
UNICEF’S CONTRIBUTION TO THE OHCHR REQUEST REGARDING BEST 

PRACTICES THAT ADOPT A HUMAN RIGHTS-BASED APPROACH TO 

IMPROVE MATERNAL HEALTH 

Preventable maternal mortality and morbidity and human rights 

Maternal mortality and morbidity are, at their core, a consequence of gender inequalities, health 

inequity and a failure to guarantee women’s human rights. The slow progress in improving maternal 

health highlights the low value placed on the lives of women and testifies to their limited voice in setting 

public priorities. Women in general, but especially those marginalized by illiteracy  or poverty, are often 

unable to access care because they lack the decision-making power, financial resources or the 

empowerment to challenge harmful, stigmatizing or discriminatory norms and therefore cannot obtain 

the full range of sexual and reproductive health services and information to which they are entitled
1
.  

Below are some examples of good and effective practices that UNICEF supports in adopting a human 

rights-based approach to improve maternal health. They encompass efforts from sub-Saharan Africa, 

south Asia and Latin America that foster the empowerment of rights holders, as well as the capacity of 

rights bearers to address the underlying causes of maternal health and strengthen government 

commitments to ensuring access to health care. The case studies highlight the empowerment of 

communities to address social norms around women’s rights and wellbeing (Sudan); specific tools that 

support the capacity of participants to improved maternal health (Chile, Sierra Leone, India); and broad 

approaches that address the underlying causes that hinder access to emergency obstetric care 

(Bangladesh, Peru, Nepal).  

EMPOWERING COMMUNITIES TO ADDRESS SOCIAL NORMS AROUND RIGHTS AND 

WELLBEING 

Addressing harmful practices, an example from Sudan  

Violence against girls and women is an important contributor to poor maternal health outcomes and is a 

violation of human rights
2
. Female genital mutilation/ cutting (FGM/C) is a form of violence and a 

violation of the rights of girls and women linked to their sexuality and to their reproductive role in 

society. Girls and women who have undergone FGM/C experience a higher prevalence of infections, 

psychological and psychosexual trauma, infertility and obstetric complications
3
. The obstetric 

complications increase the need for caesarean section, blood transfusion and infant resuscitation and 
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increase the prevalence of stillbirths and of newborns with low birth weight
4
. This leads to an increased 

need for (comprehensive) emergency obstetric care, even though access to these services is often 

limited due to geographical distances and scarce resources.  

Drawing from both state-of-the art social science theories on social norms and on-the ground 

experience in countries of FGM/C prevalence, UNICEF is promoting an approach that is resulting in 

significant abandonment of FGM/C at scale in a number of countries. The approach recognizes that 

mothers do not cut their daughters with the intention to harm them but to secure their marriageability 

and the honour of the family.  It also recognizes that FGM/C persists because of a social norm, where 

people’s behaviours are conditioned by the behaviours of others. It highlights and encourages people to 

reconfirm collectively the positive value of wanting the best for one’s girl and links it to human rights.  It 

also brings correct information about the harms of FGM/C and facilitates discussion so that communities 

as well as groups at national level can coordinate to decide to end the practice as a way to better ensure 

the well-being of their daughters and to fulfil their human rights.  

For example in Sudan, where, like in most countries, FGM/C is deeply integrated in social and religious 

traditions, UNICEF has been working with government and partners in the design and implementation of 

the Saleema  campaign which has national advocacy and policy activities as well activities in direct 

support to local communities. Saleema is an Arabic word that means: ‘complete, intact – whole, as God 

created, untouched’
5
. The campaign addresses FGM/C by moving beyond a focus on individual 

behaviours, and supports discussions and debates regarding FGM/C and human rights principles.  It 

involves and mobilizes communities, religious leaders and families and uses mass media to spread its 

message as widely as possible. As one of the ways to encourage conversations and to increase the 

adherence to the Saleema concept, the campaign uses scarfs with Saleema colours so that individuals 

can recognize each other. As more and more people see others “becoming Saleema” they too are more 

prone to follow suit.  

Similar initiatives, which address the social dynamics of FGM/C and address human rights, are being 

supported by UNICEF and UNFPA in an additional 12 countries in Africa (Burkina Faso, Djibouti, Egypt, 

Eritrea, Ethiopia, Gambia, Guinea, Guinea-Bissau, Kenya,   Senegal and Uganda). The programs focus on 

understanding and appreciating the social dynamics behind harmful practices and empowering people 

to abandon them, rather than passing a negative judgement on individuals and communities which 

uphold these practices. Experience indicates that when sufficient support is given to facilitate the 

collective discussion of human rights, fundamental issues including the differential treatment of girls 

and boys and women and men are raised.  These not only lead to the abandonment of FGM/C but have 

a series of other positive results in terms of girls and women’s role in society and their access to services 

and care.   
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SPECIFIC TOOLS THAT SUPPORT THE CAPACITY TO IMPROVE MATERNAL HEALTH  

A guide for pregnant women, an example from Chile   

In addition to engaging societies to transform the social norms around women’s rights, sometimes 

specific tools can support the capacity building of rights bearer and rights holders to improved maternal 

health. The Guide ‘Growing Together’ was prepared by UNICEF in partnership with local health-sector 

stakeholders, cultural facilitators, professionals from state agencies involved with children, and 

representatives of the Mapuche culture
6
. The guide is being used to help assist Mapuche indigenous 

women during pregnancy and childbirth and takes a pregnant woman through every stage of her 

pregnancy until the time after birth. Besides the provision of medical information, the guide also 

highlights Mapuche customs related to maternal health and contains relevant information for daily 

practices for the pregnant woman and her family.  

The guide is distributed to pregnant women at their first visit during pregnancy, at any of the health care 

centres in the Government’s system where pregnant women are cared for (e.g. rural emergency rooms, 

health-care centres, outpatient clinics and hospitals). Besides the distribution of the guidance, health 

care providers were trained regarding the use of the guide.  

The cornerstone of this project is that it addresses the human rights to information and education of 

women and girls from a group which faces inequality and discrimination in relation to access to health 

care.
7
 The human rights principles of participation and empowerment are strongly reflected in this 

project. These are the elements that should be core to any attempts to do similar projects in other 

countries with indigenous communities. 

Improving health worker skills, an example from Sierra Leone  

Just as the capacity of women to claim their rights needs to be supported, the capacity of health 

workers to provide quality of care must be addressed. Sierra Leone is one of the three countries 

globally, with the highest adult lifetime risk of maternal death, which is the risk of maternal death during 

a woman’s reproductive life. In line with the international human rights obligation to ensure availability, 

accessibility, acceptability and good quality of services
8
 a key approach for Sierra Leone is to ensure that 

all women deliver with the assistance of skilled health workers and that they have access to quality care. 

To ensure this, UNICEF partnered with the Liverpool School of Tropical Medicine (LSTM) in implementing 

an innovative competency-based training programme for heath personnel.   
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LSTM designed a training program, Make it Happen, that uses anatomical models (mannequins) instead 

of the traditional model of using actual case studies in the wards.  Limitations of the traditional training 

module are that they require a high case load, don’t always cover specific conditions and take more than 

10 days. By using the mannequins this training only takes 4 days and includes essential modules on: 

communication, triage and referral, resuscitation, the common obstetric emergencies and 

complications, abortion and early newborn care.  

Preliminary reports from countries which have provided these training courses indicate an increased 

range of services providing better skills and improved maternal outcomes, indicating accountability.  

This approach is ideal for countries where there is an urgent need to address the lack of skills among 

health workers, where the case load may not be sufficient or the overall human resources may not exist 

to support competency based training. It enables countries to respond progressively starting from the 

context of their own health systems challenges to realise step by step efforts towards affirming 

women’s rights to health and life.    

Data collection to raise awareness regarding maternal health, an example 

from India 

In many developing countries, where most unattended births take place, the actual reason for maternal 

morbidity and mortality is frequently unclear as it is often unknown when, where and why the women 

die. Government agencies, NGOs, academic institutions and UN partners, including UNCEF, support the 

Maternal and Perinatal Death Inquiry and Response (MAPEDIR) pilot project, initiated in 2005, which 

attempts to tackle the need for more information about the underlying causes of maternal deaths in 

remote and inaccessible villages
 9

. 

As medical reports primarily capture the direct and biological cause of maternal deaths, MAPEDIR seeks 

to restore and record the personal, familial, socio-cultural, economic and environmental factors which 

contribute to these deaths.  The project is currently implemented in districts with high maternal 

mortality rates, where trained health and community workers visit families where a maternal death took 

place. They use a questionnaire, with detailed verbal autopsy questions, which capture missing links in 

officially recorded data, analysing the exact cause of death.   

Although it is too early to link this project to reductions in maternal mortality, the project clearly 

embodies a human rights approach in that it seeks to obtain data that can be used to monitor and 

ensure accountability for fulfilment of women’s rights to life and health. Underlying causes identified 

from the data are linked to the low social status of women, unawareness, inadequate resources and 

poor access to quality care. Identifying underlying barriers with communities, led some communities to 

initiate a village-level transport system, in order to decrease the delay in reaching the health facility.  

The project aims to ascertain the underlying causes of maternal mortality, creating transparency and 

sustainability. The project is gaining wide acceptance as communities are now more aware regarding 

factors that lead to maternal deaths and the importance of birth-preparedness. By creating community 
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awareness regarding the reasons for maternal mortality and supporting communities in initiating 

solutions it is in line with the human rights principles of participation and empowerment.  

ADRESSING THE UNDERLYING CAUSES THAT HINDER ACCESS TO EMOC 

The contribution of community support systems, an example from Bangladesh  

Over the past years, Bangladesh made a significant progress in improving maternal health, as efforts to 

reduce maternal deaths were prioritized in 1990 when women’s status and maternal mortality were 

addressed at national policy level as human rights.  During that time, the roles of husbands, family and 

communities were recognised as being essential to improve maternal health. As a result, strategies to 

improve community engagement, like the Community Support Systems (ComSS) initiative, were 

supported to increase the utilization of Emergency Obstetric Care (EmOC) services
10

.  

The initiative mobilizes and empowers communities through community-based interventions that 

educate and mobilize women and their families. Each village that covers 300-500 households has one 

community support group (CSG) and 6-10 community facilitators. Operationally, CSG members and 

community facilitators prepare and orient the community in identifying pregnant women and providing 

information on maternal health issues, encouraging women in seeking care and come up with local 

solutions to overcome barriers.   

The initiative is supported by the Ministry of Health and Family Welfare, the NGO Care and UNICEF. 

Since the start of the initiative, in 2006, CSGs have identified several ways to decrease delays in decision 

making and arriving at services which provide EmOC. Although it is too early to see any significant visible 

results on improvement of maternal health indicators, antenatal check-ups, deliveries by skilled birth 

attendants and referral for complications have increased and the initiative is scaled up to new districts. 

This project is grounded in the human rights principles of participation and empowerment of community 

in addressing the right to health care. This aspect has enabled the project to very concretely address the 

delays faced by women in accessing services, and should be built into the design of other EmOC-focused 

interventions.   The active participation of the Ministry of Health and Family Welfare and local 

communities, as local implementers of the programme is important to promote sustainability of the 

progress. 

Improving utilization of health services by indigenous women and girls, an 

example from Peru   

In Peru, most maternal and newborn deaths occur in rural areas characterised by limited access to 

services, poverty and social exclusion. Indigenous communities often live in these rural settings and are 

frequently even more isolated as their culture and cultural practices are not taken into account by the 

official health systems. The, UNICEF-supported Vertical Childbirth Care/ Delivery project, aims to 
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decrease maternal (and newborn) mortality, by increasing access to institutionalized services for 

indigenous pregnant women. The project developed an integrated strategy that addressed barriers 

which historically limited rural and indigenous communities from accessing health care, such as 

financial, geographical and cultural barriers
11

.  

The financial barriers were addressed by creating a health insurance strategy and providing subsidies for 

individuals under the age of eighteen, pregnant women and targeted groups of adults. To address 

geographical issues maternal waiting homes were established, which corresponded with personal 

needs, ensuring that women timely access health services. Cultural aspects were addressed by adapting 

services to users’ cultures regarding child birth, which includes the possibility for women to deliver a 

child standing, sitting or squatting.  

For the implementation of this project, UNICEF and partners involved local leaders, (traditional) care 

providers and community women’s organizations and succeeded in achieving an improvement in 

maternal health as it addressed ways in which indigenous people could seek care that was adapted to 

their customs. This project strongly embodies a human-right based approach, in that it specifically 

targets those women and girls who face the highest risk of preventable maternal mortality or morbidity, 

and in that it emphasises participation and empowerment of indigenous people in identifying what was 

needed and the required interventions to increase utilization of health services, as well being ensuring 

health service responsiveness by recognizing that available methods of childbirth were not appropriate 

for the indigenous communities and seeking an alternative and more appropriate model.     

Improving access to emergency obstetric care, an example from Nepal  

The Maternal Mortality Ratio in Nepal is one of the highest in South Asia and is especially a problem for 

women living in remote areas that lack of skilled birth attendants and access to EmOC services. UNICEF 

supported the Ministry of Health in implementing the Women’s Right to Life and Health Project 

(WRLHP), which aimed to reduce maternal mortality by improving the availability, quality and utilization 

of EmOC in Nepal
12

.  The WRLHP project supported the establishment of four comprehensive and four 

basic EmOC services.  EmOC services were linked to existing health structures and focused on an overall 

improvement and/ or re-establishment of services. The quality of services was improved by ensuring 

sanitation, water, electricity, labor and delivery rooms, female wards, operating theatres and equipment 

procurement, distribution and installation as well as training health staff. In addition, ‘community 

representatives were involved in the planning and design of health facilities which lead to improved staff 

motivation, a greater commitment to providing quality services, and an increased sense of ownership 

and public support of the facilities’.  

The “Woman’s right to Life Project” ended in 2004. Since then, UNICEF Nepal has adopted best practices 

from the project and scaled it up into other districts with additional components of evidence based 
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practices, in order to increase access and the quality of 24-hour delivery services for pregnant women. 

By supporting the Government of Nepal, initiatives involved health facility management committee 

members, community leaders, and NGOs during the planning of the service site. New projects were 

designed after the WRLHP project to ensure broader utilization of services, for example by the AMA 

program (free delivery service and transport incentive for pregnant women if she comes for institutional 

delivery) and the support of the WATCH groups who mobilize the community and increase demand for 

services. All these initiatives have and are helping to address the three delays by encouraging pregnant 

women and their families to use peripheral-level facilities. 

These initiatives embody a human rights approach as they focus on the State’s obligation to provide 

access to health care services to women, which has been defined by both the CEDAW and CESCR 

Committees as including EmOC. They also respond to the principles of participation, empowerment and 

sustainability identified in the OHCHR report (A/HRC/14/39) as they are designed to link to existing 

health services and their overall improvement, with community participation. 

 


