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Alyne da Silva Pimentel v.  Brazil 
Tool Kit
Facts of the Case

· When Alyne da Silva Pimentel Teixeira, a 28-year-old Brazilian woman of African descent, was six months pregnant, she went to her local health center – Casa de Saúde Nossa Senhora da Glória de Belford Roxo Health Center,
 located in Belford Roxo, in the state of Rio de Janeiro – because she was experiencing severe nausea and abdominal pain.
· Despite the fact that Alyne’s symptoms, which included nausea, vomiting and abdominal pain, indicated a high risk pregnancy, the doctor did not perform tests to determine whether Alyne was having pregnancy complications.  Rather, Alyne was assured that she was in good health and was sent home with some medication and vitamins and a future appointment for tests. 

· However, Alyne continued to experience severe pain, and so returned to the Health Center two days later.  At that point, she learned that the fetus she was carrying did not have a heartbeat. 

· Despite this diagnosis and despite the fact that she continued to vomit and feel ill, Alyne was left unattended by the medical staff until doctors finally started efforts to induce labor.  Almost six hours later, Alyne delivered a stillborn fetus.  Immediately afterwards, she became disoriented.

· Despite the fact that established medical standards dictate that Alyne should have undergone surgery immediately to prevent postpartum hemorrhage and infection, it wasn’t until the morning after delivery that the necessary surgery was started.  After the surgery, Alyne began severe hemorrhaging and her condition worsened.  Despite her serious and worsening symptoms, the doctors neglected to perform any additional tests to determine the reasons for her illness.

· When Alyne’s mother called to inquire about Alyne’s well-being, she was assured by the medical staff that Alyne was well despite hospital records indicating otherwise. 

· Alyne’s symptoms continued to deteriorate: the following day, she became more disoriented and she experienced difficulty breathing and was hemorrhaging. 

· Later that day, doctors informed Alyne’s mother that Alyne had developed digestive hemorrhaging and required a blood transfusion.  The Health Center decided that Alyne should be transferred to a hospital with better facilities, and finally found a hospital – the municipal Hospital Geral de Nova Iguaçu – with available space.  However, the hospital was unwilling to use their only ambulance to transport Alyne – thus, Alyne’s mother and husband had to try to find a private ambulance, which they were unable to do. 

· Alyne waited for eight hours for an available ambulance.  During that time, she remained in critical condition and started to show signs of coma.

· When she finally arrived at the hospital, Alyne’s condition had deteriorated significantly.  Even in her condition, Alyne was forced to lie in a makeshift area in the emergency room hallway because beds were unavailable.  Because the medical attendants had failed to bring Alyne’s records from the Health Center, the treating physician was provided with only a verbal account of Alyne’s symptoms.  
· When Alyne’s mother visited her the following day, she found that Alyne was pale, with blood on her mouth and on her clothes.

· That same day, November 16, 2002, Alyne died at 7:00 p.m.  This was five days after she had first visited the Health Center. 

· The autopsy indicated that Alyne died from digestive hemorrhage.  According to the doctors, this was a consequence of the delivery of the stillborn fetus.  Doctors also later told Alyne’s mother that the fetus had been dead in Alyne’s womb for several days and that this had been the reason for Alyne’s death. 
· According to these facts, as well as health and medical literature, Alyne’s death was preventable.  
· Alyne’s mother sought redress for Alyne’s death on February 13, 2003.  She filed a petition for civil indemnification for material and moral damages against the state-sponsored health-care system.  However, since that time, almost five years ago, neither the judiciary nor the government has acted.  The Brazilian judiciary has clearly failed to provide an effective and timely remedy for the violation of Alyne’s rights.
· Thus, on November 30, 2007, on behalf of Alyne and her family, the Center for Reproductive Rights and Advocaci brought this case before the United Nations Committee on the Elimination of Discrimination against Women.  The petition argues that the Brazilian government violated Alyne’s rights to life, health and redress.  These rights are guaranteed by Brazil’s constitution as well as by international human rights treaties.  
Maternal Mortality in Brazil: Contextual Considerations
I. Overview of Maternal Mortality

For the year 2005, the World Health Organization (WHO) estimated that 536,000 women died from pregnancy- and childbirth-related complications worldwide.
  The majority of these deaths occurred in low- and middle-income countries, while less than 1 percent occurred in high-income countries.
  Complications could arise for any woman during pregnancy and during or after childbirth that require immediate medical care.  However, access to quality maternal health-care services in high-income countries has substantially minimized the risk of death from such complications.  By contrast, pregnancy or childbirth-related complications remain fatal for women in low- and middle-income countries.  

Alarming incidences of maternal deaths have gained greater recognition at the international level.  Recent conferences such as the 1994 International Conference on Population and Development (ICPD) in Cairo, the 1995 Fourth World Conference on Women in Beijing, and the 1997 Safe Motherhood Technical Consultation in Colombo, raised awareness in the international community regarding the prevalence of maternal mortality in low- and middle-income countries.  In 2000, 189 countries agreed to eight Millennium Development Goals (MDGs), one of which is the reduction of maternal mortality.  Specifically, the MDG aims to “[r]educe by three quarters, between 1990 and 2015, the maternal mortality ratio.”
   

Along similar lines, the ICPD Programme of Action indicates that maternal health services should include:
education on safe motherhood, prenatal care that is focused and effective, maternal nutrition programmes, adequate delivery assistance that avoids excessive recourse to caesarean sections and provides for obstetric emergencies; referral services for pregnancy, childbirth and abortion complications; post-natal care and family planning. All births should be assisted by trained persons, preferably nurses and midwives, but at least by trained birth attendants.
      
A. Maternal Mortality has Detrimental Effects on Children and Families

Not only does maternal mortality adversely affect pregnant women, but it has detrimental effects on the health and livelihoods of their children and families.  For example, children who have lost their mothers face an increased risk of dying, are less likely to attend school, and may receive less health care in their lifetime.
  These children may also be more likely to participate in the labor force, which, in turn, leads to increased illness and injury,
 and are more likely to enter foster care, which is associated with a host of problems, including poor health and education.

With respect to families, maternal deaths deprive family members of crucial income and informal care-giving, which may trigger changes in household consumption, savings, and investment patterns.
  Maternal deaths are also associated with increased psychological difficulties in the family, including depression.

A recent WHO study that sought to evaluate the social and economic consequences of maternal mortality, stated that the direct and indirect effects of maternal mortality “have depriving effects on the affected households and society as a whole.”
  

B. Maternal Mortality is Easily Preventable and at a Low Cost

Despite high incidence of maternal mortality worldwide, the majority of maternal deaths are easily preventable and at a low cost.
  In fact, most maternal deaths are caused by infections, hemorrhage and unsafe abortion,
 all 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.
 

The cost to provide services necessary to combat maternal mortality in low-income countries is estimated to be only three dollars per person annually.
 Those three dollars would “cover a skilled health worker to assist every delivery, access to essential obstetric care for mothers and their infants when complications arise, and family planning information and services so that unwanted pregnancies and unsafe abortions can be avoided.”
  Therefore, “[r]educing maternal mortality is not necessarily dependent on economic development”
 but rather can be achieved with minimal resources and training.

II. Maternal Mortality in Brazil
A. Maternal Mortality Statistics – At a Glance

Data released in 2007, by the WHO, the United Nations Children’s Fund (UNICEF), the United Nations Population Fund (UNFPA), and the World Bank, indicates that 12,920 women die annually from complications related to pregnancy and childbirth in Latin America and the Caribbean.
  In fact, 1 in 290 women are at risk of dying from such complications in the region.
   

With respect to Brazil, in 2005, the WHO and other agencies calculated that 4,100 women die from pregnancy- or childbirth-related complications every year.
  The Brazilian government reports the country’s maternal mortality ratio to be 76,
 however, international agencies such as the WHO, UNICEF, UNFPA and the World Bank report the ratio to be 110.
  Furthermore, the United Nations Development Assistance Framework Common Country Assessment for Brazil recently referenced, in its 2005 report, the high maternal mortality rates and “large disparities in health care funding by region . . . .”
  It specifically noted that Brazil’s maternal mortality rates are “considerably higher than those of countries with lesser levels of development, and are generally conceded to be unacceptable.”
 

Demographically, maternal mortality rates are much higher in the North and Northeast of Brazil, which contain a greater share of poverty and larger rural populations than the rest of the country.  Specifically, while nationwide maternal deaths account for 2.9 percent of all registered deaths of women aged 10-49 years, in the North and Northeast, this proportion increases to 4.8 percent and 4.2 percent, respectively.
  In particular, women of African descent, and indigenous, poor and single women living in the poorest regions of Brazil, are disproportionately affected by maternal mortality.
  In fact, 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...”
  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.
 

The Federal Parliamentary Commission of Inquiry on Maternal Mortality in Brazil recently reported that 90 percent of maternal death cases in Brazil are preventable.
  Nevertheless, according to the Commission, “maternal mortality rates [in Brazil] have not decreased in the past fifteen years, despite subsequent economic improvements.”
  The country’s maternal mortality problem stems, in part, from the Brazilian health-care system.  Notably, 91.5 percent of childbirth is performed in public hospitals,
 and approximately 66 percent of women who die from pregnancy-related causes rely completely upon the public-health system when giving birth.
  
B. Brazil’s Failure to Prioritize Reduction of Maternal Mortality

Despite the high incidence of maternal deaths in Brazil, the government has failed to prioritize reduction of maternal mortality in accordance with its MDG commitments.  While Brazil has made some significant strides in meeting the MDG goals, it has failed to do so with respect to maternal mortality.  For example, Brazil has been hailed as a global leader in its recent efforts to prevent 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 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 percent 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.
  While Brazil accounts for over a quarter of all maternal deaths in Latin America,
 the government has yet to treat maternal mortality with any sense of 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.
  By contrast, Bolivia, Guatemala and Nicaragua listed maternal and child mortality as their top health concern, and Peru identified maternal mortality as its third most serious health problem.
  Brazil’s government’s failure to even reference maternal mortality is indicative of its failure to treat it as a serious problem.

A government audit of maternal mortality monitoring and prevention efforts in Brazil further reveals the government’s inadequate efforts to address maternal mortality.  The audit, carried out in 2000 by the Tribunal de Contas da União (TCU), Brazil’s Court of Audit, sought to evaluate the performance of the Ministry of Health’s technical units, as well as that of the national committee and the state and municipal committees on maternal mortality, to ensure the constitutional rights to access to health services and protection of maternity and pregnancy.
  The TCU found that each of the sources consulted unanimously admitted an under-evaluation of the number of maternal deaths by at least two times the official figures, thus making Brazil’s actual maternal mortality ratio at least 103,
 31 points higher than the government’s reported estimate of 76
  

The TCU also found that many of the maternal deaths were attributed to preventable causes, such as hypertension, hemorrhage and infection.
  Along similar lines, the TCU found that the majority of maternal deaths occur in low-income families and families that had not completed a basic education.
  With respect to government infrastructure, the TCU found that of the 24 state committees established to address maternal mortality, only 14 of them were operative.
  As such, the TCU deemed Brazil’s monitoring efforts to be incomplete.
  
A separate assessment conducted in 2001 to assess Brazil’s MDG compliance was no more encouraging.  According to the government’s report, only 18 states were actually investigating maternal deaths, and only seven were relying on regional and municipal committees to enable them to conduct complete and systematic investigations.

While conceding that maternal mortality is a “serious concern,” the State claims that it is “not one of the ten causes of death of women in reproductive age [sic]”,
 though studies show that maternal mortality is actually one of the top ten causes of death for women of reproductive age in Brazil,
 and is even more common a cause of death for younger women.

C. The Economic Situation in Brazil

Analysis of Brazil’s economy, distribution of wealth, and allocation of government resources, also confirm the government’s failure to prioritize the reduction of maternal mortality.  While income levels for Brazil’s poorest communities have increased, income disparities throughout the country remain extremely high.
  The wealthiest quintile receives 62.4 percent of the country’s income, a share that is 20 percent larger than that of the poorest quintile.
  Further, Brazil’s distribution of income marks it as one of the most unequal countries in Latin America, second only to Bolivia.
  In fact, Brazil is considered one of the least equitable countries in the world.

In terms of demography, about 85 percent of Brazil’s population lives in urban areas.
  Though many of the country’s poor live in urban areas, the percentage of poor people living in rural areas (57 percent) is more than twice as large as the percentage of poor living in urban areas (27 percent).
  There are also significant regional variations in poverty levels and inequality.  For example, in 2002, the proportion of people living in extreme poverty in the Northeast (25.2 percent), was almost five times higher than in the Southeast (5.2 percent).
 

The distribution of Brazil’s health funding has been cited as one of the reasons for the country’s poor state of maternal health.
  According to recent estimates, approximately 10 percent of government spending goes toward health.
  Nevertheless, the federal government devotes significantly more of its health funding to programs related to HIV/AIDS, school lunches, and immunizations, as opposed to programs aimed at improving maternal health.  For example, in 1999, the combined budgets for the Program for Women’s Health and the Program for Child Health and Maternal Breastfeeding (both programs of the Ministry of Health) was R$ 5.6 million, and together, these two programs had 25 staff members.  By contrast, the Ministry of Health’s STI/AIDS program had a budget of R$106.5 million, with a staff of 120 professionals.  As such, the STI/AIDS program received nearly 20 times the funding and benefited from five times the staffing, in comparison to maternal health programs.

With respect to Brazil’s public spending in general, observers have criticized the government’s inequitable social spending, which often neglects the country’s most vulnerable populations.  In 1997, the Inter-American Commission on Human Rights reported that:
[a]n examination of the distribution of public spending for social services (health care, education, and social security) shows it to be distorted in favor of the wealthy, who receive the greatest benefits, when by definition such public expenditures are supposed to compensate poor families and help to reduce the inequality of access to opportunities and basic services.
  

Additionally, a study conducted by the United Nations Country Team in Brazil also noted with concern that although 15.5 percent of Brazil’s GDP is spent on the “social domain”—more than other comparable countries—these expenditures have had a limited effect on reducing poverty and inequality.  The Country Team also noted that roughly two-thirds of government social spending goes toward social security, a system that tends to neglect the poorest since they are rarely part of the formal work sector.  Even more alarming is the fact that two-thirds of these social security transfers are received by those already in the upper quintile of income distribution.
 

D. Gender Inequalities in Brazil

Discrimination on the basis of gender in Brazil is particularly obvious in its labour market where women’s rates of participation are 20 points lower than for men. 
  Occupational segregation and salary discrimination are also major problems.
  For example, 95 percent of domestic services workers are female.
  Women are more likely than men to work in the informal sector in Brazil, and they also face higher rates of unemployment (around 50 percent)
 and underemployment.
  Despite the fact that women have higher levels of education than men, in a 2002 review by the World Bank study it was reported that women earn only 66 percent of what men do.
 As such,  Brazil’s gender wage gap is one of the highest in Latin America and the Caribbean.

Adding to this inequality is poor availability of childhood care and education, which prevents women from entering the labour force because they have primary household responsibilities in the absence of such facilities to mind their children during work hours.
  Furthermore, studies have found gender biases being taught in the education curriculum, including gender stereotypes and segregation, linking men to public life and women to the private sphere.
  Additionally, women face increasing incidence of HIV/AIDS, particularly among young women and poor women.

Women’s lesser economic and social status as a whole can contribute to a lack of attention a state places on the protection of women’s health and survival, and it also can contribute to the obstacles individual women face in accessing the health care necessary to secure their overall health and to avoid and treat complications relating to pregnancy.  Brazilian women’s lack of substantial access to the modern health care system in is evident in the Ministry of Health’s estimate that 260,000 women are hospitalized each year in the public health system (SUS) due to complications from unsafe abortions,
 and in its rising maternal mortality rate.
  

E. Racial Dynamics in Brazil
In addition to the economy, Brazil’s racial dynamics play an important role in the country’s high incidence of maternal mortality and the government’s relative failure to meet its MDG obligations to reduce maternal mortality.  In Brazil, 53.7 percent of the population is classified as white, 38.5 percent is classified as “mixed race,”
 6.2 percent is classified as black, 0.9 percent is classified as other, and 0.7 percent is unspecified.
  Afro-descendants account for 61 percent of the country’s poor.
  By Brazil’s own admission, “poverty is concentrated on black or Afro-descending women”
 and in 2006 the Minister of Health even publicly admitted the existence of racism in public health services provided by the SUS to black patients.
 

Women of African descent in Brazil “have less access to education, lower social and economic status, and worse housing and living conditions than of white women.”
  Additionally, black women are the main victims of discrimination in the labor market.
  According to a 2005 United Nations report, this is because black women are “subject to double discrimination,” based on their status as women and Afro-descendants.
 

Along similar lines, the United Nations Committee on Economic, Social and Cultural Rights has expressed concern regarding the “widespread and deeply rooted discrimination against Afro-Brazilians, indigenous people and minority groups such as Roma women and the Quilombo.”
  

Maternal mortality rates are higher among black women in all age groups.
  For example, black women in the state of Paraná account for 8.2 percent of all maternal deaths, while they represent only 2.2 percent of the population.
  In other words, black women from that state are 7 times more likely than other women to die from pregnancy- and childbirth-related causes.
  Another example is in the state of Santa Catarina, where black women make up 10.3 percent of the state’s total population but account for 40 percent of maternal deaths in 2005.
  The highest rates of maternal mortality occur in the Northern and Northeast regions of the country, particularly in rural areas,
 where a majority of Brazil’s Afro-descendant population lives.

On a related note, health care during pregnancy and delivery varies substantially for black and white women.  Doctors are less likely to perform breast and gynecological exams and to prescribe vitamins during prenatal care for black women, than for white women.
  In fact, according to a study conducted in the state of São Paulo in 1997-98, twice as many black women than white women reported that they had not received any prenatal care during their pregnancy.
  Furthermore, according to a United Nations study, nationwide, only 45 percent of white women had fewer than six prenatal visits, compared to 66 percent of black women and 74 percent of indigenous women.
  Black women were also provided with less information about pregnancy, delivery, and post-natal care of children.  For example, only 62.5 percent of black women were told the signs of labour, 26.6 percent were not told the importance of early breastfeeding, and 18.3 percent were not being told the importance of prenatal examinations.

F. Health Care in Brazil
Health care is essential to reducing maternal mortality rates.  In fact, experience indicates that maternal mortality rates are “largely a function of the quality of health care, not of the impact of education, nutrition, or income.”
  The Brazilian government has made recent efforts to address maternal health through its health-care system, however, inadequacies in the country’s health-care system and disparities in access to health care likely impede the government’s efforts.  

Brazil’s health-care system consists of two components: a public system with universal access and the private system, referred to as the supplementary system.  The public system, the Sistema Único de Saúde (SUS), was created to ensure the “constitutional and universal right to health.”
  The SUS is the sole source of health care for 76 percent of Brazil’s population,
 however, a substantial segment of the population covered by the private system also utilizes the public network.
 

1. Recent Efforts to Improve Maternal Health within the Health-Care System

The Brazilian government recently introduced various initiatives to improve maternal health.  For example, in 2004, the government launched the National Pact for the Reduction of Maternal and Neonatal Mortality, which promotes collaborative actions between actors at the federal, state and municipal levels to reduce maternal and newborn deaths.
 

Another initiative is 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.
  
Several programs have also been introduced at the state level to improve delivery care for pregnant women and postpartum care for mothers and children.
  Programs launched in São Paulo and other states seek to accredit “hospitals that provide quality maternity care and that allow newborns to stay with their mothers at birth, permit mothers to feed their infants at their own schedules, and encourage women to visit before they deliver.”
 
At the municipal level, programs have been created to identify and educate pregnant women about their rights.
 

At present, it is unclear whether recent government efforts to promote maternal health will reduce maternal mortality.  In 2002, the World Bank attempted to examine the state-level initiatives mentioned above, but determined that it was too soon to evaluate the success of these programs.
  The World Bank, however, noted flaws in some of the initiatives and predicted that they were not likely to significantly reduce maternal deaths.
    
2. Inadequacies of the Health-Care System

In addition to questioning the efficacy of Brazil’s efforts to promote maternal health, experts have criticized Brazil’s health-care system as a whole.  For example, Brazil’s expenditure patterns in health care have been deemed inequitable because they “continue to favor the regions that are better off and healthier.”
 There has also been criticism of the uneven expansion of the Family Health Program, which covers a small percentage of households in large urban areas.

Brazil’s referral systems are also purported to “function so poorly, [that] pregnant women sometimes scramble to find an available hospital bed when they enter labor.”
 Additionally, they have been deemed ineffective because medical records on antenatal care are not linked to treatment at the time of delivery, thus compromising physicians’ ability to diagnose and rapidly treat patients in emergency situations.

Furthermore, a recent profile of health-care facilities conducted by the Brazilian Institute of Geography and Statistics revealed that the proportion of establishments with in-patient facilities, which are important for childbirth, has fallen in recent years.
  Specifically, 67 percent of health-care establishments lacked in-patient facilities in 1980, and by the year 2002, that figure had risen to 86 percent.
 

Critics have also identified problems with implementation of health programs and distribution of resources at the local level.  For example, the manner in which federal funds are transferred to states and municipalities appears problematic.  Specifically, the transfers tend to favor richer states, to the detriment of poorer states with greater health care problems, because the transfers are generally dependent on existing infrastructure, as opposed to actual health needs.
 

Many of Brazil’s health care problems lie within the structure of the public health system itself.  For example, Brazil’s UN Country Team has observed that financing of the SUS is “not linked to results, which in turn are not sufficiently evaluated.”
 Moreover, because services covered by the SUS are provided universally and free of charge, high-income groups often rely on the public health system for more complicated and expensive procedures, not covered by private providers.  While this has the beneficial effect of generally reducing premiums of private plans for upper-income populations, it “causes the costs to be extremely high for the poor and, consequently, limits the possibilities of expanding the coverage of regular services sponsored by the SUS for this segment of the population.”
  The UN Country Team’s assessment supports this view by confirming that the poor lack regular access to basic health-care services, while “richer households enjoy access to costly services at public expense.”
  In turn, the Country Team has called for a reallocation of resources, to better serve the needs of the country’s poor.
 

3. Disparities in Access to Health Care Based on Income and Geography

Government efforts to promote maternal health are also likely thwarted by existing disparities in access to Brazil’s health care.  As noted above, there are significant disparities based on race that affect access to, and quality of, health-care services.  Severe inequalities also exist based on geographical location and income level.  The World Bank has commented upon the comparatively low levels of health spending in some regions, that “not only fail to compensate for regional inequalities in health status[,] but actually compound them.”
  Because public health funds are allocated largely based on historical consumption patterns, regional inequalities are, in turn, perpetuated.  In fact, funding formulas have been cited as the reason for the Southeast having two to three times as many doctors per inhabitant, than the North and Northeast.
 
Secondary and tertiary public health services are concentrated in metropolitan regions and big cities, leaving rural populations largely without access to facilities providing EOC.
  Studies have pointed to persistent weaknesses in the ability of the public health system to prevent avoidable maternal deaths in poorer regions of the country, and have recommended that Brazil focus its efforts and investment in maternal health care in remote and rural areas in particular.

In general, the level and quality of care can vary drastically depending on the region.  For example, over 90 percent of childbirths nationwide are performed in public hospitals, yet when this figure is broken down by region, the percentage rises to 97 percent in the South and falls to 82 percent in the North.
  Similarly, there are variations depending on one’s income level. While 87 percent of all deliveries are performed by skilled attendants, this figure drops to 72 percent for mothers in the lowest income quintile, compared to 89 percent in the second quintile and 96 percent in the third quintile.

There are also great disparities in access to prenatal care.  According to guidelines developed by Brazil’s Ministry of Health, pregnant women are advised to have at least six prenatal appointments with a doctor or nurse.
  Notably, between 1997 and 2001, the percentage of women who had at least seven prenatal appointments rose from 41.6 percent to 45.6 percent.
  Nevertheless, when analyzed by region, disparities emerged.  For example, In 2001, 56.3 percent of women in the South had at least seven appointments, compared to just 26.2 percent in the North.
 Furthermore, a National Demography and Health Survey conducted in 1996 showed that 32 percent of pregnant women in rural areas had not had a prenatal appointment, compared to 9 percent of pregnant women living in urban areas.

III.  Other Countries’ Success in Reducing Maternal Mortality 

Countries similarly situated to Brazil have shown marked success in reducing maternal mortality.  When measured against these countries, it becomes clear that the Brazilian government has failed to adequately reduce the country’s high incidence of maternal mortality in compliance with the MDGs and other international obligations.  
As noted above, maternal mortality rates are not necessarily linked to economic progress. 

Studies confirm that low- and middle-income governments are capable of developing, and have developed, effective health-care interventions to combat high maternal mortality rates.  For example, China, Cuba and Malaysia, which have incomes that are similar or slightly lower than Brazil, reduced their maternal mortality rates by establishing community-based maternal health-care systems and referral systems for obstetric emergencies.
  The WHO cites their successes as evidence that “a country’s overall economic wealth is not in itself the most important determinant of maternal mortality.”
 

Another example is Sri Lanka, a lower-middle-income country that, similar to Brazil, had challenges in serving isolated rural populations.  Sri Lanka’s maternal mortality ratio declined from between 500 and 600 in 1950, to just 60 by 2004.
  Its success has been attributed to the government’s concerted effort to extend health services, including maternal health care, through an extensive rural health network.
 Sri Lanka also systematized the use of health data and focused on improving the quality of care for its most vulnerable groups.

Honduras is another low-income country that has substantially reduced its maternal mortality rates.  Specifically, between 1990 and 1997, Honduras’ maternal mortality ratio dropped from 182 to 108.
  Notably, the largest reductions occurred in some of the poorest and most remote areas.
  In this case, the Honduran government articulated specific maternal health priorities in its national health policy, and used statistical information about geographical differences to focus its efforts on the populations that needed help.
  Key factors in its approach included, “targeted actions to improve referrals and emergency services in hospitals; and expanded access to well-trained birth attendants within the community, supported by higher levels of care.”

Many countries have effectively reduced maternal mortality by implementing accountability mechanisms and monitoring committees, as part of a comprehensive approach to improving the quality of, and access to, health care.  For example, the Egyptian government conducted a national maternal mortality study in 1992-93, that revealed a huge disparity in the country’s maternal mortality ratios.  While the ratio was 132 in developed regions in Egypt, it was 217 in less developed regions.  To redress this disparity, the government adopted an integrated approach to reducing maternal mortality, which included the creation of a program to ensure compliance with health and management standards in health facilities, as well as a “maternal mortality surveillance system,” that was eventually integrated into the Ministry of Health.  The information gathered by the surveillance system is provided to Safe Motherhood Committees, that, in turn, use the data to inform responses to reducing maternal deaths.  By 2000, Egypt’s maternal mortality ratio was reduced by nearly 50 percent.  Furthermore, the regional disparities between the lesser and more developed regions in Egypt were not only overcome during this time, but actually slightly reversed.

Peru has also made significant improvements in maternal health in its rural region of Ayacucho.  Between 2000 and 2004, the met need for emergency obstetric care increased from 30 percent to 84 percent, as a result of a joint civil society–government effort.
  This drastic improvement was made possible through a comprehensive approach that included improved data collection and analysis; promotion of women’s human rights to improve the quality of care and to increase women’s access to services; and the establishment of local and regional committees that assist with monitoring maternal deaths and ensuring the proper functioning of local health facilities.

Finally, Bangladesh, a country with one of the highest maternal mortality ratios in the world, has reduced maternal deaths by implementing enhanced accountability mechanisms in the health sector.
  For example, a nongovernmental health-care provider, the second largest provider next to the government, achieved a maternal mortality ratio of 186 in the districts that it serves, which is 42 percent below the national average.
  Key components of its approach include institutionalized accountability mechanisms that encourage transparency and information-sharing as well as monitoring committees consisting of elected local government officials, nongovernmental representatives, and community members to oversee the provision of health-care services.
 

The above examples illustrate that maternal mortality can be successfully reduced even in economically challenging environments, and that accountability and oversight mechanisms can play an important role in this process.  The above examples also demonstrate that a government’s commitment to addressing and eradicating the problem is necessary to reduce maternal mortality.  To be successful, such government commitments must be translated “into a set of actions and measures aimed at strengthening the relevant health-care services”
 and these actions must continue over time, with ongoing monitoring and evaluation of the “policies and their impact and the promotion of community participation.”

Brazil has the capability and resources to reduce the country’s high incidence of maternal mortality.  Its failure to do so, in light of its MDG commitments and other international obligations, has detrimental consequences for a large percentage of the country’s women, children and families. 
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