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The United Nations Population Fund (UNFPA) submits this report to the Office of the High Commissioner for Human Rights on the topic of Preventable Maternal Morbidity and Mortality and Human Rights for inclusion into the thematic study on the subject requested by the Human Rights Council Resolution 11/8.

1. Introduction 
Poverty reduction, gender equality and reproductive health are interrelated and mutually reinforcing, as they have positive effects that continue for generations. Social and cultural assumptions about appropriate female and male roles strongly affect decisions regarding reproduction and sexual behavior, which in turn influence prospects for social and economic development. When restrictive and negative norms and gender stereotypes are transmitted to children, the vicious circle of discrimination against women and girls, poor health and poverty are perpetuated. These effects are shown in direct and indirect ways, but most dramatically in the incidence of maternal deaths and injuries, and in HIV infections. 

Poverty and gender discrimination exacerbate reproductive health problems throughout the life cycle. The foundation for good reproductive health begins early in life. For instance, stunted growth in underfed girls increases the risks of obstructed labour later in life. Malnourished mothers and their babies are vulnerable to premature death and chronic disability. Anemia, which can lead to post-partum hemorrhaging, afflicts 50 to 70 per cent of pregnant women in developing countries.

The World Health Organization's 10th Revision of the International Classification of Diseases defines a maternal death as the death of a woman while pregnant or within 42 days of termination of pregnancy, irrespective of the duration and site of the pregnancy, from any cause related to or aggravated by the pregnancy or its management, but not from accidental or incidental causes. 
Maternal complications, which occur during pregnancy, childbirth and following delivery, are largely unpredictable but treatable.
 The maternal mortality ratio (number of deaths per 100,000 lives births) has been declining globally at a rate of less than 1 per cent per year. The total number of women dying in pregnancy or childbirth has also shown a modest decrease between 1990 and 2005. In 2005, 536,000 women died of maternal complications, compared to 576,000 in 1990.  Ninety-nine per cent of maternal deaths occur in developing countries, primarily in Africa and South Asia.  Maternal mortality is difficult to measure accurately, particularly in the poorest countries, which have the highest number of maternal deaths and estimates are bound by wide measures of uncertainty.
  While maternal mortality is declining in middle income countries, countries with the highest initial levels of maternal mortality have made virtually no progress in reducing maternal deaths over the past 15 years.
 Maternal mortality has increased recently in a number of African countries, due to weaknesses of the health systems or to the HIV epidemic.  Moreover, for every woman who dies in childbirth, around 20 more suffer injury, infection or disease.

2. Identification of the human rights dimensions of preventable maternal mortality and morbidity
2.1. Causes of maternal mortality
The majority of women who die in pregnancy or childbirth are dying from preventable causes, for which highly effective interventions exist.  Five direct complications account for more than 70 per cent of maternal deaths, in which effective interventions are available: 

· Hemorrhage (25 per cent), 

· Infection (15 per cent), 

· Unsafe abortion (13 per cent), 

· Eclampsia -very high blood pressure leading to seizures (12 per cent),  
· Obstructed labor (8 per cent). 

A number of additional factors, including in particular HIV
, malaria, severe anemia, malnutrition and violence against women further exacerbate the issue for women in developing countries. Maternal mortality is overwhelmingly due to a number of interrelated delays, which ultimately prevent pregnant women from accessing the healthcare they need.
 Each delay is closely related to availability, accessibility, acceptability and quality of services, which are important elements of the right to health. 

	Three delays

	1. Delay in seeking appropriate medical help for an obstetric emergency for reasons of cost, lack of recognition of an emergency, poor education, lack of access to information and gender inequality

	2. Delay in reaching an appropriate facility for reasons of distance, infrastructure and transport

	3. Delay in receiving adequate care when a facility is reached because there are shortages in staff, or because electricity, water or medical supplies are not available


Gender inequality

Maternal mortality and morbidity are, at their core, a consequence of gender inequalities and health inequities and hence a failure to guarantee women’s human rights.  The lack of progress in reducing maternal mortality in many countries highlights the low value placed on the lives of women and testifies to their limited voice in setting public priorities.   Women, and particularly women living in poverty, are often unable to access care because they lack the decision-making power, the financial resources, or the empowerment to obtain the full range of quality reproductive health services and information. For adolescents, in particular, high levels of maternal mortality and morbidity stem from gender norms that force them into child marriage, school drop-out and lack of basic knowledge and decision-making power about reproductive health. 

In the developing world, the lack of access to family planning results in an estimated 76 million unintended pregnancies every year. Although using contraceptives can prevent 20 to 35 per cent of maternal deaths, limited family planning supplies and services, as well as social norms, often bar women from using them. Inadequate education often leaves women with little or no understanding of childbearing risks and other health matters, including how to navigate the health system or negotiate timely lifesaving care within the family. 
High service costs can also drive families into poverty and deepen impoverishment. Fees may thus deter families from seeking services, especially when the quality of care provided is equated to that of trusted traditional birth attendants. Informing women about their right to free or subsidized care (where it exists) can be critical. 
Unsafe abortions are a leading cause of maternal mortality and can result in permanent injuries. Each year 19 million abortions are carried out under unsanitary or medically unsound conditions, resulting in an estimated 68,000 deaths.   Recognizing the impact of unsafe abortion as “a major public health concern”, the International Conference on Population and Development (ICPD) Programme of Action (PoA) urges governments to spare no effort in preventing unwanted pregnancies and reducing “the recourse to abortion through expanded and improved family planning services.” However, a recent report found that among 29 Sub-Saharan African countries, 24 per cent of married women had an unmet need for contraception. Unmet need was lower on average in South and Southeast Asia (11 per cent), North Africa and West Asia (10 per cent) and the Latin America region (12 per cent)
. 
2.2. Maternal mortality and infant mortality
Addressing the needs for mothers and newborns survival has a unique potential to have an immediate and long-lasting impact on maternal and newborn health. Indeed, mothers and newborns’ fate before, during and immediately after delivery are intrinsically linked. It is important to undertake synergistic interventions and catalytic gains regarding 2.5 million women and newborns lives lost annually, and more from AIDS, TB and Malaria and to address constraints from a wider economic, political and social environment.  

2.3 Female Genital Mutilation/Cutting

Female genital mutilation (FGM), also called female genital cutting (FGC), is a reproductive health and human rights concern, with devastating short- and long-term impacts on the lives of women and girls, including maternal morbidity and maternal mortality. 
Female genital mutilation/cutting comprises all procedures involving partial or total removal of the external female genitalia or other injury to the female genital organs for non-medical reasons.   The procedures are risky and can be life-threatening for the girls.  The practice often impacts the girls throughout the various stages of their lives.  The practice of FGM/C has immediate and lifelong psychological effects on the estimated 100 to 140 million women and girls who have been subjected to this procedure. The experience has also been related to a range of psychological and psychosomatic disorders.  Severe physical health consequences can also emerge. Often performed with basic cutting instruments and under little or no anesthesia, the procedure not only inflicts severe pain but can also cause fatal medical complications. Furthermore, using the same instrument on several girls without sterilization can cause the spread of HIV. In addition to the immediate effects caused by FGM/C including pain, shock, hemorrhage, acute urinary retention, infection and abscesses, failure to heal, injury to the adjacent tissues, fractures and dislocation - the long-term consequences and complications can be felt for several years. Long-term effects include cysts and abscesses, recurrent urinary tract infections, menstruation difficulties, chronic pelvic infections, obstetric complications, keloid scar formation and difficulties in future gynecological care.

Findings from a WHO multi-country study confirmed that women who had undergone genital mutilation/cutting had significantly increased risks for adverse events during childbirth. Higher incidences of caesarean section and post-partum hemorrhage were found in the women with Type I, II and III genital mutilation compared to those who had not undergone genital mutilation, and the risk increased with the severity of the procedure.  The study further explained that FGM/C has negative effects on their newborn babies as well. Most seriously, death rates among babies during and immediately after birth were higher for those born to mothers who had undergone genital mutilation/cutting compared to those who had not.  Obstetric fistula is a complication of prolonged and obstructed labour, and hence may be also be a secondary result of birth complications caused by FGM/C.

2.4. Youth and adolescents 

Pregnancy rates among adolescents are high in many countries, particularly among the poor.  High fertility rates among adolescents are associated with higher maternal mortality due to complications from pregnancy and delivery, as well as from unsafe abortions.  
There is a high correlation between the age of a mother and maternal mortality and morbidity. Worldwide, some 14 million women and girls between ages 15 and 19—both married and unmarried—give birth each year.  Pregnancy is a leading cause of death for young women aged 15 to 19, with complications of childbirth and unsafe abortion being the major factors.
 Each year, nearly 70,000 die.  At least 2 million more are left with chronic illness or disabilities that may bring them life-long suffering, shame, and abandonment.  For both physiological and social reasons, girls under age 15 are even more exposed: they are five times as likely to die due to pregnancy and childbirth-related complications as young women in their twenties.
   

In most countries, the majority of adolescent girls’ sexual activity takes place within marriage.  It is not a coincidence that the highest adolescent birth rates are found where child marriage rates are high, including much of West, Central and East Africa, as well as South Asia.
  The number of married girls is also significant.  Worldwide, more than 51 million adolescent girls are married and in the next decade100 million more will be married by their eighteenth birthday should present trends continue.
  This is despite the fact that child marriage is a violation of the Convention on the Rights of the Child, and despite the fact that child marriage is against the law in many countries.

In addition to being a rights violation, child marriage places adolescent girls at major health risks.  Child brides typically have higher levels of unprotected sexual relations (often forced or coerced) and intense pressure to become pregnant.  They are typically married to older, more sexually-experienced spouses, making them at risk of HIV infection as well.  With little knowledge, health care, and support, if they become mothers they often giving birth without a skilled attendant.

Obstructed labor is especially common among young women giving birth for the first time. For every woman who dies in childbirth, some 15 to 30 survive but suffer chronic disabilities, the most devastating of which is obstetric fistula. Fistula is an injury to a woman’s birth canal that leaves her leaking urine and/or feces. Young women under age 20 are especially prone to developing fistulas, when they are unable to obtain a caesarean section during prolonged obstructed labour. Prevalence is highest in impoverished communities in Africa and Asia.  The prevailing causes to fistula include early marriage, early childbearing, poverty, malnutrition, lack of education and limited access to emergency obstetric care. It is estimated that three to four women develop fistulas for every 1,000 live births in areas with high maternal mortality rates.

Women who start having children in adolescence tend to have more children overall and at shorter intervals than those who start at a later age.
 These adolescent girls often lack awareness of their rights and have limited access to family planning.  Unmarried adolescent girls face a different set of challenges. They are more likely than married girls to suffer unplanned, financially unsupported, and socially sanctioned pregnancies.  An unmarried adolescent mother may face the social stigma of single motherhood and lack the financial means to take care of herself and her child, hence more likely to resort to unsafe abortion than older women.  In a number of developing  countries, between one quarter and one half of all women give birth before turning 18.
 African countries have the highest levels of adolescent fertility.
 On the contrary, increases in marriageable age and low incidence of premarital sexual activity have resulted in very low levels of childbearing among adolescents in East Asia.
 
Both married and unmarried pregnant adolescents are likely to face poverty, ill health, abuse, unprotected sex carrying HIV risk, frequent pregnancies, an end to education, and few positive life options. The children of young mothers are more likely than those of older mothers to be malnourished and suffer from developmental problems.  One million babies born to adolescent mothers will not make it to their first birthday and several hundred thousand will die by age 5.
 

2.5. HIV and AIDS
Around 2.2 million HIV positive women give birth every year.
 The HIV/AIDS epidemic is increasingly more prominent among women, especially young women; over 60 per cent of people living with HIV in sub-Saharan Africa are women
.  
HIV is now the leading cause of mortality in women of reproductive age.
 Recent evidence shows that HIV may have a significant impact on maternal mortality. Research models estimate that about 50, 000 maternal deaths were associated with HIV in 2008.  The burden of disease among childbearing women is the main cause of child infections, as more than 90 per cent in infants and young children occur through mother-to-child transmission, either during pregnancy, around the time of birth, or through breastfeeding. With 370,000 new child infections every year
, there are two million children under the age of 15 living with HIV, an increase from 1.6 million in 2001
, resulting in 31 child deaths every hour
. Maternal morbidity and mortality has exceedingly deleterious impact on both the women themselves and on their children. There is a changing pattern of maternal deaths in Sub-Saharan Africa with HIV –related mortality rates increasing and surpassing other causes
. The mother’s death can increase the child’s own risk of death.

Women have a higher risk of acquiring HIV while pregnant and post-partum compared with non-pregnant non-post-partum women, for both biological and socio-cultural reasons
.  This appears to be true irrespective of their sexual behaviour or their partners’ plasma viral load
. Countries are beginning to recognize that a significant number of women sero-convert during their pregnancy, as evidenced by repeat testing. Moreover, the risk of vertical transmission is higher if the women became infected during pregnancy rather than being infected before pregnancy. Current technology reduces vertical transmissions to less than two per cent
. Effective primary prevention is critical to reduce HIV infections before and during pregnancy as access to family planning is to reduce unwanted pregnancies among women living with HIV. Moreover, treatment sustainability will be better served by decreasing new infections. 

HIV and AIDS have also a devastating effect on health systems in many high prevalence countries by depleting the health work force.  In these areas, women are less likely to be accompanied by a skilled attendant at the time of delivery leading to an increased risk of maternal death or disability. 
2.6. Human Rights and the right to health: A policy framework to reduce maternal mortality and morbidity
Maternal mortality and morbidity is interlinked with several human rights. Preventable maternal mortality and morbidity often represents a violation of the right to life, to family, to education, to information and to health, particularly sexual and reproductive health, among others. These human rights can also be integrated into strategies to reduce maternal mortality and morbidity. 

The right to health, in particular, provides a useful policy framework.  The former Special Rapporteur on the right of everyone to the enjoyment of the highest attainable standard of physical and mental health has been instrumental in drawing the links between the right to health and maternal mortality. 
  
While States are the main duty bearers for human rights under international law, the human rights standards and principles should inform the policies, programmes and actions of a range of actors. The human rights framework should inspire changes in the work of other actors including health professionals and policy makers working with not just governments, but also with international organizations, the private sector and civil society.

A human rights-based approach explicitly integrates human rights norms, standards and principles into programmes, plans and policies to reduce maternal mortality and morbidity. While there is no set formula for a human rights-based approach, key characteristics include:

· Making the realization of human rights – such as the rights of women to life, education, information, health, including sexual and reproductive health, and non-discrimination, as the main objective of maternal health-related policies and programmes;

· Ensuring that human rights standards, including recommendations and concluding comments of treaty bodies and decisions of the Human Rights Council guide policies and programmes at all stages – from development to implementation to monitoring and evaluation;

· Applying the principles of accountability and the rule of law, participation and non-discrimination into policies and programmes at all stages – from planning to implementation to monitoring and evaluation;

· Enhancing the capacity of women to claim their rights and the capacity of duty-bearers to fulfill their obligations.

Obligations of the State to reduce maternal mortality 

The responsibilities created by international human rights law provides a basis for ensuring accountability and determining which actors are responsible for reducing avoidable maternal mortality and morbidity.  Under international human rights law, States have the primary legal obligation for realizing the right to health and other human rights. Other relevant stakeholders including international organizations, private providers of healthcare, families and communities also have these responsibilities.

States have three primary obligations towards the right to health
:

· Respect: States must not interfere with the right to health, for example by adopting discriminatory policies or laws;

· Protect: States must ensure that third parties (e.g. non-state actors) do not infringe the enjoyment of the right to health;

· Fulfill: States must take positive steps to realize the right to health, such as policy, legislative, budgetary and administrative measures.

These obligations mean that States must take steps to ensure women can access maternal health care and other relevant sexual and reproductive health services.  This may require actions including increasing human and financial resources to the relevant services within the health sector, developing multi-sectoral policies and plan of actions involving not only Ministries of Health but also Ministries of Education, Ministries of Finance, Ministries of Social Protection and Ministries of Women’s Affairs, among others, to develop more services and improve staffing ratios, ensure that services are culturally-sensitive, improve transport to existing services, and address the social, cultural and economic reasons which underlie why women do not access services.  

Availability, Accessibility, Acceptability and Good Quality

As the Committee on Economic, Social and Cultural Rights has indicated in its General Comment 14, the right to health in all its forms and at all levels contains the following interrelated and essential elements: availability, accessibility, acceptability and good quality.  The precise application of which element will depend on the conditions prevailing in a particular State party.
  This is applicable to maternal health.
Availability
States should do all they can to ensure that maternal health care services are available to everyone within their jurisdiction.
 According to the UN Guidelines for Monitoring the Availability and Use of Obstetric Services, for a population of 500,000 there should be a minimum of four facilities offering basic emergency obstetric and neonatal care (EmONC) and one facility offering comprehensive EmONC.
 There is clear evidence that if obstetric services as suggested by the UN Guidelines are equitably distributed across the population, it leads to a better capacity to address problems of maternal mortality.
  Furthermore, maternal and newborn services require a new focus to include information and counseling by health personnel about modern contraceptive methods, provision of these methods or prescriptions, and related surgical procedures (for example, IUD insertion); it should also include screening and testing for reproductive tract infections, STIs (including HIV), cervical and breast cancer, and other gynecologic and urologic conditions. 

Accessibility

In addition to being available, maternal health services should also be accessible to everyone without discrimination. In the context of maternal health services, access has four dimensions such as: safe physical accessibility, economic accessibility (i.e. affordability), including to women living in poverty, accessibility without discrimination and information accessibility. Lack of access on any of these grounds can increase delays. For example, poor roads and infrastructure can lead to delay in arrival at a health facility. Similarly, high costs of health care services render services unaffordable. Lack of information about the warning signs for obstetric emergencies can also lead to delay in seeking care.

Acceptability
As well as being available and accessible, maternal health facilities should be respectful of the culture of individuals, minorities, indigenous peoples and communities and sensitive to gender and life-cycle requirements.
 Lack of culturally acceptable health care facilities influences the decision of women to seek care, which can also lead to delays in receiving appropriate treatment at a health facility. Language barriers, for instance, can be an impediment to treatment at the facility. 
 In addition, medical and para-medical personnel should respect the principle of confidentiality.  This also implies that sexual and reproductive health services should respect the needs of adolescents and young people. Too often services are centered in traditional “adult” clinical settings and are often viewed as unfriendly and inappropriate sources of care by adolescents and youth.

Good quality

Reproductive health services and facilities must be of good quality; and health workers must be polite and respectful. According to the Committee on Economic, Social and Cultural Rights, “health facilities, goods and services must also be scientifically and medically appropriate and of good quality. This requires, inter alia, skilled medical personnel, scientifically approved and unexpired drugs and hospital equipment, safe and potable water, and adequate sanitation.”
 Poor quality of care at health facilities can lead to reluctance to seek care at a health facility and contribute to high incidence of maternal mortality and morbidity.
 

Participation, Accountability
 and Non discrimination

In addition, the human rights-based approach requires that the human rights principles be systematically applied.  Therefore, Action 2 - the United Nations inter-agency group on human rights - has identified three process-oriented principles: participation, accountability and the rule of law and non discrimination.

Participation

All individuals and communities are entitled to active and informed participation on issues relating to their health. This entitlement applies to all stages of a policy or programme cycle: assessment, analysis, implementation, monitoring and evaluation.
Human rights require for special efforts to be made to ensure the participation of individuals and groups that have traditionally been excluded or marginalized, such as people living in poverty, women and adolescent girls. Some women, despite being educationally and instrumentally “empowered”, are not in the truest sense “in-charge” of their own fertility; their societies and cultures are.
 Participation by women, therefore, is particularly important as it helps elevate their position from passive clients to active citizens who are working together with policy makers and service providers.
 However, this is often not the case.
Accountability

A human rights-based approach to maternal mortality and morbidity requires effective monitoring and accountability mechanisms. For example, the registration of all maternal deaths is essential, as well as a procedure for investigating the causes of all such deaths. Often known as maternal death reviews or audits, the investigation must go beyond a narrow consideration of medical causes and review all circumstances, including relevant social, economic and cultural factors.  Accountability in the context of maternal mortality provides individuals and communities with an opportunity to understand how those with responsibilities have discharged their duties. Equally, it provides those with responsibilities the opportunity to explain what they have done and why. Where mistakes have been made, accountability requires redress mechanisms.  However, accountability is not essentially a matter of blame and punishment. 
 It is a process that helps to identify what works so it can be replicated and what does not so it can be revised. 
 Non-Discrimination

Programming cannot be directed solely at women currently easy to reach, such as those living in cities, otherwise, existing inequities will simply be exacerbated. Unintentional discrimination must also be avoided. Specifically, programming may need to give priority to excluded and marginalized women, particularly those living in the most extreme poverty; strengthen capacities for data collection and analysis to ensure data are disaggregated to the extent possible on grounds of ethnicity, age, sex, and geographic location, etc.
3. Overview of initiatives and activities within the United Nations System
UNFPA supports nationally owned initiatives on maternal health in 89 countries. At the request of the governments, UNFPA supports these countries in taking the lead to strengthen their health care systems and scale up efforts to deliver better health outcomes, particularly for the persons living in poverty or in situation of vulnerability. UNFPA works with countries to ensure that sexual and reproductive health is fully integrated and prioritized into national frameworks and plans, and that corresponding resources are made available to implement the identified areas to deliver critically for women and children. UNFPA includes maternal health as part of a package of interventions in the area of sexual and reproductive health, along with family planning. UNFPA also supports countries at their request to monitor and evaluate progress and assess their performance on a regular basis. Therefore, promoting capacity development is central to the work that UNFPA is undertaking. 
Key initiatives to accelerate progress in maternal health include the Global Programme on Reproductive Health Commodity Security, part of the Global Reproductive Health Supplies Coalition, the Midwifery programme (UNFPA-ICM
) and the Campaign to End Fistula. In 2008, UNFPA established the Maternal Health Thematic Fund (MHTF) aimed at increasing available funding capacity to support the capacities of health systems to provide a broad range of quality maternal health services, reduce health inequities and empower women to exercise their right to maternal health. The MHTF contributes to national capacity building and provides technical and financial support to high maternal mortality countries to accelerate progress towards Millennium Development Goal 5, using a dual approach of supporting quick wins while contributing over the longer term to strengthening MDG-driven national health systems.  
UNFPA also supports innovative programmes to prevent child marriage.  In Ethiopia’s Amhara Region, where rates of child marriage are among the highest in the world, the UNFPA-supported Berhane Hewan program follows a conditional cash transfer model by encouraging families to allow their girls to participate in the programme rather than marrying them off.  Both married and unmarried girls in the programme develop functional literacy, life skills, livelihood skills, and reproductive health education.  Upon successful completion, the girls and families receive modest rewards.  In Guatemala, the UNFPA-supported Abriendo Opportunidades programme also works with marginalized girls at risk of child marriage.  Through the programme, the girls gain leadership, entrepreneurial, and life skills, as well as information about gender equality and reproductive health.   These models have shown that preventing child marriage (and the associated risks of maternal death and disabilities) requires providing girls with the opportunities, information and skills to imagine an alternative to a life they have seen among their peers--early pregnancy, childbearing and maternal deaths and disabilities, including unsafe abortion.

Maternal child health and HIV must work in synergy to achieve their common goal.  UNFPA provides technical support to scale up comprehensive prevention of mother-to-child transmission:
· Primary prevention of HIV infection among women of childbearing age;

· Preventing unintended pregnancies among women living with HIV;

· Preventing HIV transmission from a woman living with HIV to her infant; and

· Providing appropriate treatment, care and support to mothers living with HIV and their children and families.  

This includes integrating HIV counseling and testing and other services such as safe delivery and infant feeding in maternal health care settings, advocating to meet the sexual and reproductive health and reproductive rights of women living with HIV, including information on their right to have children and access to family planning and other sexual and reproductive health services.

3.1. The H4

Improving maternal health also enhances infant survival and newborn health. UNFPA has joined efforts with three key partners, the United Nations Children Fund,  the World Bank and the World Health Organization - collectively known as the 'The Health 4' or 'H4'--- to accelerate progress in saving the lives of women and newborns. 

During the coming years, the four agencies will enhance their support to the countries with the highest maternal mortality, starting with six, scaling up to 25, with an expansion to 60 countries, focusing on the following interventions: 

· Conducting needs assessments and ensuring that health plans are MDG–driven and performance–based;

· Costing national plans and rapidly mobilizing required resources;

· Scaling-up quality health services to ensure universal access to reproductive health, especially for family planning, skilled attendance at delivery and emergency obstetric and newborn care, ensuring linkages with HIV prevention and treatment;

· Addressing the urgent need for skilled health workers, particularly midwives;

· Addressing financial barriers to access, especially for the poorest;

· Tackling the root causes of maternal mortality and morbidity, including gender inequality, low access to education — especially for girls — child marriage and adolescent pregnancy;

· Strengthening monitoring and evaluation systems.

3.2. Global Campaign to end fistula

In 2003, UNFPA and partners launched a global Campaign to End Fistula with the goal of making obstetric fistula as rare in developing countries as it is in the industrialized world. The Campaign is now working in more than 45 countries in Africa, Asia and the Arab region and involves a range of partners. In each country, its support to national efforts focuses on three key areas:

Prevention
The most effective way to prevent fistula is to ensure access to sexual and reproductive health, including quality maternal health care services, including family planning, skilled birth attendance and emergency obstetric care to women and young girls. In the long run, prevention also entails tackling underlying social and economic inequities and inequalities through efforts aimed at empowering women and girls, enhancing their life opportunities and delaying marriage and childbirth. 
Treatment
While prevention is UNFPA’s focus, there is a strong commitment to treating women who are already affected. In most cases, a simple surgery can repair the injury, with success rates as high as 90 per cent for experienced surgeons. The average cost of fistula treatment is US $300. The Campaign supports all areas of treatment, from training doctors in fistula surgery to equipping and upgrading fistula centres. 

Rehabilitation
Fistula treatment goes far beyond repairing the hole in a woman’s tissue. Many patients – especially those who have lived with the condition for years – will need emotional, economic and social support to fully recover from their ordeal. Through the Campaign, women receive counselling and skills training to help them get back on their feet after surgery. Working with communities is also key to help reduce stigma surrounding the condition and ensure women are welcomed back into society.

In just three years, the Campaign has brought fistula to the attention of a wide audience, including the general public, policymakers, health officials and affected communities. More than US $25 million has been mobilized from a variety of donors. 
The Campaign has made remarkable progress with relatively modest funding. But the needs are great. Ending fistula worldwide will demand additional resources, and strengthened collaboration between governments, community groups, NGOs and health professionals.
3.3. Investing in Midwives
Evidence shows that midwives are vital to preventing the estimated 529,000 maternal deaths and 8 million illnesses that occur each year during pregnancy and childbirth. In countries as diverse as Malaysia, Sri Lanka and Tunisia, investments in training, recruiting and retaining midwives, as well as in emergency obstetric care, have reduced maternal death rates. The lives and health of many millions more would be saved with greater investments in midwives.

UNFPA and the International Confederation of Midwives (ICM) are working together to strengthen midwifery capacity worldwide to reduce the high levels of deaths and disability among mothers and babies. The UNFPA/ICM Global Programme on Midwifery is already active in 12 African countries promoting the professionalization of the midwifery practice, supporting national efforts to improve national midwifery standards and helping countries to scale up community-based midwifery practice. 
3.4. UNFPA-UNICEF Joint Programme for the Abandonment of FGM/C
In 2007, UNFPA-UNICEF launched a Joint Programme entitled “Female Genital Mutilation/Cutting:  Accelerating Change”  with the objective of contributing to a 40 per cent reduction of the practice among girls aged 0-15 years, with at least one country declared free of FGM/C by 2012. The Joint Programme brings together UN agencies and countries of prevalence to support the operationalization of a common coordinated approach to address this human rights violation.  The two UN agencies are also working with WHO, especially on stemming the trend of medicalization of the practice. The Joint Programme is currently supporting action in 12 countries in Africa:  Djibouti, Egypt, Ethiopia, Guinea, Guinea-Bissau, Kenya, Senegal, Sudan, Burkina Faso, the Gambia, Somalia and Uganda.
  The joint initiative aims to support accelerated abandonment by promoting a social convention shift – which focuses on gaining the support of an initial core group which decides to abandon FGM/C and mobilises a sufficient number of people to facilitate a tipping point which thereby creates a rapid social shift of the cutting norm. Through a culturally sensitive approach, the Joint Programme fosters partnerships with government authorities both at decentralized and national levels, religious authorities and local religious leaders, the media, civil society organisations and the education and reproductive health sectors.
  
4.  Identification of how the Human Rights Council can add value to existing initiatives

The support of the Human Rights Council to the existing initiatives is very important.  State members may consider reporting on efforts to reduce maternal mortality and morbidity within the framework of the Universal Periodic Review process.  In addition, the Human Rights Council may also consider making recommendations to the initiatives described above on the importance of systematically integrating the human rights approach to ensure sustainable results.  Lastly, the Human Rights Council could consider organizing a High Level Panel inviting representatives of those initiatives to discuss best strategies to reduce maternal mortality and morbidity.
5. Recommended options for better addressing the human rights dimensions

5.1. Increasing expenditure for health 

Weak health systems hamper the ability of countries to achieve and sustain improved maternal health. Two of the biggest obstacles to progress are:

a. The lack of financial resources allocated to health in general, and to maternal health in particular

It has been calculated that delivering an essential package of care (including family planning and maternal health care) will cost US$57 per capita per year in low-income countries by 2015
. Meanwhile, only US$24 per capita is spent on health in low-income countries at present
, of which US$11 comes from out-of-pocket payments, US$7 from national governments, and US$6 from external donors
.  

When it comes to sexual and reproductive health, it has been calculated that fully meeting the need for family planning and providing all women with the WHO recommended standard of maternal and newborn health care would increase the cost to US $24.6 billion per year. Currently, only US $11.8 billion is spent on these services, which represents less than half of what is required to provide all women and newborns with appropriate services
.  

b. The inequity of health financing systems 

Health inequities are pervasive
 in developing countries, with the poor often contributing a relatively large share of their income to health and often benefiting relatively little from government expenditure on health.  A significant proportion of households face a burden of expenditure that is catastrophic for household welfare, keeping or pushing an estimated 44 million households falling into poverty each year
. Equally important, many individuals lack capacity to fund their care at all and, as a result of not seeking treatment, their health condition may deteriorate, leading to an increased chance of dying
. 
It is clear that even under the best-case scenario where existing targets for domestic funding and official development assistance (ODA) are met
, many low-income countries would still require  substantial additional resources. Measured against current expenditure, it has been estimated that providing universal access to essential, good quality health interventions in low-income countries will cost an extra US$49 billion by 2015. If low income country governments live up to their commitment to increase the share of government expenditure going to health, and if donors honor their promise to increase ODA to 0.7 per cent of GNI, an additional US$42 billion per year will be available by 2015
. In this optimistic scenario, the annual funding gap will be US$8 billion per year. To fill this funding gap at least partially, the High Level Task Force on Innovative Financing for Health Systems
 recently announced a series of new financing measures that could potentially raise an additional US$5.3 billion before 2015
. Meanwhile, it is crucial that: 

· Country governments live up to their commitment to increase the share of government expenditure going to health 
· Donors honor their promise to increase ODA to 0.7 per cent of GNI.

· Additional sources of funding are found. 

· Country governments take effective measures to reduce the reliance of their national health financing systems on out-of-pocket payments. Out of pocket payments are considered to be the most regressive and therefore least equitable and desirable way to raise revenues.
5.2. Access to family planning and skilled birth attendance with backup emergency and new born obstetric care 
A number of interventions have proven to be effective when it comes to reducing maternal mortality. In countries such as China, Cuba, Egypt, Jamaica, Malaysia, Sri Lanka, Thailand and Tunisia, significant declines in maternal mortality have occurred as more women have gained access to sexual and reproductive health services, in particular access to family planning and skilled birth attendance with backup emergency and new born obstetric care
. Many of these countries have halved their maternal deaths in the space of a decade. Cadres of professionally trained midwives  and strong political commitment have been critical to these successes. Severe shortages of trained health providers with midwifery skills are holding back progress in many countries.
In that regard, from a public health perspective, the vast majority of maternal deaths could be prevented if women had access to the following reproductive health services: 

· Family planning

Globally, one in three deaths related to pregnancy and childbirth could be avoided if all women had access to family planning services.
 A human rights-based approach to maternal mortality requires universal access to comprehensive family planning services. Women and men have the right to be informed about – and to have access to – high quality, safe, effective, available, affordable, and acceptable methods of family planning of their choice. Empowering women with the resources they need to exercise their right to plan the number of children they have will significantly reduce the number of unintended pregnancies and the recourse to abortion.  Meeting the need for family planning will thus have a profound impact on a women’s health over the course of their lifetime.  In addition, integration of efforts to prevent HIV and sexually transmitted infections (STIs) and of condom promotion into family planning services is important because of the escalating HIV epidemic. Thus, counseling on dual protection—concurrent protection from unintended pregnancy and HIV and other STIs—and provision of the female condom is indeed an imperative.

· Skilled birth attendance

Prevention of maternal death and disability is greatly increased by the presence of a skilled health professional
 during pregnancy and in particular at childbirth where most of the obstetric complications occur.   Life threatening complications occur in around 15 per cent of deliveries and cannot be predicted.  In regions with high maternal mortality and morbidity, such as sub-Saharan Africa and South-Central Asia, the proportion of births attended by a skilled professional are as low as 33.7 and 46.9 per cent, respectively.  In the least developed nations in Eastern Africa, only 34 percent of women give birth with the help of a skilled attendant.
   
· Emergency obstetric and new born care (EmONC)

Basic and Comprehensive EmONC
 represents a set of interventions which address each of the direct causes of maternal death.  Even in areas where adequate basic and comprehensive EmONC facilities exist, significant barriers prevent women from reaching such facilities or receiving care upon arrival. As mentioned above, the three major delays in obtaining EmONC are a delay in 1) deciding to seek care; 2) indentifying and reaching a medical facility; and 3) receiving adequate and appropriate treatment.  Many factors influence the delays at each stage in a woman’s path to obtaining EmONC.   Women often fail to recognize labor complications.  They may not have the means for timely transportation to facilities or the money to afford quality care once they have arrived.  The cost of EmONC can be catastrophic for households.
  Preventing delays in obtaining EmONC can only occur when a solid health infrastructure is combined with outreach and education as part of a functioning national health system.
Access to basic and comprehensive EmONC greatly increases the chances of survival of women and their newborns.  Lack of access to simple interventions such as oxytocics
 to prevent or treat hemorrhage or antibiotics to treat infection often leads to death or severe disability.  Many countries lack the health infrastructure to provide emergency obstetric and new born care to women and their newborns, particularly poor women and women living in isolated rural areas.  
These three pillars of service provision strategies to be successful and sustainable require community interventions proven to be effective in making women and young girls, families and communities aware of their rights and actively participating in advocating for sexual and reproductive health services. Community health workers, it is demonstrated, can play an important role in health education, support and care, family planning distribution, and birth preparedness.  
From a public health perspective, these three service delivery strategies which are making consensus at international level
 and the community mobilization should be supported by a broader strategy which includes education and information on sexual and reproductive health
; primary healthcare services
  as well as  other sexual and reproductive health services such as safe abortion services where not against the law, consistent with the Programme of Action of the International Conference on Population and Development.
    
5.3. Using human rights standards and principles to fill the gaps

The role of human rights in policymaking to reduce maternal mortality and morbidity needs to be strongly asserted and widely integrated within policy-making. A policy that is based on human rights is likely to be equitable, gender sensitive, inclusive, non-discriminatory, participatory and evidence-based.
 In the context of maternal mortality and morbidity, these features help to empower women and ensure that policies are likely to be sustainable, robust and effective. A human rights based approach to reduce maternal mortality and morbidity is therefore also likely to lead to improvements in sexual and reproductive health.
 
Healthcare services, goods and facilities connected to preventing maternal mortality and morbidity must be available, accessible, acceptable and of good quality. Each of these criteria has particular importance for maternal health.
 In addition, it is important that programmes and policies do not discriminate against any group. They should also ensure participation of women, particularly excluded women and women living in poverty, in the design, implementation, monitoring and evaluation of programmes and policies.  In addition, governments and the international community, including UNFPA, must be held accountable.  
The following are additional recommendations arising from a right-to-health approach for the reduction of maternal mortality and morbidity. The list is not exhaustive.
5.4. Empowering women and reducing gender inequalities  

Reproductive health programmes are more effective when they address the educational opportunities, the status and empowerment of women. When women are empowered, they demand and seek the full range of reproductive health services and information. Gender equality has an important role to play in improving maternal health as it leads to greater demand by women for family planning services, antenatal care and safe delivery.

Gender discrimination related to education, health care and lack of control over economic resources and reproductive decisions further increase pregnancy related risks. High levels of maternal mortality and morbidity are associated with gender inequality.  
Addressing women’s issues also requires recognizing that women are a diverse group, in the roles they play as well as in characteristics such as age, social status, urban or rural orientation and educational attainment. Although women may have many interests in common, the fabric of their lives and the choices available to them may vary widely. 

5.5. Focus on the disadvantaged and marginal. 
Goal 5 of the MDGs is to reduce maternal mortality by three-quarters by 2015. However, the average condition of the population can be misleading as improvements in national health indicators can mask a deteriorating situation for the poor and some disadvantaged groups. Human rights require that, so far as practical, all relevant data are disaggregated according to grounds of discrimination. This helps in monitoring the situation of marginal groups, such as women living in poverty, indigenous peoples, minorities and other groups.
 Governments should therefore be encouraged to collect disaggregated data on progress that has been made towards the realisation of Goal 5 and to establish specific strategies to reach the poor. These strategies should address geographical, cultural and financial barriers to accessing quality health services, which includes work to be conducted at community level. However, the financial barrier to access to maternal health services, in particular when a complication occurs is more and more recognized. Efforts made by governments to offer more affordable care should be accompanied by all necessary supportive measures including financial support, monitoring and evaluation, and an effort to limit the burden on the health services and to improve quality of care.
5.6. Planning

From the perspective of human rights, effective planning is absolutely critical. This is one of the weakest features in countries with alarmingly high rates of maternal mortality. Health planning aimed at preventing and reducing maternal mortality includes situational analysis, scaling-up planning at national, regional and district levels, impact assessments, and inter-sectoral coordination. The Committee on Economic, Social and Cultural Rights recognises “strategy and plan of action” as a core obligation arising from the right to health.
 Governments should therefore be encouraged to effectively integrate maternal health issues in the overall health system plan and budget mechanisms. The Former Special Rapporteur’s 2008 report to the Human Rights Council outlines the right to health approach to planning.
 A systematic application of the recommendations made in the report can help in designing effective, inclusive plans which are necessary for the reduction of maternal mortality. 
5.7. Functioning Health System

Maternal mortality is increasingly accepted as a litmus test of a functioning health system.  Strong national health systems are necessary for making progress towards MDG5 and the other health MDGs.   To achieve universal access to sexual and reproductive health, national health systems must be strengthened to improve overall functioning, coverage and quality.  Investments in sexual and reproductive health, including maternal health and HIV and AIDS prevention, treatment and care, must be fully integrated into, and in line with, national strategies, plans and budgets, as they relate to health systems and services.  Initiatives must support country-led processes that bring together important stakeholders to develop, cost, and implement national plans and strategies for improving maternal health services within a larger health systems framework.
WHO has identified six building blocks of the health system: service delivery; health workforce; information; medical products, vaccines and technologies; financing; and leadership and governance (stewardship).
   Identifying the problems and bottlenecks within each building block will help countries identify and prioritize areas within the health system that need support to improve maternal survival.  Improving the national health system to deliver quality care to all people will allow women more regular access to medical services.  More regular interactions with the health system - including pre- and postnatal visits - will also allow women consistent support in family planning, preventing unwanted pregnancies and diminishing the unmet need for contraception.

Investments in maternal health will also contribute to the building of health systems more able to respond to all medical needs and emergencies, not just those faced in pregnancy and childbirth.  The strengthening of health systems at the national, district and community levels to expand coverage will contribute to sustainable improvements in health at the population level.  For example, the sound functioning of a primary health centre will contribute to the reduction of child mortality from severe disease (pneumonia, diarrhea, malaria).  The availability of surgery, anesthesia and blood banks for maternal health in the district hospital will contribute to much improved survival from severe injuries or other urgent surgical conditions.  Moreover, given that the health sector has a central role to play in surveillance, prevention, diagnosis and treatment of HIV and AIDS, building integrated health services for broader health outcomes is crucial.

Functioning health systems with an enabling environment that ensures adequate supplies, equipment, and infrastructure as well as an efficient and effective system of communication, referral, and transport are essential to averting the risks of maternal mortality and morbidity.  In many countries, maternal mortality generates narrow vertical interventions. Such interventions are not suitable for the long-term development of the health systems. By drawing off resources and overloading fragile capacity, vertical interventions may jeopardize progress towards the long-term goal of an effective, inclusive health system.
 To improve maternal health, gaps in the capacity and quality of health systems and barriers to accessing health services must be identified and tackled at all levels, including at the community level. A proper consideration of human rights, with its focus on effective health systems, can help to ensure that health systems contribute to the reduction of maternal mortality and infant mortality. 
5.8. International dimension
States have the obligation to take steps individually and through international assistance and cooperation towards the full realisation of various rights, including the right to health. Depending on the availability of resources, developed countries should provide financial and technical assistance to supplement the resources of developing countries with a view to preventing and reducing maternal mortality.
 The right to health includes specific entitlements to maternal, child and sexual and reproductive health. Guaranteeing such freedoms and entitlements should be central to a State’s development and other international policies.
 The Committee on Economic, Social and Cultural Rights confirms that donors should give particular priority to helping low-income countries realize their “core obligations” arising from the right to health.
 Human rights require developed states to assist developing states in their efforts to reduce maternal mortality. In the recent resolution, the UN Human Rights Council requested the states to “give renewed emphasis to maternal mortality and morbidity initiatives in their development partnerships and cooperation arrangements, including through honouring existing commitments and considering new commitments, and the exchange of effective practices and technical assistance to strengthen national capacities, as well as to integrate a human rights perspective into such initiatives, addressing the impact that discrimination against women has on maternal mortality and morbidity.”
 

5.9. Monitoring and accountability

Within the larger spectrum of human rights accountability in the area of sexual and reproductive health, support and strategic guidance should be provided to promote health-focused reporting, public debate, and establishment of civil society-based accountability mechanisms. More particularly, collecting and reporting maternal morbidity cases –such as obstetric fistula- and registering maternal deaths and accounting for them, is crucial for preventing and reducing maternal mortality and morbidity. Often maternal deaths and morbidity are not properly recorded. Registering maternal deaths and morbidity is only the starting point; a human rights-based approach requires that the deaths and illnesses are explained through a careful evaluation of the causal factors.
  Moreover, it is important that national protection systems, including national human rights institutions, integrate the monitoring of maternal mortality and morbidity into their work.  Redress and reparation mechanisms, including judicial mechanisms, should be available for women and their survivors.
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