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Using human rights to improve maternal and neonatal health:
history, connections and a proposed practical approach
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Abstract We describe the historical development of how maternal and neonatal mortality in the developing world came to be seen as
a public-health concern, a human rights concern, and ultimately as both, leading to the development of approaches using human
rights concepts and methods to advance maternal and neonatal health. We describe the different contributions of the international
community, women s health advocates and human rights activists. We brie y present a recent effort, developed by WHO with the
Harvard Program on International Health and Human Rights, that applies a human rights framework to reinforce current efforts to

reduce maternal and neonatal mortality.
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Introduction

Maternal and neonatal mortality have
barely declined in the past two decades.

e most recent estimates indicating
that about 536 000 women die every
year from pregnancy-related causes
demonstrate that, at the global level,
maternal mortality has decreased at
less than 1% annually between 1990
and 2005.! s is far below the 5.5%
annual decline necessary to achieve
the Millennium Development Goal
(MDG) of improving womens health
by reducing maternal mortality. Ninety-
nine percent of these deaths occur in
developing countries. Likewise, even
as the under- ve and infant mortal-
ity rates have dropped considerably in
many developing countries, the rates
for neonates (infants in the = rst 4 weeks
of life) and, in particular, early neonatal
mortality (infants in the rst week of
life) have declined much more slowly
and in some regions have remained
static.2 An estimated 4 million ba-
bies die during their rst 4 weeks, of
which 3 million die in the rst week.®
Maternal and neonatal health are cen-

tral for the MDGs, the global roadmap
for eradicating poverty and improving
human well-being by the year 2015.*

While the right of parents to deter-
mine freely and responsibly the number
and spacing of their children was rst
articulated in the 1968 UN Interna-
tional Conference on Human Rights,
the right of women to go through preg-
nancy and childbirth safely was rst
made explicit only in 1994 as part of
the Programme of Action of the UN
International Conference on Popula-
tion and Development (ICPD). e
de nition of reproductive health in-
cluded the right of access to appro-
priate health-care services that will
enable women to go safely through
pregnancy and childbirth and provide
couples with the best chance of having
a healthy infant .5 Subsequently, three
organizations WHO, United Nations
Childrens Fund (UNICEF) and United
Nations Population Fund (UNFPA)
declared that:

e right to life is a fundamental hu-
man right, implying not only the right to
protection against arbitrary execution by

the state but also the obligations of govern-
ments to foster the conditions essential for
life and survival. Human rights are uni-
versal and must be applied without dis-
crimination on any grounds whatsoever,
including sex. For women, human rights
include access to services that will ensure
safe pregnancy and childbirth. ©

ese commitments were built upon
a foundation laid by authoritative
sources. For example, the UN Human
Rights Committee, which monitors
implementation of the International
Covenant on Civil and Political Rights,
had previously con rmed that, in inter-
national law, the right to life not only
applies to ensuring that capital punish-
ment is not imposed in an arbitrary
way but also requires that States adopt
positive measures to ensure survival and
development.” In 2000, the Commit-
tee elaborated its General Comment
28 on the equality of rights between
men and women which, among other
things, requires States to report their
progress and to provide data on birth
rates and on pregnancy and childbirth-
related deaths of women.®
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Human rights are used by inter-
national organizations, governments,
nongovernmental organizations, civil
society groups and individuals in their
work with respect to health in many
di erent ways. ese can broadly be
categorized as: advocacy, application of
legal standards, and programming, in-
cluding service delivery. Some use one
approach while others apply a combi-
nation in their work.® 12

To understand the historical con-
text which shaped the rationale and
approach of linking health and human
rights to improving maternal and neo-
natal health, we summarize how mater-
nal mortality in the developing world
came to be seen as a public-health
concern, a human rights concern, and
ultimately as both, leading to the de-
velopment of approaches using human
rights concepts and methods.

Historical trends

For most women living in industrial-
ized countries, the experience of death
and/or severe injury during childbirth
is remote, both statistically and his-
torically. Early declines in maternal and
neonatal mortality were achieved in
Sweden during the 19th century and in
most other countries of western Europe
and North America in the rst half of
the 20th century.** War, nationalism,
industrialization, urbanization, and the
attendant social dislocations and mis-
eries all played a role in government
attention to the mortality and morbid-
ity of women living within these coun-
tries in the context of pregnancy and
childbirth.*

A similar downward trend in ma-
ternal and neonatal mortality did not
occur in countries of the developing
world. Women in resource-poor coun-
tries still face a 1 in 16 risk of dying
of pregnancy-related causes during
their lifetime, in contrast to women in
well-resourced countries where the risk
is about 1 in 4800. In sub-Saharan
Africa, the infant and under- ve mor-
tality rates are 101 per 1000 live births
and 169 per 1000 live births respec-
tively, as compared with 4 per 1000 live
births and 6 per 1000 live births for
industrialized countries.’®

A public-health concern

At a global level, maternal mortality
was not recognized as a public-health
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concern until late in the 20th century.?
ough there were occasional refer-
ences in international fora, it was only
in 1985, due in no small measure to
a provocative article with the title
Where is the M in MCH? % that
starkly presented the inherent neglect
of women in maternal and child health
(MCH) programmes, that interna-
tional attention started to focus on the
health of pregnant women. Even then,
those programmes that focused on
maternal and child health were mostly
driven by concerns about infant and
child health. Interventions for children
such as universal immunization, nutri-
tional supplementation, oral rehydra-
tion therapy and growth monitoring
showed increasing success in bringing
down the rates of infant and child death
and disease. Interventions for pregnant
women lagged far behind with little to
no attention to women su ering in-
jury or dying in childbirth and/or from
pregnancy-related causes. It is no coin-
cidence that neonatal deaths account
for 40% of the under- ve mortal-
ity rate, since newborn survival is so
closely linked to the health and survival
of mothers.
e International Conference on
Safe Motherhood, held in Nairobi,
Kenya, in February 1987, issued a Call
to Action urging the Member States of
the UN to improve health conditions
for women in general and to reduce
maternal mortality in particular. In the
same year, international agencies, gov-
ernments, and a few international non-
governmental organizations, launched
the Safe Motherhood Initiative.” e
purpose of this e ort was to highlight
the persistence of maternal ill-health
and to devise solutions for maternal
mortality and morbidity. It was only
after its creation that the rst global
and regional estimates of maternal
mortality were calculated?®® reveal-
ing the most dramatic of all public-
health gaps between resource-rich and
resource-poor countries. Within the
public-health community, the Safe
Motherhood Initiative framed the ap-
proach to addressing maternal and child
health for the years to come. Conse-
quently, it is only in recent years that
the burden of neonatal mortality and
stillbirths has been estimated,*® and the
importance of the continuum of care
in maternal and child health pro-
grammes recognized.t®
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Women s health and human rights
movements

Concurrent with, and slightly ahead of,
these e orts to address maternal mor-
tality within the public-health com-
munity, international feminism  espe-
cially womens activism around health
and rights, both within countries and
globally  was also growing.?’ e early
demands of the womens movement,
particularly in western Europe and
North America, focused on two key
demands: equal pay for work of equal
value, and the rights of women to have
control over their bodies and to have
access to contraception and abortion.?
By the early 1980s, the health streams
of the international womens move-
ment had begun to come together
through the International Women and
Health meetings which, for the rst
time, brought together women from
all over the world.?> Among the key
concerns which connected the e orts
of women from very di erent contexts
and regions were the need for safe and
a ordable contraceptives and access
to antenatal care and safe childbirth
services. Closely linked to this was the
demand to abolish population control
measures (including coercive steriliza-
tion) which at the time were being
imposed by several governments.?

is global activism by nongov-
ernmental organizations had a direct
impact on the UN Decade for Women
(1976 1985), which heightened atten-
tion by governments and the interna-
tional community more broadly to the
health of women, especially in devel-
oping countries. Sceptical, however,
of whether the UN and its partners
were really committed to acting, the
womens health movement launched
an International Day of Action for
Womens Health in 1987, focusing
initially on Preventing Maternal
Mortality .2 Womens lack of autono-
my to make decisions about their lives,
including childbearing, was a central
focus of these e orts.

Concurrent with these changes
and the growth of the womens health
movement, human rights organizations
started to demonstrate how human
rights could work for women in the
so-called private sphere , including in
relation to sexuality and reproduction.?

roughout the 1990s, this activism
and research contributed to a growing
global awareness that womens health
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