


Infections including STIs  
and HIV/AIDS

Invasion by pathogenic micro-
organisms in tissue producing 
tissue injury progressing to  
disease. Infections include a 
broad range of problems from 
urinary tract infections to STIs 
such as chlamydia, syphilis, 
gonorrhoea, genital herpes, HIV 
and AIDS to puerperal sepsis. 

Puerperal sepsis is any bacte-
rial infection of the genital tract 
which occurs after the birth of  
a baby. Symptoms usually 
include fever, abdominal pain, 
bleeding and discharge.

A sexually-transmitted infection  
is an infection that can be  
transferred from one person  
to another through sexual  
contact including intercourse 
(both vaginal and anal) or oral 
sex and rarely by kissing. 

Fifteen per cent of maternal 
deaths are the result of  
infections. 

It is estimated that about two  
million women with syphilis  
become pregnant in sub-Saha-
ran Africa annually. 

It is estimated that there are 
about two million women with 
syphilis.

Approximately fifteen per cent  
of the babies born to women  
in a study in Bolivia had  
congenital syphilis. 

Pre-eclampsia and  
Eclampsia

A pregnancy-induced hyperten-
sive disorder which can induce 
convulsions and eclampsia. 

63,000 deaths annually.

Mental Health Disorders in-
clude baby blues,  
moderate to severe  
depression, anxiety disorders 
and post-natal psychosis

Baby blues is being tearful  
and tired in the first week of  
childbirth.

Post-natal depression usually 
develops four to13 weeks after 
birth, but may be up to six 
months after birth. It causes 
ambivalence about the baby, 
low self-esteem, exhaustion and 
general inability to cope and 
thoughts of self-harm.

Risk factors include a previous 
history of depression or  
post-natal depression, poor  
relationship with partner,  
adverse social circumstances,  
an unplanned pregnancy,  
peri-natal death.

Puerperal psychosis is having 
pronounced disturbance within 
the first few weeks after birth 
with delusions and  
hallucinations. 

Risk factors include a previous 
or family history of psychosis, 
and young age. 

Baby blues is very common.  
In the United Kingdom it affects 
up to 50 per cent of women.

The prevalence of peri-natal 
depression is 10 to 30 per cent  
in many countries. 17 per cent 
of all maternal deaths are due  
to psychiatric causes in the UK.
 

Rehabiliation Unit, Addis Ababa Fistula Hospital, Ethiopia  
– MPs Study Tour, February 2009
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Christine McCafferty MP
Chair
The UK All Party Parliamentary Group on 
Population, Development and Reproductive Health		

The UK All Party Parliamentary Group on Population, Development and  
Reproductive Health held Hearings into Maternal Morbidity on 8th – 9th  
December 2008, in response to members’ quest for information, on this  
often neglected subject. 

Currently, there is no global definition of Maternal Morbidity, but millions  
of women and young girls suffer injury and disability. They live in shame  
and isolation, frequently abandoned by their husbands and excluded from 
economic and social lives, as a direct result of pregnancy and childbirth. 

Some of the most devastating injuries discussed in the report include  
obstetric fistula, prolapsed uterus, infertility and depression – all easily  
preventable, at a very low cost.

I recently visited the Addis Ababa Fistula Hospital, in Ethiopia, to see the  
wonderful work being done to restore the health and dignity of thousands  
of women. Words cannot express the trauma and distress I witnessed.  

Young girls curled up in the foetal position, doubly incontinent and unable  
to walk, due to obstetric fistula. It is a moral outrage that millions of women  
are allowed to suffer like this, in the 21st century. Political leaders must speak  
out to prevent further tragedy. 

Concerted action is needed to improve Sexual and Reproductive Health  
and Rights legislation and adequately fund appropriate policies.

Ministers of Finance around the world must understand that investing  
in women’s health, makes social and economic sense. 

 

Professional colleges have an enormous task ensuring improvements  
in the quality of obstetric care for all women, but especially for young girls. 

They also need to ensure that sufficient health workers are trained to cope  
with the increased demand. 

I believe that Traditional Birth Attendants have a role to play in the  
communities they serve. They should be trained to administer simple  
life saving drugs, including family planning, emergency contraceptives,  
misoprostol and antibiotics.

Health systems must be strengthened, in order to improve women’s lives  
and achieve the promises of the Millennium Development Goals (MDGs);  
in particular, MDG5 to improve Maternal Health. A range of family planning, 
including emergency contraceptives, skilled birth attendants and obstetric 
emergency care, must be accessible, affordable, appropriate and acceptable  
to all, irrespective of age, community or country. 

2009 is the 15th anniversary of International Conference on Population  
and Development Programme of Action; women, children and their families  
cannot wait any longer for the promises made 15 years ago by 179 leaders  
around the world.

It’s time for politicians to stand up and be counted.

In that context, I particularly want to express my appreciation to Baroness 
Tonge for her inspiration behind the Hearings; questioning whether women 
who die during pregnancy or childbirth are often better off, than the many 
women who survive, but suffer in silence.

Foreword

1 |  Foreword  | 2



The UK All Party Parliamentary Group on Population, Development and 
Reproductive Health would like to introduce you to a little known, little  
researched, and little understood topic: maternal morbidity. The definition  
is disputed, but the term roughly means women’s illnesses and injuries  
related to pregnancy and childbirth. It leaves 10 – 20 million women  
and girls every year with long-term physical, psychological, social and  
economic problems (RCM written evidence). Many women are abandoned, 
ostracised and alone. The grim series of complications include:

Obstetric fistula, perineal damage, prolapsed uterus, stress incontinence,  
puerperal infection and sepsis, haemorrhage, hypertensive disorder  
(pre-eclampsia) and fits, anaemia, infertility and ectopic pregnancy,  
depression and suicide.

Maternal morbidity has root causes in gender inequality and violence,  
poor access to education (especially for girls), early marriage, adolescent  
pregnancy, poor access to comprehensive quality sexual and reproductive 
health services and other social and economical determinants. 

Among the many structural problems in maternal health, the lack of health 
workers and drugs and supplies, economic inequity, remote populations,  
the low status of women and a lack of political will or ideologically driven 
policies are particularly important.

While there has been some progress in the health-related Millennium  
Development Goals (MDGs), MDG 5 to improve maternal health has shown  
the least progress. Maternal health is inextricably linked to development, 
poverty reduction and social inclusion. Investing in maternal health  
has wide social and general health benefits and makes economic sense.

Maternal morbidity can be effectively reduced by addressing the above  
determinants and by ensuring universal access to family planning and  
safe abortion, skilled attendance at birth, and basic and comprehensive  
emergency obstetric care. It has been proven that there are ways to mobilise 
women and community groups to help themselves to protect households  
from the devastating effects of an unwanted pregnancy, or a difficult  
and complicated delivery.

 

The UK All Party Parliamentary Group on Population, Development  
and Reproductive Health makes the following recommendations:

•	 Increase Political Will to ensure sufficient resources for maternal health  
	 including family planning, safe abortion, menstrual regulation and a clean  
	 and safe delivery (with more research, especially cost-benefit analysis  
	 on maternal health, to engage policy-makers, including Finance Ministers);

•	Increase Resources to Sexual and Reproductive Health and Rights (SRHR)  
	 to 10 per cent of Official Development Aid (ODA) as recommended  
	 at successive International Parliamentarians’ conferences (Ref 1),  
	 with attention to supporting country plans that include MDG target 5.B:  
	 “achieving universal access to reproductive health by 2015”;

•	Encourage Equitable Health Care by removing financial barriers and  
	 improving access to services by empowering women particularly through  
	 community groups;

•	Work in Partnership with the United Nations and the United Kingdom  
	 and International Royal Colleges for expansion and registration of health  
	 workers with appropriate ‘task shifts’, improve codes of practice, standards,  
	 guidelines, protocol and improve maternal health data collection;

•	 Improve SRHR Legislation and Policies world-wide with specific reference  
	 to legislating against child marriage and female genital mutilation,  
	 decriminalising abortion, preventing legislation that criminalises  
	 transmission of HIV and ensuring comprehensive linked SRHR and 
	 HIV/AIDS policies and strategies;

•	Make Governments Accountable by publishing country league tables  
	 on maternal health.
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Executive Summary

“Men between the ages of 15 and 44 face no single threat to their health  
and lives that is comparable to maternal death and disability”  
(CRR Written Evidence).
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Baroness Tonge
Hearings Chair and Treasurer
The UK All Party Parliamentary Group on Population,  
Development and Reproductive Health		

“We always hear the Millennium Development Goals emphasis on maternal  
mortality, but I do not think this covers the whole problem, especially  
nowadays when we talk of billions and trillions... you say ‘around half  
a million women die every year in childbirth’. We have to add to that,
that millions of women are permanently disabled and have their lives  
ruined by childbirth every year – some of them might even be better off dead!  
This inquiry is to strengthen the argument for women’s reproductive health.  
We are hoping to champion the cause of women’s health worldwide”

The UK All Party Parliamentary Group on Population, Development  
and Reproductive Health (the Group) warmly thanks hearing committee  
and panel members, Chair of the Group Christine McCafferty MP, and mem-
bers of the Group Lord Rea, John Bercow MP, Sandra Gidley MP, Lord Patel, 
Baroness Flather, Baroness Thomas and Baroness Northover. 

In addition, thanks are extended to NGO representatives on the hearing 
committee Jennifer Woodside (IPPF), Anne Quesney (MSI), Ros Davies (WCF), 
Amy Kesterton (Interact Worldwide) and Belinda Atim Tima (ICW) for their 
support, commitment and work on the Parliamentary Hearings and Report.

Special thanks also go to the experts from Professional Organisations,  
Non Governmental Organisations, Ministries of Health, Academic  
Institutions, Banks, United Nations Organisations, Foundations and  
Governments who all provided written and oral evidence to the Hearings.

Expert witnesses included:

The Group also thanks Carol Bradford for editing the Hearing Report,  
W.B. Gurney & Sons LLP staff for transcribing the Hearings, Yumi Kohsaka  
for design and Kari Mawhood for providing administrative and logistical 
support at the Hearings.

A thank you also goes to Ann Mette Kjaerby for her professional and technical 
knowledge and organisational skills.
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