangars and other sharp objects into the uterus and severe pelvic pummelling. Women who abort in this way are likely to suffer incomplete abortion leading to septicaemia, infection, severe bleeding, infertility, psychological damage and possibly death. Worldwide, the number of deaths from unsafe abortion every year is equal to one woman every eight minutes.
3.5 The lack of funding for family planning, which has fallen since 1995; the lack of political will to address SRHR; legal restrictions on abortion and the lack of basic infrastructure for healthcare systems are all major obstacles to improving maternal health. These need to be addressed with great urgency if we are to make any progress on MDG-5. According to the African Union’s Maputo Plan of Action, "African countries are not likely to achieve the Millennium Development Goals without significant improvements in the sexual and reproductive health of the people of Africa."

4. Health systems

4.1 MSI welcomes the high level priority DFID has given to a holistic approach towards health systems. Nevertheless, MSI perceives that DFID should adopt a wider variety of methods of support for health system strengthening.

4.2 At present, DFID financial support for health systems is channelled predominantly through budget support.
 This mechanism is complemented by DFID advocacy for maternal health and health system strengthening, which encourages host government to allocate budget support money accordingly. One example of this tactic is DFID advocacy for using maternal health indicators to appraise host government success in spending money channelled through the International Health Partnership effectively.
4.3 MSI hopes that DFID will monitor the efficacy of this strategy closely. The key determinant of its success will be whether a greater proportion of public expenditure is indeed allocated to maternal health in DFID focus countries. If greater spending of this kind fails to materialise within the next two to three years, this should be taken as a serious indication that budget support and advocacy alone are failing to influence host government spending priorities.
4.4 Regardless of whether public budgetary allocations for maternal health do rise in recipient countries, MSI maintains that this approach alone is unlikely to adequately address maternal health and health system needs in time for MDG-5 and other health goals to be met by 2015. MSI calls for greater focus upon the private sector in order to accelerate progress on the health MDGs rapidly.
4.5 The key advantage of working to improve the capacity of the private sector to deliver for MDG-5 is the fact that many poor communities already rely upon private health care in the absence of sufficient local public facilities. Working with private sector providers to better serve the poor and marginalised can therefore offer a cost-effective supplement to building, equipping and staffing new public sector facilities.

4.6 The perceived disadvantages of working with private sector providers are firstly the invariable presence of user fees and, secondly, the difficulties inherent in quality assurances across a large number of different providers. These obstacles can both be overcome using social franchising and innovative ‘output based aid’ methods such as voucher schemes. 
4.7 Social franchising involves the creation of a franchise ‘brand’ that private providers may adopt in order to increase their client numbers. In order to qualify for use of the brand name providers must demonstrate requisite standards of care, including their pricing and their ability to provide key services. MSI is using the ‘Blue Star’ social franchising brand to scale-up access to key sexual and reproductive health services in five different countries in Africa, with particular emphasis on medical abortion pills. Further information on voucher schemes follows.
4a Voucher Schemes

4.8 Voucher schemes for maternal health services enable clients to buy vouchers at highly subsidised prices which can be redeemed at the approved service provider of their choice for antenatal care and safe delivery services – key services for reducing maternal morbidity and mortality. The service providers are then reimbursed by the scheme’s management agency for every voucher they receive.
4.9 Participating service providers can be private, public or NGO but all qualify for the scheme by demonstrating a sufficient quality of care. This acts as a great incentive for improving quality standards, hygiene and client focus among public and private providers alike. Public providers are able to participate in the scheme where the Ministry of Health permits the participating health facility to retain revenue from vouchers for its own budget.
4.10 Vouchers are distributed by the management agency to retail outlets such as pharmacies who sell them to women for as little as 50 cents (USD). Hence women who would otherwise deliver at home due to inability to afford clinic fees are empowered to take their pick of local facilities. Their choice is invariably for the clinic that they perceive will both treat them with respect and which can also offer hygienic conditions and high quality service. This consumer choice creates further incentive for participating service providers – both public and private – to improve their standards of care accordingly. Indeed, MSI experience of managing voucher schemes in Kenya and in Uganda have found that clinics invariably spend their voucher revenue on improving sanitation, staff recruitment and wages and on new medical equipment.
4.11 The advantages of voucher schemes include:
· Vouchers can be targeted at specific groups such as women from poor communities, adolescents, or sex workers,

· The infrastructure and capacity of private sector can thus be availed to the poor, offering a cost-effective alternative to building new public-sector facilities,

· Standards of care increase significantly,

· Poor women empowered to choose their provider and are consequently treated with much greater respect and attention by medical staff,

· Donor money is guaranteed to increase service delivery – no payment for non-performance as money is only received by providers after having provided a service.
4.12 The efficacy of vouchers is well illustrated by the KfW-supported MSI voucher scheme in Kenya which, with close collaboration with government, has increased the number of tubal ligations performed in Kitui tenfold. While tubal ligation was available in Kitui prior to the project, this dramatic increase is attributable to the improved access that vouchers offer to urban poor communities and the increased confidence that women from these communities derive from being able to choose their provider.
4.13 Donors can support voucher schemes either by funding the programmes directly or by encouraging host governments to do so, with a potential role for the Ministry of Health as either management agency or service provider.
4b Health Workers

4.14 The shortage of health workers was rightly a major theme to emerge from the IDC inquiry into maternal mortality. It is likewise a major factor in affecting levels of maternal morbidity in developing countries. Management of uncomplicated deliveries by skilled attendants, specifically monitoring the progress of labour using the partograph and active management of the third stage of labour (encouraging the delivery of the placenta) are crucial measures to minimising the likelihood maternal morbidity resulting from a delivery.
4.15 In addressing the issue of health workers, the IDC inquiry focussed exclusively on the need for more health workers which, while essential, is not the complete picture. In addition to increasing the size of the health workforce, initiatives are also required to ensure that health workers can actually address maternal health needs. At present, in a large majority of countries, the ability of health workers to provide maternal health services is severely impeded by unnecessary ‘red tape’ restrictions. These prevent midwives, nurses and other mid-level providers from performing basic maternal health procedures. With these restrictions in place, maternal health services are available only subject to the availability of qualified doctors.
4.16 It is consistent with good medical practice to ensure that complex medical procedures are performed only by doctors. Maternal health services are not complex. Key maternal health services include the following:
· providing injectable contraceptives, 

· insertion and removal of IUD, 

· insertion and removal of contraceptive implants, 

· tubal ligation and vasectomy (female and male sterilisation), 
· Manual vacuum aspiration (MVA) – a safe abortion technique,
· The signal functions of basic and comprehensive emergency obstetric care which include:
· Caesarean section,
· Blood transfusion,
· Anaesthesia,
· Assisted vaginal delivery.
4.17 All of the above services can be performed with complete efficiency by suitably trained mid-level providers, yet in a large majority of countries it is illegal for them to do so. The UK is no exception, where the restrictions lead to avoidable expense for the NHS and unnecessary demands on doctors’ time. In developing countries, where the number of doctors is usually very small,
 these restrictions cost lives.

4.18 South Africa and Vietnam are rare exceptions where MVA may be in fact provided by trained mid-level health workers. A peer reviewed study in 2006 compared the performance of mid-level providers and fully qualified doctors and found no significant difference in the MVA post-procedure complication rates.
 
4.19 Cutting the red-tape to allow mid-level providers to fulfil their potential in preventing maternal death and morbidity would have a huge impact. It is a process sometimes referred to as ‘task-shifting’ or ‘paramedicalisation.’ We urge the British government to make this an advocacy priority.
4c Medical and RH Supplies (RHS)
4.20 The world has committed itself to the goal of universal access to reproductive health by 2015 (MDG target 5b). Yet, more than 350 million couples
 worldwide currently do not have access to modern family planning methods or RH services and most countries lack an effective RH commodity supplies system. Health commodities are an essential part of any health programme and, for reducing maternal mortality and morbidity, include magnesium sulphate for treating eclampsia, all modern contraceptives and misoprostol for postpartum haemorrhage. 

4.21 Without a dependable supply of contraceptives, essential equipment, commodities and medicines, individuals are not able to fully exercise their right to reproductive health. Each $1 million shortfall in commodity support for contraceptives means an estimated: 360,000 more unwanted pregnancies; 150,000 additional induced abortions; 800 maternal deaths, 11,000 infant deaths and 14,000 additional deaths of children under 5.

4.22 There is currently a huge gap between the demand for RHS and their effective availability, and this gap is increasing with population growth. The current generation of 15 to 25 year olds is the world’s largest ever generation of young people. The problem is further exacerbated by the implementation of detrimental international policies such as the Global Gag Rule (GGR) - aka Mexico City policy.  In Zambia, for instance, the nation’s leading family planning organisation lost 24% of its funding because of the GGR and had to reduce its programmes, clinic-based services and community outreach to underserved rural areas. It can no longer provide much-needed contraceptive supplies to smaller NGOs and government health centres.
 
4.23 Such examples are not rare. Last week, the United States Agency for International Development (USAID) instructed its staff to force governments in several African countries (Tanzania, Malawi, Uganda, Zimbabwe, Ghana and Sierra Leone) to discontinue the provision of US-funded contraceptive commodities to MSI programmes. The move invoked the Kemp-Kasten Amendment of 1985, which was created as an amendment to the Foreign Aid Appropriations Bill. It prohibits U.S. foreign aid for any organization that, according to the President, "supports or participates in the management of a program of coercive abortion or involuntary sterilization.” Yet, the MSI programme in China has worked in partnership with the United Nations Population Fund (UNFPA) and the National Population and Family Planning Commission (NPFPC) and the Ministry of Health since 1998 to implement UNFPA’s 6th Country Programme. This programme aims to increase availability of quality, integrated, and above all voluntary reproductive health and family planning information and services, including those focusing on HIV/AIDS and client rights, for women, men, young people and migrants. 
4.24 This decision is anticipated to have a devastating impact on thousands of Africa’s poorest women and families who are already struggling access scarce RH supplies. It is also likely to contribute directly to an increase in maternal mortality and morbidity and hence undermine progress on MDG-5. We urge the APPG to give high priority to considering how best the UK can negate the impact of such harmful policy.
5. Humanitarian Emergencies
5.1 Highlighted in the IDSC report is the need to address maternal health in humanitarian settings and fragile states.  There are currently an estimated 67 million displaced people around the world the majority of whom are displaced within their own country.
  In this year alone we have seen new conflict in Georgia, and natural disasters in Myanmar (Burma) and Haiti to name but a few.   Humanitarian settings are characterised by increased morbidity and mortality, due to infectious diseases, war injuries and environmental hazards.  However, women face particular vulnerabilities in such circumstances.  In any crisis an estimated 4% of the total affected population (including children and the elderly) will be pregnant women, of whom 15% can be expected to experience life threatening complications.
 In this section, we address the specific needs of displaced and conflicted-affected women.

5.2 In humanitarian emergencies, health services are usually provided by non-governmental and UN agencies, in collaboration with the Ministry of Health wherever possible.  The cluster approach to humanitarian response allows for the identification of a lead agency on each technical area.  At the global level WHO is the health cluster lead and there are high hopes that this new approach will improve the humanitarian response and ensure that all sectors are properly funded and activities implemented, including implementation of the Minimum Initial Service Package (MISP) for reproductive health, including emergency obstetric care. As recognised in the Sphere Minimum Standards for Humanitarian Situations, the MISP should be implemented at the outset of every emergency response, including the prevention and management of the consequences of gender based violence.  Included in the management of the consequences of rape, is the availability of emergency contraception and post exposure prophylaxis of HIV and sexually transmitted infections. Unfortunately, it is too often the case that the humanitarian response to an emergency will fail to implement the MISP and give minimal regard to the sexual, reproductive and maternal health needs of the affected population.
5.3 Family planning is not seen as a priority in humanitarian response. Yet, without access to contraception, women face the risk of unwanted pregnancy which may result in unsafe abortion.  Preliminary data from population based surveys conducted as part of the RAISE Initiative baseline studies, suggest that there were incredibly low levels of contraceptive use and knowledge in studies sites in Darfur, Democratic Republic of Congo (DRC) and South Sudan.
  In northern Uganda, contraceptive prevalence rates are lower than the national average and the abortion rate is higher.  Abortion is restricted in Uganda, including in case of rape, so much of it is unsafe leading to complications such as fistula, infection and infertility. The Guttmacher Institute, who conducted the research on abortion, directly attribute this higher rate of abortion to the conflict which has ravaged northern Uganda for the last 20 years.  DFID recognises the importance of addressing SRH in such settings. 

5.4 Gender based violence, including forced pregnancy, is used as a weapon of war and can have a devastating impact on women and society.   The incidence of rape and other forms are abuse have been shown to be higher during conflict than after conflict.
   Although there are restrictions on abortion in many developing countries, in the majority of countries, abortion is allowed in the case of rape. Yet, the availability of abortion remains restricted and unavailable to women who need it and are legally allowed it. We believe DFID could do more to address to address unsafe abortion, through advocating with governments to ensure that abortion is available within legal confines, for example in the case of rape or where the pregnancy risks the health of the mother.

5.5 As recognised in the Sphere Minimum Standards for Humanitarian Situations, the MISP should be implemented at the outset of every emergency response, including the prevention and management of the consequences of gender based violence.  Included in the management of the consequences of rape, is the availability of emergency contraception and post exposure prophylaxis of HIV and sexually transmitted infections.  In addition safe abortion should be available.  We support the recommendation by the IDSC that DFID should advocate for the availability of safe abortion.

5.6 In post conflict settings, health systems are often weak, with damaged infrastructure, limited human resources and an influx of non-governmental organisations, many setting up parallel mini systems in limited geographical areas. This often results in disrupted and fragmented delivery of health services. An increasingly popular response to improve health service delivery in post-conflict countries is for the country government and international donors to jointly contract non-governmental organisations to provide a Basic Package of Health Services. The approach is novel because it is intended as the only primary care service delivery mechanism throughout the country, with the available financial health resources primarily allocated to it. Packages which have been implemented to date in countries including Afghanistan, DRC and South Sudan nominally include the provision of emergency obstetric care, including post abortion care and family planning.  There is concern however that reproductive health services including emergency obstetric care is not being properly implemented.  A scorecard to monitor progress of the implementation of the BPHS includes the broad category of “family planning” without specifying a minimum method mix, allowing providers to score highly on family planning while providing only male condoms. Furthermore, skilled personnel at delivery and emergency obstetric care are not specified in the scorecard, rather the general term “delivery care” is used, creating a potential for similar shortcuts.
6. Summary recommendations

6.1 Access to family planning and safe abortion services are crucial measures in preventing maternal morbidity and mortality. Mindful of the low level of donor support for family planning worldwide and of the political obstacles to addressing abortion, we urge the APPG to give strong consideration to DFID and the UK’s ‘comparative advantage’ in championing these two key but marginalised components of maternal health and MDG-5.
6.2 MSI recommends that levels of public expenditure for health system strengthening and maternal health in DFID focus countries are monitored closely in the coming years and used as a measure of the efficacy of UK budget support for MDG-5.

6.3 Donor support to the public sector alone is unlikely to achieve the widespread improvements in healthcare envisaged by the Millennium Development Goals by 2015. We urge donors such as DFID to consider how they can best help to catalyse the private sector to work for the poor and marginalised and recommend methods such as voucher schemes and social franchising.

6.4 There is a crisis in the availability of health workers in developing countries, but this crisis is severely compounded by red-tape restrictions on the services that mid-level health care workers are allowed to provide. MSI believes that the UK and DFID should play a strong role in advocating for ‘task shifting’ in order to allow suitably trained nurses, mid-wives and other mid-level providers to perform the basic family planning and maternal health services that they are capable of delivering.
6.5 Unreliable access to RH commodities is a major impediment to service delivery. We urge the APPG to consider how best the UK can challenge US policies that are harmful for maternal health and to mitigate their effects.
6.6 The Minimum Initial Services Package (MISP) is a basic requirement for meeting sexual, reproductive and maternal health needs in humanitarian emergencies. Greater effort is required from both donors and humanitarian agencies alike to ensure that these standards are known, respected and met in every humanitarian emergency.

6.7 Abortion is rarely completely illegal yet often completely inaccessible. The UK could make a significant impact by advocating in-country for abortion to be made accessible within the existing legal framework. Such advocacy would be especially meaningful in countries with a high incidence of sexual violence such as those affected by conflict.
6.8 ‘The Basic Package of Health Services’ is a welcome method of coordinating healthcare in suitable conflict affected countries. The UK can help to champion reproductive and maternal health in BPHS countries by pushing for emergency obstetric care; skilled personnel at delivery; and contraceptive method mix to all feature in the ‘score-card’ system.
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