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Introduction
Around 99% of the estimated 500 000 deaths of women that
occur each year as a result of pregnancy take place in deve-
loping countries (1), accounting for one third of deaths in
women aged 15–49 years in these settings (2). Skilled atten-
dance of health care staff at childbirth, and also timely access
to emergency obstetrical care and interventions delivered in
health facilities, are essential steps in reducing maternal mor-
tality and morbidity (3) because most obstetric complica-
tions cannot be predicted or prevented (4). Improving the
access, affordability, utilization, and quality of such services
— wherever they are provided — is a policy priority (5). It
requires governments to develop new skills to enable them to
be effective guarantors of the quality of health services,
wherever people can and choose to access them (6). World
Health Day 1998, which was dedicated to safe motherhood,
recommended that governments work with private providers
— for example, by mandating insurance companies to
include safe motherhood among services covered (7). The
present paper reviews evidence on health care from low- and
middle-income countries (LMICs) in an attempt to assess
the contribution of formal, professionally qualified private-
for-profit providers (doctors, midwives, nurses) to delivery
care. Trained or untrained traditional birth attendants are
excluded from this definition. The paper reviews the limited
evidence on technical quality, appropriateness, and respon-

siveness of such services, and evaluates the potential of avail-
able mechanisms or leverages for policy-makers to work with
the for-profit private sector. The aim is to identify what pri-
vate sector policy interventions could assist in achieving safe
motherhood goals in different contexts.

The extent of private provider involvement
in delivery care
The blurred public–private divide
In most LMICs, private providers lie outside of the direct
control of the state, operating on a for-profit or non-profit
basis working in private facilities such as clinics and hospi-
tals. In the poorest countries, most of them work alone (8).
Traditional distinctions between public, private for-profit,
and non-profit providers — the last-mentioned often being
faith-based or mission facilities — are not clear cut. Data
from demographic household surveys (DHS) categorize
deliveries of infants by location — public facility, private
facility, or home — which may not indicate the training and
profit status of the provider (8, 9). For example, home deli-
veries are often attended by trained or untrained traditional
birth attendants, and they can also be attended by a private
or public midwife, which was common practice in Malaysia
until the 1990s (10). From the late 1980s the Government
of Indonesia trained and deployed to villages 54 000
midwives, hired on three-year renewable contracts (11). One
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of the goals of this venture was “developing the midwives
into successful private practitioners and providing them with
proper financial incentives” (11). Doctors employed in the
public sector may be remunerated in a private capacity for
patients admitted to private wards in public hospitals (12),
or they may practise, legally or illegally, in private hospitals
and clinics (13).

Demographic health surveys
DHS data give some indication of the scale of delivery atten-
dance that is outside the direct control of the state, and the
differences between countries (14). Table 1 shows the socio-
economic status of women in five large LMICs — one coun-
try from each of five WHO Regions (Africa, Eastern
Mediterranean, the Americas, South-East Asia, Western
Pacific). Socioeconomic status is by the category of profes-
sional health worker who attended the delivery (doctor,
nurse, or trained-midwife), and by delivery location (home,
public or private facility). The wealth status of the popula-
tion is separated into quintiles, from the poorest 20% to the
richest 20%. Women living in wealthier households were
more likely than poorer women to receive delivery care from
a professional attendant (14). In all countries there was a
consistent trend among the wealthy towards doctor-
attended deliveries. In poorer countries, notably Kenya and
Indonesia, most of the professional care was from a nurse,
with wealthier women more likely to receive such care than
poorer women (14). Urban residence showed a similar but
less marked gradient of access to professional care, compared
with rural residence. The poor/rich ratio, which compares
the poorest and richest quintiles, is used to compare access
of patients to services and is often used as an indicator of
inequality within a country (14). The population average
shows the percentage of all women, for each country, who
had access to these different types of care. In Brazil, almost
90% of deliveries had a professionally trained attendant,
compared with a third to a half in the other countries.
Attendance by a doctor ranged from 78% in Brazil to only
7% in Indonesia, where 42% of deliveries were attended by
a nurse or trained midwife, including 20% of the poorest
quintile, 96% of whom delivered at home.  

Between 10% and 15% of all deliveries took place in a
private facility, ranging from 30% in Kenya to 42% in Egypt
in the highest socioeconomic category. In all countries
wealthier women were far more likely than poorer women to
have their infant delivered in a private facility. Differences in
the type of facility (private or public) between urban and
rural areas were less marked: delivery in a private facility
ranged from twice as common in urban than in rural
Indonesia to little difference between urban and rural set-
tings in Kenya. Categorization of for-profit status is prob-
lematic: a significant proportion of private facilities in Kenya
may have been non-profit and a high proportion of public
facility deliveries in Brazil may have been attended by doc-
tors in a private capacity. However, the data suggest an
important private market in this wide range of LMIC set-
tings. DHS and country studies show privately provided
antenatal care ranging from 13% to 48% of pregnancies in
four LMICs (9, 15, 16). Data on health care providers also
indicate a large private market for pregnancy services, espe-
cially in urban areas, with high proportions of obstetricians

working in private practice in low-income, as well as middle-
income, countries (17–20).

Do private providers contribute to safer
motherhood?
Wealthier settings
Evidence on the quality of private pregnancy-related care is
patchy: many of the published studies focus on overprovi-
sion and inappropriate interventions by private doctors,
especially unnecessary Caesarean (C) sections, which are
more likely when doctors supervise and control childbirth.
C-section rates in private institutions in Mexico had risen to
48% by 1997 (21), which is much higher than the WHO
recommended rate of 5–15% (22, 23). In public institu-
tions, which carry out 32% of all deliveries, C-section rates
were 48% for patients who were covered by a government
employees’ social security system (substantially publicly
funded) compared with 23% for patients not covered by
a third-party payment system (21). It was conservati-
vely estimated that in Mexico “the total cost of excessive
Caesarean sections for public healthcare institutions is US$
12 204 774” (21). Close to 90% of private institutions’
C-sections were costed at a unit value 10 to 30 times higher
than the same operation in a public facility. The authors did
not attempt to estimate the increased morbidity and morta-
lity to mothers and children due to unnecessary C-sections.

Studies from Brazil also showed higher C-section rates
among wealthier women, despite these women being at a
lower risk during childbirth than are poorer women (24,
25). In the USA, a similar finding was attributed to different
“financial, personal, practical and professional incentives to
practice in a certain way” in two-class systems of care (26).
Rates of 70–90% have been reported for private hospitals in
Brazil, which were attributed to doctor-induced “demand”
(27). In South Africa, the rates of induced deliveries and
C-sections were ten times higher and 50% higher, respec-
tively, in the private sector compared with the public sector
(28). These differences were attributed to a fee-for-service
reimbursement system. Other factors probably contribute to
doctor-induced oversupply, such as a (incorrect) belief that
C-sections are safe and constitute better care (21, 29). A rea-
son cited by obstetricians for working in the private sector in
Venezuela was that it would be easier to provide better qua-
lity care there than in the public sector (30). An evaluation
of the indications for and quality of elective hysterectomies
in rural India, which were reimbursed through a communi-
ty-based health insurance scheme on a fee-per-item basis,
reported that most hysterectomies were performed
“on demand” (31), and also that quality of care varied “from
excellent to dangerous” — more frequently the latter —
among both public and private providers.  

Poorer settings
Little is known about the quality of care provided by private-
for-profit professional birth attendants in poorer countries.
In many rural settings, most childbirth still occurs at home,
and pregnant women have difficulty in accessing emergency
care in the formal health system when needed. A reduction
in maternal mortality following the training and deployment
of midwives to villages in Matlab, Bangladesh, was later
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Brazil (1996)
Professional attendant (%):

Doctor 52.5 77.5 89.2 94.3 97.6 77.6 0.538 97.6 –b

Nurse or trained midwife 19.1  11.2  6.5  3.4  1.0  10.0  19.100 1.0 –b

Doctor, nurse or trained midwife 71.6  88.7  95.7  97.7  98.6  87.7  0.726 98.6 –b

Delivery location (%):
Public facility 75.9  88.3  86.6  72.2  61.3  77.9  1.238 61.6 –b

Private facility 2.1  6.6  11.0  26.5  37.8  13.6  0.056 37.6 –b

Home 20.0  3.6  0.9  0.3  0.0  7.0  –b 0.0 –b

No. of household members 10 831 10 849 10 857 10 843 10 851 54 232 NAc NAc NAc

Kenya (1998)
Professional attendant (%):

Doctor 5.1  8.0  11.6  13.5  28.0  12.3  0.182 31.6 21.8  
Nurse or trained midwife 18.1  25.3  30.3  42.7  51.6  32.0  0.351 51.3 52.0  
Doctor, nurse or trained midwife 23.2  33.3  41.9  56.1  79.6  44.4  0.291 83.0 73.8  

Delivery location (%):
Public facility 15.9  24.9  33.3  40.2  48.2  30.9  0.330 53.0 39.8  
Private facility 4.4  5.5  7.7  13.2  30.1  11.2  0.146 29.0 32.1  
Home 78.2  68.0  58.1  45.1  21.3  56.6  3.671 17.8 27.4  

No. of household members 7226 6916 7418 7181 7175 35 916 NAc NAc NAc

India (1992–93)
Professional attendant (%):

Doctor 5.2  8.6  16.0  28.7  62.4  21.5  0.083 65.3 52.7  
Nurse or trained midwife 6.6  9.6  14.1  19.2  16.3  12.8  0.405 16.1 17.1  
Doctor, nurse or trained midwife 11.9  18.2  30.1  47.9  78.7  34.3  0.151 81.3 69.8  

Delivery location (%):
Public facility 5.1  8.8  13.4  21.6  29.8  14.6  0.171 31.6 23.6  
Private facility 1.2  2.3  5.4  13.9  40.8  10.9  0.029 42.9 33.6  
Home 93.2  88.1  80.4  63.9  29.0  73.9  3.214 24.9 42.8  

No. of household members 100 179  100 151  100 123  100 168  100 133  500 755  NAc NAc NAc

Egypt (1996–97)
Professional attendant (%):

Doctor 15.5  22.9  38.7  51.3  79.6  38.9  0.195 81.7 65.9  
Nurse or trained midwife 5.0  6.9  8.3  10.7  6.8  7.4  0.735 6.3 10.0  
Doctor, nurse or trained midwife 20.5  29.8  47.0  62.1  86.4  46.2  0.237 88.0 75.9  

Delivery location (%):
Public facility 6.9  10.9  20.8  26.9  29.5  17.9  0.234 31.0 19.8  
Private facility 5.2  6.0  10.1  16.6  42.3  14.6  0.123 43.8 32.0  
Home 87.7  83.0  69.0  56.0  26.5  67.0  3.309 23.3 47.5  

No. of household members 16 572 16 567 16 577 16 446 16 663 82 826 NAc NAc NAc

Indonesia (1998)
Professional attendant (%):

Doctor 1.4  3.1  3.7  8.1  22.5  7.0  0.062 25.2 16.0  
Nurse or trained midwife 19.9  31.8  44.4  56.4  66.7  42.1  0.298 68.7 62.1  
Doctor, nurse or trained midwife 21.3  34.8  48.1  64.4  89.2  49.1  0.239 94.0 78.2  

Delivery location (%):
Public facility 3.0  4.7  7.6  13.1  18.6  8.8  0.161 18.3 19.1  
Private facility 0.9  3.6  10.2  16.8  34.1  11.9  0.026 40.0 20.3  
Home 96.0  91.6  82.2  70.2  47.4  79.2  2.025 41.6 60.6 

No. of household members 29 533  29 447 29 670 29 428 29 595 147 673 NAc NAc NAc

a Percentage of women who had access to the different types of care stated.
b Results not shown due to very small numbers of cases.
c NA = not applicable.
Source: Ref. 14.
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attributed to a combination of factors including training,
better referral systems, and easier access for patients to
higher level facilities, with appropriate high-quality care at all
levels (32). This re-evaluation of the programme showed that
there had been concurrent declines in mortality in a compa-
rison area not yet receiving trained village midwives. The
Matlab programme was evaluated initially for “before-and-
after” effects and later by a time series analysis, but not by a
randomized controlled trial. The lack of a control group made
it difficult to unpack the effects of the intervention from
wider changes in the health system. Therefore, the authors
advised “caution” when interpreting the findings (32).

In Indonesia the training of professional midwives who
were contracted with the Ministry of Health and deployed
to villages resulted in a higher coverage of skilled attendance
at childbirth (33). There was a subsequent decline in hospi-
tal admissions from 1.1% to 0.7% for obstetrical emergen-
cies that required life-saving interventions, where at least 1%
of women were estimated as requiring such an intervention
(33). This decline was initially attributed to a lack of emer-
gency transport and economic constraints on women and
their families (34). Audits of 130 maternal deaths were con-
ducted by village midwives at the community level, supple-
mented by record review and discussion with staff of 30
cases “who were in contact with the health services before
death” (35). “Delays in decision-making and poor quality of
care at the health facility were seen as contributing factors in
77% and 60% of the (30) deaths, respectively” (35). Delays
were mainly due to “economic constraints” and “refusal to
seek care”, whereas “problems of distance or transport did
not appear to be prominent” (35). The experiences in
Bangladesh and Indonesia illustrate that better evidence is
needed on what packages of care are effective (36), on the
constraints on women to accessing care, and on the relative
contribution of the different intervention components to
preventing maternal mortality in different settings (32, 33).

Why women living in poor settings choose
private providers 
Women living in rural Nigeria reported that they preferred
private obstetric services to public services when private
services were more accessible, because of their flexible
payment schedules, and chose private services instead of the
government hospital because a doctor was more frequently
available (17). In Uganda, private doctors and midwives
were perceived by rural community members as more
expensive but also more responsive to patients: “these people
really care for patients for they know it their source of
income” (sic) (37). The way that health services are orga-
nized in public sector facilities, especially in hospitals that
have a large complement of doctors and nurses/midwives,
usually precludes women from receiving continuity of care
from a single care-giver throughout pregnancy to delivery;
they are more likely to obtain such care from a midwife or
doctor operating in the private sector. Studies in high-
income countries show that such continuity of care is
highly valued by women and that it contributes to improved
pregnancy outcomes (38). The woman’s trust in her private
doctor may not be justified, but is highly valued by both
doctor and patient (30). In poorer urban settings, private

providers are operating in a very competitive market (39).
Consequently, they respond to what they perceive to be
patient demand (40), but sometimes they provide what they
know is unnecessary and unethical care to maximize income,
knowing that regulatory controls are ineffective (41). It is
likely that the passivity of women and their inability to ques-
tion or challenge the appropriateness of maternity care pro-
vided in Lebanon (42) is common in poorer settings.
Inherent constraints on the “demand side” call for a “supply
side” response.

Private sector policy responses
Wealthy and poor settings may require different policy
responses. In terms of private providers’ practices, there is
considerable overlap between patients being wealthy, having
third-party payment coverage, and living in urban areas; and
between being poor, cash-paying and a rural dweller. In the
former, a major challenge is to control overprovision and
prevent unnecessary interventions, especially high rates of
C-section in low-risk women. Finding ways to intervene
becomes a greater policy priority where public finances and
public resources subsidize privately provided care, as in
Mexico (21).  

However, most of the avoidable maternal mortality and
morbidity worldwide occur in poorer settings, due to the
underprovision of (often lack of access to) skilled birth atten-
dants and emergency obstetrical care to women who need
them. The case for policy interventions is based on the
hypothesis, which needs to be tested, that the for-profit
private sector is an important part of the “continuum of care”
(11). The advantage of working with this sector, especially
with midwives with established practices, is that private faci-
lities are likely to be viable enterprises, used by women who
are unable to access other options and/or because of the
responsive care they provide. In Indonesia, the rapid deploy-
ment of professional midwives to villages encountered prob-
lems of low staff retention rates (43), which may have been
due to lower cost competitors (traditional birth attendants)
and lack of a viable market. It would be instructive to explore
why such top-down privatization approaches have had only
partial success, with private midwives requiring state support
several years after being posted to these communities. Failure
to first analyse the context may have been a factor.

What works with private providers?
“Experience over the past decade has also shown that no sin-
gle intervention is by itself sufficient; what is needed is a
continuum of care to reduce maternal and newborn mor-
bidity and mortality” (44). Analysis of private sector
providers and their practices shows that there is also no sin-
gle, sufficient, and correct approach to working with this
sector (45). Policy objectives and strategies need to be
tailored to specific contexts, which differ between and with-
in country settings, and take into account the complexity
and difficulties involved (46). Policy guidance to achieving
goals for safe motherhood has sometimes lacked depth, and
in one case was restricted to: “The private sector and NGOs
[nongovernmental organizations] have an increasing role in
providing pregnancy and delivery care, and as consumers are
able to choose from a variety of providers — public, private
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non-profit and private for-profit — regulation of these
providers will be critical for maintaining quality” (11). This
may help to explain why governments have focused most of
their efforts on the direct provision of services (47). Some
recent reviews have helped to fill the evidence gap on how to
work with private providers (13, 39, 46).

Dealing with overprovision
The capacity to purchase and determine what services are
purchased is the most powerful leverage that the public sec-
tor has over the private sector (13). Pregnancy care for popu-
lation subgroups with high C-section rates is usually pur-
chased through third-party payment schemes, which are
funded by combinations of government, employer, employ-
ee, and member contributions. Rates that range from 48%
for insured patients to 23% for non-insured, in public insti-
tutions where doctors are reported to receive no extra pay-
ment for the work (21), suggest that doctors are motivated by
a complex set of incentives, not limited to profit to the indi-
vidual provider. However, the authors in the Mexican study
do not speculate about the possibility of indirect or informal
financial incentives in public institutions. Attributing major
differences in intervention rates to deep-rooted professional
beliefs (21), segmented markets with “two-class systems of
care” (26), and power imbalances between women and doc-
tors (27) may not give the full picture.  

Competitive markets do not exist unless those who pur-
chase services can recognize and are willing to demand effec-
tive and appropriate care. It is difficult to question high
aggregated, institutional C-section rates, especially in hospi-
tals that receive emergency referrals, without reliable disclo-
sure of the case mix and risk factors in individual cases. The
“standard primipara”, a subset of first-time pregnant women
with low risk and low need for intervention (estimated to be
43% in one study), provides a possible basis for inter-unit
comparisons of maternity care, controlling for differences in
case mix seen in different units (48). Malaysia not only shift-
ed childbirth from the home to institutions in the 1980s,
but also initiated a quality assurance system whereby hospi-
tal “outliers” were required to investigate and explain poor
performance (10). Evidence shows that service users, if unas-
sisted, are unable to negotiate appropriate safe motherhood
care (30, 42). Effective quality assurance and control of pro-
vision requires intervention by the state, by third party pur-
chasers, or through accreditation systems, supported by the
medical profession (46). Both the state (21) and third-party
purchasers (28) have sometimes failed to use these financing
leverages effectively.

Getting the poor to safe motherhood services
The primary goal in safe motherhood is to reduce the huge
burden of pregnancy-related morbidity and mortality in poor
settings. Most of the burden is in low-income countries. There
is consensus on the components of the package: an effective
continuum of care from skilled attendance in pregnancy and
delivery, with affordable and rapid access to health facilities
that can provide high-quality emergency interventions for the
minority of women who need them (11, 44). All are necessary
and none are sufficient. Strategies exist for each component:
training, in-service training, and supervision (33); access for
providers to radio or telephone and emergency transport for

rapid referral (10, 49); use of community loans (50) and
voucher systems (13) to prevent delays in seeking care; and
also audit systems to identify systems failures, including delays
and deficiencies of care at the health facility (35). 

A health systems approach (44) calls for governments to
recognize that in many settings private providers, especially
private midwives working in underserved areas, are likely to
be — for good or bad — part of that continuum. Regulation,
through licensing practice entry and registration of health
facilities, is one of the tools for managing the private sector
(46). However, governments will have more success in bring-
ing private providers into a regulatory net, protecting women
from unsafe care, if they also enable providers by involving
them in supportive strategies (46). One key to meeting the
needs of poorer women is for governments to work with the
established private providers that these women use — that is,
professional midwives, doctors, and skilled birth attendants
— strengthening their linkages with referral facilities (public
and private). Such collaborations could also facilitate
the transition from home-based to facility-based delivery,
providing essential obstetric care (10).

Conclusion: how to move forward
This review has presented a simplified typology of health
care in wealthy and poor settings. Policy approaches need to
be adapted to the different and often highly diverse settings
in which a country’s health care is carried out. Overprovision
and underprovision of care co-exist, and the type of care is
often segmented by socioeconomic status, geographical
access, and options for care. Approaches for meeting the
unmet needs of the poor and underserved are simpler
conceptually than in practice. Understanding how health
care is currently provided within a country’s health system
(36, 39), including the public–private mix, is the starting
point. A top-down commitment to bottom-up approaches
(44) will require that governments, with the  support of
international agencies and donors, comprehensively map
their country’s health care system: location of private (and
public) providers; qualifications, training levels, and training
needs of providers; registration status and   facility capacity;
current coverage for essential services (so as to estimate met
and unmet needs at the community level); and degree of
access to higher level facilities, referral links, and constraints
(communication, transport, feedback from facilities, etc.).
Future demographic and other household surveys, if they
disaggregate the public–private mix of health service
utilization more effectively (39), will assist but not substitute
for micro-level mapping. Macro-level mapping is also
needed to identify the players operating at a national level
who have an interest or stake in safer motherhood —
different ministries, nongovernmental and civil society
organizations, and professional bodies and associations
representing nurses, midwives and doctors (13, 46). In
countries and settings where there is an established and
thriving formal private sector, working with the latter will
be an essential step “to establish how health systems can
reach their full potential in ensuring improved maternal and
newborn health” (44). ■
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El sector privado formal podría contribuir en gran medida al éxito
o fracaso de las actividades orientadas a alcanzar las metas de
maternidad sin riesgo en muchos entornos de ingresos bajos o
medianos. Los dispensadores de salud reconocidos en el sector
privado, especialmente las enfermeras/parteras, tienen muchas
posibilidades de contribuir a las prácticas de maternidad sin ries-
go si participan en el continuum asistencial. Sin embargo, en
gran parte han sido ignorados por los formuladores de políticas
en los entornos de ingresos bajos. El sector privado (principal-
mente los médicos) fomenta la sobreprestación de servicios y las
tasas altas de cesárea en los entornos donde atiende a los sec-
tores más ricos de la población; tal atención es financiada a

menudo mediante mecanismos de pago por terceros. En los
entornos más pobres, especialmente en las zonas rurales, las
enfermeras/parteras privadas y las mujeres que recurren a ellas
suelen sufrir limitaciones similares a las encontradas en el sector
público, como por ejemplo un acceso escaso o inasequible a
establecimientos de nivel superior para el manejo de las emer-
gencias obstétricas. Es necesario que los formuladores de políti-
cas a nivel de país determinen la estructura del sistema de salud
y comprendan la naturaleza y distribución del sector privado y los
factores que influyen en él. Este recurso potencial podría poner-
se así al servicio del logro de las metas de maternidad sin riesgo.

Dans bon nombre de régions à revenu faible ou intermédiaire, le
succès ou l'échec des stratégies visant à mettre en place la mater-
nité sans risque pourrait bien être déterminé en grande partie par
le rôle joué par le secteur privé. Les dispensateurs de soins privés
déjà présents, en particulier les infirmières et les sages femmes,
peuvent aider à faire adopter les pratiques de la maternité sans
risque s'ils participent à l'ensemble des soins. Cependant, les
responsables de l'élaboration des politiques de ces régions n'ont
pas du tout tenu compte du rôle qu'ils pouvaient jouer. Le secteur
privé (principalement les médecins), dans les endroits où il four-
nit des soins à des segments de population plus aisés, a tendan-
ce à entraîner une surconsommation de soins et des taux de césa-
riennes élevés ; ces soins sont souvent financés par des systèmes

de tiers payant. Dans les endroits plus pauvres, en particulier dans
les régions rurales, les infirmières et sages femmes privées et les
femmes qui choisissent de faire appel à elles risquent de se heur-
ter aux mêmes contraintes que celles rencontrées dans le secteur
public – par exemple un accès limité ou financièrement inabor-
dable aux établissements de santé de niveau supérieur pour la
prise en charge des urgences obstétricales. Les responsables de
l'élaboration des politiques dans les pays doivent établir la carte
du système de santé, comprendre la nature et la répartition du
secteur privé et les aspects qui influent sur ce dernier. Cette res-
source potentielle pourrait ensuite être mobilisée afin de partici-
per à la réalisation des objectifs de la maternité sans risque.

Promouvoir la maternité sans risque par le biais du secteur privé dans les pays à revenu faible ou
intermédiaire

Résumé

Promoción de la maternidad sin riesgo a través del sector privado en los países de ingresos bajos y
medianos

Resumen

621

Promoting safe motherhood through the private sector

Bulletin of the World Health Organization 2003, 81 (8)



622

Policy and Practice

Bulletin of the World Health Organization 2003, 81 (8)

References

1. UNICEF. Statistics. Maternal mortality. Available from: URL:
http://www.childinfo.org/eddb/mat_mortal/index.htm (accessed on
4 March 2003).

2. Abouzahr C. Maternal mortality review. Chapter 3. In: Murray CDL, Lopez
AD, editors. Health dimensions of sex and reproduction. Boston (MA):
Harvard University Press; 1998. p.111-64.

3. Maine D, Rosenfeld A. The Safe Motherhood Initiative: why has it stalled?
American Journal of Public Health 1999;89:480-2.

4. Rooney, C. Antenatal Care and Maternal Health: How effective is it?
A review of evidence. Geneva: World Health Organization; 1992. WHO
document WHO/MSM/92.4.

5. Safe Motherhood Action Agenda: Priorities for the next decade. Report
on the Safe Motherhood Technical Consultation. 18-23 October 1997.
Colombo: Sri Lanka; 1997.

6. The world health report 2000. Health systems: improving performance.
Geneva: World Health Organization; 2000.

7. World Health Day. Safe Motherhood as a vital social and economic
investment. Geneva: World Health Organization; 1998. Available from:
URL: http://www.who.int/archives/whday/en/pages1998/whd98_02.html
(accessed on 4 March 2003).

8. Hanson K, Berman P. Private health care provision in developing coun-
tries: a preliminary analysis of levels and composition. Health Policy and
Planning 1998;13:195-211.

9. Berman P, Rose L. The role of private providers in maternal and child
health and family planning services in developing countries. Health Policy
and Planning 1996;11:142-55.

10. Koblinsky MA, Campbell O, Heichelheim J. Organising delivery care: What
works for Safe Motherhood? Bulletin of the World Health Organization
1999;77:399-406.

11. Safe Motherhood and the World Bank, lessons from 10 years of expe-
rience. Washington (DC): The World Bank; 1999.

12. Suwandono A, Gani A, Purwani, Blas E, Brugha R. Cost recovery 
beds in public hospitals in Indonesia. Health Policy Planning
2001;16:10-8.

13. Mills A, Brugha R, Hanson K, McPake B. What can be done about the pri-
vate health sector in low-income countries? Bulletin of the World Health
Organization 2002;80:325-30.

14. The World Bank Group. Country Reports on Health Nutrition, Population
and Poverty. Available from: URL:
http://www.worldbank.org/poverty/health/data/index.htm (accessed on
9 August 2002). Register at:
http://www.measuredhs.com/data/survey_datasets.cfm (accessed on
4 March 2003).

15. Abu-Zeid HA, Dann WM. Health services utilisation and cost in Ismailia,
Egypt. Social Science and Medicine 1985;21:451-61.

16. Gan CY, Yusof K. Utilisation of maternal and child health facilities by the
urban poor of Kuala Lumpur. South-East Asian Journal of Tropical
Medicine and Public Health 1993;24:302-6.

17. Chukudebelu W, Ikeme A, Okaro J, Egbaciem P, Onah B, Okeke V, et al.
Involving the private sector in improving obstetric care, Anambra State,
Nigeria. International Journal of Gynaecology and Obstetrics
1997;59:S107-12.

18. Herrin A. Private health sector performance and regulation in the
Philippines. In: Newbrander W, editor. Private health sector growth in
Asia: issues and implications. Chichester: John Wiley; 1997.

19. South African Health Review. Private Health Care Providers. Technical
Report. Chapter 3 in Technical Report to Chapter 13, Health Systems
Trust, 1998. Available from: URL:
http://www.hst.org.za/sahr/98/private/chap3.htm (accessed on
4 March 2003).

20. Obuobi A, Pappoe S, Ofosu-Amaah, Boni DY. Private health care provision
in the Greater Accra region of Ghana. Small applied Research Paper 8,
Bethesda (MD): Partnership for Health Reform Project, Abt Associates,
1999. Available from: URL: http://www.phrplus.org/Pubs/sar8.pdf (acces-
sed on 13 June 2003).

21. Gonzalez-Perez GJ, Vega-Lopez MG, Cabrera-Pivaral C, Munoz A, Valle A.
Caesarean sections in Mexico: are there too many? Health Policy and
Planning 2001;16:62-7.

22. World Health Organization. Appropriate technology for birth. Lancet
1985;332:436-7.

23. Maine D, McCarthy J, Ward VM. Guidelines for monitoring progress in the
reduction of maternal mortality (a work in progress). New York: UNICEF
Statistics and Monitoring Section; 1992.

24. Barros FC, Vaughan FP, Victora CG. Caesarean section and ante-natal
care in a Brazilian city: the need for a change in policies. Health Policy
and Planning 1986;1:29-49.

25. Barros FC, Vaughan FP, Victora CG, Huttly SRA. Epidemic of caesarean
sections in Brazil. Lancet 1991;338:167-9.

26. Hurst M, Summey P. Childbirth and social class: the case of cesarean deli-
very. Social Science and Medicine 1984;18:621-31.

27. Hopkins K. Are Brazilian women really choosing to deliver by cesarean?
Social Science and Medicine 2000;51:725-40.

28. Price M, Broomberg J. The impact of the fee-for-service reimbursement
system on the utilisation of health services. A comparison of caesarean
section rates in white nulliparous women in the private and public sec-
tors. South African Medical Journal 1990;78:136-8.

29. Bobadilla J, Walker G. Early neonatal mortality and caesarean delivery
in Mexico City. American Journal of Obstetrics and Gynaecology
1991;164:22-8.

30. Saénz-Martinez E. Private Maternity Care Practitioners in Punto Fijo,
Venezuela. Dissertation. Institute of Child Health, University College
London; 1998.

31. Ranson MK, John KR. Quality of hysterectomy care in rural Gujarat: the
role of community-based health insurance. Health Policy and Planning
2001;16:395-403.

32. Ronsmans C, Vanneste AM, Chakraborty J, Van Ginneken J. Maternal
mortality decline in Matlab, Bangladesh: a cautionary tale. Lancet
1997;350:1810-4.

33. Ronsmans C, Endang A, Gunawan S, Zazri A, McDermott J, Koblinsky M,
et al. Evaluation of a comprehensive home-based midwifery programme
in South Kalimantan, Indonesia. Tropical Medicine and International
Health 2001;6:799-810.

34. Geefhuysen CF. Safe motherhood in Indonesia: a task for the next centu-
ry. In: Brerer M, Ravindran TKS, editors. Safe motherhood initiatives: criti-
cal issues. London Reproductive Health Matters; 1999. p. 62-72.

35. Supratikto G, Wirth ME, Achadi E, Cohen S, Ronsmans C. A district-based
audit of the causes and circumstances of maternal deaths in South
Kalimantan, Indonesia. Bulletin of the World Health Organization
2002;80:228–34.

36. Graham WJ. Now or never: the case for measuring maternal mortality.
Lancet 2002;359:701-4.

37. Amooti-Kaguna B, Nuwaha F. Factors influencing choice of delivery
sites in Rakai district of Uganda. Social Science and Medicine
2000;50:203-13.

38. Hodnett ED. Continuity of caregivers for care during pregnancy and child-
birth. Cochrane Database Systematic Reviews 2000:1469-93.

39. Berman P. Organization of ambulatory care provision a critical determi-
nant of health system performance in developing countries. Bulletin of
the World Health Organization 2000;78:791-802.



623

Promoting safe motherhood through the private sector

Bulletin of the World Health Organization 2003, 81 (8)

40. Paredes P, de la Pena M, Flores-Guerra E, Diaz J, Trostle J. Factors influen-
cing physicians’ prescribing behaviour in the treatment of childhood diar-
rhoea: knowledge may not be the clue. Social Science   and Medicine
1996;42:1141-53.

41. Bhat R. Characteristics of private medical practice in India: a provider
perspective. Health Policy and Planning 1999;14:26-37.

42. Kabakian-Khasholian T, Campbell O, Rizkallah-Shediac M, Ghorayeb F.
Women’s experiences of maternity care: satisfaction or passivity? Social
Science and Medicine 2000;51:103-13.

43. Achadi E, Zazri A, Zizic L, Ronsmans C, McDermott J. 1999 Bidan di desa
(BDD) profile survey report. Available from: URL:
http://www.jsi.com/intl/mothercare/PUBS/Women’s%20Health%20and%
20Safe%20motherhood/BDDsurvey_99.PDF (accessed on 4 March 2003).

44. World Health Organization. Making pregnancy safer initiative. Document
for discussion. Available from: URL:
http://161.200.33.31/downloads/Pregnancy/discussion_paper-
Pregnancy.pdf (accessed on 13 June 2003).

45. Brugha R, Zwi A. Improving the quality of privately provided public health
care in low and middle income countries: challenges and strategies.
Health Policy and Planning 1998;13:107-20.

46. Smith E, Brugha R, Zwi A. Working with private sector providers for bet-
ter health care, an introductory guide. London Options and LSHTM;
2001. Available from: URL:
http://www.options.co.uk/Private%20Sector%20Guide%20%20-
%20full%20version.pdf (accessed on 4 March 2003).

47. Musgrove P. Public and private roles in health: theory and financing pat-
terns. Washington (DC): The World Bank; 1996. World Bank Discussion
Paper No. 339.

48. Cleary R, Beard RW, Chapple J, Coles J, Griffin M, Joffe M, et al. The stan-
dard primipara as a basis for inter-unit comparisons of maternity care.
British Journal of Obstetrics and Gynaecology 1996;103:223-9.

49. Facilitating emergency obstetric care through transportation and commu-
nication, Bo, Sierra Leone. The Bo PMM Team. Samai O, Sengeh P.
International Journal of Gynaecology and Obstetrics 1997;59:S157-64.

50. Promoting the use of obstetric services through community loan funds,
Bo, Sierra Leone. The Bo PMM Team. Fofana P, Samai O, Kebbie A,
Sengeh P. International Journal of Gynaecology and Obstetrics
1997;59:S225-30.


