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Introduction to organisation
The Nuffield Centre for International Health and Development, of the Leeds Institute of Health Sciences, is a WHO Collaborating Centre for Research and Development in Health Systems Strengthening.  Its mission is to develop the capacity of health systems in lower-income countries, especially in the public sector.  NCIHD offers a portfolio of postgraduate masters courses attracting around 50 international students a year.  Teaching is accompanied by research and technical assistance activities in three inter-related areas: health systems, communicable diseases and reproductive health.  Much of the research is of an applied nature and its value is assessed in terms of its contribution to changes in policy and practice. The NCIHD works to:

· To enhance understanding of the health system management processes and policies necessary for the promotion of health and equity in middle and low-income countries

· To promote an analytical and evidence-based approach to public health policies and interventions as the basis for change in practice

· To develop in a sustained fashion – through training, research and consultancy services – the management, planning and public health capacity of the health system in middle and low-income countries

Areas of expertise:
Professor Andrew Green is Professor in International Health Planning.  His research interests lie in health planning and policy, health sector reform, health economics and non-government organisations. His book 'An Introduction to Health Planning for Developing Health Systems' (published by OUP, Third Edition 2007) is a well-known text on the subject. 

Dr. Nancy Gerein is a Senior Lecturer in Reproductive Health.  Her interests are focused in the areas of reproductive health, health systems development, and monitoring and evaluation. 

Dr Stephen Pearson is a Senior Research Fellow in Reproductive Health. He is a social scientist and demographer, specialising in qualitative and quantitative research on men’s and young people’s reproductive health and maternity care.  
Summary

The high levels of maternal morbidity and mortality remain a major challenge for developing health systems as indicated by the very poor progress towards the MDG.  In this paper we focus on two key strategies to improve maternal health, strengthening of the health system and reorienting it towards maternal health and revitalisation of family planning provision.

We are not short of knowledge about what is needed technically to ensure women deliver safely.  What is needed is an appropriate and well-resourced health system, and efforts to improve the health of pregnant women need to focus on this.  We provide in this paper a framework for considering the different elements of a health system and the critical weaknesses in these.  In this paper we focus on the delivery of maternal health services, governance, resource and support systems, community inputs; and other health-related services.  Health services need strengthening in a number of areas including better resourcing of primary care, strengthened referral systems, and regulation of the private sector.  Above all, high quality services are needed which are perceived by potential users as appropriate. In order to ensure this, the governance of health systems needs strengthening to ensure robust evidence-informed and implementable policies, legislation and management decisions are made.  Monitoring is also an essential part of better governance with adequate information systems providing information on maternal deaths occurring both within and outwith the formal health system.
In order to achieve this, a significant increase in resources is needed.  The most significant constraint is the availability of trained and motivated birth attendants, and policies to train and retain them are vital.  Policies to curb the recruitment by high income health systems are a critical feature of this.  Clearly finance is needed to achieve this and to ensure that services are affordable to the poorest women.  Another critical resource is basic medicine requiring, in addition to funding, strong planning and management systems. 

In addition to the above, which focus on the supply of maternal services, attention needs to be given to the critical roles that the population has in the process of promoting and maintaining good health.  Strategies to empower women and educate men are clearly needed in some societies to ensure take-up of existing services.

Maternal health is also affected by sectors outside health and strategies to respond to this are also needed.

The second broad strategy relates to family planning to prevent unwanted pregnancies.  Once a key development strategy it has dropped down donor agendas, despite the high levels of population growth in some countries and the associated maternal morbidity. Family planning can make a strong claim to being one of the most cost-effective, health-promoting medical interventions available.  Far greater attention needs to be given to resourcing such services alongside strengthening maternal health systems.
Evidence
The evidence is structured around two key messages:
1. A functioning and effective health system should be the foundation of all initiatives to prevent maternal morbidity and mortality (in which we include unsafe abortion and unwanted pregnancies due to failures in family planning services). 
2. Family planning is neglected nationally and internationally, but is key to prevent unwanted pregnancies and associated maternal morbidity.
1.  Functioning and Effective Health Systems 

The technical knowledge already exists to provide health services that could respond to many, if not most, of the serious maternal health problems which are of interest to the All-Parliamentary Group. The responsibility for providing these services and removing barriers so women can access these health services lies with the health system.

What is a health system?

Figure 1 summarises the components of a health system, and its relationships with maternal health. The health system reflects a wider holistic interpretation of health, which includes the social determinants of health such as employment and education. Community inputs have an important role in improving maternal health, including through individual lifestyles and communities’ participation in decisions about healthcare.
The health system is the structure which supports the provision of necessary health services. It ensures that the right staff and materials are available in the appropriate place at the right time to allow utilization of health services by those in need. 
How can the health system function more effectively?

A full description and explanation of each element of the health system is beyond this paper. Instead, we draw attention to how some of the key elements of the health system for maternal health should be strengthened, under the headings corresponding to the boxes: health service delivery, governance, resource and support systems, community inputs; and other health-related services.
Health service delivery

1. Strengthening Primary Health Care

Primary Health Care (PHC) comprises a basic ‘package’ of health services aimed at provision of essential health services at the community level.  The term also used to refer to the philosophy that underpinned the Alma Ata Declaration of 1978 (WHO/UNICEF 1978) which stated health systems should be founded on the principles of equity, community participation, appropriate technology, health promotion and multi-sectoralism. Normally, PHC provides maternal health services such as antenatal and postnatal care, family planning, treatment of common illnesses (such as malaria), and health education. Some PHC facilities may also deal with uncomplicated deliveries. 
PHC is widespread and is the most geographically accessible to the population.  However, it suffers from not being viewed by health staff as the most rewarding of postings, especially if PHC facilities are in isolated, poor rural areas, where the infrastructure is poor, workload is high, staffing is short, and supplies and supervisory and moral support is lacking.  Too often this level does not have reliable supplies of contraceptives and medicines, nor the capacity to deliver babies safely. 
Figure 1.  Maternal health, and the health system
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Source: Gerein et al. (in press)
2. Good working relationships between health services

Patients need to be able to move easily between types and levels of services according to their needs. Horizontal integration (referral at the same level and between different programmes), such as integration of wider reproductive-sexual health problems in family planning clinics, improves access and use. Integrating family planning into vertical HIV/AIDS testing and treatment programmes is a more cost-effective way of reducing mother-to-child transmission than drug treatment (Cleland et al 2006). However, the requirements for such integration may clash with donor funding patterns, or the traditional organisation of health services. 
Vertical integration refers to referral between different levels of health services e.g. primary to secondary care (Murray and Frenk 2000). Effective referral is particularly important for emergency healthcare, as for women with obstetric and postabortion complications. A well-functioning referral system should include a clear distribution of responsibilities (in this case, types of health services at each level), clear lines of communication, adequate transportation for moving patients between levels, and. feedback systems between the levels to ensure appropriate follow-up care.   Referral systems are often a poorly developed aspect of the health system; patients are required to arrange and pay for their own transport, with potentially fatal delays in receiving care. 

3. Partnering with the expanding private sector

The private sector provides a significant proportion of services in some countries e.g. in India, 80% of health care is provided in the private sector. However, the private sector needs to be regulated and receive support to ensure that high quality is maintained. The private sector (both for-profit and NGOs) is very diverse and not well understood. Understandably, governments traditionally have focused on the public health sector. A clear need exists for research-based evidence on how to develop and sustain appropriate partnerships between the public and private health sectors.  
4. High quality health services, responsive to the community
Low quality health services are unlikely to be effective. Services may suffer from a lack of, or poorly trained and managed staff; a lack of appropriate medical supplies or equipment; or inadequate infrastructure. Perceived quality of services, especially availability of medicines, is a key driver behind the public’s willingness to use available health services. 
Although patients may perceive quality as being higher in the private sector, some evidence shows private-for-profit practitioners have poorer prescribing practices (over-medication, use of expensive rather than cheaper generic drugs), over-use of diagnostic tests and neglect of preventive care. In maternal care, medically unnecessary (but lucrative) Caesarean sections increasingly are common in Latin America and urban areas of Asia, even though they carry greater health risks to women and newborns, and may incur catastrophic expenditures for clients (Ravindran et al. 2005).
Quality assurance systems provide a systematic way of focusing on the factors that produce quality in health services. A system for auditing maternal deaths and near-deaths is critical to improving quality of obstetric care.  
Governance

Governance refers to how decisions are made and how the health sector is regulated. Key questions include who makes decisions, how transparent and inclusive are such processes, and how effective and efficient are management and planning processes in identifying and responding to needs.  Governance also refers to the processes for controlling corruption which may have serious effects not only on availability of resources but also encouraging inappropriate health care delivery practices. 
1. Effective maternal health policies, informed by evidence
Key indicators of policies for the improvement of maternal health, based on internationally established benchmarks, include indicators in the following areas: 

· Leadership and governance: notification of maternal deaths, costed implementation plans for maternal health, registration of birth;

· Service delivery: availability of emergency obstetric care services, midwives authorised to deliver life-saving interventions

· Financing: per-capita total expenditure on health, general government expenditure on health, out-of-pocket expenditure as a proportion of total health expenditure

· Health workforce: density of physicians, nurses and midwives.  

Of the 68 priority countries identified in 2008 as needing accelerated action on maternal and child health, most show similar levels of policy availability and implementation. For example, only 23 countries have adopted a policy on notification of maternal deaths, and 32 have a costed plan for maternal and child health. Fifty-four of the countries are below the threshold of 2.5 health care professionals per 1,000 population, considered to be necessary to reach adequate coverage of PHC interventions (Countdown Working Group, 2008).   
The problem of unsafe abortion also requires initiatives aimed at the legalisation of abortion.  Although difficult, this is possible, as shown by the recent legalisation of abortion services in Nepal.  

2. Maternal health policies translated into action, and monitored
Health management is concerned with the best possible use of available resources to achieve health goals through the implementation of plans (Green and Collins 2006). Health policies cannot be informed, and resources and delivery of health services planned and monitored, without relevant and up-to-date information.  A particular problem in this area is that many maternal deaths occur outside the health system.  Women having babies at home, or illegal, secret abortions, rarely get into death registers.  Mortality and morbidity is significantly under-reported, resulting in lower priority for financial allocations and political and managerial attention.
Resource and support systems

1. Motivated and supported health workers, working where they are most needed
Staffing is an especially critical issue in maternal care. Delivery by a skilled attendant (a person with defined midwifery skills) is argued to be one of the best ways to reduce maternal mortality (WHO 2005). However, an estimated 334,000 more midwives are needed globally to reach the MDG targets for maternal health (WHO 2005).   

Staff shortages may reflect an overall national shortage or a geographical imbalance. Health professionals tend to concentrate in urban centers and the private sector. In India, for example, the availability of midwives in rural areas was between 6 and 27 percent of the national norm (Koblinsky et al. 2006). The financing for their salaries, and the increases needed to retain them in country, is a critical challenge for many countries.  Fortunately, some donors (such as the UK) have begun to change a longstanding policy not to support salaries, in countries with severe problems.
Opportunities for staff to emigrate to work in richer countries are increasingly attractive, leading to particular problems in sub-Saharan Africa (Green et al 2006). Some rich countries have responded by developing ‘ethical’ recruitment policies which do not target recruitment efforts in countries with severe staffing shortages.  A number of developing countries have new initiatives to reduce migration, e.g. strengthening staff incentives.  These efforts require much more research to assess their effects.

Besides being available in sufficient numbers, human resources require skills, supplies, motivation and good management, in order to provide health-improving services.  The planning and management of human resources may be the most critical responsibility for planners and managers, yet has been neglected by many healthcare systems and donors. In too many Ministries of Health, Human Resources is considered a ‘backwater’.  Medical staff are assigned as Directors of Human Resources, without sufficient training, and the position becomes an administrative function, susceptible to corruption. WHO and other institutions have recently begun to focus on this issue (WHO, 2006). 
2. Services affordable to the poorest women and their families
Finance is the underpinning resource for all health services. All health systems have less finance than they would like, hence the need for clear priority-setting. Two important considerations in the generation and allocation of finance are how finance affects equity through affecting the accessibility of services by poorer groups, and the risk of services being provided to raise income rather than to meet health needs. The fear of going to hospital for delivery and possibly having a C-section, which incurs a catastrophic cost for poor people, can be a fatal deterrent.  In most countries which have introduced user fees, the poorest people have subsequently reduced their use of maternal health services (WHO 2006). When the South African public health system removed fees for services for pregnant women and children under six, service use surged (Gilson and McIntyre 2005). This surge, however, resulted in health workers complaining of overwork, and inadequate supplies and medicines, showing how elements of health systems are related. 
Funding for postabortion care suffers from the sensitivity of this issue for many donors and governments.  Funding for obstetric care has increased overall in the past decade, but still has severe shortfalls.

3. Affordable and available medicines
An adequate and reliable supply of appropriate, in-date and good quality medicines is needed for healthcare.  Medical supplies, however, can absorb a sizeable amount of a health service’s operating budget. Good planning and management is critical, with health system issues including:  the use of generic rather than branded medicines; an essential drug list which limits the use of medicines to an agreed list; the purchase, distribution and storage of medicines, and rational prescribing practices by health providers.  In maternal health, a particular issue is to broaden the availability of Magnesium Sulphate, for treating eclampsia.  It is extremely cheap, but has not been adopted into many medical systems. An inexpensive drug for early medication abortion (misoprostol) may be more available on the black market than in some health systems.
Community inputs

If health systems focus entirely on the provision of services, this dangerously ignores the critical roles that the population has in the process of promoting and maintaining good health. 
Decisions on using healthcare services are made by individuals and families in the wider social, cultural and economic contexts. The influences of these contexts vary from the availability of cash to pay for services, the implications of time lost from employment and domestic activities through attending health services, through to household decision processes and wider cultural norms and beliefs about health and its determinants.  In most societies, men have greater power than women in making decisions around family members’ health behaviours, spending on healthcare, and accessing healthcare.  Health systems often are ill-informed about these influences, and yet they can be critical in ensuring that MH services are used in a timely and appropriate way.
Communities have the potential to be involved in the delivery of services, e.g. in . local management of staff or facilities, or setting up a system to transport emergency obstetric cases to hospital.  Recent research in Nepal, reinforced by experiences in a number of other countries, on community participation, has demonstrated the effectiveness of setting up community groups to improve the use of life-saving obstetric services (Manandhar et al. 2004; Shehu 1999).

Other health-related services

Partnering social sectors with the health sector
Health-related services provided in other sectors are important for Maternal Health when taking the wider holistic interpretation of health, as acknowledged by the MDGs. Examples of health-related services include improving the socio-economic status of the population (e.g. poverty reduction initiatives) and interventions targeted at a particular group (e.g. female literacy). For example, one study in India showed that deaths due to domestic violence were the second largest cause of death in pregnancy (16 percent), requiring a response from the police and judicial system, and health and social services (Ronsmans et al. 2006). Effective responses to multi-sectoral issues need to establish and maintain partnerships between the sectors, each of which has its own priorities and practices.  This is a new area for international research and development.
2. Family Planning 
Family planning is neglected, but key to prevent unwanted pregnancies and associated maternal morbidity

Family planning is one of the single most health-promoting medical interventions available.  Promotion of family planning could contribute to most of the MDGs: reduce poverty and hunger, avert 32% of all maternal deaths and nearly 10% of childhood deaths, and contribute to women’s empowerment, achievement of universal primary schooling and environmental sustainability.
Meeting needs for family planning will also reduce problems of unsafe abortions and maternal illnesses:  e.g. in 2000, about 90% of global abortion-related and 20% of obstetric-related mortality and morbidity could have been averted by the use of effective contraception by women wishing to postpone or cease childbearing (Cleland et al, 2006).
Although fertility has reduced from 6 to 3 births per woman in developing countries overall, in 32 of the 75 larger low and middle income countries (mainly African) contraceptive practice is still low and fertility, population growth is 2% or more (which jeopardises efforts at poverty-reduction and other MDGs) and unmet need for family planning is high (i.e. demand for services is evident, but supply is lacking).  A certain percentage of the population want more children than the number required for a manageable population growth rate; this requires efforts to change people’s views on ideal family size (ibid)
In most African countries population growth can be considered an equal or greater threat to poverty reduction than HIV (Celand et al, 2006).   Investment in family planning should have higher priority, but current priorities are the reverse in Africa.  In many Latin American and Asian countries, progress to meeting family planning needs is adequate, and the main issue is to improve quality and reach the poor.
International funding and promotion of family planning declined in the 1990s. Most countries have appropriate population and family planning policies, but governments are receiving less donor financial support and encouragement to implement them.  Shortfalls in funding to reach medium fertility projections are large: for Africa, the need is for $270 m. in 2006 alone vs $113 m. available from donors.   The example of Kenya (an increase in unwanted births, population projections in 2004 increased from 44m to 83 m by 2050 because of the unexpected fertility stall) shows the dangers of loss of international support (Cleland et al, 2006).  
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