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Choice for women: wanted pregnancies, safe births 
Help us shape the UK Government’s policy on reproductive, maternal & newborn health in the developing world
Top of Form
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Bottom of Form

Context and background 

Millennium Development Goal (MDG) 5 to improve maternal health is the most off-track MDG, and yet has a critical impact on the achievement of all the other MDGs. More than a third of a million women die every year from complications during pregnancy and childbirth. For every woman that dies another 20 women suffer from chronic ill-health or disability. MDG 4 to reduce child mortality is also off-track. Over 8 million children die every year before their fifth birthday – at least 3.5 million of these deaths are of babies who die within the first month of life. 
Improving reproductive, maternal and newborn health in the developing world is a major priority for the UK Government. DFID is therefore developing a new business plan, which will determine DFID/UK’s contribution towards achieving MDG 5. We want to ensure that every pregnancy is wanted and that every birth is safe. In doing so, we know that we will also make an enormous contribution to reducing child mortality – particularly through improving the survival chances of newborn babies. 

Choice for women  – wanted pregnancies 
Investing in family planning is one of the most effective development interventions and the most cost effective way to reduce maternal mortality. There are 215 million women in the developing world who would like to delay or avoid pregnancy, but do not have access to modern family planning methods – each year there are 75 million unintended pregnancies. 

Failing to prevent unintended pregnancy leads some women and girls to seek an abortion. Every year 35 million of all pregnancies in the developing world end in induced abortion. An estimated 20 million of these abortions are unsafe and result in up to 70,000 maternal deaths each year. 

Choice for women – safe births 
More than a third of a million women die due to complications in pregnancy or childbirth each year. Young women are particularly vulnerable. Most of these deaths would have been prevented if women had access to quality reproductive, maternal and newborn health services before and during pregnancy, during labour and after the birth. 
The few minutes and hours around childbirth is the time when the risk of death is greatest for both mothers and babies. More than 3.5 million newborn deaths (accounting for more than 40% of deaths to children under 5 years of age) occur in the first month of life – up to 45% of these in the first 24 hours. 

Women’s rights, empowerment and choice 
Women and girls’ ability to take action for their own and their children’s health, and to access contraception and services for a safe pregnancy and delivery, is essential for their empowerment. A girl or woman’s ability to make choices (with her partner whenever appropriate) about if and when she becomes pregnant, and what information and services she accesses, depends on her ability to negotiate and control these issues. Her status within a family and wider society determines the importance given to her health.  
Integration of health services 

Success in tackling HIV and AIDS, malaria, tuberculosis, and other diseases will contribute to the achievement of MDG 4 and 5, particularly in areas where these conditions are highly prevalent and underlie significant numbers of maternal, newborn and child deaths. By focusing on strengthening health systems and integrating services, effort towards MDG 5 will also support progress towards MDG 6 to tackle HIV and AIDS, malaria and other major diseases. 
How you can get involved

We are developing our policies and plans of action in a number of ways. We are working with partner governments and other donors in country to determine what to support and how best to deliver; global experts give us advice; our research provides strong evidence, and we are looking at the budget and resources available to support programmes of activity. 

We particularly want to hear what people around the world have to say on the subject of reproductive, maternal and newborn health. We want to 
know more about your views, opinions and experiences. This will help us to understand different viewpoints, how these issues might vary in different countries, and how DFID could work better with partners. 

The views and opinions expressed in this survey and discussion forum will be assessed by DFID and will give us a greater understanding of reproductive, maternal and newborn health issues around the world.

This template should be used if you do not or cannot use the open, online version. If you are considering these questions as a group, you might find the presentation useful to stimulate discussion. Enough information is provided here for each question to be answered independently should you wish to just respond to a few questions.   
1. What should we aim to achieve?

Our ultimate aims are to improve women’s control of their reproductive lives and to save mothers’ and newborn lives. Within the context of strengthening health systems to deliver for all and recognising that different countries have different needs, what do you think that we should be aiming to achieve?
You might like to consider the following options:

· Reducing the number of unintended pregnancies 

· Increasing availability of and access to contraception (the contraceptive prevalence rate) 

· Reducing the unmet need for family planning 

· Reducing the number of unsafe abortions 

· Reducing the adolescent fertility rate 

· Increasing the number of births attended by skilled birth attendants 
· Increasing newborn survival
· Increasing the availability of prevention of mother-to-child transmission (PMTCT) services

· Improving maternal nutrition 

· Reducing the prevalence of malaria in pregnancy 

· Do you have any other ideas to share with us?
Your response:

2. Which interventions should we prioritise? 
Where should we focus our efforts along the continuum of care (pre-pregnancy, during pregnancy and birth and after delivery) and why, in order to have an impact on MDG 5 by 2015? What do you think is most important to tackle in order of time priority? 
You might like to consider the following options:

· Comprehensive family planning to enable women and men to make choices about their reproductive lives and delay, space and limit their family size 
· Safe abortion services and to make the consequences of unsafe abortion more widely known to ensure that abortion is safe, legal and rare
· Antenatal care services 
· Skilled birth attendance (and/or institutional deliveries) 
· Post natal care services 
· Maternal nutrition interventions before and during pregnancy 
· Emergency obstetric care 
· Newborn care 
· Exclusive breastfeeding 
· Prevention and treatment of malaria for pregnant women

· Prevention of mother to child transmission of HIV before, at and after birth 

· HIV prevention with sexual and reproductive health services 

· Health system strengthening (including health workers, medication, contraceptives and other health commodities) to deliver quality services along the continuum of care 
· Specific sexual and reproductive health services for women who are survivors of violence or rape 
· Do you have any other ideas to share with us? 
Where appropriate please also indicate to which world region you are referring.
Your response:


3. Where should we work? 
Where should we focus our efforts to advance progress on reproductive, maternal and newborn health? 

You might like to consider the following options when thinking about the basis of how we should prioritise where we work:

· The lowest contraceptive prevalence rate

· The highest unmet need for family planning

· The highest absolute numbers of maternal deaths

· The greatest lifetime risk of maternal death

· The greatest inequities in access to services e.g between rich and poor 

· Fragile states

· A combination of all of the above

Your response:

4. How should we address inequality? 
What are the most important approaches that DFID/UK should consider to tackle inequalities in reproductive, maternal and newborn health outcomes? 
You might want to consider the following options:
· Cash transfers and other mechanisms (such as vouchers and services that are free at the point of use to pregnant women and children) that remove financial barriers faced by the poorest and offer choice where relevant

· Innovative and community based solutions for transporting women in need of referral
· Making services women and girl friendly, tackling discrimination and exclusion within the health system

· Better and more transparent data to track if results benefit the poorest and to improve accountability of impact and quality of provision

Your response:

5. How can we improve the realisation of women’s rights and women and girls’ empowerment? 

Which aspects of promoting women’s rights, empowerment, and choice should we prioritise to help increase access to reproductive, maternal and newborn health? 
You might like to consider the following options:
· Political commitment to girls’ and women’s health at all levels 

· Girls’ education, including post-primary

· Women’s economic empowerment (income and employment opportunities) 

· Legal frameworks for girls’ and women’s rights 

· Reducing violence against girls and women 

· Girls’ and women’s participation and organisation for their own and their babies’ health 

· Social change (social norms, attitudes and practices that drive girls’ and women’s control over resources and own body) 

Your response:

6. Which neglected and sensitive issues should we focus on?

We believe DFID has comparative advantage in tackling neglected and sensitive issues. Which neglected and sensitive issues should we prioritise in our work? 
You might like to consider the following options:

· Improving adolescents’ sexual and reproductive health and rights

· Delaying age at first pregnancy

· Improving access to safe abortion services 

· Reducing violence against girls and women 

· Addressing female genital mutilation/cutting 

· Addressing obstetric fistula

Your response:

7. How can we deliver better results through multilateral aid?

How can we dedliver better results through multilateral aid?

Taking into account the list in the background information provided, who do you think DFID/UK should work with to improve reproductive, maternal and newborn health? Please give reasons for the organisations you have chosen. 

Your response:

8. How should we work with private and other non-state actors?

How should we work with private and other non-state actors more to deliver successful reproductive, maternal and newborn health outcomes? 
For instance, who should we target to work with, what more could we do at global and country level, and how could we go about building better links and relationships? 

Your response:


9. What are optimal models of service delivery for delivering reproductive, maternal and newborn health outcomes? 
 

What can we learn from experience in delivering reproductive, maternal and 
newborn health outcomes around the world? 
We think some of the lessons include the need to:
· Integrate health services that provide high-impact, cost effective interventions across the continuum of care 

· Ensure health workers, including midwives and community health workers are trained, deployed, managed and supervised

· Improve commodity security – getting supplies in the right place at the right time and making drugs available and affordable on the market

· Invest in national and district health systems to deliver clinical and outreach/community services 

· Work with private and other non-state providers, including non-governmental organisations, to deliver improved reproductive, maternal and newborn health outcomes

Your response:

10. How should we work in fragile and conflict affected states and humanitarian situations?
How should we work in fragile and conflict affected states? Are there particular interventions and issues we should be focusing on? 
Should reproductive, maternal and newborn health be better included as part of the response to rapid onset emergencies?

You might like to consider the following options:

· Working bilaterally to strengthen national health systems if possible and as appropriate in fragile states 
· Working through non-state actors to deliver reproductive, maternal and newborn health services, information and supplies 

· Work through multilateral channels to deliver improved reproductive, maternal and newborn health outcomes

· Strengthening the humanitarian cluster system to deliver coordinated reproductive, maternal and newborn health services 

· Include reproductive, maternal and newborn health as part of a response to rapid onset emergencies 

· Are there other ways in which we could be working?

Your response:

11. What should we support in terms of knowledge, research and innovation? 

What are the key gaps in the global knowledge about how to improve reproductive, maternal and newborn health, and which should we seek to fill? 

How can we ensure that high quality research, already conducted, is then effectively translated into policies and practices?

You might like to consider the following options:

· Continue to provide funding for high quality research to improve reproductive, maternal and newborn health programmes, along with implementation or operational research to ensure findings are effectively translated into front-line programmes

· Invest in data and information systems for registering births and deaths and for tracking results in developing countries

· Support innovation and development of reproductive health commodities, including family planning methods

· Improve the way that research findings are used and translated into policy and practice

Your response:

12. If we could do only one thing to improve reproductive, maternal and newborn health outcomes, what should it be and why?

Your response:

Background information for question one

The key areas: 

Unmet need for family planning

215 million women in the developing world who would like to delay or avoid pregnancy do not have access to modern family planning methods. Each year there are 75 million unintended pregnancies. One-third of all maternal deaths each year could be averted if women wishing to space or limit their childbearing used modern methods of family planning. It is estimated that meeting the need for family planning could also avert 20% of newborn deaths.

Adolescent fertility 

The decline in the adolescent fertility rate in all developing regions has been very slow. Despite recent gains in access to contraceptive services, young women’s unmet need for modern family planning services is double that of older women. This unmet need is likely to grow as the world’s adolescents, of whom there are more than ever before, are about to enter their reproductive age. The risk of dying in pregnancy and childbirth for those aged 15-19 is twice that of those in their twenties. Girls under 15 are five times more likely to die. 

Unsafe abortion 

Failing to prevent unintended pregnancy leads some women and girls to seek an abortion. Every year 19% (35 million) of all pregnancies in the developing world end in induced abortion. The data are difficult to track but an estimated 20 million of these abortions are conducted under unsafe circumstances and result in up to 70,000 maternal deaths each year. An estimated 8 million women need medical treatment for complications following unsafe procedures each year but only 5 million receive that care.

Antenatal care

Antenatal care is crucial to help to detect and manage the health problems that can occur during pregnancy – whether the complications, diseases or unhealthy lifestyles that affect the pregnancy. If left unchecked, some of these may threaten health and survival of mothers and their babies. A substantial proportion of maternal deaths occur during pregnancy. 
Skilled attendance at delivery

Quality professional care during and immediately after labour and birth can make the difference between life and death for both mothers and their babies, as some complications are largely unpredictable and may rapidly become life-threatening. Both maternal and newborn mortality are lower in countries where the majority of births take place with midwives, backed-up 

with access to a functioning referral chain and with the equipment, drugs and other supplies needed for the effective and timely management of complications. Indeed, quality care for normal births may happen at home or in a health facility if there is a skilled provider in attendance and ready availability of higher level care in the event of complications. 

Emergency obstetric and newborn care

Ideally, as part of an integrated primary healthcare system, every birth, whether it takes place at home or in a facility, should be attended by a skilled birth attendant, backed up by facilities that can provide emergency obstetric care and essential newborn care and by a functioning referral system that ensures timely access to the appropriate level of services in case of a lifethreatening complications. 

Newborn deaths 

The survival chances and wellbeing of newborn babies are intrinsically linked to the health and wellbeing of their mothers. Newborn survival is a crucial component for achieving MDG 4 to reduce child mortality. More than 3.5 million newborn deaths (accounting for more than 40% of deaths to children under 5 years of age) occur in the first month of life – up to 45% of these in the first 24 hours. Good newborn care starts before birth, by ensuring pregnant women are well nourished and receive quality antenatal care, including interventions such as tetanus immunizations. Safe delivery is essential for their survival as is effective post natal care which includes early breastfeeding and approaches like Kangeroo care where babies are kept close to their mothers.
Prevention of mother to child transmission of HIV 

HIV infection transmitted from an HIV-positive  mother to her child during pregnancy, labour, delivery or breastfeeding is known as mother-to-child transmission (MTCT). Almost half of the 33 million people living with HIV are women of reproductive age. More than 2 million HIV positive women across the world are pregnant each year, over 90% of them live in developing countries. HIV infection and AIDS related deaths have become major causes of maternal mortality in many developing countries. Mother-to-child transmission accounted for an estimated 430,000 new HIV infections in babies in 2008. Without intervention, the risk of mother-to-child transmission ranges from 20% to 45%. 

Nutrition 

An individual woman’s risk of illness, injury or death during pregnancy or childbirth is in part determined by her overall health status, including nutrition. There is strong evidence that nutritional status during the period from pre-pregnancy through to 24 months after the birth is important not only for women’s own health and productivity, but also that of their young 
children. Where undernutrition is a problem, this should form a key part of pre-pregnancy and maternity care, along with other effective interventions, such as cash transfers and good water and sanitation.
Malaria in pregnancy 

The most recent estimates suggest that there are 125 million pregnancies at risk of malaria and of these more than 30 million are in sub 
Saharan Africa. Malaria during pregnancy can lead to negative health consequences for the mother, for the outcome of pregnancy and for the health of the newborn. 
Background information for question two

We know that no single intervention can reduce all causes of maternal and newborn deaths. In the Consensus for Maternal, Newborn and Child Health, the evidence shows that packages of high-impact, cost-effective interventions are needed across a ‘continuum of care’ from before pregnancy, during pregnancy and childbirth, then immediately after birth and toward care in childhood.
 Interventions include family planning, safe abortion, antenatal care, skilled attendance at birth, post-partum care and newborn care. 
Health interventions are most effectively and efficiently delivered when integrated into existing health service delivery packages along the continuum of care for women, newborns and children. Scaling-up coverage of health service packages depends on functioning health systems.

A health system consists not only of clinics, hospitals, doctors, nurses and midwives, but also the systems to procure drugs and supplies, to assure quality of care to finance the health system and pay health workers, and many other governance functions, including good data collection, management and use. 

Lack of skilled health workers in the right place at the right time is a major challenge to the provision of quality reproductive, maternal and newborn health services. The global shortfall in trained professional health workers is more than 4 million. Health professionals with midwifery skills are the essential ingredients in the system for providing skilled care, particularly at birth. There is strong evidence that the availability of health personnel is directly linked to positive health outcomes. Health workers also need 
access to functioning referral chains and reliable supplies of essential drugs, medical supplies and other health commodities to save lives. 
Background information for question three
DFID is currently reviewing its bilateral aid programme to determine how and where we can achieve better value for money for the taxpayer and accelerate progress towards the Millennium Development Goals. The outcome of the review will inform the development of our new Reproductive, maternal and newborn Health Business Plan. 

Although family planning is a cost-effective intervention and provides good value for money, progress in meeting the unmet need for modern and effective family planning methods has been slow, especially in Africa and Asia where the unmet need is greatest. 
The difference in the lifetime risk of maternal mortality between developed and developing nations is the largest of any health indicator. The chances of dying from maternal causes over a woman’s lifetime is 1 in 7 in Niger compared to 1 in 8,200 in the UK.

There are also substantial differences between and within developing countries in the ability of women to access quality care at the time of birth. The poorest women in all countries are those least likely to have skilled attendance at delivery.

Like maternal deaths, nearly all neonatal deaths occur in low- and middle-income countries. The rate of reduction of neonatal mortality has been much slower than the rate of overall under five mortality. Numbers of deaths vary widely across regions, with most deaths recorded in Africa and southeast Asia. India, Nigeria, Democratic Republic of the Congo, Pakistan, and China have around half of global totals for neonatal causes of death. 

We think we should focus our efforts in high burden countries. High burden can be defined both in terms of absolute numbers or in terms of relative risk of death. For example, India accounts for 20% of all maternal deaths and a women in India has a 1 in 70 lifetime risk of dying as a result of pregnancy and childbirth. Sierra Leone has lower numbers of maternal deaths, with 1% of global maternal deaths, but a much higher risk rate. A woman in Sierra Leone has a 1 in 8 lifetime risk of dying as a result of pregnancy and childbirth. 
Background information for question four

There are huge and persistent inequalities in reproductive, maternal and newborn health within developing countries, including between different socio-economic groups, different geographical areas (remote/rural/urban), different ages (eg adolescents) and marginalised groups such as those living with HIV. 

In many developing countries, women in the top income bracket are twice as likely as the poorest women to use modern contraceptives. Poor women are more likely to have unintended pregnancies. The poorest women are almost three times less likely to have skilled care at delivery and up to six times more likely to die during pregnancy and childbirth than richer women. 

Despite recent gains in access to contraceptive services, young women’s unmet need for modern family planning services is double that of older women. Girls aged 15-19 are twice as likely to die in pregnancy and childbirth than women in their twenties – and girls under 15 are five times more likely to die. Because of the many problems that adolescent girls face in trying to protect themselves against unwanted pregnancies, a disproportionate number of abortions occur in this age group. 
Background information for question five

Achieving MDG 5 is more than a matter of health services. Women’s lack of control over their own sexuality and fertility and their poor access to reproductive health services is closely linked to a general lack of respect for women’s rights, including their right to health. 
The slow progress in reproductive, maternal and newborn health is underpinned by the many burdens of gender discrimination, poverty and lack of economic opportunities, lack of education and other forms of exclusion that prevent women in poor countries from exercising their right to health. Social norms and practices can constrain girls’ and women’s ability to make choices over resources and their own bodies. There is growing evidence of the consequences of violence on girls’ and women’s reproductive health, including unintended pregnancies and HIV infection.
The level of educational attainment of girls and women is a significant determinant of fertility and health through pregnancy and childbirth. Completion of secondary education by girls - more so than primary completion - has a strong positive effect on women’s empowerment and is associated with higher age of marriage, lower fertility and mortality, better maternal care, and reduced vulnerability to HIV and AIDS. 


Gender equality is both an aim and a determinant of reproductive, maternal and newborn health. Giving women the ability to make choices about if and when to become pregnant makes a vital contribution to their empowerment, both socially and economically. 
Background information for question six

Sexual and Reproductive Health and Rights (SRHR) 

The UK is fully committed to the 1994 International Conference on Population and Development (ICPD), which agreed that human rights and gender equality should guide population and development policy, including protection of the environment. This includes the respect for reproductive 
rights and provision of universal access to sexual and reproductive health services, including family planning.
Women’s sexual and reproductive choices 

Women and adolescent girls should be empowered and enabled to have sexual and reproductive choices; to avoid unwanted sexual contact, injury and infection; to make informed decisions about childbearing; and to face fewer risks in the course of pregnancy and childbirth. But millions of women still do not have access to good quality contraceptives, or have no control over the circumstances in which they become pregnant. 

Adolescents’ sexual and reproductive health and rights
Pregnancy among adolescents aged 15-19 years of age has fallen since 1990 in all developing regions, but this has been very slow. This highlights living situations that are not conducive to good reproductive health, including powerlessness and early marriage. Despite recent gains in access to contraceptive services, young women’s unmet need for contraception is double that of older women. Much of the slow progress in reduction of adolescent births is due to unmet need for contraception. Girls aged 15-20 are twice as likely to die in childbirth as those in their twenties, while girls under the age of 15 are five times more likely to die in childbirth. 
Unsafe abortion 

70,000 women die as a result of unsafe abortion every year; many more are permanently injured. Lowering abortion related maternal death is a key way to reduce overall maternal mortality given that nearly all maternal deaths from unsafe abortion are preventable. On top of this there is strong evidence of the high cost that unsafe abortion and post-abortion complications impose upon health services, women and their families.


Safe abortion 

There are two main reasons for supporting safe abortion. First, it is a choice. Women should be in control of their reproductive health choices. Adolescents, unmarried girls and women who live in poverty, sparsely populated areas or vulnerable circumstances (such as refugees or internally displaced people) are at higher risk of unsafe abortion. Second, it is necessary. About 19% of pregnancies globally end in induced abortion; unsafe abortion accounts for 13% of all maternal deaths. Five million women every year receive care in health facilities due to serious health complications resulting from unsafe abortion. A further three million receive no care. This preventable mortality and ill-health due to unsafe abortion seriously undermines countries' abilities to improve maternal health and places a high burden on already over-stretched health systems. 

But, in accordance with the Programme of Action of the International Conference on Population and Development, abortion should not be promoted as a method of family planning. In countries where it is legal, we support programmes that make safe abortion more accessible. In countries where it is illegal and mortality and morbidity are high, we help make the consequences of unsafe abortion more widely understood, and consider supporting processes of legal and policy reform.


Violence against women
Violence against women by a partner is a global public health problem and a human rights violation directly linked to women’s lack of status and power. Intimate partner violence in many settings increases during pregnancy, and can have damaging, even fatal consequences for the health of the woman and her baby. Women who are physically abused in pregnancy are more likely to suffer miscarriage or seek induced abortion and the violent partner is more likely to have multiple sexual relationships, so increasing the risk of HIV and other sexually transmitted infections. 
Female Genital Mutilation/Cutting 

Female genital mutilation/cutting (FGM/C) is a human rights and a health issue for both mothers and babies. While it has been known for decades that it causes severe pain and can result in prolonged bleeding, infection, infertility and even death, a 2006 landmark WHO study provided clear evidence that complications in deliveries are significantly more likely among women with female genital mutilation/cutting. It also found that  female genital mutilation/cutting is harmful to babies: it leads to an extra one to two deaths per 100 deliveries.
Obstetric Fistula
Obstetric fistula is a largely neglected reproductive health concern in the developing world, despite the devastating impact on the lives of girls and 

women. It has remained a hidden condition largely due to the fact that it affects some of the most marginalized members of the population - poor, young, illiterate girls and women in remote regions. Obstetric fistula is a hole that occurs as a result of prolonged and obstructed labour, which leads to incontinence. It is an injury that leaves women and girls leaking urine or faeces from the vagina, usually uncontrollably. WHO estimates that more than two million women are living with fistula in developing countries; an additional 50,000 to 100,000 new cases occur each year. 
Obstetric fistula is preventable and treatable - through ensuring access to adequate health care for all pregnant women and emergency obstetric care for those who develop complications in childbirth. 
Background information for question seven

DFID is currently reviewing its multilateral aid programme to determine how we can achieve better value for money for the taxpayer and accelerate progress towards the Millennium Development Goals. The outcome of the review will inform the development of our new Reproductive, maternal and newborn Health Business Plan. 

DFID currently supports work to improve reproductive, maternal and newborn heath in the developing world through the following multilateral organisations:

· European Commission (EC) 

· United Nations Population Fund (UNFPA) 

· United Nations Children’s Fund (UNICEF) 

· The Joint United Nations Programme on HIV/AIDS (UNAIDS) 

· World Bank 

· World Health Organization (WHO) 

· Global Fund to fight AIDS, Tuberculosis and Malaria (GFATM) 

· UNITAID 
Background information for question eight

In the vast majority of developing countries, the non-state sector already serves between 30 and 80% of poor women seeking healthcare. Non-state actors include private for-profit companies and a wider range of informal for-profit health care providers. Other non-state actors include non-profit organisations such as non-governmental organisations (NGOs), faith-based organisations and community-based organisations. 

The private sector and other non-state actors represent an important source of health care for all socio-economic groups, including the poorest. However, poor people are more likely to use lower quality services and 

commodities. The lack of regulation of health services, medication, contraceptives and other health commodities is often a concern. 

In some settings, the NGO sector is very active in providing not for profit services. This is often to fill a gap in service provision due to neglect of; a certain service (e.g. abortion/sexual and reproductive health); certain geographical locations (e.g. remote rural communities); or certain groups (e.g. adolescents or sex workers). In some fragile states NGOs work to bridge the gaps left by the breakdown of government-run services.

Civil society organisations play an important role in reaching the poorest and marginalised, promoting empowerment and social change, and in enhancing accountability in health.  
Whether provided as budget support, bilateral support or multilateral grants, the vast majority of DFID funding for health is currently channelled to public sector health services. The case for the public sector role in health is clear: the nature of health care means it cannot be left entirely to the market; the state needs to be involved in order to protect the public, avoid excessive costs and reach the poor. 

Internationally, there is consensus on the need for regulation of the private and non-state sector, but less agreement on how far private providers should be expected to contribute to health care for the poor in the medium term.

Background information for question nine
As presented elsewhere in this consultation, no single intervention can reduce unwanted pregnancies or reduce maternal mortality. Reproductive, maternal and newborn health interventions need to be embedded in functioning health systems for the improvement of health and reduction of mortality. This includes integrating interventions to tackle HIV and AIDS, malaria and other major diseases. For example, using field or community workers to deliver bednets combined with other tasks such as assessing a newborn or child for illness and even offering treatment close to home, could be a way of delivering improved reproductive, maternal and newborn health outcomes.  

Background information for question ten
DFID/UK Government is currently reviewing its Humanitarian Response work to determine how and where we can achieve better value for money for the taxpayer and accelerate progress towards the Millennium Development Goals. The outcome of the review will inform the 


development of our new Reproductive, maternal and newborn Health Business Plan. 

Many of the countries that have poor reproductive health outcomes and particularly high rates of maternal and newborn death are currently, or have been recently, affected by conflict. For example, in Afghanistan and Sierra Leone the lifetime risk of a woman dying from complications during pregnancy and childbirth is 1 in 8 – compared with 1 in 8,200 in the UK.

Women in situations of extreme threat and insecurity still have reproductive, maternal and newborn health needs. We need to consider whether we can do more to support better reproductive, maternal and newborn health outcomes. 
Background information for question eleven
Reproductive, maternal and newborn health programmes need to be evidence-based to ensure the best outcomes for all. Data and information management systems play a critical role in providing health systems managers and governments with the knowledge they need to improve and invest in health services. Ultimately, this information should ensure that reproductive, maternal and newborn health services respond to the needs of the population. This depends on the skills and capacity of health workers at health facilities at every level of the health system as well as of researchers, statisticians and data collectors in national, academic and other stakeholder agencies. There is an urgent need to strengthen this skill base in developing countries and to ensure that high quality research is translated into policy and practice.

DFID has funded a range of research programmes on reproductive, maternal and newborn health, including a new Research Programme Consortium (RPC) to collate evidence and assess the reasons for the high unmet need of family planning and safe abortion services. 
Thank you for your contributions.















































































































� See � HYPERLINK "http://www.who.int/pmnch/topics/part_publications/2009_mnchconsensus/en/index.html" ��http://www.who.int/pmnch/topics/part_publications/2009_mnchconsensus/en/index.html�
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