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Summary 
1. The International Development Committee (IDC) inquiry on maternal health in 2007 expressed grave concern about the failure of the global community to make maternal health a political priority with the resulting lack of progress towards MDG 5.  An estimated 536,000 women die as a result of pregnancy and childbirth each year, 99% of whom live in developing countries.  Nowhere is the situation worse than in sub-Saharan Africa (SSA) which has the highest maternal mortality ratio (MMR) in the world (900 deaths per 100,000 live births). 
2. DFID recognises that the need for greater political will and resource mobilisation by both national governments and donor partners has never been greater. In June 2008, the UK committed to spend £6 billion on health systems and services up to 2015. Investing in strengthening health systems, including human resources for health (doctors, nurses and midwives) will allow millions of women to give birth in quality assured health facilities with the support of skilled birth attendants.  DFID has increased expenditure on maternal health globally three-fold from £16.2m in 2004/2005 to a projected £54m for FY2008/9.  
3. DFID has been a strong advocate for maternal health at global, regional and country levels and is the only major bilateral to have a maternal health strategy Reducing maternal deaths: evidence and action.  We are confident that the four focal areas of this strategy: advocacy; scaling up evidence based interventions; addressing the wider social, cultural and economic barriers to maternal health; and improving knowledge remain relevant to address maternal mortality as well as the pregnancy-related complications discussed in this paper.  As advised by the IDC, we shall be updating our strategy to give stronger emphasis to support for family planning and safe abortion within comprehensive reproductive and sexual health services.  We know from the evidence that these have a rapid impact on maternal mortality and morbidity and DFID is one of few donors providing support in these areas.
4. We agree with the Maputo Declaration that there is no single formula for improving maternal health and that interventions need to be context and country specific and country owned.
   Maternal health needs champions at all levels.  The Prime Minister is a member of the Network of Global Leaders’ for MDGs 4 and 5 and launched the Call to Action in 2007, alongside the UN Secretary General to encourage the international community to accelerate progress to reach the MDGs. Strategies are needed to empower women and girls through education and protection of their rights to information, participation, and freedom from violence and harmful practices, such as female genital mutilation. These issues need champions at all levels.  
5. DFID provides long term predicable financing and support for targeted interventions through partnerships with multilateral agencies (in particular WHO, UNFPA UNICEF and World Bank), Global Funding mechanisms, national governments, civil society and to a lesser extent the private sector. We also work to leverage improved financing from national and international partners for example through engaging Finance Ministries with accessible and persuasive data on the impact and costs to their country of poor maternal health as well as ongoing dialogue with key international institutions such as the World Bank. DFID’s support for the International Health Partnership (IHP) and other global partnerships is helping to harmonise the efforts of all stakeholders to make aid for health more effective and deliver better results.  DFID will continue to invest in the generation of knowledge that is needed to guide policy and planning and inform us and our partners of progress..
6. Evidence presented to IDC in 2007 covers many of the issues listed by the APPG.  This document summarises support that DFID provides in these areas as well as outlining our strategic approach and current priorities.  Detailed examples of DFID support for maternal health are provided in the Maternal Health strategy progress reports. 
Maternal deaths are to a large extent preventable.  Health professionals know what to do to prevent women from dying, and the technologies involved are relatively simple. Approximately 15% of all pregnancies will have serious complications that could lead to death but even the five “big killers”—haemorrhage, infection, unsafe abortion, eclampsia and obstructed labour—can be treated or prevented if births are attended by a skilled health professional and emergency care is readily available. Yet this knowledge has failed to help many women across the globe. (IDC 7)
Unwanted pregnancy
7. Preventing unwanted pregnancies is undeniably the most cost effective strategy to reduce both maternal mortality and morbidity.   It is estimated that an investment of approximately £500,000 on family planning would avert 26,338 unwanted pregnancies, prevent 14,789 induced abortions and prevent 30 maternal and 380 infant deaths. (Guttmacher)  Globally 201 million couples who want to space or limit their family size do not have access to effective (modern) contraception. This results in an estimated 80 million unintended pregnancies every year. This is why improving access to sexual and reproductive health and family planning is a DFID priority.
8. The majority of sexually-active adolescents in sub-Saharan Africa do not use modern contraception.  Pregnancy and childbirth-related deaths are the number one killers of 15-19 year old girls worldwide. 
 These girls are twice as likely to die in childbirth as those in their twenties; while girls under 15 are 5 times as likely to die making pregnancy the leading cause of death for adolescent girls.  Some, 14 million adolescent girls between ages 15 and 19 give birth each year with around 70,000 deaths. 
 
9. Unplanned pregnancy contributes to population growth. It is estimated that the world population will continue to grow for many years from 6.5 billion at present to over 9.2 billion by 2050. Most of this growth will take place in developing countries, particularly in those countries where poverty is most extreme. In countries like Niger, Mali and Burkina Faso the population will triple between now and 2050 and the population of Uganda is forecast to increase around 30 million today to over 90 million by 2050.
10. Since 2000, DFID and others have advocated for inclusion of reproductive health in the MDG framework to ensure that family planning in particular and maternal morbidity are addressed. This was finally achieved in October 2007.  The new target is to achieve universal access to reproductive health by 2015 with indicators being contraceptive prevalence, the adolescent birth rate, antenatal care coverage and unmet need for family planning.  

11. DFID is firmly committed to enabling women and girls to avoid unwanted pregnancy. The UK’s 2008 HIV and AIDS strategy ‘Achieving Universal Access’ clearly states that the UK will ‘work with others to intensify international efforts to halve unmet demand for family planning (including male and female condoms by 2010, to achieve Universal Access to family planning by 2015’. DFID supports a range of reproductive and sexual health services globally that include among others:

· £252m in India for the Govt of India's nationwide Reproductive and Child Health Programme;

· £90m in Pakistan: over 5 years for new National Maternal, Neonatal and Child Health Programme to expand care & support family planning services. 

· US$725,000 in Cambodia for better access for poor to life saving maternal health;

· £42.5 million over 5 years for core funds for the International Planned Parenthood Federation.

12. Universal access to SRH services (particularly for adolescents) would significantly improve maternal health. DFID supports and promotes comprehensive sexual and reproductive health and rights (SRHR) programmes for young people (including sexuality education, access to contraceptives and services, skills training).  Expenditure on programmes with a discernible focus on young people increased between 2003-04 and 2005-06.
  The UK Government believes that when young people have sex, they need access to the information and means to protect themselves against HIV infection, other sexually transmitted diseases and unwanted pregnancies.  Lack of education is a key factor predisposing adolescents to pregnancy.  DFID invests heavily in education and will be continuing to strengthen the links between the health and education sectors.   For example, we are developing a new programme on adolescent health that will research these links in a humanitarian environment (Darfur), and develop a comprehensive gender, rights and sexuality curriculum.
13. DFID support has also enabled the development, dissemination and application of new knowledge to improve SRHR including reduction of unwanted pregnancy. For example support to the Population Council (£5 million over 6 years) contributed the design, testing and scale up of new policies and interventions to develop the capacities and meet the needs of highly vulnerable adolescent girls.
14. Improved access to a predictable supply of SRHR commodities
 is critical to universal access. Frequent and serious shortfalls in supply occur because of poor procurement, forecasting and logistics systems at country level, lack of provision in national budgets and reduction in funding for SRHR including commodities by the United States.  Growth in HIV has also increased the demand for condoms.  

15. DFID is the third largest global supplier of condoms and contraceptives to developing countries. To intensify progress in addressing these issues the UK has announced (October 2007) new long term, predictable, financing of £100m over five years to the United Nations Population Fund’s (UNFPA's) Global Programme for Reproductive Health Commodities Security. Previous grants include £10m to UNFPA for commodities in unstable countries. Health systems strengthening improves forecasting and logistics systems to help prevent commodity stockouts at country level.  
Unsafe Abortion
16. Of about 211 million pregnancies worldwide each year, about 46 million (22%) end in induced abortion, 5.5 million of which are in Africa. An estimated 13% of maternal deaths globally are due to unsafe abortion. 26% of the world’s population has no legal access to abortion.  Most women seeking an abortion are married or in stable unions and already have children. 
	Annual Abortion Mortality


	Region
	# Unsafe Abortions
	# Deaths

	South Central Asia
	6.3m
	24,300

	Africa
	5.5m
	36,000

	LAC
	3.9m
	2,000

	South Eastern Asia
	3.1m
	3,200

	All other
	.9m
	1,000

	Total
	19.7m
	66,500


17. The IDC noted that DFID is one of few donors to promote efforts to prevent unsafe abortion and has played a leading role in focusing global attention on unsafe abortion, challenging policies and laws that are barriers to progress. (IDC 52)  This commitment was reaffirmed at the Global Safe Abortion conference, held in London in 2007. The IDC has urged DFID to continue its support for international and national advocacy and rights-based groups to communicate facts about preventable deaths and disabilities from unsafe abortion to governments that restrict access to contraception and safe abortion (IDC 147)
18. DFID strongly disagrees with the US Administration’s Mexico City Policy. The "Global Gag Rule" (as it is known) was reinstated by President Bush on his first day in office in January 2001.
  DFID does not promote abortion as a method of family planning. We believe that the best way to eliminate unsafe abortion and its consequences is to improve access to family planning and enabling women to have more control over the circumstances in which they have sex. But DFID recognises sexual coercion and violence is widespread and therefore for many this is not a reality and will continue to support the prevention of unsafe abortion as part of broader public health efforts to improve maternal health.

In Cambodia, the DFID supported Reduction of Maternal Mortality Project works with the Cambodian Midwives Association to ensure midwives and provincial officials understand the implication of the 1997 Cambodian Abortion Law that legalised abortion.

In Kyrgyzstan (where DFID is contributing £7 million to a Health Sector Wide Approach Programme), where abortion is legal, the abortion rate remains high, partly because there is limited access to contraception. Their government has a plan to increase funding for contraceptives to ensure that at least 20% of the poorest and most vulnerable women have access to contraception.
19. DFID is supporting both a £7.5m regional Safe Abortion programme in 14 African countries through IPAS and a £4m IPPF-administered global Safe Abortion Action Fund (SAAF).  These investments aim to: strengthen regional organisations and networks that advocate for safe abortion; support advocacy and production of policy level research; have an impact at the country and regional level on policy change and service delivery and increase utilisation of high quality safe abortion post abortion services. 

20. In Nepal DFID and GTZ provided policy advice to the Government of Nepal on abortion legalisation.  Legal safe abortion is now integral to the essential maternal and newborn health package and 204 service sites (public and private) have been established in 73 of the 75 districts. Over 212,000 women have received safe services of whom over 80% accepted a post abortion contraceptive method.  Medical abortion
 has also been successfully piloted and other efforts to widen choice and access to safe abortion are underway for the future.  
21. DFID supported the Guttmacher Institute to develop new knowledge on the incidence and impact of unsafe abortion including research in Guatemala and Uganda. Information such as this is key to enable informed policy dialogue and to ensure that the debate on legislation and service development is based on sound information. 
Most maternal deaths and morbidity can be prevented

Health professionals know what to do to prevent women from dying, and the technologies involved are relatively simple (IDC 7)

Emergency obstetric problems 
Note: obstructed labour; obstetric fistulae; pre-eclampsia; eclampsia; and haemorrhage are dealt with together as there is overlap in the strategies needed to tackle them.  
22. Prolonged obstructed labour
 can lead to foetal death, maternal death or the development of obstetric fistulae.
  Worldwide obstructed labour causes 8% of direct maternal deaths.
 Estimates of the numbers of women living with obstetric fistulae range from 2 million to 3.5 million worldwide and an additional 50,000 to 100,000 new cases occur each year. 
  Although difficult to treat, good emergency obstetric care prevents fistulae and the other complications of obstructed labour.

Obstetric fistula has largely remained a ‘hidden’ condition because it affects some of the most marginalised members of the population – poor, young, illiterate girls and women in remote regions, lacking skilled attendance and obstetric care. Fistula more often than not results in social stigmatisation and exclusion due to the smell of constantly leaking urine, faeces or both resulting from the physical injury. 

"It's one thing to repair the horrific physical damage. It's harder but even more urgent to prevent the damage in the first place. That means confronting the social and economic ills that underlie girls' vulnerability to fistula."

23. While the medical response to fistula is a complicated operation followed by a prolonged stay in hospital both of which require investment in health systems, the greatest challenge is in the prevention and rehabilitation of girls rejected by their families and communities. Protecting and promoting girls’ and women’s rights, by raising the age of marriage, encouraging female education and challenging attitudes on the low status of women are some of the challenges that national governments and civil society organisations must tackle. 

24. DFID has provided around £700,000 to NGO's working on fistula such as the Obstetric Fistula in Africa Project, Engender Health and Women's Dignity Project in Tanzania, Ethiopia and Uganda and FORWARD in Nigeria. 

25. Eclampsia and pre-eclampsia are pregnancy related conditions that can damage the brain, kidneys and liver as well as threaten the survival of the foetus.  Eclampsia is characterised by seizures or coma in addition to the features of pre-eclampsia and is the cause of 12% of direct maternal deaths world wide.
 Globally there are over 4 million cases of pre-eclampsia each year
 but these are rarely fatal in industrialised countries.
26. The Eclampsia Trial Collaborative Group in 1995 produced compelling evidence for the use of magnesium sulphate (MgSo4) in management of eclampsia and it has been used both in the UK and USA for decades. 
  In spite of the evidence and its low cost, few countries have included magnesium sulphate on their essential drug lists or provided the training necessary for its proper use.  As a result, magnesium sulphate is under-used and more lives could be saved and related morbidity reduced.  
27. DFID has contributed to the funding of trials to evaluate interventions to reduce the maternal morbidity and mortality associated with eclampsia and pre-eclampsia in developing countries.

  The role of the UN agencies (WHO and UNFPA) in advocating for the wider use of magnesium sulphate as well as misoprostol (see below) is critical.  
28. Postpartum haemorrhage
 is the most important single cause of maternal death (approximately 30 per cent of all maternal deaths) globally (34% Africa and 31% in Asia), claiming about 150,000 maternal lives annually.
 88% of deaths from postpartum haemorrhage (PPH) occur within 4 hours of delivery so require timely transfer (within 2 hours) for Emergency Obstetric Care (EmOC).  PPH requires active management of the third stage of labour (AMTSL) by a trained provider using uterotonic agents (preferentially oxytocin) followed by uterine massage (after delivery of the placenta).   10% of women with PPH require major surgery (e.g. hysterectomy).
 Anaemia before haemorrhage increases the risk of death from haemorrhage and causes over 13% of maternal deaths in Asia and 4% in Africa.
29. Antepartum haemorrhage affects 3-5% of all pregnancies. It is 3 times more common in women having had multiple pregnancies than women having their first baby. 
30. Misoprostol, is a widely-marketed and available drug that has been proven to be effective in pre​venting and treating PPH and can be used by a range of health providers in low-resource settings and delivered effec​tively at the community level.  Like magnesium sulphate, Misoprostol is not widely included on essential drug lists arguably due to fear that it will be used as an abortifacient.
,

Infections including HIV
31. Sepsis can affect both mother and baby and is a major and common complication of induced abortion. In India, a study showed that 50% of maternal deaths due to sepsis were related to unsafe induced abortion.  Home births by unskilled providers using un-sterile equipment can cause infection. Skilled management of pregnant women with quality of care will reduce infections. 
HIV infection reduces a mother’s health, greatly increases her susceptibility to TB and respiratory infections and the HIV virus may be transferred to the foetus.

32. The presence of HIV in a pregnant woman puts her at significantly greater risk of maternal death and morbidity.  HIV positive women are more likely to die within a year of giving birth than other women and are more likely to have obstetric complications that can be treated.  HIV can affect access to services due to stigma and fear on the part of the health worker or family members.  
33. Integration of care is the most practical approach to addressing morbidity and delaying/ preventing mortality.  In many high HIV prevalence countries (e.g. Zimbabwe), more funding is available for HIV than for health with a separation between the prevention of mother-to-child transmission (PMTCT) and maternal health services.  HIV testing and PMTCT services have to be integrated into maternal health services as a life saving measure - not just an efficiency move.  DFID has promoted integration of PMTCT
 and other HIV services as components of maternal health services.  The importance of integrated planning and delivery of reproductive health and HIV-related services was re-affirmed at the G8 Toyako meeting and will also be reflected in the new maternal health strategy.   The role of community groups in stimulating awareness and increasing access to services is important especially where home births are preferred.  
Postnatal depression

34. Postnatal depression is common, affecting 10-20% of women in the year following childbirth.
  There is no clear agreement on how to prevent, screen, or manage postnatal depression in under resourced countries.
   
35. Postnatal depression is the exception to the idea that tacking maternal deaths will also reduce maternal morbidity.  However without the strengthened health services needed to address the maternal deaths it is difficult to see how the management of postnatal depression can be improved.  The current focus of DFID is a necessary prerequisite but will not be adequate to improve the management of maternal depression.

DFID’s strategic approach to accelerate progress on MDG 5

37. In 2008, we are focusing on four priority policy areas: 
i) Health systems strengthening  with focus on:

· increasing the number of health workers as pledged by the G8

· increasing access to Emergency Obstetric Care, reproductive and sexual health services including safe abortion (where it is legal)

· commodity security (especially contraceptives)

· health information and vital events registration

· integration of maternal health and HIV and AIDS services

ii)  Supporting specific interventions known to have high impact such as:
· Health financing (e.g. financial incentives to improve access to skilled care)

· support for use of proven technologies to prevent maternal mortality and morbidities (e.g. Magnesium Sulphate for eclampsia and misoprostol for postpartum haemorrhage)

iii)  High level advocacy through UN, G8 and EU and health partnerships
· to increase financial and political commitment for maternal health using the International Health Partnership (IHP)
 and the Partnership for Maternal, Newborn and Child Health (PMNCH)

iv) Support for civil society advocacy (and services) in DFID focal countries with emphasis on maternal health and safe abortion

· Such as the White Ribbon Alliance for Safe Motherhood
, the International Planned Parenthood Federation (IPPF) and IPAS

38. Support for surveys, research and vital event registration will underpin all of the above.  Generating knowledge to understand, measure and manage maternal mortality and morbidity is essential for the design of appropriate strategies and interventions.  We will continue to invest in research on health systems and will share information about the best ways to fund health systems.
 DFID provides support for quantitative and qualitative research in all the areas discussed.  London, Liverpool, Aberdeen and Southampton Universities, and the HRP
 among others have contributed significantly to our understanding of what is needed and what works to reduce maternal mortality and morbidity.  DFID is committed to continuing the generation of quality research, surveys and tools to measure progress. Our current spend on maternal and child health research is £2.5 million over five years with significant increases planned.
39. DFID will continue to support financial schemes for improving access to health care by the poor. These include cash incentives (e.g. Nepal), longer term income support linked to take up of education and health services (Latin America) and vouchers (Bangladesh) to cover all or part of the cost of specified health services.  While demonstrating that such schemes increase uptake of services, there remain difficulties with implementation to be overcome. 
40. The private sector (registered practitioners, non-governmental organisations, faith-based organisations, employers and non-formal providers) is the main provider of health services in many countries, especially those with weak public sector services.
  The private sector can make a valuable contribution to increasing access to services and supplies. DFID will support national governments to develop public/private partnerships that promote regulation and contracting of services to the private sector and use of private sector methods to increase access to SRH services such as social marketing and social franchising

 
41. Addressing wider issues – the fourth pillar of the Maternal Health strategy commits DFID to: 
· Invest in female education that will help meet the G8 agreement to increase health workforce coverage towards the WHO threshold of 2.3 health workers per 1,000 people, initially in partnership with the 36 African countries that are experiencing a critical shortage of health workers. 
· Invest in protecting and promoting the rights of adolescent girls, to prevent early marriage, sexual violence and the dangers of early pregnancy and childbearing.
· Invest in HIV and AIDS, nutrition, malaria, TB and other neglected diseases to reduce vulnerability.
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� LANCET. Maternal Survival. September 2006.


� UNICEF. 2002. Adolescence: A Time that Matters. New York: UNICEF.


� Based on WHO, UNICEF and UNFPA. 2004. Maternal Mortality in 2000. Geneva: WHO; and WHO Global Burden of Disease estimates.


� Mid-term evaluation of DFID strategy Taking Action 


� E.g. contraceptives including male and female condoms, latex gloves, syringes, diagnostic reagents etc


� WHO 2007


� This prohibits U.S. assistance for FP to foreign NGOs that use funding from any other source to: perform abortions in cases other than a threat to the woman’s life, rape or incest; provide counselling and referral for abortion; or lobby to make abortion legal or more available in their country. Called the "gag" rule because it stifles free speech and public debate on abortion-related issues.


� Historically many HIV+ women can face pressure to abort, especially in contexts where PMTCT services are inadequate. This is then balanced by difficulties other HIV+ women experience accessing abortion - because of service providers' fear of infection. 


�A medical abortion is non-surgical � HYPERLINK "http://en.wikipedia.org/wiki/Abortion" \o "Abortion" �abortion� in which a � HYPERLINK "http://en.wikipedia.org/wiki/Approved_drug" \o "Approved drug" �drug� is used to induce the abortion by injection or tablet. (� HYPERLINK "http://en.wikipedia.org/wiki/Methotrexate" \o "Methotrexate" �Methotrexate�, � HYPERLINK "http://en.wikipedia.org/wiki/Mifepristone" \o "Mifepristone" �mifepristone�, � HYPERLINK "http://en.wikipedia.org/wiki/Misoprostol" \o "Misoprostol" �misoprostol� or � HYPERLINK "http://en.wikipedia.org/wiki/Gemeprost" \o "Gemeprost" �gemeprost�)


� Labour lasting more than 24hrs in which an insurmountable barrier prevents the foetus descending through the pelvis


� Obstetric fistula is a hole in the birth canal caused by prolonged labour without prompt medical intervention, usually a Caesarean section. The woman is left with chronic incontinence and, in most cases, a stillborn baby


� The World Health Report 2005. Make every mother and child count. World Health Organization, Geneva, 2005


� Wall L.Obstetric vesicovaginal fistula as an international public-health problem The Lancet 2006; 368: 1201 - 1209


� Quote from Maggie Bangster, Director of the Women's Dignity Project, and a regional initiative in Eastern Africa to address gender and health equity with a specific focus on obstetric fistula.


� The World Health Report 2005. Make every mother and child count. Geneva, World Heath Organization, 2005


� AbouZahr C. Global burden of maternal death and disability British Medical Bulletin 2003; 67: 1–11 available at � HYPERLINK "http://bmb.oxfordjournals.org/cgi/reprint/67/1/1" ��http://bmb.oxfordjournals.org/cgi/reprint/67/1/1� 


� Magnesium for Preeclampsia and Eclampsia. The Eclampsia Trial Collaborative Group. New England Journal of Medicine. Vol 333. 1995.


� Dr Leilia Duley. Magnesium sulphate versus phenytoin for eclampsia. 1998-2000.


� Various research under the HRP Trust fund


� Primary post-partum haemorrhage is loss of blood estimated to be >500ml, from the genital tract, within 24 hours of delivery (commonest obstetric haemorrhage). Secondary PPH is defined as abnormal bleeding from the genital tract, from 24 hours after delivery until 6 weeks post-partum.  (WHO)


Antepartum haemorrhage is defined as bleeding from the birth canal after the 24th week (some authors define as 20th week) of pregnancy. Women with antepartum haemorrhage should always be admitted to hospital for assessment and management.


� (WHO 1990, Kwast 1991, Li et al 1996


� (Kane et al 1992).


� Family Care International. pphproject@familycareintl.org


� Also not widely used is the condom for applying hydrostatic pressure�.  This is low cost, safe and easy but also requires a skilled provider.


� Comprehensive PMTCT should include contraception services, primary HIV prevention, maternal HIV treatment and postpartum nutrition counselling etc not just infection prevention in babies.


� World Health Report, 2001. Mental health: new understanding, new hope. Geneva, World Health Organization, 2001.


� From the World Health Organisation’s Health Evidence Network at: � HYPERLINK "http://www.euro.who.int/HEN/Syntheses/antenatalsupp/20051219_4" ��www.euro.who.int/HEN/Syntheses/antenatalsupp/20051219_4�





� The IHP outlines a new agreement to accelerate action to scale-up coverage and use of health services by all, and intensifies the focus on health systems that are core to improving maternal health.


� The global Partnership for Maternal, Newborn and Child Health whose 260 member organizations issued a Global Call to Leaders and other donors for maternal health.  


� the White Ribbon Alliance (WRA) provides maternal health advocacy through its members in 91 countries and 11 National Alliances


� DFID Research Strategy 2008-2013


� UNDP/UNFPA, WHO/World Bank Special Programme of Research, Development and Research Training in Human Reproduction





� Supporting qualified health practitioners with training and (branded) supplies and regulating (branding) their practice.  There are many examples of DFID support to Population Services International e.g. Pakistan, Zimbabwe. 


� E.g. Pakistan where 80% of healthcare is from private providers.  
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