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I. REPRODUCTIV E HEALT H RISK S 

A. Introductio n 

There i s a n historica l sens e i n whic h huma n reproductio n 
can b e sai d t o hav e affecte d th e value s o f me n an d th e bodie s 
of women . Women' s healt h i n itsel f wa s no t a  hig h priorit y i n 
the valu e syste m o f traditiona l culture s an d th e law s the y 
created. Th e dut y o f wome n wa s principall y t o bea r men' s 
children, particularl y sons , an d t o serv e a s th e foundatio n o f 
families. Th e cos t o f thi s dut y t o women' s health , an d th e 
effects o f women' s il l healt h upo n thei r f a m i l i e s , wen t 
unrecognized. Il l health , influence d perhap s b y earl y an d 
excessive chi1dbearing , an d women' s prematur e death s i n labou r 
or fro m weaknes s o r exhaustio n consequen t o n childbearing , wer e 
explained throug h fate , destin y an d divin e will . The y wer e 
not considere d amenabl e t o huma n contro l throug h reproductiv e 
health programme s an d education . 

Today, epidemiologica l an d relate d dat a sho w ho w healt h 
care ca n reduc e bot h materna l an d infan t an d chil d mortality , 
and tha t healt h programme s ca n contribut e significantl y t o th e 
creation an d surviva l o f health y famil y life . Dat a als o sho w 
how th e absenc e o f maternal , infan t an d chil d healt h service s 
leave mothers , infants , childre n an d familie s a t ris k o f 
sickness an d death . Reproductiv e safety , bot h o f me n an d wome n 
but particularl y o f women , raise s sensitiv e issue s i n th e 
Common la w tradition , however , becaus e i t relate s t o huma n 
sexuality an d affect s th e mora l order . Th e mora l belie f unde r 
the la w wa s that , i f human s ca n indulg e i n "easy " sexua l 
relations, withou t constan t liabilit y t o pregnanc y an d th e 
maintenance o f children , sexua l moralit y an d famil y securit y 
will b e i n jeopardy . Thi s traditiona l moralit y wa s expresse d 
as recentl y a s 195 4 i n th e celebrate d an d undul y influentia l 
dissenting observatio n o f Dennin g L.J . (a s h e the n w a s ) , 
expressly disapprove d b y th e majorit y o f th e Englis h Cour t o f 
Appeal, regardin g vasectomy . H e said : 

Take a  cas e wher e a  sterilisatio n operatio n i s don e 
so a s t o enabl e a  ma n t o hav e th e pleasur e o f sexua l 
intercourse withou t shoulderin g th e responsibilitie s 
attaching t o it . Th e operatio n the n i s plainl y 
injurious t o th e publi c interest . I t i s degradin g t o 
the ma n himself . I t i s injuriou s t o hi s wif e an d t o 
any woma n who m h e ma y marry , t o sa y nothin g o f th e 
way i t opens t o licentiousness. " (Braver y v . Bravery , 
[1954] 3  All E.R . 5 9 a t pp . 67-68) . 

Little concessio n wa s mad e t o vasectom y inspire d b y th e 
medical desirabilit y o f sparin g a  wif e th e hazard s o f futur e 
pregnancy. Lor d Dennin g M.R . showe d th e sam e inclinatio n t o 
favour a  vision o f th e publi c interes t ove r th e healt h o f wome n 
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in hi s 198 0 decisio n i n Th e Roya l Colleg e o f Nursin g case . H e 
considered Britain' s Abortio n Ac t 196 7 no t 1egall y t o protec t 
later-developed safe r technique s o f performin g abortio n tha t 
depended o n nursin g services , finding , sinc e nurse s coul d no t 
act, that : "th e docto r wil l hav e t o us e th e surgica l metho d 
with it s extr a hazards " ([1981 ] 1  Al l E.R . 54 5 a t p . 556 ) o r 
that th e abortio n wil l no t b e performed . Th e Hous e o f Lord s 
subsequently reverse d th e Cour t o f Appeal' s decision , an d 
upheld th e Act's applicabilit y t o modern abortio n methods, which 
reduce hazard s t o women' s healt h (se e [1981 ] 1  All E.R . 54 5 a t 
p. 563 ) . 

In man y Commonwealt h countries , the la w present s obstacle s 
to medica l an d othe r pursui t o f reproductiv e health . A t ris k 
in severa l area s i s no t simpl y health , bu t lif e itself . Dat a 
are reviewed below of how pregnancy and childbirth are causatively 
related to deaths of women and their children. Lega l accommodation 
of birt h spacin g an d othe r famil y plannin g practice s coul d 
prevent man y o f such deaths . Th e statu s of national legislatio n 
and case-la w whic h obstruc t voluntar y famil y plannin g i s 
reviewed belo w i n th e contex t o f th e Unite d Nations ' Conventio n 
on th e Eliminatio n o f Al l Form s o f Discriminatio n Agains t 
Women. Sinc e a t leas t 2 5 ou t o f 4 9 Commonwealt h countrie s ha d 
signed, ratifie d o r accede d t o thi s Conventio n b y Ma y 1986 , and 
others ar e considerin g accession , it s relevanc e t o reductio n o f 
health hazard s t o women du e t o pregnanc y i s apparent . 

B. Materna l Mortalit y 

In developed region s of the Commonwealth, reported materna l 
mortality (meanin g death s amon g wome n wh o ar e o r hav e bee n 
pregnant durin g th e previou s 4 2 days ) ma y b e clos e t o a n 
irreducible minimu m a t abou t 1 0 pe r 100,00 0 liv e births . I n 
North America , th e Worl d Healt h Organizatio n ha s estimate d a 
maternal mortalit y rat e varyin g fro m 7  t o 1 5 pe r 100,00 0 liv e 
births (W.H.O . Maternal an d Chil d Healt h Programm e Th e Healt h 
Situation o f Mothers an d Children : A  Brief Overview, Nov. 1983) . 
Not all regions of developed countrie s are necessarily developed , 
of course ; healt h standard s amon g th e norther n population s o f 
Canadian provinces , fo r instance , ar e lowe r tha n i n th e south . 
In th e developin g world , maternal mortalit y rate s ar e u p t o 20 0 
times highe r tha n i n th e industrialize d worl d (Preventio n o f 
Maternal Mortality , Repor t o f a  Worl d Healt h Organizatio n 
Interregional Meeting , 11-15 November 198 5 (1985 , W.H.O. Geneva ) 
at p . 2 ). I n Africa , fo r instance , materna l mortalit y rate s 
range from 160 to 1,100 deaths per 100,000 livebirths (A. Rosenfiel d 
and D . Maine , "Materna l Mortalit y -  A  Neglecte d Tragedy" , 
8446 : i i The Lance t (1985 ) 83). Th e exten t o f th e deat h rat e i s 
masked b y under-reporting . I n Jamaica , for instance , where th e 
official materna l moralti y rat e wa s 4 8 pe r 100,00 0 liv e births , 
a nationa l stud y uncovere d a  rat e o f 10 2 (W.H.O . Materna l 
Mortality Report , a t p . 4 ) . Hospita l dat a ar e reliabl e i n 



5 

themselves, but , o f course , exclud e materna l death s outsid e 
hospitals. I n Nigeria , fo r example , th e hospita l materna l 
mortality rat e wa s reporte d i n 198 5 a t 1,05 0 (Ibid. ) . 

A numbe r o f researc h studie s hav e show n tha t th e risk s o f 
morbidity an d mortalit y associate d wit h pregnanc y ar e greate r 
for th e mothers , an d fo r thei r children , i n th e case s o f wome n 
in th e followin g categories : 

(i) wome n les s tha n 1 8 years old ; 
(ii) wome n 3 5 years an d older ; 
(iii) wome n whos e las t birt h occurre d les s tha n 2 4 

months ago ; an d 
(iv) wome n wit h fou r o r mor e birth s 

("Healthier Mother s an d Childre n Throug h Famil y Planning " 
Population Reports , Th e John s Hopkin s Universit y Populatio n 
Information Program , 198 4 Serie s J . No . 27). 

(v) A n additiona l facto r i s tha t rura l wome n suffe r 
higher rate s o f maternal morbidit y an d mortality , 
due perhap s t o reduced acces s t o health services . 

(i) Adolescen t maternity. Earl y age of marriage and childbearing, 
and repeated pregnanc y i n youth, are associated with above-averag e 
maternal mortality . I n Nigeria , fo r instance , on e quarte r o f 
all wome n ar e marrei d b y th e ag e o f 14 , one hal f b y th e ag e o f 
16, an d thre e quarter s b y ag e 1 8 (se e "Digest " 11(3 ) Int' 1 
Family Plannin g Perspective s (1985 ) 98 , summarizin g Nationa l 
Population Bureau , Th e Nigeri a Fertilit y Survey , 1981/1982 , 
Principal Report , 1984). Regardin g young ag e of first pregnancy , 
it ha s bee n foun d tha t i n Jamaic a an d Nigeria , fo r instance , 
women younge r tha n 1 5 ar e fou r t o eigh t time s mor e likel y t o 
die durin g pregnanc y an d childbirt h tha n wome n age d 15-1 9 
("Youth i n th e 1980s : Socia l an d Healt h Concerns " Populatio n 
Reports ibid . , 198 5 Serie s M  No . 9 , a t p . M . 3 6 5 ) . I n th e 
developed world , th e materna l deat h rat e fo r mother s unde r ag e 
15 ha s bee n foun d t o b e 2. 5 time s highe r tha n th e rat e amon g 
mothers age d 2 0 t o 2 4 (ibid.) . I t ha s bee n foun d tha t i n rura l 
Bangladesh, fo r instance , amon g wome n age d 1 5 t o 19 , almos t 6 
in 1 0 o f al l death s ar e relate d t o pregnanc y an d childbirt h 
(L.C. Chen , M.C . Gesch e e t a l . "Materna l Mortalit y i n Rura l 
Bangladesh" 5(11 ) Studie s i n Fam . Plannin g (1974 ) 334) . I n 
fact, adolescen t pregnanc y i s quite commo n in  th e Commonwealth . 
In develope d countries , contraceptio n ma y limi t th e incidence , 
but in , fo r instance , Botswana , amon g wome n wh o hav e eve r bee n 
pregnant, 2 8 percen t ha d firs t bee n pregnan t whe n age d unde r 1 8 
years old . (W.G . Manyeneng , P . Khulumani , M.K . Larso n an d 
A.A. Way , Botswan a Famil y Healt h Surve y 198 4 (1985 ) a t p . 111). 

Adolesence aggravate s othe r factor s whic h obstruc t women' s 
access t o reproductiv e healt h services . Wher e parenta l an d 
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spousal consen t requirement s ar e mad e b y famil y plannin g 
agencies,younger women whose parents or spouses oppose contraceptive 
services ar e les s likel y t o persuad e the m t o giv e consen t tha n 
are olde r persons . Les s experience d wome n ar e als o a t a 
disadvantage i n gainin g acces s t o availabl e service s whic h d o 
not observ e suc h requirements . Indeed , wher e knowledg e o f 
human reproductio n i s no t availabl e t o youths throug h educatio n 
in thei r families , schools o r communities , young girl s ma y hav e 
no mean s t o becom e awar e o f an y metho d t o counte r conception , 
including sexua l abstinence . 

(ii) Advance d Materna l Age , Studie s includin g dat a fro m 
Bangladesh an d Jamaic a hav e show n that , when compare d t o wome n 
aged 20-24 , those age d 35-3 9 were fro m 8 5 percen t t o 46 L percent 
more likel y t o di e fro m a  give n pregnanc y (W.H.O . Materna l 
Mortality Repor t a t p . 7 ). I n Englan d an d Wales , women age d 4 0 
or older ha d a t leas t fiv e time s th e ris K o f death i n childbirt h 
than wome n age d 20-2 4 (D . Maine, Famil y Planning : It s Impac t 
on the Health of Women and Children (1981 ) at p. 30). Aggravatin g 
pregnancy relativel y lat e i n reproductiv e lif e ar e hig h parit y 
(see (iv ) below ) an d th e natura l consequence s o f advancin g 
years. Th e ris k o f hemorrhag e rise s sharpl y wit h age , th e 
toxemias becom e mor e frequen t amon g olde r mothers , and th e ris k 
of sepsi s increases . Constitutiona l disorder s resultin g fro m 
aging, suc h a s cardiovascula r disease , mak e olde r wome n mor e 
susceptible t o pregnanc y complications . Further , especially i n 
more developed countries , longer period s o f taking contraceptiv e 
drugs ma y mor e significantl y predispos e wome n t o risk s i n 
pregnancy. Thi s ma y b e relate d t o th e greate r likelihoo d o f 
women an d thei r husband s seekin g contraceptiv e sterilizatio n 
(see chapte r II I below) . Wher e abortio n i s unlawfu l an d 
unsafe, o r lawfu l bu t unavailabl e s o that unlawfu l practic e an d 
self-induced abortio n ar e used , a  woma n o f advance d ag e an d 
perhaps a  highe r numbe r o f pregnancie s ma y b e a t highe r ris k 
from unskille d abortion . 

(iii) Shor t Birt h Spacing . Thi s factor s appear s mor e relate d 
to infan t an d chil d morta1it y tha n t o materna l mortality . 
Nevertheless, especiall y amon g wome n wit h poo r nutrition , 
pregnancy followin g soo n afte r childbirt h create s greate r risk s 
than t o thos e whos e physica l statu s ha d recovere d fro m earlie r 
chi1dbearing . Infan t an d chil d death s associate d wit h clos e 
birth spacin g themselve s impos e healt h risk s o n mother s du e t o 
higher parit y (se e (iv ) below) , sinc e famil y incentive s ar e 
created t o conceiv e a  replacemen t child . Further , a  mothe r 
with a  youn g dependen t chil d ma y b e impaire d i n obtainin g 
prenatal car e durin g a  subsequent pregnancy . Th e shor t spacin g 
of birth s ma y als o b e associate d wit h th e risk s o f youn g 
childbearing. B y th e ag e o f 17 , fo r instance , 1 6 percen t o f 
Bangladeshi wive s hav e more than one child (A . Petros-Barvazian , 
"Family Planning : a  preventiv e healt h measure " 5 7 J . Christia n 
Med. Ass. of Indi a (1984 ) 475). Whe n unsaf e abortio n i s used to 
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end pregnanc y arisin g to o soo n afte r childbirth , i t introduce s 
all o f th e risk s o f th e procedur e t o a  woman o f reduce d physica l 
capacity t o endur e an d recove r fro m them . 

(iv) Parit y (Numbe r o f Previou s Births) . Sinc e pregnanc y an d 
childbirth i n themselve s presen t hig h healt h risk s t o wome n i n 
many part s o f th e Commonwe1ath , i t follow s tha t frequen t 
pregnancy increase s risks . Healt h ma y progressivel y deteriorat e 
under th e impac t o f repeate d pregnancy , childbearin g an d 
childrearing, however , s o tha t parit y i s a  cumulative facto r i n 
reproductive health . I t ha s bee n observed , fo r instance , that : 

"At th e Princes s Christia n Maternit y Hospita l i n 
Sierra Leone , i t i s no t unusua l t o se e wome n wh o 
have brough t 1 1 t o 2 2 pregnancie s t o term . Thes e 
women ar e usuall y ver y anemic , an d ar e expose d t o 
such seriou s complication s o f pregnanc y a s postpartu m 
hemorrhage, cor d prolapse , an d othe r hazards . Man y 
reach th e hospita l wit h obstructe d labor , infection , 
and materna l exhaustion " (se e Meetin g th e Need s o f 
the 8 0 's, Repor t o f th e 5t h I  n t ' 1 Conferenc e on 
Voluntary Surgica l Contraception , Worl d Fed . o f 
Health Agencie s fo r th e Advancemen t o f V.S.C. , a t 
P. 5 ). 

Parity naturall y tend s t o ris e wit h age . I n Botswana , fo r 
instance, wome n i n th e 45-4 9 yea r ag e bracke t hav e o n averag e 
had 6  children , with 5  surviving , i n a n urba n area , an d 7 , wit h 
6 surviving , i n a  rura l are a (W.G . Manyenen g e t al . above , a t 
p. 9 5 ) . I n Nigeria , grandmu1tiparit y ( 5 o r mor e births ) 
accounts fo r 17-2 1 percen t o f al l deliveries ; wome n i n Wes t 
Africa hav e a n averag e o f 6. 8 childre n (se e Conferenc e o n 
Reproductive Healt h Managemen t i n Sub-Sahara n Africa , Novembe r 
1984. Abstrac t o f pape r b y A.E . Omu , no . 2 8 ) . I n Jamaica , 
compared t o wome n havin g thei r secon d child , thos e havin g thei r 
fifth t o nint h birth s ar e 4 3 percen t mor e likel y t o di e 
(W.H.O. Materna l Mortalit y Report , a t p . 7 ) . Similarly , 
evidence fro m rura l Banglades h show s tha t amon g wome n havin g 
their fourt h o r fit h birth , th e ris k o f deat h wa s almos t doubl e 
that of women havin g thei r secon d o r third birth . (Se e L.C. Che n 
et al . "Materna l Mortalit y i n Rura l Bangladesh" , above) . 

A startlin g featur e o f multiparit y i s that , whil e wome n 
want families , man y wome n clearl y destine d t o hav e futur e 
pregnancies reply , whe n aske d abou t thei r futur e childbearin g 
preferences, tha t the y wan t n o mor e children . Th e Worl d 
Fertility Surve y countr y report s sho w tha t th e proportio n o f 
married wome n i n Ghan a wh o sa y tha t the y wan t n o mor e childre n 
is 12 percent, while i n Sri Lank a i t is 61 percent (se e D. Maine , 
"Mothers i n peril : th e heav y tol l o f needles s deaths " 1 2 Peopl e 
(I.P.P.F.) (1985 ) 6 ). Disfavou r o f future pregnanc y i s relevan t 
not onl y t o th e socioeconomi c implication s o f large r families , 
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but t o women' s surviva l o f pregnanc y an d childbirth . I n Sr i 
Lanka, abou t 4 0 percen t o f materna l death s woul d b e averte d i f 
women wh o wan t n o mor e childre n an d ar e no t usin g efficien t 
contraception wer e t o hav e n o mor e chldren , an d i n Ghana , th e 
same woul d aver t 1 4 percen t o f materna l deat h (Ibid . a t p . 8 ). 
Nevertheless i n Ghan a ove r 8 0 percen t o f wome n wh o sa y the y 
want n o mor e childre n ar e no t usin g a n efficien t metho d o f 
contraception, an d i n Sr i Lank a th e rat e i s clos e t o 70 percen t 
( Ibid. a t p . 7 ) . Obstacle s t o acces s t o contraceptiv e mean s 
may b e cultural , bu t ther e ar e als o obstacle s relate d t o age , 
spousal consent , and th e simpl e unavailabilit y o f services . 

(v) Rura l Residence . Statistic s o f materna l mortality , bot h 
in themselve s an d i n relatio n t o adolescence , advance d ag e an d 
parity, ofte n distinguis h urba n fro m rura l populations , an d 
show th e latte r t o b e a t disadvantage . Population s o f man y 
Commonwealth countrie s ar e predominantl y rural . Th e rura l 
setting render s healt h service s mor e difficul t t o deliver , 
since mor e widel y distribute d communitie s requir e mor e tim e an d 
expense t o reach . Further , medica l equipmen t ma y b e difficul t 
to transport, and health centres equipped with adequat e resource s 
may b e difficul t fo r outlyin g people s t o reach , especiall y i n 
emergency. Healt h services , no t onl y t o sav e lif e endangere d 
by advance d pregnanc y an d deliver y bu t als o t o provid e routin e 
contraceptive care , may be simply inaccessibl e to rural resident s 
of many countries . 

Rural lif e ma y als o predispos e wome n t o earl y marriag e an d 
childbearing, and to multiparity. Urba n life may offer inducements 
to postpon e marriag e and/o r childbearing , throug h educationa l 
and employmen t opportunities , an d mak e a  singl e woman' s socia l 
and economi c independenc e possibl e an d culturall y acceptable . 
Thus, rura l residenc e ma y depriv e wome n bot h o f reproductiv e 
care an d o f alternativ e lif e style s t o earl y marriag e an d 
repeated pregnancy . Thi s impose s a  toll no t onl y o n th e healt h 
and th e ver y live s o f th e wome n themselves , bu t als o o n th e 
lives o f thei r children . 

C. Infan t an d Chil d Mortalit y 

Child surviva l i s jeopardize d b y a  numbe r o f th e factor s 
that contribut e t o materna l mortality . A  mother' s deat h i n 
childbirth ma y i n itsel f prejudic e th e child , bu t apar t fro m 
that childre n born , fo r instance , t o ver y youn g mother s ar e 
more likel y t o di e tha n thos e bor n t o women age d 2 0 t o 30 . Th e 
World Fertilit y Surve y relatin g t o som e countrie s i n Asia show s 
that mother s age d unde r 1 6 ar e twic e a s likel y t o los e thei r 
babies tha n ar e thos e age d ove r 2 0 (A . Petros-Barvazian , above , 
at p. 475). I n part, these infants ' disadvantages ma y originat e 
in utero , as show n i n highe r feta l deat h rates ; the y tend , fo r 
instance, t o hav e lowe r birt h weigh t (  Ibid. ) A t th e othe r en d 
of th e materna l ag e range , childre n bor n t o olde r wome n ru n a 
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greater ris k o f birt h defect s tha n thos e bor n t o younge r mother s 
and, i n addition , feta l an d neonata l mortalit y rate s increas e 
with hig h materna l ag e (  I b i d . ). 

C l o s e birt h spacin g i s als o a  ris k t o childre n bor n o f 
mothers o f an y age . Th e olde r chil d ma y b e affecte d b y earl y 
or abrup t weanin g fro m it s mother' s milk , which , apar t fro m it s 
n u t r i t i v e v a l u e , ca n p r o t e c t th e i n f a n t f r o m i n f e c t i o n . 
Breastmilk substitute s an d weanin g foods , perhap s dilute d wit h 
impure w a t e r , ma y i n t r o d u c e c o n t a m i n a t i o n an d p r e d i s p o s e 
children t o malnutritio n wit h effect s tha t ar e fel t eve n late r 
in life . Th e Worl d Healt h Organization' s Internationa l Cod e o f 
Marketing o f Breastmil k Substitute s i s intende d t o reduc e thes e 
d a n g e r s . Recen t dat a hav e show n tha t m o r t a l i t y rate s fo r 
children age d betwee n on e an d tw o year s ar e u p t o fou r time s 
higher i f thei r birt h wa s followe d b y anothe r withi n 1 8 month s 
( I b i d . ) Y o u n g e r c h i l d r e n bor n afte r a  shor t birt h interva l 
suffer highe r perinata l an d infan t mortalit y rate s i f bor n fewe r 
than tw o years afte r a previous birth . A  World Healt h Organizatio n 
study o f rura l India , fo r instance , showe d mortalit y rate s mor e 
than twic e a s hig h amon g infant s bor n fewe r tha n tw o y e a r s 
after en d o f a n earlie r pregnanc y tha n amon g thos e bor n afte r 
an interva l o f mor e tha n fou r years . A  Singapor e stud y show s 
that poo r schoo l p e r f o r m a n c e i s als o linke d t o clos e birt h 
spacing (Ibi d . ) 

Data o n infan t mortalit y ar e ofte n unavoidabl y questionable , 
due i n par t t o difficultie s o f gatherin g dat a i n o v e r c r o w d e d 
urban setting s an d sparsel y poulate d rura l areas . Th e error s 
to whic h thes e feature s contribut e ar e almos t invariabl y o f 
under-reporting. Government s themselve s recogniz e th e problem . 
The pape r fro m th e Maldive s presente d a t th e Join t Nationa l 
W.H.O./U.N.F.P.A. Worksho p o n Materna l Chil d Healt h an d Famil y 
Spacing, hel d i n Ne w Delh i i n N o v e m b e r 1 9 8 4 , showe d infan t 
mortality a t 7 7 pe r 100 0 liv e birth s i n 1983 , bu t anothe r stud y 
prepared b y th e Unite d Nation s Fun d fo r Populatio n Activitie s 
in 198 2 ( M a l d i v e s : Repor t o f Missio n o n Need s Assessmen t fo r 
Population Assitance : Repor t No . 49 ) showe d infan t mortalit y t o 
be 12 1 pe r 100 0 liv e birth s (p . 7 ) . Nevertheless , reliabl e 
relative dat a hav e bee n produced , comparin g on e countr y o r on e 
location withi n a  country wit h others . Th e 1986 UNICEF publicatio n 
The Stat e o f th e World' s Children , fo r instance , show s tha t th e 
infant mortalit y rat e pe r 100 0 liv e birth s fo r Sierr a Leon e i s 
180 an d Malaw i 165 , fo r Ghan a 9 5 an d Zambi a 9 0 , fo r Trinida d 
and Tobag o 2 4 , fo r Australi a 1 0 an d th e sam e fo r th e Unite d 
Kingdom (pp . 8 4 - 8 5 ) . 

Death rate s amon g infant s bor n a t th e en d o f shor t (unde r 
2 y e a r s ) an d lon g (ove r 2  y e a r s ) birt h i n t e r v a l s d i f f e r 
s i g n i f i c a n t l y . I n Lesotho , fo r instance , th e deat h rat e fo r 
the forme r i s abou t 15 5 pe r 100 0 liv e births , an d abou t 9 5 fo r 
the l a t t e r . Fo r M a l a y s i a , th e forme r rat e i s abou t 6 0 , th e 
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latter abou t 4 0 (D . Maine an d R . McNamara , Birt h Spacin g an d 
Child Surviva l (1985 ) p . 9 ). Th e proportio n o f al 1 childre n 
born withi n a  shor t birt h interva l i n Malaysi a i s 3 8 percent , 
40 i n Jamaic a and , fo r instance , 3 5 i n Keny a (  Ibid. p . 15). 
This indicate s tha t relativel y hig h proportion s o f childre n ar e 
at disproportionat e ris k o f mortalit y associate d wit h mothers ' 
reproductive histories . Estimate d reductio n i n infant death s i f 
all childre n wer e bor n a t leas t 2  year s afte r mothers ' las t 
births i s 1 2 percen t i n Malaysia , 2 6 i n Jamaic a and , fo r 
instance, 20 in Kenya ( Ibid. p . 17) . O n average in the developing 
world, abou t on e i n 5  infan t death s coul d b e averte d b y th e 
spacing o f birth s a t interval s o f 2  o r mor e year s (  Ibid. ) . 
Accordingly, practica l an d lega l barrier s t o birt h spacing , 
such a s lega l obstacle s t o acces s t o effectiv e contraceptiv e 
methods, ca n b e show n t o cos t live s o f infant s an d children . 

D. Improvin g Materna l Healt h 

A numbe r o f proposal s hav e bee n advance d aime d t o decreas e 
maternal mortalit y b y improvin g reproductiv e health . Zimbabwe' s 
National Famil y Plannin g Counci l Ac t 198 5 an d Malaysia' s 198 4 
new description o f its Family Plannin g Ac t 1966 a s the Populatio n 
and Famil y Developmen t Ac t ar e hopefu l move s i n thi s direction . 
Medical cause s o f deat h ca n b e classifie d i n man y ways , bu t a 
usual distinctio n i s betwee n direc t an d indirec t obstetri c 
deaths. Th e forme r resul t fro m complication s o f pregnancy , 
delivery o r thei r management , th e latte r ar e th e resul t o f th e 
aggravation o f som e existin g condition , suc h a s hear t diseas e 
or hepatitis , b y pregnanc y o r childbirth . I n developin g 
countries, mos t materna l death s ar e direc t obstetri c deaths , 
the majo r cause s o f which ar e hemorrhage , infectio n an d toxemi a 
(sometimes calle d pregnancy-induce d hypertension) . I n a numbe r 
of countries , anothe r leadin g caus e o f direc t obstetri c death s 
is unskille d abortio n an d self-applie d interferenc e upo n 
suspicion o f pregnancy . 

Medical cause s o f materna l deat h reveal , however , onl y a 
part o f th e explanation . A  stud y ha s show n tha t 63-8 0 percen t 
of direc t obstetri c death s an d 88-9 9 percen t o f al l materna l 
deaths ca n probabl y b e avoide d wit h prope r handlin g o f th e 
women's pregnancie s an d deliverie s withi n th e range of resource s 
available in the women's countries at the time (see W.H.O. Materna l 
Mortality Report , p . 6 ). Avoidabl e factor s tha t contribut e t o 
deaths includ e deficien t medica l treatmen t o f complications , 
lack o f essentia l supplie s suc h a s bloo d fo r transfusion , an d 
absence o f adequatel y traine d personne l i n medica l facilities . 
Lack o f acces s t o maternit y service s i s als o a  significan t 
contributory caus e o f death , sinc e trave l ma y dela y treatmen t 
too lon g o r den y i t altogether . Wome n wh o d o no t receiv e 
prenatal car e are more likel y t o die than women wh o receive care. 
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Medical an d healt h s e r v i c e f a c t o r s a f f e c t i n g materna l 
m o r t a l i t y ar e a g g r a v a t e d b y s o c i o e c o n o m i c f a c t o r s suc h a s 
poverty an d poo r e d u c a t i o n , an d b y th e reproductiv e factor s 
noted abov e o f lo w o r advance d age , clos e birth-spacin g a n d , 
for i n s t a n c e , hig h p a r i t y . T h e r e ar e clearl y economi c an d 
cultural limit s t o wha t ca n b e don e t o adres s thes e factor s i n 
the shor t term , bu t a  numbe r o f strategie s hav e bee n recommende d 
to improv e m a t e r n a l h e a l t h , p r o v i d e prenata l an d m a t e r n a l 
health c a r e , an d affor d wome n mor e contro l ove r commencemen t 
and duratio n o f thei r childbearin g phas e an d o f frequenc y o f 
p r e g n a n c y . Severa l o f thes e depen d upo n lega l provisions , 
which ma y obstruc t mean s t o protec t r e p r o d u c t i v e h e a l t h , o r 
a l t e r n a t i v e l y f a c i l i t a t e acces s t o wante d service s tha t ar e 
available. I f Commonwealt h countrie s wer e t o mak e preventio n 
of materna l deat h a  hig h priorit y healt h issue , lega l doctrina l 
barriers t o appropriat e car e woul d b e lifted , an d legislatio n 
could f a c i l i t a t e a v a i l a b i l i t y o f an d acces s t o appropriat e 
health services . Governmenta l polic y review s coul d cove r suc h 
issues a s removin g obstacle s t o famil y planning . 

Responses t o medica l cause s precipitatin g death , suc h a s 
hemorrhage an d infection , may be made primarily through availabilit y 
and trainin g o f medica l personnel , bu t reductio n o f pregnancie s 
which th e wome n d o no t wan t becaus e the y ar e to o young , to o 
old, o r to o r e c e n t l y p r e g n a n t , ca n b e a p p r o a c h e d t h r o u g h 
c o n t r a c e p t i o n , v o l u n t a r y sterilizatio n (includin g vasectomy ) 
and saf e abortio n service s t o whic h a c c e s s ma y b e ease d b y 
legal r e f o r m s . Fo r i n s t a n c e , counsellin g o f wome n wh o ar e 
being treate d fo r complication s o f abortion , i n orde r t o assis t 
them t o avoi d repeate d unwante d pregnancie s an d abortions , i s 
obstructed wher e th e wome n ar e themselve s legall y classifie d a s 
offenders an d accomplice s o f criminals . 

The la w ca n als o assis t availabilit y o f appropriat e healt h 
p e r s o n n e l . S u i t a b l y traine d nurse s ca n legall y b e afforde d 
greater autonom y o f a c t i o n , t o allo w the m i n d e p e n d e n t l y t o 
c o n d u c t physica l e x a m i n a t i o n s , mak e prognose s an d prescrib e 
treatments includin g certai n drug s fo r th e p u r p o s e s bot h o f 
protecting wome n an d unbor n childre n durin g pregnancy , an d o f 
spacing births . Perhap s mor e significan t tha n th e trainin g o f 
nurses t o d i s c h a r g e wide r dutie s i n p r e g n a n c y an d l a b o u r , 
h o w e v e r , i s th e t r a i n i n g o f t r a d i t i o n a l birt h a t t e n d a n t s 
( T . B . A . s ) . The y ar e ofte n th e first , an d frequentl y th e onl y 
health car e worker s wit h who m pregnan t wome n i n poo r countrie s 
have c o n t a c t . I t ha s bee n pointe d ou t t h a t , p a r t i c u l a r l y 
because T.B.A. s ar e s o activ e i n Africa , Asi a an d Lati n America , 
they probabl y delive r two-third s o f th e neonate s i n th e worl d 
(J. Stepan , "Traditiona l an d Alternativ e System s o f Medicine : A 
C o m p a r a t i v e Revie w o f L e g i s l a t i o n , " 3 6 ( 2 ) Int' 1 Diges t o f 
Health Legislatio n (1985 ) 283 , a t p . 3 1 4 ) . 
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Na t i o n a l legislativ e approache s t o traditiona l medicine , 
which a t time s includ e th e practice s no t onl y o f T.B.A. s bu t 
also o f midwives , hav e bee n divide d int o fou r broa d categorie s 
of policie s fo r regulatio n (se e Stepan , a t p . 2 8 7 ) . Thes e are : 

(a) E x c l u s i v e ( m o n o p o l i s t i c ) s y s t e m s , w h e r e onl y th e 
practice o f modern, scientific medicin e b y professional s 
and auxiliarie s i s recognize d a s lawful ; 

(b) T o l e r a n t s y s t e m s , w h e r e onl y th e syste m base d o n 
modern medicin e i s recognized , bu t t o som e e x t e n t , 
practitioners o f variou s form s o f traditiona l medicin e 
are tolerate d b y law ; 

(c) Inclusiv e systems , i n whic h system s othe r tha n moder n 
medicine ar e no t merel y tolerated , bu t ar e recognize d 
as formin g a  specia l par t o f th e structur e o f healt h 

c a r e ; and 

(d) I n t e g r a t e d s y s t e m s , i n w h i c h ther e i s officia l 
promotion o f th e integratio n o f tw o o r mor e system s 
w i t h i n a  s i n g l e r e c o g n i z e d s e r v i c e ; i n t e g r a t e d 
t r a i n i n g o f healt h p r a c t i t i o n e r s i s th e officia l 
policy. 

T h r o u g h o u t t h e d e v e l o p i n g w o r l d , th e tren d ha s bee n 
observed toward s providin g T.B.A. s wit h som e forma l t r a i n i n g , 
to giv e mor e structur e t o thei r histori c relianc e upo n learnin g 
through a p p r e n t i c e s h i p an d e x p e r i e n c e (M . S i m p s o n - H e b e r t , 
"Traditional Midwive s an d Famil y Planning" , Populatio n Reports , 
Population Informatio n P r o g r a m , 198 0 S e r i e s J , N o . 2 2 ) . I n 
some Commonwealt h countrie s suc h a s Belize , T.B.A. s ma y legall y 
work onl y i n area s wher e physician s o r registere d midwive s ar e 
u n a v a i l a b l e . I n Indi a an d M a l a y s i a , h o w e v e r , governmenta l 
efforts ar e bein g mad e t o registe r an d trai n T.B.A. s an d t o 
integrate the m int o materna l healt h car e system s (se e Stepan , 
p. 3 1 5 ) . I n additio n t o thei r primar y task s o f takin g car e o f 
d e l i v e r i e s , the y ma y b e employe d a s auxiliarie s i n teachin g 
hygiene an d i n famil y planning . I n Malaysia , fo r instance , th e 
M i d w i v e s ( R e g i s t r a t i o n ) R e g u l a t i o n s , 197 1 affor d T.B.A. s a 
broad opportunit y t o legaliz e thei r practice , an d t o b e eligibl e 
to p r a c t i s e a s m i d w i v e s (se e g e n e r a l l y M . O w e n , "Law s an d 
policies affectin g th e trainin g an d p r a c t i c e o f t r a d i t i o n a l 
birth a t t e n d a n t s " , 3 4 ( 3 ) Int' 1 Diges t o f Healt h Legislatio n 
(1983) 4 3 9 ) . 

The Novembe r 198 5 W.H.O . Interregiona l Meetin g o n Preventio n 
of Materna l Mortalit y recommende d tha t a  majo r rol e o f T.B.A. s 
should b e referra l w h e r e , o f course , ther e ar e materna l an d 
related healt h car e facilitie s t o whic h wome n ca n b e referred . 
T r a i n i n g o f T.B.A. s shoul d the n b e i n r e c o g n i t i o n o f ris k 
factors suc h a s age , parit y an d bleedin g durin g pregnancy , an d 
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in detection o f anemia , infection , prolonged labou r an d excessiv e 
blood loss , an d als o whe n necessar y i n referra l t o a  sourc e o f 
legal abortio n (se e Report , above , a t p . 1 1 ) . T.B.A. s shoul d 
also b e give n th e trainin g an d supplie s t o preven t o r trea t 
complications wheneve r possible , includin g us e o f a n t i s e p t i c 
t e c h n i q u e s i n d e l i v e r y an d th e a d m i n i s t r a t i o n o f drug s t o 
reduce a n e m i a , an d p r o v i s i o n o f c o n t r a c e p t i v e s . T r e a t m e n t 
skills coul d includ e firs t ai d fo r treatmen t o f hemorrhag e an d 
safe remova l o f retaine d placent a (Ibid . ) . 

It wa s als o recommende d tha t accessibl e healt h centre s b e 
e s t a b l i s h e d t o preven t materna l death s throug h appropriatel y 
trained healt h personnel . Wher e objectivel y perfec t standard s 
are unattainable , resource s an d personne l ma y stil l b e deploye d 
and traine d t o highe r level s o f effectiveness . Personne l ca n 
be traine d t o recogniz e healt h an d pregnanc y abnormalities , t o 
use antibiotics , intramuscula r iro n supplements , and appropriat e 
drugs an d t o repai r lacerations . I n area s wher e physician s ar e 
not availabl e t o perfor m life-savin g caesarea n deliveries , th e 
f e a s i b i l i t y o f t e a c h i n g traine d m i d w i v e s t o undertak e thi s 
operation shoul d b e explore d (Ibid . ). 

The rol e o f m i d w i v e s i s bein g a d d r e s s e d i n d e v e l o p e d 
Commonwealth countrie s a s wel l a s i n developin g countris . Th e 
context o f th e discussio n ma y b e different , however , i n that , 
unlike i n mos t developin g regions , midwives ' practice s ma y b e 
legally controlle d becaus e adequat e number s o f physician s ar e 
a v a i l a b l e . Th e a d v a n t a g e s midwive s offe r ar e o f econom y i n 
public healt h expenditures , an d o f freedo m o f materna l choice , 
for instanc e o f hom e birt h rathe r tha n hospita l delivery . I n 
Canada, fo r instance , th e Colleg e o f Physician s an d Surgeon s o f 
the provinc e o f Albert a ha s observe d tha t medica l attendanc e a t 
non-emergency hom e birt h constitute s professiona l m i s c o n d u c t . 
In th e provinc e o f Ontario , o n th e othe r hand , th e governmen t 
is proposin g fo r th e firs t tim e t o recogniz e m i d w i f e r y a s a 
legitimate healt h profession . Th e scop e o f permitte d practic e 
has stil l t o b e e s t a b l i s h e d , h o w e v e r , sinc e m i d w i v e s ma y 
function eithe r unde r doctors ' supervision , as health auxiliaries , 
or independentl y o f suc h supervision . Medica l contention s tha t 
avoidable hom e birth s ar e no t i n th e bes t interest s o f wome n o r 
children, due , fo r instance , t o th e ris k o f unexpecte d event s 
which r e q u i r e th e car e tha t onl y hospital s ca n provide , ar e 
countered b y claim s t o materna l choic e an d contro l o f th e birt h 
e n v i r o n m e n t , m o t h e r s r e s p o n s i b i l i t y fo r w e l f a r e o f thei r 
c h i l d r e n an d f a m i l i e s , an d b y th e ris k o f m e d i c a l l y - o r 
h o s p i t a l - i n d u c e d injurie s t o c h i l d r e n , suc h a s nosocomia l 
infections ( m e d i c a l l y - o r i g i n a t i n g d i s e a s e s ) . Th e argumen t 
between doctor s an d th e hom e birt h movemen t ma y appear , fro m 
the p e r s p e c t i v e o f d e v e l o p i n g c o u n t r i e s , t o b e a  d i l e m m a 
p r i m a r i l y o f l u x u r y , h o w e v e r , rathe r tha n o f accommodatin g 
limited resource s t o immens e an d urgen t materna l healt h car e 
needs. 
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E. Th e "Women' s Convention " 

The conclusio n o f thi s Repor t (Chapte r V I below ) addresse s 
the genera l significanc e fo r Commonwealt h reproductiv e healt h 
law o f th e Unite d Nation s Conventio n o n th e Eliminatio n o f Al l 
Forms o f Discriminatio n Agains t Wome n (th e Women' s Convention) . 
Its relevanc e t o reproductiv e healt h risk s merit s preliminar y 
consideration, however , becaus e o f th e obviou s fac t tha t wome n 
are th e direc t victim s o f mortalit y du e t o pregnanc y an d 
childbirth. I t i s a  functio n o f legal , philosophica l an d 
social analysi s t o decid e whethe r materna l mortalit y primaril y 
affects wome n a s oppose d t o men , o r pregnan t person s a s oppose d 
to non-pregnan t persons , man y o f th e latte r o f whom , o f course , 
are als o women . T o discriminat e agains t th e pregnan t i s 
nevertheless t o discriminat e agains t women , eve n thoug h mor e 
than mother s hav e interest s i n th e successfu l an d saf e outcom e 
of pregnancy , an d eve n thoug h no t al l wome n ar e o r wil l becom e 
pregnant. 

The Conventio n ha s no w bee n signed , ratifie d o r accede d t o 
by ove r hal f of the countrie s o f th e Commonwealt h (se e Appendix) , 
including th e mos t heavil y populated . Accordingly , th e priorit y 
they giv e t o allocatin g thei r resource s t o th e preventio n an d 
relief o f reproductiv e healt h risk s affectin g wome n i s ope n t o 
assessment i n ligh t o f bot h th e lega l provision s an d th e mora l 
values o f th e Convention . Th e Conventio n i s legall y bindin g 
only upo n thos e countrie s tha t hav e ratifie d o r acceded , know n 
as State s Parties . Thei r obligation s ar e s o t o conduc t thei r 
national includin g legislativ e affair s a s t o confor m t o th e 
Convention, particularl y bu t no t onl y t o achieve th e eliminatio n 
of "discriminatio n agains t women" . Thi s i s define d i n Articl e 
1 o f th e Conventio n as : 

"... an y distinction , exclusio n o r restrictio n mad e 
on th e basi s o f se x whic h ha s th e effec t o r purpos e 
of impairin g o r nullifyin g th e recognition , enjoymen t 
or exercis e b y women , irrespectiv e o f thei r marita l 
status, o n a  basi s o f equalit y o f me n an d women , o f 
human rights an d fundamental freedom s i n the political , 
economic, social , cultural, civil o r an y othe r field. " 

The freedo m t o exercis e reproductiv e choic e withou t dange r 
to one' s life , whic h me n usuall y enjo y withou t difficulty , 
appears fundamenta l t o women , bu t ofte n it s enjoymen t i s 
dependent upo n th e materna l healt h car e service s an d traine d 
personnel reviewe d above . Wher e State s Partie s wit h th e mean s 
decline o r fai l t o appl y the m appropriatel y t o materna l healt h 
care, they ma y b e i n breac h o f th e Women' s Convention . Article s 
of th e Conventio n requir e State s Partie s t o issu e initia l an d 
subsequent periodi c report s o f thei r complianc e wit h th e 
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Convention t o th e Committe e o n th e Eliminatio n o f Discriminatio n 
Against Wome n (th e CEDA W Committe e -  se e Article s 1 7 - 2 2 ) . 

Of relevan t concer n t o materna l healt h car e throug h birt h 
spacing an d car e i n pregnanc y i s Articl e 12 . Thi s provide s 
that: 

" 1 . State s Partie s shal l tak e al l appropriat e measure s t o 
eliminate discriminatio n agains t wome n i n th e fiel d 
of healt h car e i n orde r t o e n s u r e , o n a  basi s o f 
equality o f me n an d w o m e n , a c c e s s t o healt h car e 
services, includin g thos e relate d t o famil y planning . 

2. Notwithstandin g th e provision s o f paragrap h 1  o f thi s 
article, States Parti es shall ensure to women appropriat e 
services i n connexio n wit h pregnancy , confinemen t an d 
the post-nata l period , grantin g fre e service s w h e r e 
n e c e s s a r y , a s wel l a s a d e q u a t e n u t r i t i o n durin g 
pregnancy an d lactation. " 

Where nationa l resource s ar e limited , thei r du e allocatio n 
to th e need s o r women' s reproductiv e surviva l an d welfar e mus t 
be assured . I t i s no t a  phenomeno n limite d t o th e Commonwealt h 
that, whe n defenc e o f countries ' population s i s considered , th e 
threat i s conceive d b y government s mor e i n militar y tha n healt h 
terms, an d defenc e budget s ar e accordingl y a f f o r d e d priorit y 
over budget s fo r medical , welfar e an d relate d services . Death s 
of wome n fro m pregnanc y an d childbirt h ar e ofte n a  mor e imminen t 
threat an d a  mor e frequen t nationa l experience , however , tha n 
women's death s fro m hostil e militar y action . 

M i l i t a r i s t i c , c o m m e r c i a l an d c o m p a r a b l e value s ofte n 
prevail i n c o u n t r i e s ' p o l i t i c a l p r i o r i t i e s ove r value s o f 
w o m e n ' s r e p r o d u c t i v e healt h du e t o t r a d i t i o n s an d cultur e 
which leav e th e interest s o f al l women , includin g th e actuall y 
and p o t e n t i a l l y p r e g n a n t , serve d onl y i n d i r e c t l y . Wome n 
themselves ar e ofte n non-participant s i n politica l an d commercia l 
life and , fo r instance , exclude d fro m leadershi p i n socia l an d 
r e l i g i o u s l i f e . Mal e p a r t i c i p a n t s an d leader s ma y a c c e p t 
responsibility fo r welfar e o f thei r wives , mother s an d daughters . 
The paternalisti c vie w ma y prevai l tha t i t i s th e functio n o f 
men t o p r o t e c t w o m e n ' s interests , an d no t fo r wome n t o tak e 
self-protective initiatives . Nevertheless , the Women's Conventio n 
provides i n Articl e 5  that : 

"States Partie s shal l tak e al l appropriat e measures : 

(a) T o modif y th e socia l an d cultura l pattern s 
of conduc t o f me n an d women , wit h a  vie w t o 
achieving th e eliminatio n o f prejudice s an d 
customary an d al l othe r practice s whic h ar e 
based o n th e ide a o f th e inferiorit y o r th e 
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superiority o f eithe r o f th e sexe s o r o n 
stereotyped role s fo r me n an d wome n " 

States Partie s ma y hav e federa l constitution s i n w h i c h , 
for instanc e a s i n Canada , treaty-makin g powe r i s veste d i n th e 
federal government , bu t responsibilit y fo r healt h an d welfar e 
constitutionally reside s i n th e provincia l authorities . Eac h 
being sovereig n withi n th e scope o f it s constitutiona l competence , 
the federa l g o v e r n m e n t canno t legall y compe l a  p r o v i n c i a l 
authority t o confor m t o th e internationa l lega l commitmen t mad e 
t h r o u g h exercis e o f th e treaty-makin g power . Whil e thi s ma y 
create legislative , politica l an d judicia l challenge s withi n a 
State Party , i t i s o f n o internationa l lega l consequence . I t 
is a cardinal principl e o f internationa l law , by which Commonwealt h 
c o u n t r i e s almos t invariabl y clai m t o b e bound , tha t a  Stat e 
Party canno t invok e th e provision s o f it s ow n constitutio n t o 
evade th e treat y obligation s i t ha s accepte d a t internationa l 
law. (O n furthe r aspect s o f th e Women' s Convention , includin g 
the scop e o f reservations , se e Chapte r V I b e l o w ) . 
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APPENDIX 

COMMONWEALTH STATE S THA T HAV E SIGNED , RATIFIE D 
OR ACCEDE D T O TH E CONVENTION , AN D STATU S O F REPORT S 
OF STATE S PARTIE S T O TH E CONVENTION , A S O F MA Y 198 6 

Australia (3 ) 
Bangladesh (2 ) 
Barbados (3 ) 
Canada (1 ) 
Cyprus (3 ) 
Dominica (3 ) 
Gambia* 
Ghana (4 ) 
Grenada* 
Guyana (3 ) 
India* 
Jamaica (3 ) 
Kenya (3 ) 
Lesotho* 
Mauritius (3 ) 
New Zealan d (3 ) 
Nigeria (4 ) 
Saint Christophe r an d Nevi s (4 ) 
Saint Luci a (3 ) 
Saint Vincen t an d Grenadine s (3 ) 
Sri Lank a (2 ) 
Tanzania (4 ) 
Trinidad an d Tobago * 
Uganda (4 ) 
United Kingdo m o f Grea t Britai n an d Norther n Irelan d (4 ) 
Zambia (4 ) 

* State s whic h hav e onl y signe d 
1-4 State s whic h hav e ratifie d o r accede d 
1 Report s receive d an d considere d b y th e Committe e 
2 Report s receive d an d t o b e considere d b y th e Committe e 

March 198 7 
3 Report s du e by May 1986 
4 Report s du e afte r Ma y 1986 
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