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In the immediate period following the
September 2010 UN High Level Plenary Meeting
on the Millennium Development Goals, there is
an urgent need to focus global efforts on
supporting broad and systemic interventions
necessary for the sustained and equitable
improvement of maternal health. These include
strengthening health systems to deliver care
that is available, accessible, acceptable and of
good quality, increasing the capacity of
governments to ensure universal access to
health care, and empowering girls and women
to realize their human rights. Realizing Rights:
The Ethical Globalization Initiative  has
collaborated with a range of partners, at both
the national and global level, to further such an
approach.

This Realizing Rights policy brief on Millennium
Development Goal 5 on maternal health
reviews ways to make progress on the areas
listed above, emphasizing in particular the
importance of utilizing a human rights-based
approach to improving maternal health.

INTRODUCTION

The fifth Millennium Development Goal (MDG
5) aims to improve maternal health. There are
currently two targets associated with MDG 5:

e Reduce by three quarters, between 1990
and 2015, the Maternal Mortality Ratio
(MMR)

e Achieve, by 2015, universal access to
reproductive health

Maternal morbidity and mortality is at its heart
a story of inequity - between the rich and the
poor, between those with power and those
who face discrimination, and, crucially, inequity
based upon gender - in access to essential
health services and in control over reproductive
choices.

THE NUMBERS

Maternal mortality is difficult to measure
accurately. An important study, published in
the Lancet by Margaret Hogan and colleagues,
estimates that approximately 350,000 maternal
deaths occurred in the year 2008." Previous
figures had put the figure at approximately
500,000 maternal deaths per year.” Recent
estimates by WHO, UNICEF, UNFPA, and the
World Bank confirm that maternal deaths
during pregnancy and childbirth dropped by a
third during the period 1990 to 2008.? Yet even
with these encouraging new statistics, this is
still unacceptably high: it is equivalent to a
woman dying every minute and a half due to a
largely preventable pregnancy-related
condition. Moreover, approximately 99% of
maternal deaths occur in developing countries,
representing the largest health-related
disparity between high and low-income
nations.” And for every maternal death that
takes place, there are twenty or more women
who suffer severe injury and/or disability.”

A critical component of maternal health -
access to reproductive health information and
services - remains far from universal. There is
an unmet family planning need for
approximately 200 million individuals.® Unmet
need for family planning measures those
women who want to have access to effective
contraception but do not. As identified by
UNFPA, “one in three of all deaths related to
pregnancy and childbirth could be avoided if
women who wanted effective contraception
had access to it.”” Moreover, linked to this
unmet need, it is estimated that approximately
70,000 maternal deaths occur each year due to
unsafe abortions.?



International disparities in maternal mortality,
though striking, often draw more attention
than the stark disparities that exist within
nations, both developing and developed. These
domestic disparities are based upon differences
such as wealth, ethnicity, and geographic area.
For example, maternal mortality in the poorest
quintile in Peru is almost seven times higher
than that found in the richest. Similarly, while
there are approximately 400 maternal deaths
per 100,000 live births in Afghanistan’s capital,
Kabul, its remote district of Ragh has a
maternal mortality ratio (MMR) of over 6,500.
Within the United States, African American
women are three times more likely to die
during childbirth than are Caucasian women.’

Measuring progress on MDG 5 on maternal
health requires measuring the Maternal
Mortality Ratio (MMR), which is indispensable,
but difficult to measure accurately, and often
unreliable. Weak vital registration systems are
a significant challenge - deaths from childbirth
not attended by health care staff are often not
reported, and women who return home from a
hospital or health center and die or fall ill later
from complications are often not represented
in national statistics. Margaret Hogan and her
colleagues’ recent article acknowledges these
and other difficulties. Moreover, identifying the
precise interventions that can reduce MMR
continues to be a significant challenge, despite
increasing consensus over time. The challenge
is further complicated by the emergence and
reemergence of diseases such as HIV/AIDS and
tuberculosis, which interact closely with
maternal health.

Despite the wunquestioned importance of
incorporating maternal health as an MDG in its
own right, and “setting the bar high” by
selecting a target reduction not based on

established trends in progress (as most other
MDGs were set) but on an ambitious goal,
there has been significant criticism of how the
goal of improving maternal health was framed.
The narrow definition of the goal, with the
target of universal access to reproductive
health only added in 2005, has been widely
criticized. MDG 5 does not explicitly capture the
importance of expanding and strengthening
health systems, and addressing women'’s rights
and empowerment and gender equality as
critical components of progress. Overlooking
discriminatory practices and the importance of
placing special focus on the needs of rural,
poor, migrant, and displaced populations has
been a blockage to progress on improving
maternal health. Important inter-linkages with
other MDGs, especially with MDG 3 on
promoting gender equality, are also easily
missed. In the years ahead it will be important
to support the broader and more integrated
approach that was called for in the Millennium
Declaration and that is currently a fundamental
part of the upcoming September UN MDG
Summit’s Outcome Document and the UN
Secretary Generals Global Strategy for
Women’s and Children’s Health.

MDG 5 has also been criticized for being too
guantitative in nature, with its central focus on
reducing maternal deaths, which are easier to
measure than morbidity. As currently framed,
MDG 5 does not address the vast amount of
injury and disability related to pregnancy and
childbirth. Moreover, many have pointed to the
real danger that the quantitative nature of
MDG 5 can lead to approaches that are vertical
and short-term in nature. Strategies aimed at
quickly achieving three-quarter reductions in
the MMR in particular can lead to reliance on
vertical programs focused on urban centers at
the expense of longer-term, more sustainable
efforts that are necessary to address rural and
vulnerable populations.



Finally, while the Millennium Development
Goals are focused on developing countries, it is
important to keep in mind that preventable
maternal morbidity and mortality also affects
specific, often marginalized, populations in
developed nations.

For all the above reasons, the call for a review
of strategies and a redoubling of efforts to
improve maternal health during the MDGs
Review Process and the September 2010 MDG
Summit is especially welcome. The UN
Secretary General’s Global Strategy on
Women’s and Children’s Health, to be endorsed
by national governments at the Summit, can
inform a coordinated international effort
ensuring that the broader dimensions related
to equitable progress towards MDG 5 are not
overlooked.

ACCELERATING PROGRESS TOWARDS
ACHIEVING MDG 5

There is growing consensus on the approach
needed to accelerate progress towards MDGS5,
with the Partnership for Maternal, Newborn,

and Child Health = & & \
calling for: enhanced 3. >
political leadership ’ ;
and community

engagement; a quality Y
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interventions ' _ »
delivered  through [SE ESRES
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systems, including : ’

comprehensive family
planning; the removal
of barriers to access,
with no fees for
maternity related
health services; skilled and motivated health
workers in the right place at the right time; and
accountability for results.™®
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Examples from Bangladesh, Egypt, India, and Sri
Lanka provide evidence that significant gains
can be made in reducing maternal morbidity
and mortality.” However, their varied
experiences, as well as methodological
difficulties in identifying causality, make it
difficult to identify specific interventions
associated with the reduction of maternal
mortality. What is clear from these examples is
that a broad and systemic approach is
necessary to achieve progress in reducing
maternal mortality — an approach that lies in
the realm of government, in strengthening
health systems to fulfill the right to health, and
in society, in terms of addressing gender
discrimination that contributes to maternal
mortality and morbidity.

The example of Bangladesh, referenced in the
recent Hogan Lancet article, illustrates the
importance of a comprehensive approach,
including increased access to family planning
services, enhanced quality and quantity of
health workforce and health facilities, and
improved education and financial status of
women.”? Sri Lanka’s reduction in maternal
mortality over the last half
century similarly focused
on wide and free access to
a strong health system,
- with particular emphasis on
\ the rural and vulnerable.™
: While these examples are
encouraging, it has been
estimated that only
between 14 to 23 countries
are currently on track to
achieve the 75% decline in

achieve MDG 5 Target A.*
Current evidence additionally cautions that it is
difficult to significantly accelerate progress in
reducing maternal mortality.”> This would still



leave the vast majority of developing countries,
and the global community, as having failed in
achieving MDG 5 as framed. Thus it is essential
that the steps that governments, multilateral
agencies and civil society take in the last third
of the MDG period provide a solid foundation
for continuing progress in the post-2015 period.
There are no quick fixes, but there are
definable and measureable incremental steps
for which governments and others must be
held accountable.

A rights-based approach to maternal health
addresses the obligations governments have to
fulfilling the right to the highest attainable
standard of health for all; enables individuals
and communities to claim their rights; and
underscores the duties to community that we
all carry in ensuring the right to health for all.

First articulated in the preamble to the WHO
Constitution in 1946, the right to health was
soon affirmed through the Universal
Declaration of Human Rights and later
recognized as a distinct human right in the
International Covenant on Economic, Social and
Cultural Rights (ICESCR).* The right to health,
or the more limited right to health care, is also
found in a wide range of other international
and regionally agreed upon instruments, as well
as in national constitutions. Every country has
ratified at least one agreement that protects
the right to health.'’

The human right to health has perhaps most
comprehensively been examined in the context
of the ICESCR and its associated General
Comment. Article 12 of the ICESCR defines the
right to health as the “right of everyone to the
enjoyment of the highest attainable standard of
physical and mental health.”® General
Comment 14, adopted by the UN Committee on

Economic, Social, and Cultural Rights, though
not legally binding, provides an authoritative
interpretation of Article 12. It acknowledges
that the right to health cannot be fully achieved
overnight and requires progressive realization
in light of resource availability. However,
General Comment 14 also stipulates that State
parties to the Covenant have “a core obligation
to ensure the satisfaction of...essential primary
health care,” which consists of the duty to
ensure the right to non-discriminatory access to
health facilities, goods, and services, minimum
essential food, basic shelter, essential drugs as
well as ensuring the equitable distribution of all
health facilities and the adoption and
implementation of a national public health
strategy.”” Governments have the duty to
immediately fulfill these core obligations.

The right to health not only involves national
obligations but also international
responsibilities. Article 2 of the ICESCR asserts
that States capable of providing “international
assistance and cooperation” to enable
developing countries to accomplish their core
obligations should do so. Former UN Special
Rapporteur on the Right to Health, Paul Hunt,
and his colleagues have pointed out the
responsibility of high-income countries to
“provide appropriate international assistance
and cooperation in health in low-income
countries”, and for low-income countries to
“seek appropriate international assistance and
cooperation to help them strengthen their
health systems."20 Moreover, States must not
only respect, protect and fulfill the right to
health within their own borders, they are also
called to “respect the enjoyment of the right to
health in other emphasis added] countries.”
This suggests a commitment to “do no harm” to
one’s neighbors®!, and is of particular relevance
to a range of related issues necessary to
promote maternal health such as the
availability of skilled health professionals and



the increasing reliance in developed countries
on health workers who have been trained in
low-income countries.??

Maternal mortality and morbidity rates are
powerful indicators of how well the human
right to health and associated responsibilities
are being fulfilled. The success of a health
system rests on ensuring that health facilities,
goods, and services are available, accessible,
acceptable, and of good quality on a non-
discriminatory basis. Currently, however, many
national health systems and the global
community at large are failing women in the
home, community, and the facility.

Slow progress on improving maternal health is
also a powerful indicator of insufficient
attention at the national and international
levels to promoting
women’s rights and
ending gender
discrimination. The
lack of reproductive
choice, early child
marriage, sexual
violence, exposure to
unsafe abortions, the
lack of ability to own
property and access
decent work
opportunities, to
divorce, to move
freely, to complete
secondary education,
and to control finances
are all linked in various ways to the high rates
of maternal morbidity and mortality in
countries around the world. Maternal anemia,
for example, which stems principally from lack
of women’s access to iron-rich foods and
inability to space births as necessary to build
iron stores, illustrates the connection. Iron-
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deficiency anemia is associated with 22% of the
maternal deaths that occur each year.

The sustained reduction of maternal mortality
and morbidity necessarily demands an
integrated, long-term, and rights based
approach. Weak health systems, gender
inequities, and impoverishment of women are
the major structural obstacles that must be
addressed by the international community for
lasting change.

EFFORTS BY REALIZING RIGHTS TO

CONTRIBUTE TO IMPROVING MATERNAL
HEALTH

A growing number of organizations have
focused in recent years on building strong
health systems, empowering and protecting
women’s rights, and
working towards the
alleviation of poverty
as key elements of an
integrated strategy to
improve maternal
health around the
world. Realizing Rights
promotes a rights-
based approach to
addressing  maternal
mortality that places a
central focus on
strengthening health
systems through
specific support for
health workforce and
health ministries.

HEALTH WORKFORCE

An adequate health workforce, with both
essential and emergency obstetric care skills, is
integral to improving maternal health. Yet the
world is currently suffering form a global health



workforce shortage. Sub-Saharan Africa is
particularly affected, having only 3% of the
global health workforce but 24% of the global
disease burden.? Realizing Rights, along with
its partners, has worked to highlight at the
national level and on the global stage the
importance of task shifting to non-physician
clinicians, as well as to make explicit the
challenges associated with, potential solutions
to, and responsibilities emanating from health
worker migration.

THE HEALTH SYSTEM STRENGTHENING FOR
EQUITY (HSSE) PROJECT*

Non-physician clinicians, often referred to as
Assistant Medical Officers, Clinical Officers,
Physicians Assistants, and Nurse Practitioners,
are present in both developing and developed
countries. Through research in Malawi,
Tanzania, and Mozambique, the HSSE project
highlighted at the national and global level the
central role that this cadre of health workers
plays in addressing maternal mortality,
particularly for rural populations. Indeed, over
85% of major obstetric surgeries in rural areas
in Tanzania are conducted by non-physician
clinicians.”

The HSSE Project advocated for expanded use
of the non-physician clinician cadre and has
been particularly successful in bringing together
what were described until recently as the two
solitudes of maternal health and human
resources for health.

HEALTH WORKER MIGRATION INITIATIVE
(HWMI)

In  partnership with the Global Health
Workforce Alliance and the World Health
Organization, Realizing Rights has worked to
ensure that the negative effects associated with
the international migration of health workers is

addressed on the global stage. This work has
culminated in the recent adoption by the 63"
World Health Assembly of the WHO Global
Code of Practice on the International
Recruitment of Health Personnel.

The issue of health worker migration is
inextricably linked to that of maternal health.
An adequate health workforce, particularly with
regard to physicians, is strongly associated with
maternal health. The increasing reliance in
high-income countries on foreign health
workers is exacerbating health workforce crises
in countries already facing critical shortage.
African and Caribbean countries in particular
are disproportionately affected by the
emigration of their health workers to OECD
countries.”® Malawi and Sierra Leone are well
known as having some of the highest maternal
mortality rates in world. Less recognized is the
fact that between 30%-50% of the physicians
trained in these two countries, due to a variety
of factors, are currently practicing in OECD
nations.

While the rights of these health workers to
leave their countries should not be infringed,
their decision to migrate in large numbers,
influenced in part by incentives in donor
nations, does negatively impact the health
system and maternal health in source nations.
Donor reliance on foreign health workers
particularly points to the shared responsibility
to make available long-term predictable
financing in support of human resources for
health and maternal health. Without such
funding it is difficult to adequately train, hire,
and retain health workers, especially as
necessary to serve rural populations.



BUILDING STRONG MINISTRIES OF HEALTH

MINISTERIAL LEADERSHIP INITIATIVE (MLI)

Through the Ministerial Leadership Initiative for
Global Health, Realizing Rights is working to
build the capacity of Ministries of Health in
Ethiopia, Mali, Nepal, Sierra Leone, and Senegal
to advance policy in three interrelated areas:
health financing  for equity, donor
harmonization in health, and reproductive
health. Key to MLI’s approach is the belief that
stronger political leadership will improve health
systems and ensure respect for the right to the
highest attainable standard of health,
particularly for the most vulnerable
populations. MLI provides technical assistance
in response to specific policy challenges
identified by the ministries, which is delivered
in the context of a peer learning collaborative
involving other Ministers of Health and their
senior team members.

MLI places specific emphasis on linking the
health financing and aid effectiveness policy
reform efforts in Mali, Senegal and Sierra Leone
to reproductive health outcomes. Capacity
building in Mali is centered around MLI’s
collaboration with the Planning and Statistics
Unit for the Health Sector and the three
ministries it covers (health, social protection,
and women and children’s affairs) to increase
access to quality reproductive health and family
planning services. MLI’'s work with the Ministry
of Health in Senegal focuses on building the
institutional capacity of the Reproductive
Health Division so that RH is elevated within the
Ministry’s broader policy goals and the division
can use evidence more effectively for policy
change. In Sierra Leone, MLI works in close
collaboration with the Director of Reproductive
and Child Health to strengthen the capacity of
his team and provide support of the launch of

free care for pregnant and lactating women and
children under five.

MLI also works closely with the World Health
Organization and supported the launch of the
“Women and Health: Today’s Evidence
Tomorrow’s Agenda” Report. The report is the
first ever to focus on the global status of
women’s health from birth to older age and the
important role that women play in the health of
the entire family. By hosting policy dialogues
around the globe and with a variety of
stakeholders, MLI, together with WHO, is
bringing attention to the array of health issues
affecting women and families and offering
policy recommendations to improve health
outcomes.

CONCLUSION

THE SEPTEMBER 2010 UN MDG SUMMIT:
SUPPORTING A HUMAN RIGHTS - BASED
APPROACH TO IMPROVING MATERNAL
HEALTH

The UN MDG Summit’s Outcome Document
and the UN Secretary General’s Global Strategy
for Women’s and Children’s Health deserve
praise. Both documents addresses many of the
criticisms of previous efforts focused on the
narrow achievement of MDG 5, as described in
this policy brief.

The two documents support a comprehensive
vision to addressing MDG 5 by emphasizing the
importance of multiple and integrated
interventions necessary to accelerate progress
towards MDG 5, with explicit focus placed on
reaching those most vulnerable. The
documents capture well the interaction of the
various MDGs in addressing maternal survival
and well-being, the need to focus on supporting
health systems, and the fundamental



importance of respecting, protecting, and
promoting human rights, particularly that of
women and girls.

There undoubtedly has been a shift in tone,
even in the last few months, related to the
utility of the human rights framework in
addressing maternal health - as is reflected in
the revised version of the UN Secretary
General’s Global Strategy on Women’s and
Children’s Health.

Dr. Anthony Lake’s, Executive Director of
UNICEF, and Dr. Thoraya Obaid’s, Executive
Director of UNFPA, recent comments further
evidence the renewed focus within the United
Nations specialized agencies in utilizing human
rights principles and standards in the effort to
make equitable progress towards MDG 5.

As part of the recent release of the Trends in
Maternal Mortality report, Dr. Lake stated "To
achieve our global goal of improving maternal
health and to save women's lives we need to do
more to reach those who are most at risk. That
means reaching women in rural areas and
poorer households, women from ethnic
minorities and indigenous groups, and women
living with HIV and in conflict zones.” Dr. Obaid
further emphasized the central importance of a
human rights-based approach to improving
maternal health with her statement that “the
lack of maternal health care violates women's
rights to life, health, equality, and non-
discrimination.”

The lead-up to the UN MDG Summit has helped
articulate a unified and comprehensive
approach to improving maternal health, with
specific focus on human rights principles and
standards. Realizing Rights believes that
important work must now being in order to
ensure that the language of human rights at the
global level translates to tangible improvement

in the lives of those most vulnerable. In order
for this to happen, Realizing Rights believes the
following four actions to be essential.

First, human rights need to be mainstreamed
within national and donor health programs at
the country and community level. This requires
a fundamentally new approach to maternal
health programs, one that both empowers
individual and communities to seek their
human rights and that supports national
governments and national health systems to
realize the human rights for the populations
they serve, particularly for those most
vulnerable. It is encouraging that some donor
development governments have begun
mainstreaming human rights into their country
health programs. Amnesty International’s work
in this area is also of real importance.

Second, the Global Strategy for Women’s and
Children’s Health makes clear that many of the
systemic interventions necessary to accelerate
progress towards MDG 5 are simply not
possible without long-term predictable funding.
It is important that the donor commitments
that have been made in the lead-up to the
Summit, including as part of the important
Muskoka Initiative, are made available in a
manner that is supportive of the systemic
interventions required. Moreover, donor
commitments to addressing maternal health
should not, for reasons integral to the progress
towards MDG 5, come at the expense of
addressing other health and non-health MDGs.

Third, aside from financial support, political
leadership at the national and international
level is critical to improving maternal health.
High-level political engagement with the MDGs,
including a human rights-based vision, must not
end with the UN MDG Summit. Rather heads
of government must take back the strategies,
commitments, and good-will present at the



MDG Summit to ensure equitable progress both
in their own countries and globally. Again, it is
encouraging that we are beginning to see this
type of personal leadership by so many,
including President Koroma with regard to the
launch of the Free Care program in Sierra
Leone.

Finally, the UN MDG Summit has perhaps been
weakest, to this point, in the development of a
strong accountability framework. A key tool of
accountability is public reporting. The
Secretary-General has requested that the WHO
chair a process to determine the most effective
international institutional arrangements for
global reporting, oversight and accountability
on women and children’s health. It is the
responsibility of the entire global community to
ensure that accountability for women and
children’s health is both developed and
resourced adequately as necessary to produce
real results for those most in need.
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