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September 26, 2008

United Kingdom Parliament

All Parliamentary Group - Population, Development and Reproductive Health

Room 563 Portcullis House

Westminster, London 

SW1A 2LW

Re:
Submission of Evidence – Hearings into Maternal Morbidity
The Center for Reproductive Rights (“Center”) submits this letter in response to the UK All Party Parliamentary Group on Population, Development and Reproductive Health’s (Parliamentary Group) request for written evidence regarding maternal morbidity.  This submission draws on the work that the Center has done to address maternal mortality as a human rights concern in Brazil, India and Nigeria and provides an introduction to the International Initiative on Maternal Mortality and Human Rights.  The governmental failures to stop preventable maternal mortality described in this submission contribute on an even larger scale to maternal morbidity.  Indeed, for every woman who dies from obstetric complications, approximately 30 more suffer injuries, infection and disabilities.
     
The Center is a non-profit legal advocacy organization dedicated to defending and promoting women’s reproductive rights worldwide by securing reproductive rights in constitutional and international human rights law.  The Center has partnered with women’s rights advocates around the world, working in over 50 countries on cases, fact-finding reports, legal publications and law reform efforts.
  
Overview

Maternal Mortality
Around the world, pregnancy poses profound risks for women: one woman dies every minute from causes related to pregnancy and childbirth,
 with over half a million women dying per year.
  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.

In 2005, there was an estimated 533,000 maternal deaths worldwide, 99% of which occurred in developing countries.
  Complications from pregnancy and childbirth are the leading cause of death for young women and girls between the ages of 15-19 in developing countries.
  Rural and low-income women are at greatest risk of suffering maternal death and disability.
  Maternal mortality and morbidity not only threaten women in the developing world, but also in industrialized nations due to racial and gender inequalities within those countries.

The majority of maternal deaths are easily preventable at a low cost.
  Most maternal deaths are caused by hemorrhage, sepsis, hypertensive disorders of pregnancy, particularly eclampsia, prolonged or obstructed labour and complications of unsafe abortion,
 most of which could be managed by health-care workers with midwifery skills.
  Neither technologically advanced equipment, nor costly drugs are needed to address common pregnancy complications such as infection, shock, blood loss and convulsions, or to perform a caesarean delivery.
  

Preventable maternal mortality and morbidity are thus increasingly recognized as critical human rights issues.   Because all governments have the capacity to save women’s lives, their failure to do so is an abdication of their duty to ensure women’s enjoyment of the rights to life and health (see attached Appendix for additional discussion of the human rights framework applicable to maternal mortality).
Evidence Regarding Maternal Mortality: Brazil, Nigeria and India
Brazil, India and Nigeria have relatively high maternal mortality rates, despite their improving economic status.  Last year, the Center filed a complaint with the CEDAW Committee to hold Brazil accountable for its unacceptable number of maternal deaths, despite its relatively strong economic base.
  Additionally, the Center conducted fact-finding missions in Nigeria and India, two countries with the highest maternal mortality ratios (MMR) in the world, to investigate the governmental failures contributing to maternal mortality.  Further, a complaint was recently filed before a state high court in India regarding the death of a pregnant woman due, in part, to her HIV status.

What follows is a more in-depth discussion of the maternal mortality in Brazil, Nigeria and India and advocacy undertaken in those countries, as well as an overview of the IIMMHR, a civil society initiative seeking broad recognition that preventable maternal mortality is a human rights concern. 
Maternal Mortality - Evidence
Brazil

Brazil accounts for almost a third of all maternal deaths in Latin America.
  The primary direct causes of maternal death in Brazil are eclampsia, pre-eclampsia, hemorrhage, infection, and unsafe abortion,
 but the root causes are socio-economic and gender-based disparities in access to health care.
 

Demographically, maternal mortality rates are much higher in the North/Northeast of Brazil, the poorer, more rural regions of the country.  Specifically, while nationwide maternal deaths account for 2.9 % of all registered deaths of women aged 10-49 years, this proportion increases in the North and Northeast to 4.8 % and 4.2 %, respectively.
  A United Nations report on MDG progress in Latin America notes that although maternal mortality affects women of all income levels, “the fact that it is more prevalent among women from lower socio-economic groups makes it a poverty-related issue . . . .”
 

Women of African descent, and indigenous, low-income and single women living in the poorest regions of Brazil, are disproportionately affected by maternal mortality.
  Maternal mortality rates are higher among Afro-Brazilian women in all age groups.
  For example, Afro-Brazilian women from that state of Paraná are 7 times more likely than other women to die from pregnancy- and childbirth-related causes.
  
Brazil’s Federal Parliamentary Commission of Inquiry on Maternal Mortality recently reported that 98% of maternal death cases in Brazil are preventable,
 yet “maternal mortality rates [in Brazil] have not decreased in the past fifteen years, despite subsequent economic improvements.”
  The primary problem is the government’s lack of political will to reduce preventable maternal mortality.  Brazil has been hailed as a global leader in preventing the spread of HIV/AIDS.  Its progress has been attributed to the country’s “commitment to a proactive, aggressive agenda – based on a strategy that encompasses prevention . . . , treatment . . . , and the promotion of human rights of people living with the virus.”
  Brazil has also surpassed expectations in combating extreme poverty.
  For example, between the early 1990s until 2004, the level of extreme poverty dropped from 23.4 percent to 14.2 percent.
  This reduction represents 78 % of the progress Brazil pledged to achieve by 2015.
  It has also reduced infant mortality from 50 deaths per 1,000 live births in 1990, to 31 deaths per 1,000 live births in 2001.

In stark contrast to Brazil’s progress in reducing HIV transmission, poverty, and infant mortality, the government has failed to similarly reduce the incidence of maternal mortality,
 or address the issue with any urgency.  For example, in Brazil’s Multi-Year Plan for 2004-07, it identified seven priorities in the area of health; however, not one of those priorities was to reduce maternal mortality.
  Moreover, in response to a recent survey conducted by the Economic Commission for Latin America and the Caribbean that analyzed the state of health in 17 countries, Brazil made no reference to maternal health as one of its top three health priorities.
 Complete omission of maternal mortality is indicative of the government’s failure to treat it as a serious problem.
The Brazilian government recently introduced initiatives to improve maternal health such as the 2004 National Pact for the Reduction of Maternal and Neonatal Mortality, which promotes collaboration between actors at the federal, state and municipal levels to reduce maternal and newborn deaths,
 and the Family Health Program (PSF), which was created to restructure the delivery of primary health care within the universal health system, and eventually, to encompass the Community Health Agents Program.
  State-level programs call for improved delivery care for pregnant women and postpartum care for mothers and children,
 and municipal-level programs seek to educate pregnant women about their rights.
  Nevertheless, these programs have not proven effective.  In fact, the World Bank has noted flaws in some of the initiatives and predicted that they were not likely to significantly reduce maternal deaths.
    
Despite Brazil’s financial capability to reduce maternal mortality, it has failed to take steps to do so.  This sobering reality is demonstrated by the following case, which the Center has brought to the attention of the CEDAW Committee.
Alyne da Silva Pimentel v. Brazil
Alyne da Silva Pimentel was a 28 year-old Afro-Brazilian woman who died of preventable maternal mortality. Alyne was six months pregnant and complaining of nausea, vomiting and abdominal pain, when she arrived at a local Rio de Janeiro health center on November 11, 2002.  While her symptoms indicated a high risk pregnancy, the doctor did not examine her for pregnancy complications, rather she was sent home with vitamins and cream.  Still experiencing severe pain, Alyne returned to the hospital two days later to learn that her fetus had died.  Despite this diagnosis and the fact that she continued to vomit and feel ill, she was left unattended until doctors finally induced labor. Almost six hours later, Alyne delivered a stillborn fetus. While established medical standards dictate that Alyne should have undergone surgery immediately to prevent postpartum hemorrhage and infection, surgery was not conducted until the morning after delivery. After the surgery, Alyne experienced severe hemorrhaging and her condition worsened, yet doctors failed to examine her further. She continued deteriorating and her family was told that she needed to be transferred to another hospital but that the health center was unwilling provide an ambulance. Alyne remained in critical condition and started to show signs of a coma while she waited for an ambulance.  She was forced to lie in an emergency room hallway because no beds were available.  Alyne died on November 16, 2002, 5 days after she had first visited the health center (see attached Alyne Tool Kit for more information). 
Alyne’s family sought recourse within Brazilian courts, to no avail, for over four and half years.  On November 30, 2007, the Center and ADVOCACI filed a complaint before the CEDAW Committee on Alyne’s behalf.
  The petition alleged that the government violated Alyne’s rights to life, health, and redress in Brazilian courts.  These rights are grounded in both Brazil’s constitution and international human rights treaties, CEDAW in particular.  The petition also highlighted the racial and socio-economic factors that contribute to treatment disparities in Brazil, as indigenous, poor, single and Afro-descendent women are disproportionately affected by the country’s high rates of pregnancy-related deaths. The petition called for compensation to Alyne’s family, including her nine year-old daughter.  It also asked that the government be required to prioritize the reduction of maternal mortality, including by training providers, establishing and enforcing protocols, and improving care in vulnerable communities. 

The Alyne da Silva case is the first individual communication on maternal mortality presented before a UN treaty monitoring body.  The case has the potential to generate analysis and recommendations from the CEDAW Committee regarding preventable maternal mortality as a violation of human rights. 
Nigeria

Nigeria has the world’s second-highest number of maternal deaths, with approximately 59,000 of such deaths taking place annually.
 Although Nigeria makes up 2% of the world’s population, it accounts for 10% of its maternal deaths.
  Nigeria’s MMR is 1,100 maternal deaths per 100,000 live births.
 For every maternal death, 20 other women suffer serious and often permanent pregnancy-related complications and health problems.
  A woman in Nigeria has a 1-in-18 risk of dying in childbirth or from pregnancy-related causes during her lifetime,
 which is higher than the overall 1-in-22 risk for women throughout sub-Saharan Africa.
  The situation in Nigeria is described at greater length in the attached report Broken Promises: Human Rights and Maternal Death in Nigeria, published by the Center and the Women Advocates Research and Documentation Centre (WARDC).

The majority of maternal deaths in Nigeria are preventable.  While the Nigerian government has passed laws and policies to address maternal mortality and morbidity, these actions have not led to significant improvements in maternal health.  A number of factors inhibit the provision and availability of maternal health care in Nigeria including: “the inadequacy or lack of implementation of laws and policies, the prevalence of systematic corruption, weak infrastructure, ineffective health services, and the lack of access to skilled health-care providers.”
  Moreover, Nigeria has a dysfunctional health-care system where all levels of government (federal, state and local) have failed to prioritize their health-care duties,
 with no political or legal repercussions.
 
Nigeria’s high MMR is also due to the government’s lack of resource allocation and the inadequate use of the resources that are allocated.  In 2001, the government willingly pledged to allocate a minimum of 15% of its annual budget to improving the health sector,
 yet that pledge remains unfulfilled, leading to an insufficiently funded maternal health-care sector.  
Infrastructural, institutional and financial barriers such as high user fees, detention of women unable to pay these fees, lack of access to health care centers, mistreatment by staff and outdated malfunctioning equipment, among other things, have also contributed to Nigeria’s maternal mortality.  Moreover, the Nigerian government has failed to ensure access to family planning and contraceptives, which is critical to reduce maternal mortality. The percentage of Nigerians who use any method of contraceptives ranges from 13.3% to 15.6%, and only 8.9% to 11.6% use modern contraceptives.
  As a result, 1 in 5 pregnancies is unplanned.
 As Nigeria has one of the strictest abortion laws in the world, permitting abortion only to save a woman’s life,
 it is estimated that 456,000 unsafe abortions occur annually,
 leading to around 34,000 deaths each year.
   

Nigeria has an extensive number of laws and policies addressing maternal-health issues, indicating recognition of maternal mortality and morbidity as pressing issues.  However, the lack of adequate implementation of these laws confirms a lack of political commitment to reduce maternal death and morbidity.
  

Advocacy Initiatives in Nigeria

Broken Promises: Human Rights and Maternal Death in Nigeria was launched in New York in July 2008 and in Nigeria in September 2009, to bring attention to the problem of maternal mortality and to engage with key stakeholders.  The report was also presented to the CEDAW Committee, which issued Concluding Observations to the government that included an extensive discussion of Nigeria’s appalling MMR, calling upon the government to take immediate action.
  
India

India has the highest number of maternal deaths worldwide.
 Roughly 1 maternal death occurs every 5 minutes, accounting for 15% of all deaths of women of reproductive age.
  In 2005, there were an estimated 117,000 maternal deaths in the country,
  which accounts for almost one-quarter of the estimated half a million preventable maternal deaths that take place globally within the same time frame.
  

Maternal deaths due to pregnancy- and childbirth-related complications are among the leading causes of death of women in India.
  Fewer than half of all women give birth with the assistance of skilled attendants, and most deliveries take place in the home.
 Although the most common direct causes of maternal death are hemorrhage, sepsis and anemia,
 the underlying causes of the epidemic are poor or inaccessible health-care facilities, lack of access to family planning and safe abortion, and poor nutrition.
 

Rural and low-income women fare worst in both access to and quality of care.
  A low-income woman in India is 7 times less likely than an affluent woman to have a skilled birth attendant assist her delivery,
 and according to a study published by the World Bank, “the relationship between poverty in the area that the doctor practices in and his or her competence stands out.  In India . . . [both public and private] doctors in poorer areas are less competent than those in richer areas.”
 

The government’s failure to prevent maternal mortality hinges primarily on women’s lack of access to health care.  India’s health budget in proportion to its GDP is among the lowest in the world.
  Public health centers are insufficiently financed, resulting in inadequate equipment, training, and supplies.
  Additionally, there are insufficient numbers of public health facilities and providers in India, and their quality of care is measurably worse than that provided by private practitioners.
   Thus, rural women who rely on public health services lack competent primary care, appropriate referrals, and timely transport to emergency facilities.
 
The government has also failed to address the social stigma and discrimination faced by pregnant women with HIV.  It is estimated that between 1.8 and 3.2 million people in India are living with HIV or AIDS,
 with women making up a significant--and increasing--proportion of this total.
  HIV/AIDS adversely impacts pregnancy
 by putting HIV-positive pregnant women at greater risk of both complications
 and other infectious diseases with adverse impacts on pregnancy, such as tuberculosis
 and malaria.
  In addition to the clinical risks, HIV-positive women in India are further endangered by the discrimination and stigma they face in the health-care system, which leads to substandard care
 or no care whatsoever.  These bleak realities are demonstrated in the case below.
Gita Bai v. India
Gita Bai was low-income 30 year-old woman who had four children and was pregnant for the fifth time, when she went to a local hospital in Madhya Pradesh for treatment on March 31, 2007.
  After a preliminary examination, she was taken to the ward for admission.  However, once the medical staff realized she was HIV-positive they discharged her without providing her Nevarapin to prevent HIV transmission to her newborn.  Gita Bai was instructed to return on April 2, 2007.
  As Gita Bai reached an advanced stage of pregnancy, suffering labour pains, doctors forcibly prevented her from re-entering the hospital because of her HIV-positive status.  
Upon her departure, Gita Bai delivered her child outside the hospital.  Again, hospital staff and security guards refused to allow Gita Bai into the hospital.  Two days later, she was brought back to the hospital, as her condition worsened.  She was admitted 3 hours after her arrival and then treated 4 hours later.  When Gita Bai’s condition became critical, she was moved to another ward without any further treatment.  The next day, Gita Bai’s condition worsened, but she was not attended to.  Gita Bai died that evening of sepsis and excessive bleeding. The hospital failed to perform a post mortem and attempted to quickly dispose of her dead body.  The police refused to register a formal complaint against the hospital for Gita Bai’s death. 
At the prompting of civil society groups, the State Human Rights Commission ordered a magisterial inquiry in April, but no action has been taken.  As a result, in October 2007, the Human Rights Law Network (HRLN) and the Center drafted a petition to file in the state high court seeking an immediate investigation into Gita Bai’s death and compensation for the family.  Unfortunately, the petition was not filed when Gita Bai’s husband backed out of the process.
  This is a common trend in the region where ordinary citizens are daunted by the legal process due to various factors including lack of faith in the judicial system.
International Initiative on Maternal Mortality and Human Rights

In addition to international advocacy and litigation, in October 2007, the Center helped launch the International Initiative on Maternal Mortality and Human Rights (IIMMHR), in collaboration with six other organizations.
  Unveiled at the Women Deliver Conference in London, the IIMMHR is a groundbreaking multi-sectoral collaboration aimed at addressing maternal mortality as a human rights imperative.  The primary aim of the IIMMHR is to ensure that polices and practices of key stakeholders successfully address maternal mortality as a matter of human rights.  Accordingly, the IIMMHR calls upon governments and donors to increase political commitments to reducing maternal mortality, increase maternal health-targeted funds, strengthen maternal health programs and develop monitoring and accountability mechanisms for maternal health (see attached brochure).  The IIMMHR will also implement three to four field projects to work toward tangible change on the ground.

In the words of the former Special Rapporteur on the Right to Health, Paul Hunt, “[i]t is time to recognize that avoidable maternal mortality is a human rights problem on a massive scale.”
 Through the submission of this letter, the Center hopes the Parliamentary Group will consider the provided written evidence when conducting hearings on maternal morbidity.
Sincerely,

[image: image3.jpg]120 Wall Street
New York, New York 10005
Tel. 917 637 3600 Fax. 917 637 3666

www.reproductiverights.org




Ximena Andión Ibañez 

International Advocacy Director
Center for Reproductive Rights
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