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World Health Day 1998
Safe Motherhood

Message from the Director-General

This is a very special year for the World Health Organization. Exactly 50 years ago, the nations of the
world came together to sign the charter that brought the Organization into being. In pledging to im-
prove the health of the peoples of the world, the founding Member States also affirmed the need to pay
special attention to the health of women and children and, in particular, that of mothers. It is therefore,
particularly appropriate that this year the theme for World Health Day is Safe Motherhood.

Fifty years on, the peoples of the world are benefitting from considerable achievements in health.
These are demonstrated by substantial gains in child survival, falling infant mortality, rising life expect-
ancy, and the elimination of many scourges of the past such as smallpox and — very soon — polic. WHO
is proud to have contributed to these successes. We must acknowledge, however, that there are also
areas in which success has proved elusive. Sadly, one of these is maternal health. Because of our collec-
tive failure to solve this problem, the tragedy of maternal mortality represents a major source of suffering
and injustice in our societies.

Pregnancy and childbirth are special events in women’ lives, and, indeed, in the lives of their families.
This can be a time of great hope and joyful anticipation. It can also be a time of fear, suffering and even
death. Although pregnancy is not a disease but a normal physiological process, it is associated with
certain risks to health and survival both for the woman and for the infant she bears. These risks are
present in every society and in every setting. In developed countries they have been largely overcome
because every pregnant woman has access to special care during pregnancy and childbirth. Such is not
the case in many developing countries where each pregnancy represents a journey into the unknown
from which all too many women never return.

This situation cannot be allowed to continue. The interventions that make motherhood safe are known
and the resources needed are. obtainable. The necessary services are neither sophisticated nor very
expensive, and reducing maternal mortality is one of the most cost-effective strategies available in the
area of public health. Access to family planning information and services can help reduce unwanted
pregnancies and their adverse consequences. Access to health care, particularly at the critical time of
birth, can help ensure that childbirth is a joyful event. It must be recognised that the reduction of
maternal mortality is not only a matter of effective health care but also one of social justice. The risks that
women face in bringing life into the world are not mere misfortunes or unavoidable natural disadvan-
tages but injustices that societies have a duty to remedy through their political, health and legal systems.

As WHO embarks upon its second half century, the whole Organization at global, regional and coun-
try levels is working to renew its Health-for-All policy and fashion it to respond to the challenges of the
next fifty years, One of these challenges is to deal effectively with threats to social equity, of which unsafe
motherhood is a particularly tragic example. In renewing itself, WHO will intensify its commitment to
the health of women when they are most vulnerable — as they bring new life into the world.

It is my hope that this World Health Day will stimulate countries to take a close look at the position of
wormen in society, including their access to resources, education and health care when they most need it.
This must, of necessity, involve families, communities and societies as a whole and bring together the
public and the private sectors. A strong national commitment is, therefore, a prerequisite for success. It
gives me special pleasure to note that in our efforts to make motherhood safer, WHO is joined by other
development partners, including The World Bank, UNICEE UNFPA and many local and international
NGOs around the world. This partnership will bring added strength to our efforts to ensure that preg-
nancy is a safe and joyful event for all women and for their families.
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Maternal Mortality

Every day, at least 1,600 women die from the complications of pregnancy and childbirth. That is
585,000 women — at a minimum — dying every year! The majority of these deaths — almost
90% — occur in Asia and sub-Saharan Africa; approximately 10% in other developing regions;
and less than 1% in the developed world.™? Between 25% and 33% of dll deaths of women of
reproductive age in many developing countries are the result of complications of pregnancy or
childbirth.?

Of all the health statistics monitored by the World Health Organization, maternal mortality is
the one with the largest discrepancy between developed and developing countries. While infant
mortality, for example, is almost seven times higher in the developing world, * maternal mortal-
ity is on average 18 times higher! In addition to the number of deaths each year; over 50 million
more women suffer from maternal morbidity — acute complications from pregnancy. For at least
18 million women, these morbidities are long-term and often debilitating.*

The goal of the Safe Motherhood Initiative is to cut maternal mortality by half by the year 2000.
We know what to do to reduce the tragedy of maternal mortality; what we need is the political
will and strong, concerted action.

cause the death and disability of their mothers —
poor maternal health, inadequate care, poor hy-
giene and inappropriate management of delivery,
as well as lack of newborn care.’

In Addition to Death,

A Global Scourge

Worldwide, there are 430 maternal deaths for
every 100,000 live births. In developing countries,
the figure is 480 maternal deaths for every 100,000
live births; in developed countries there are 27 ma-
ternal deaths for every 100,000 live births.!

The highest maternal mortality figures are found
in Eastern and Western Africa, where in some coun-
tries more than 1,000 women die for every 100,000
live births. The lowest recorded figures are in North-
ern Europe, where they range from 0-11 maternal
deaths for every 100,000 live births.!

These maternal mortality ratios reflect a wom-
an’ risk of dying each time she becomes pregnant;
because women in developing countries bear many
children and obstetric care is poor, their

the Burden of Disease Is Huge

Forty percent or more of pregnant women may
experience acute obstetric problems during preg-
nancy, childbirth and the postpartum period; an
estimated 15% of pregnant women develop life-
threatening complications.

As many as 300 million women —more than one-

quarter of all adult women now living in the devel-
oping world — suffer from short- or long-term ill-

lifetime risk of rnate_mal c;lleagl is hr:u(;h Womens lifetime risk of dying from pregnancy-
higher — almost 40 times higher than in related complications!
the developed world.!
In addition to maternal mortality, half | Region Risk of Dying
of all perinatal deaths* are due primarily Africa lin 16
to inadequate mteml care during preg- Asia 1in 65
nancy and delivery’ Each year, 8 million . _ . ‘
neonatal deaths and stillbirths occur, Latin America & Caribbean  1in 130
largely the result of the same factors that Europe 1in 1,400
North America 1in 3,700
All developing countries 1in 48
* Stillbirths, fetal deaths after 28 weeks’ gesta- i .
tion, and infant deaths up to seven days All developed countries 1in 1,800
after birth.




Causes of maternal death globally *

Severe bleeding
25%

Indirect
causes
20%

Other
direct causes
8%

Eclampsia
2%

Unsafe abortion
13%

ness related to pregnancy and childbirth.? Death and disability
related to maternal causes account for 18.5% of the burden of
disease among women of reproductive age in developing coun-
tries.® Long-term complications of pregnancy and childbirth in-
clude uterine prolapse, fistulae (see below), incontinence, pain
during intercourse and infertility’

Up to 80,000 women each year develop fistulae — holes in the
birth canal that allow leakage of urine or faeces from the bladder
or rectum, making a woman permanently incontinent. Between
500,000 and one million women now live with fistulae; many
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become social outcasts, turmed out of homes and rejected by their
husbands and families.

Obstructed labour can result in permanent nerve damage and
loss of sensation and muscle deterioration in the feet and legs;
women worst affected often become crippled.” Infections, includ-
ing sepsis, can lead to pelvic inflammatory disease (PID), the symp-
toms of which include chronic pain, damage to the reproductive
system, infertility and a range of gynaecological disorders.’

Why Are Women Dying?

Most maternal deaths could be prevented if women had access
to basic medical care during pregnancy, childbirth and the post-
partum period.” This implies strengthening health systems and
linking communities, health centres and hospitals to provide care
when and where women need it.?

Most maternal deaths occur either during or shortly after deliv-
ery, yet this is the time when women are least likely to receive the
health care they need.® Quality health care during and immedi-
ately after the critical period of labour and delivery is the single
most important intervention for preventing maternal and new-
born mortality and morbidity.

Delivery care: Each year, 60 million deliveries take place in
which the woman is cared for only by a family member, an un-
trained traditional birth attendant — or no one at all. Only 53% of
deliveries in developing countries take place with the assistance
of a skilled birth attendant (a doctor or midwife).® Yet having a
skilled health professional at delivery is essential for making moth-
erhood safer. A skilled birth attendant can ensure hygiene during
labour and delivery, provide safe and non-traumatic care, recog-
nise complications and manage them effectively or refer the woman
to a higher level of care.

Percent of women with skilled attendance at delivery

®
s @
>90%
70-69%
Y s50-69%
30-49%
B a0
I:j Nol available
map do not impty the expression of any opinion whatsoever on the part of the World Health
its authorities, or concerning the delimétation of fis frontiers or boundaries. WHO 86008

L ons employed and of this
Grganization concerning the legalstatus of any couniry lertory ciy o ares or
Ines represent approximate border lines for which there may not yel be full agreement.




Postpartum care: Only a small proportion of women in de-
veloping countries —less than 30% - receive postpartum care. In
very poor countries and regions, as few as 5% of women receive
such care. In developed countries, 90% of new mothers receive
postpartum care.? Yet the early postpartum period is the time most
maternal deaths occur. Care during the postpartum period pro-
vides opportunities to check that mother and baby are doing well,
provides support to breastfeeding, and enables health workers to
detect and manage any problems early.

Antenatal care: Millions of women in developing countries
lack access to adequate care during pregnancy. Only 65% of women
in developing countries receive antenatal care: 63% in Africa; 65%
in Asia; and 73% in Latin America and the Caribbean. In devel-
oped countries, 97% of women receive antenatal care.® Such care
can detect and manage existing diseases, recognise and treat com-
plications early, provide information and counselling on signs and
symptoms of problems, recommend where to seek treatment if
complications arise, and help women and their families prepare
for childbirth.

Low utilisation rates for maternal health services are caused by
a range of factors: distance from health services; costs, including
the direct fees as well as the cost of transportation, drugs and
supplies; multiple demands on women time; and women’s lack
of decision-making power within the family. The poor quality of
services, including poor treatment by health providers, also makes
some women reluctant to use services.?

What Can Be Done

Ensure access to maternal health services. Most maternal
deaths, millions of cases of disease and disability, and the deaths
of at least 1.5 million infants each year could be prevented through:
basic maternal care for all pregnancies, including a skilled
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attendant (doctor or midwife) at birth; prevention and treatment
of complications during pregnancy, delivery and after birth; and
postpartum family planning and basic neonatal care. Such care
would cost about $3 per person in low-income countries'?.

Address gender inequalities and the poverty and discrimi-
nation women face throughout the world. Women status must
be improved everywhere and full value accorded to womenss re-
productive and productive roles, specifically in contributing to
household and national economies.? Family and community atti-
tudes that prevent wormen from receiving proper care during preg-
nancy and delivery must be changed.

Footnotes:
1. Revised 1990 Estimates of Maternal Mortality: A New Approach by WHO
and UNICEE World Health Organization, Geneva, 1996.
2. The Progress of Nations. UNICEE, New York, 1996.

3. Preventing the Tragedy of Maternal Deaths: A Report on the International
Safe Motherhood Conference. The World Bank, Washington, DC, 1987.

4. Progress on Maternal Mortality. UNICEF, New York, 1996.

5. Mother-Baby Package: Implementing Safe Motherhood in Countries. World
Health Organization, Geneva, 1994.

6. Safe Motherhood Progress Report 1993-1995. World Health Organization,
Geneva, 1996.

7. E. Royston and S. Armstrong, eds., Preventing Maternal Deaths. World
Health Organization, Geneva, 1989.

8. Coverage of Maternal Care: A Listing of Available Information (in press).
Wotld Health Organization, Geneva 1997.

9. C. AbouZahr, Improve Access to Quality Maternal Health Services. Presen-

tation at the Safe Motherhood Technical Consultation in Sri Lanka, 18-
23 October 1997.

10. Mother-Baby Pachage Costing Spreadsheet (unpublished). World Health
Organization, Geneva, 1997.
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Safe Motherhood As a Vital
Social and Economic Investment

Making motherhood safe for the world’s women calls for national governments, multi-lateral
and bilateral agencies and non-governmental organisations INGOs) to make maternal health a
top priority and to ensure that the necessary political and financial resources are dedicated to
this effort. Safe motherhood is a vital, compelling and cost-effective economic and social invest-
ment. Promoting women’s health improves not only individual health, but also the
health and survival of women’s families, the labour force and the well-being of communities and
countries.

A series of recent international conferences defined reductions in maternal mortality and provi-
sion of pregnancy care as central objectives for all reproductive health services. Making mater-
nal care a priority for a nation’s economic and social health agenda will help ensure that
millions of women and their children avoid the pregnancy-related death and disability that are
still all too common. Over the next ten years, progress toward acknowledgement of safe mother-
hood as a key social and economic investment will be critical to achieving the goals of the Safe

Motherhood Initiative.

The Consequences of Poor
Maternal Health

The burden: For women of reproductive age,
pregnancy and childbirth are the leading causes of
death, disease and disability, accounting for at least
18% of the global burden of disease in this age
group. Recent studies in four developing countries
suggest that:

* 58 to 80% of pregnant women developed acute
health problems; of whom

* 81029% went on to develop chronic health prob-
lems as a result of pregnancy!

The costs: While the needless suffering and
death of a woman when gjving life to the next gen-
eration is sufficient cause for action in itself, there
are also other significant social and economic con-
siderations, When a woman dies, her family and
community are considerably less well off in eco-
nomic and social terms. Specifically:

« families lose her contribution to household man-
agement and provision of care for children and
other family members;

« the economy loses her productive contribution
to the work force;

+ communities lose a vital member whose unpaid
labour is often central to community life;

o children suffer most: when a mother dies, sur-
viving children are 3 to 10 times more likely to
die within two years than children who live with
both parents; motherless children are likely
to get less health care and education as they
grow up.

Women’s wages and work within the home — -
both of which are dependent on women staying
healthy — are increasingly important. In addition,
the number of female-headed households is rising
throughout the world. Already, 20% of households
in Africa and Latin America are headed by women,
and most include young children. Studies have
shown that women are more likely than men to
spend their own income on improving family wel-
fare, through additional food, health care, and
school supplies and clothing for young children.

What Is Saved by Investing in
Maternal Health?

Reproductive health programmes, including
maternal health, are among the most cost-effective
investments in health. Providing women in low-
income countries with antenatal, postpartum and
delivery care, along with family planning, would
cost about $3 each year per person. In Africa and
some parts of Asia, the cost may be closer to $1, or
even less. Investing in women’ health yields sig-
nificant savings:



Infant and Child Health:

* Poor care of the mother often means death of the child; even if the
mother survives, poor maternal health jeopardizes a newborns
chances of survival. At least 30 to 40% of infant deaths — 1.5 to
2.5 million each year — could be avoided with antenatal and
delivery care. An estimated 75% of perinatal deaths, currently
7.5 million each year in developing countries, could be avoided
with improved maternal health, adequate nutrition during preg-
nancy and appropriate management of deliveries.

Poor maternal health and nutrition contributes to low birth weight
infants. Each year, 20 million low birth-weight babies are born
— 20% of all births. Babies born under-weight die at signifi-
cantly higher rates than those of normal weight, and are at greater
risk for infection, malnutrition and long term disabilities, in-
cluding visual and hearing impairments, learning disabilities
and mental retardation.

* A mother’s death makes survival and education uncertain for her
children. A study in Bangladesh found that a mothers death
sharply increased the chances that surviving children up to age
10 will die within two years; this is especially true for daugh-
ters. When mothers die in childbirth, surviving children are
less likely to complete their education, or attend school regu-
larly. In Tanzania, a study found that in households where an
adult woman had died during the previous 12 months, chil-
dren spent half as much time in school as children from house-
holds where an adult woman had not died. The impact on chil-
drens survival and education was not significant when an adult
male had died.

Productivity and Poverty:

* Healthy women mean fewer poor women. Women are at the fore-
front of household and community efforts to escape poverty
and cope with its impact. When women become sick, they can-
not work in the home or in the paid labour force. In India, a
study found that the female labour force would be about 20%
higher if womens health problems were addressed. In addi-
tion, costs accociated with pregnancy-related health problems
can lead women and families into debt.

Illness reduces productivity. At least 60% of pregnant women in
the developing world are anaernic which reduces their energy
and capacity for work — and can thus depress their incomes.
Studies in Sri Lanka and China among women tea plantation
and mill workers have documented reduced productivity due
to anaemia — and the positive impact of iron supplementation.

* Female poverty means household poverty. When disease and dis-
ability reduce women’ capacity for work and earning an in-
come, families inevitably suffer. Without women’ income, there

_ is less money available for children’ health care, education and
additional food.

Long-term impacts:

* Prevention can be cost-effective. Reducing unwanted pregnancies
and improving maternal health saves millions of women from
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premature death and long-term disability — and can save fami-
lies and governments the costs of health care.

Strengthening maternal health services benefits the health system.
Ensuring that a health facility is equipped to provide essential
obstetric care, such as blood transfusions, anaesthesia and
surgery, means that it can also provide care for accidents, trauma
and other medical emergencies. This treatment capacity
benefits the whole community, not just women.

Building women’s trust promotes preventive care. Women who re-
ceive good care during pregnancy and childbirth are more likely
to put their trust in other health services for themselves and for
their family. As a result, they will use them to ensure children’s
health, and for family planning and other reproductive health
services, including treatment of sexually transmitted diseases.
Improved women’ health means better family and community
health.

What Can Be Done

Even in low resource settings, improving maternal health is
possible. What is needed is a strong political commitment. Gov-
ernments, international agencies, NGOs and other funders need
to make concerted efforts to safeguard maternal health, and the
social and economic benefits it provides, by:

reallocating investment in health care to support the most cost-
effective interventions;

investing in maternal health care services and making them
available, especially in poor and rural areas;

+ strengthening the capacity of community health centres and
district hospitals to provide needed care, especially for obstetric
complications, through staff training and provision of equip-
ment;

* working with private providers to expand and improve safe
motherhood services, for example, by mandating that insur-
ance policies include such care;

encouraging for-profit providers to provide free or low cost
care to those who cant afford to pay;

* supporting NGOs and voluntary organisations that may be
able to mobilise private and community support for delivering
services to underserved or disadvantaged women.

Strong and sustained government commitment, partnerships
among nations, NGOs and multilateral institutions, and well-tar-
geted investments can save millions of lives annually:

e the 585,000 women who die from pregnancy-related causes;

e the 1.5 to 2.5 million infants who die in the first week of life:
and

« the 1.4 million infants who are stillborn.

Source:

1. A. Tinker, “Safe Motherhood as an Economic and Social Investment”,
Presentation at Safe Motherhood Technical Consultation in Sri Lanka,
18-23 October,1997.
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Safe Motherhood:
A Matter of Human Rights and Social Justice

Making safe motherhood a redlity for all the world’s women over the next 10 years is a challenge
that calls for significant changes in the way maternal health care is currently provided and in the
priorities of national governments, multi-lateral funding agencies and non-governmental or-
ganisations NGOs). In the wake of recent international conferences, reducing maternal mortal-
ity and providing care for pregnant women must be seen as integral to reproductive health. But
changes in service delivery and accessibility are not sufficient. The goals of the Safe Motherhood
Initiative will not be achieved until women are empowered and their human rights — including
their rights to quality services and information during and after pregnancy and childbirth —

are realised.

Empowering Women,
Ensuring Choices'

The sluggish decline in matemal mortality and
morbidity is rooted in the powerlessness of women,
and women’s unequal access to resources in fami-
lies, society and economic markets. These factors
set the stage for poor reproductive health and un-
safe motherhood even before a pregnancy occurs,
and make it worse once pregnancy and childbear-
ing are begun.

Women face multiple barriers to attaining good
health. These include:

* Limited information, ideas and options:
Women limited exposure to new ideas and in-
formation means that they are socialised to ac-
cept pain and suffering as womens “lot”, and they
do not perceive pregnancy as requiring any ad-
ditional care. As a result, many women do not
recognise danger signs during pregnancy, and do
not know where or when to seek medical
services.!

Unequal power relations that constrain
women’s decision-making ability, physical
mobility and access to material resources:
In some settings in developing countries, the de-
cision to deliver at home is generally made by
the husband or other family member. Many
women need permission from their husbands to
visit a health facility. Women’ lack of economic
resources constrains their ability to make inde-
pendent health-related choices, and to gain
access to health and other social services.

» Poor quality of interaction with health care
providers: Women in many cultures are reluc-
tant to use health services because they perceive
health care providers to be rude, patronising and
insensitive to the context in which they live.
Interactions with providers can be threatening
and humiliating, and women often feel pressured
to make choices that conflict with their own
health and fertility goals."

Empowering women means enabling them to
overcome these barriers and to make fully informed
choices, particulatly in the areas affecting the most
intimate aspect of their lives — their reproductive
health. Empowerment is critical to securing safe
motherhood because it enables women to:

« articulate their health needs and concerns;

o access services with confidence and without

delay;

+ seek accountability from service providers and
programme managers, and from governments for
their policies;

* act to reduce gender bias in families, communi-
ties and markets; and

« participate more fully in social and economic
development.

Empowering women in the area of health re-
quires more than health-related interventions; it
requires social, economic, and cultural conditions
in which freedom and responsibility are given con-
crete meaning, Wommen must have the means —both
physical and psychological — to overcome the bar-
riers to safe motherhood. Central to all empower-
ment is choice, and far too many women still have
far too few choices.



What Can Be Done!

In order to address the constraints on women, multiple actions
will be needed in the private and public spheres to ensure wom-
en’s empowerment:

* Women must have greater freedom to determine their own
health and life choices within families and communities; they
must have opportunities to learn about their rights and their
health, to question the acceptability of unfair practices and to
develop a feeling of entitlement to medical care and other serv-
ices,

¢ Women must have access to accurate information about their
reproductive health as well as to high quality, women-centred
care.

» Women must have expanded access to education and economic
opportunities, and control over economic and other resources.

Adolescent girls must be offered the opportunity to develop life
skills, including self-esteem, so that they can act to protect their
own health.

Men must be sensitised to their role in expanding choices for
women within households and communities, and in ensuring
responsible sexual and family life.

» Women must be supported by policies and laws that promote
and ensure safe motherhood, good quality maternal care and
gender equality; correspondingly, governments must engage
women in planning, implementing, monitoring and evaluating
health programs for women.

Training of providers must stress the importance of preserving
womens dignity; encouraging informed choices; recognising
the realities of womens lives; and providing sensitive counsel-
ling to uncover and treat the conditions that women are accus-
tomed to endure.

Reducing inequalities in social and economic policies, and pro-
tecting and promoting women'’s rights, choices and autonomy are
core public activities. They are also critical to reducing maternal
deaths and ill-health, achieving the goals of the Safe Motherhood
Initiative ten years on, and bringing about sustainable, equitable
development for all the worlds women and men.

Advance Safe Motherhood Through Human
Rights®

Preventing maternal deaths and illness is an issue of social jus-
tice and women’s human rights. Redefining maternal mortality
from a “health disadvantage” to a “social injustice” provides the
legal and political basis for governments to ensure maternal health
care for all women — care that will save their lives. The challenge
in applying human rights to advance safe motherhood is to char-
acterise women’s multiple disempowerments — during pregnancy
as well as from birth - as injustices that governments are obli-
gated to remedy through political, health and legal systems.

The protection and promotion of the human rights of women
can help ensure that all women have the right to:
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» make decisions about their own health, free from coercion or
violence, and based on full information; and

* have access to quality services and information before, during
and after pregnancy and childbirth.

Existing national constitutions and international human rights
treaties offer under-utilised opportunities to advance safe mother-
hood. Relevant international treaties include:

» Convention on the Elimination of All Forms of Discrimination
Against Women (the Women’s Convention),

* International Covenant on Civil and Political Rights;

* International Covenant on Economic, Social and Cultural Rights;
+ Convention on the Rights of the Child;

* European Convention on Human Righits;

¢ American Convention on Human Rights; and

* African Charter on Human and Peoples’ Rights.

Each of these treaties has a monitoring body that develops per-
formance standards for signatory countries, and monitors their
compliance with these standards. Countries are to report regu-
larly to the relevant monitoring bodies on what they have done to
ensure the full development and advancement of the rights
enshrined in the human rights treaties they have ratified. The
Women’s Convention, which has been ratified by more than 160
countries and is being used to advance safe motherhood, is moni-
tored by the Committee on the Elimination of Discrimination
Against Women (CEDAW).

The Challenge’

Efforts to advance safe motherhood through human rights must
build on the existing framework of human rights recognised in
most national constitutions and international human rights trea-
ties. These rights include:

» rights relating to life, liberty and the security of the person, which
require governments to ensure access to appropriate health care
during pregnancy and childbirth (women right to life), and to
ensure women'’s rights to decide if, when and how often to bear
children (right to liberty and security of the person);

rights relating to the foundation of families and of family life, which
require governments to provide access to health care and other
services women nieed to establish families and to survive to en-
joy life within the family;

rights relating to health care and the benefits of scientific progress,
including to health information and education, which require
governments to provide reproductive and sexual health serv-
ices and information for women; and

rights relating to equality and nondiscrimination on grounds such
as sex, marital status, race, age and class, which require govern-
ments to provide access to services such as education and health
care for women and girls — especially for women or girls of a
particular marital status, age, minority group or socio-economic
status.




‘What Can Be Done?

Much has been achieved in the past ten years to develop stand-
ards of human rights that support and protect women’s reproduc-
tive health needs. For example, the Programme of Action of the
International Conference on Population and Development (1994)
states that governments must work to reduce by half the number
of maternal deaths by the year 2000, and then reduce maternal
deaths by another half by 2015.

Three critical actions needed now are:

* reforming laws that contribute to maternal mortality
(e.g., laws that require women seeking health services
to obtain the authorisation of their husbands, and laws
that inhibit access to safe reproductive health services);

* implementing laws that protect women’s health inter-
ests (e.g., laws that prohibit child marriages, female geni-
tal mutilation and rape and sexual abuse); and

applying human rights in national constitutions and
international conventions to advance safe motherhood
(e.g., by requiring states to take effective preventive and
curative measures to reduce mortality and to treat women
with respect and dignity).
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The ICPD Programme of Action in itself was non-binding; how-
ever, in 1995, CEDAW agreed to use the Programme of Action in
developing performance standards for the Women’s Convention.
Therefore, signatories to the Women’s Convention are obligated
to uphold and advance the ICPD commitments, including the
right of women and men to decide if, when and how often to
reproduce, and to have access to appropriate health services that
enable women to enjoy safe pregnancy and childbirth.

States have a legal obligation to account for their practices re-
garding human rights by reporting to human rights treaty bodies.
Where states do not take all appropriate measures to bring laws,
policies and practices into compliance with the human rights of
women, they have been and can continue to be held accountable
by constitutional courts and treaty monitoring bodies for denying
women their human rights, which are necessary for their dignity
and empowerment.

Sources:

1. SJ. Jejeebhoy, “Empower Women, Ensure Choices: Key to Enhancing
Reproductive Health”. Presentation at Safe Motherhood Technical Con-
sultation in Sri Lanka, 18-23 October 1997.

2. R]J. Cook, “Advancing Safe Motherhood Through Human Rights”. Pres-
entation at Safe Motherhood Technical Consultation in Sri Lanka, 18-23
October 1997.
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Delay Childbearing

Pregnancy and childbearing during adolescence — defined by the World Health Organization as
the period of life between 10 and 19 years of age — carry considerable risks. Girls aged 15-19 are
twice aslikely to die from childbirth as women in their twenties; those under age 15 are five times
as likely.! In view of the risks associated with early childbearing, adolescent fertility rates
are alarmingly high in many countries; in fact, about 11% of all births each year — a total of
15 million births annually — are to adolescents.? As a direct consequence of the frequency of early
pregnancies, pregnancy-related complications are the main cause of death for 15-19 year old
gitls worldwide.?

First birth can be delayed by postponing the onset of sexual activity and by using effective
methods of fertility regulation. Efforts need to focus on changing individual and societal motivations
for early childbearing. Education and employment opportunities play a critical role as alterna-
tives to early motherhood. However, for those adolescent women who do give birth, every effort
is required to make motherhood safe for these young women through improved availability,
effectiveness and accessibility of services. As was agreed upon at the 1994 International Confer-
ence on Population and Development in Cairo, adolescents’ sexual and reproductive health
needs should be met through appropriate programmes which provide information, counselling
and health services. These programmes should address unwanted pregnancy, unsafe abortion,
sexually transmitted diseases and HIV/AIDS, gender relations, sexual violence and abuse and
female genital mutilation. They also must meet adolescents’ needs for information about sexu-
ality, reproduction and contraception.

Adolescent Sexual and
Reproductive Behaviour

Although there is great diversity both between
and within geographic regions, most women and
men — married and unmarried - become sexually
active during adolescence. Whereas in the past,
sexual activity was generally associated with early
marriage, rising age at marriage and falling age at
menarche mean that many more young people now
become sexually active before marriage. Surveys
in seven sub-Saharan African countries showed that
more than half the women aged 15-19 are, or have
been, sexually active. A study in Uganda, for ex-
ample, showed that the mean age of first sexual
intercourse for women was 15.5.* Studies indicate
that unmarried women in some parts of Asia and
Latin America begin sexual activity later than their
counterparts in sub-Saharan Africa; in Singapore,
for example, fewer than half of young women re-
port having sex before age 25.° In Sri Lanka, less
than one third of women report having sex by age
20.3 In contrast, 48% of women in Bangladesh are
married and sexually active by age 19.*

When sexual activity begins, most adolescents
lack accurate knowledge about reproduction and

sexuality, and lack access to reproductive health
services, including contraception. A Kenyan study
found that while 66% of unmarried youth aged
12-19 said they have received some information
on reproductive health, fewer than eight percent
could correctly identify the fertile period ina wom-
an’s menstrual cycle.® A recent compilation of re-
views of national adolescent reproductive health
programmes in nine countries in Latin America,
Africa and Asia revealed that restrictive laws forbid
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