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30 November, 2009
Office of the United Nations High Commissioner for Human Rights 

Palai des Naciones 

CH 1211 - Geneve 10 

Geneva, Switzerland 

Subject:
Contribution to the Thematic Study on preventable maternal mortality and morbidity, and human rights 

Dear Sir/Madam,

In response to your Note Verbale dated October 2009, please find attached a paper prepared by Dr. Lynn Clark Callister RN, PhD, FAAN, entitled “Maternal Mortality and Human Rights.
Dr. Callister is a maternal mortality and morbidity expert and her paper is sponsored by The Doha International Institute for Family Studies and Development (DIIFSD).  She is also a Professor at Brigham Young University, College of Nursing (Provo, USA).

DIIFSD is a leading global academic institute which conducts research and scholarship on the legal, sociological, and scientific basis of the family as the natural and fundamental group unit of society. Through the development of mutually supportive relationships with an international network of family specialists, DIIFSD promotes family-supportive policy initiatives while reinforcing effective programs that assist the family in successfully fulfilling its numerous roles. For more information regarding our mission and activities, please visit our website: www.fsd.org.qa
Please note that the information provided in the attached paper can be made available on the OHCHR website. 

We hope that this paper contributes to the elaboration of the thematic study that your office is preparing. We would gladly provide you with any clarification or additional information that you may require. 
Sincerely

[image: image1.png]



Richard G. Wilkins

Managing Director 

Doha International Institute for Family Studies and Development, 

Member of Qatar Foundation

Tel: +974 4783410, Mob: +974 5129223; Email: rwilkins@qf.org.qa
PO Box: 5825 Doha Qatar; www.fsd.org.qa
Maternal Mortality and Human Rights 

December 2009

Lynn Clark Callister, RN, PhD, FAAN, Professor, Brigham Young University College of Nursing, 136 SWKT, Provo, UT 84602  lynn_callister@byu.edu, (801)422-3227, FAX (801) 422-0536 



             More than 500,000 women, most of them from developing countries, die yearly from pregnancy related causes (1). Maternal mortality rates, “an enduring epidemic” (2, p. 214; 3-6) have remained unchanged for decades. Gaps in the surveillance of maternal health makes country to country comparisons and measurement of progress challenging (7). According to the Human Rights Connection, “it is time for us to recognize preventable maternal mortality for the massive human rights problem that it is” (8). A human rights perspective can empower women to better receive and enjoy improved maternal health care (9-11).

Current Global Health Concerns Related to Maternal Health


Causes of maternal mortality are hemorrhage, infection, unsafe abortion, pregnancy induced hypertension, and obstructed labor as well as infections and anemia (12-14).  There are eight maternal deaths every hour due to unsafe abortions (15). The prevention of unintended pregnancies through education of women and family planning with wider availability of contraception could make a tremendous difference (16). It is ironic that family planning or child spacing is not part of the UN Millennium Development Goals, but is essential in the achievement of three of them promoting gender equality (#3), reducing child mortality (#4), and improving women’s health. “Women’s ability to plan the number and timing of the children they bear has greatly reduced the health risks associated with pregnancy and is an important success story” (17, p. 43, 18). The objective of family planning is to “help couples have the number of children they want when they want them.” Family planning is increasingly viewed “as a prospective contributor to…human rights” (19, p. 1664).  

Social determinants of maternal mortality include poverty, malnutrition, lack of maternal education and life skills, and harmful cultural beliefs and practices. It is essential that there is an increasing emphasis on achieving health equity through taking action by focusing on human rights (20). 

The recent tragedy of a 12 year old Yemeni child bride who died from postpartum hemorrhage after giving birth to a stillborn highlights tragedies that occur across the world (13, 20.1, 21). This is an example of the harmful cultural practice of early marriages and premature childbearing.      

Health care systems delivery concerns include insufficient care seeking behaviors and access to reproductive health care, including emergency obstetric and newborn care (22). Prevention of maternal mortality should occur on three levels: primary prevention (family planning and preconception care), secondary prevention (preventing complications of pregnancy and childbirth); and tertiary prevention (managing maternal mortality by managing complications) (23-25).  

It is essential that best practices are identified, funded, and implemented to reduce maternal mortality. Imperatives include: 

· Respect and protection of women’s rights to education and decision-making in maternal health 

· Freedom from gender-based discrimination and violence, and

· Participation in planning and implementing health policies (26-27)

The Initiative for Maternal Mortality Program Assessment found that Indonesian maternal mortality rates are still greater than 400 per 100,000 live births despite a 20 year Safe Motherhood Initiative (27). Because of gender discrimination and lack of the empowerment of women, there is still an imperative need for ready access to prevention strategies and educated professionals experienced in dealing with emergent situations which should be basic human rights. 

Strategies for the Improvement of Global Maternal Health


The poignant question has been asked, “Why do women continue to die during pregnancy and childbirth when we have the knowledge, skills, and technology to prevent these deaths?” (28, p. 270). What is currently known can save millions of lives, an estimated 75% of maternal deaths (29). WHO has identified the importance of family planning, prenatal care, skilled birth attendants, and emergency obstetrics care (30-31).   

 
It is important to note that “for these interventions to work, it is increasingly recognized that essential services must be provided, at key points in the life cycle, through dynamic health systems that integrate a continuum of home, community, outreach, and facility-based care” (32, p. 18).  Interventions should be creative, innovative, cost effective, low technology, sustainable, and culturally appropriate, based on meeting community needs through listening to the voices of women. Respect and protection of women’s rights to maternal health, and the elimination of gender-based discrimination and the utilization of evidence based practice coupled with clinical expertise are essential.

Exemplary Interventions


Participatory groups of Malawian women identified maternal health needs and ways to meet those needs.  Such mobilization of communities of women should be utilized in order for women’s voices to be heard by health care decision makers (33).


The Jordan Communication Partnership for Family Health Campaign represents a partnership with John Hopkins University School of Public Health and USAID in a media campaign sponsored by King Abdallah bin al Hussein. This campaign is designed to encourage child spacing and strengthening the family perspective (personal communication, Dr. Inaam Khalaf, November 2009). 


 Afghanistan has one of the highest maternal mortality rates in the world, and the Afghan Midwives Association is making significant progress in reducing maternal mortality. There has been a threefold increase in women accessing skilled care during childbirth in the last three years (34). Afghani women are being given empowerment and voice. 


Egypt demonstrated a 50% decrease in maternal mortality over 10 years by increasing access to family planning, and improving the quality of obstetrical care by women and their families as well as dayas (traditional birth attendants) (34). 


In Peru, where the maternal mortality rate is 300 per 100, 0000 live births  estimated to be higher in indigenous women, the Mamawasi Initiative means that women give birth in a safe and culturally congruent environment (35). This initiative was created by the Ministry of Health and UNICEF. Not only are mortality rates reduced, but respect is demonstrated for cultural beliefs and practices. A human rights approach overcomes socio-cultural barriers and gender inequalities.  


In rural Tibet, the Pregnancy and Village Outreach Tibet (PAVOT) is making important differences in maternal and infant mortality rates through a foundation called “One HEART” (36). This culturally appropriate model of care can be implemented in other settings.   
   


Strengthening traditional birth attendants through empowerment, education, and collaboration with modern health care services are effective strategies in rural Bangladesh and remote areas in Malawi and Uganda (38-39). In India, where more than 100,000 women die each year from childbirth related causes, the Women’s Right for Life and Health Project is making a difference. Births attended by skilled birth attendants have increased 30%, with maternal mortality reduction a state and national priority (1).


The Program for Appropriate Technology in Health advocates to improve global health, including the reduction of maternal mortality in Mali and other developing countries (40). Primary healthcare interventions in Pakistan and Uganda which link community strategies with referral facilities demonstrate that 20-30% of maternal deaths can be prevented (41).  

Implications for Health Policy

The cover of a 2007 issue of The Lancet boldly suggests, “Since the human race began, women have delivered for society. It is time now for the world to deliver for women” (42, p. 1287). The question is, “if maternal mortality is the agreed priority, then [it is] time to place maternal health…at the center of existing global health initiatives. It is the very least that women deserve” (43, p. 1401; 44). In addition, a rights based approach means “moving beyond the health sector, and also implies an analysis of power relations and underlying structures that determine maternal mortality outcome, leading to interventions designed to bring about social and political change” (11, p. 14 (para.21; 45). Awareness, advocacy, and action through application of a human rights perspective are essential if global maternal mortality rates are to be reduced.     
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