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Surviving Pregnancy and Childbirth
An International Human Right

The failure to address preventable maternal disability and death represents one of the 
greatest social injustices of our times….  [W]omen’s reproductive health risks are not mere 
misfortunes and unavoidable natural disadvantages of pregnancy but, rather, injustices 
that societies are able and obligated to remedy….”

—Rebecca J. Cook & Bernard M. Dickens, World Health Organization, 
Advancing Safe Motherhood Through Human Rights (2001)

The right to survive pregnancy and childbirth is implicit in women’s fun-
damental human right to life.  Women’s enjoyment of that right is 
dependent upon their ability to exercise three other basic human 
rights: the rights to health care, non-discrimination and reproduc-
tive self-determination.  Holding governments legally account-
able for the realization of these rights is a powerful means of 
overcoming acceptance of death during pregnancy or child-
birth as an unavoidable risk of womanhood.  This briefing 
paper approaches maternal survival as a human right, 
and offers the following three conclusions: 

•  Governments have a duty under international 
human rights law to work to ensure women’s survival 
of pregnancy and childbirth

•  Laws and policies guaranteeing access to high-quality 
reproductive health services, non-discrimination and auton-
omy in reproductive decision-making are essential to ensur-
ing safe pregnancy and childbirth

•  The international community should fulfill commitments 
made at internation-
al conferences and 
other fora to address 
the factors contributing 
to maternal mortality
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I. Introduction
Every year, more than a half-million women lose their 
lives to complications of pregnancy or childbirth.1  Ninety-
nine percent of these women live in low-income coun-
tries, with one in 16 women in Sub-Saharan Africa dying 
from pregnancy-related causes.2  Death on this scale is 
not an inevitable danger of pregnancy and childbirth—it 
is a preventable loss of life and the tragic result of policy decisions that too often neglect, devalue 
and discriminate against women.  Advocates can pressure governments to reverse this trend by 
holding them accountable for their duties under international law to ensure women’s enjoyment 
of the right to survive pregnancy and childbirth.  Use of the language of “rights” brings into focus 
governments’ binding obligations under international and national law to ensure a woman’s safety 
throughout pregnancy and childbirth.  Failure to meet these obligations constitutes a violation 
of treaty commitments and other binding international norms, as well as national-level constitu-
tional and legislative obligations.  

This briefing paper discusses the international legal standards for the rights to life, health, non-dis-
crimination and reproductive self-determination and identifies governments’ corresponding duties to 
ensure women’s enjoyment of those rights.  It provides global illustrations of the toll that inadequate 
health-care delivery, pervasive discrimination and denials of reproductive decision-making take on 
women’s lives and health.  It concludes with a brief discussion of the gap between the international 
community’s stated commitments to promoting maternal survival and its actions to that end thus far.

The World Health Organization defines a maternal death as “the death of a 
woman while pregnant or within 42 days of termination of pregnancy, irre-
spective of the duration and site of the pregnancy, from any cause related to 
or aggravated by the pregnancy or its management, but not from accidental 
or incidental causes.”4

Every minute, a woman somewhere 
dies in pregnany or childbirth. This 
adds up to more than 500,000  
maternal deaths every year.3
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Pregnancy and Childbirth: A Global Snapshot 

Lifetime risk of maternal death by United 

Nations Millenium Development Goal Regions:5

Africa 1 in 20

Asia 1 in 94

Latin America and  
the Caribbean 1 in 160

Oceania 1 in 83

Developed Regions 1 in 2,800 
(Europe, Canada, USA, Japan, Australia, and New Zeland, 
which are excluded from regional totals)

Source: World Health Organization, Reduction of Maternal Mortality: A Joint  
WHO/UNFPA/UNICEF/World Bank Statement, Geneva, 1999.
Available at Population Reference Bureau, Graphic Banks
http://www.prb.org/presentations/f_causes-matern-mortality.ppt

Percent of births assisted by skilled attendants | Number of maternal deaths per 200,000 live births

*Commonwealth of Independent States (former Soviet Union)

Source: Population Reference Bureau, Making Motherhood Safer, 2002.

CAUSES OF PREGNANCY AND CHILDBIRTH-RELATED DEATHS

SKILLED CARE AT DELIVERY AND MATERNAL DEATHS: REGIONAL COMPARISONS6

Sub-Saharan Africa

South Asia

East Asia and 
Pacific

Middle East and 
North Africa

Latin America/ 
Caribbean

Central, Eastern 
Europe/ Baltics/ CIS*

North America

45%

59%

73%

77%

83%

97%

100%

967

430

189

175

146

45

9
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A. RIGHT TO LIFE

In most low-income countries, maternal mor-
tality accounts for the greatest proportion of 
deaths among women of reproductive age.7  The 
vast majority of these deaths are preventable.8  
International guarantees of the right to life mean 
that governments must not only refrain from 
arbitrary killings, but must work proactively to 
safeguard their citizens from arbitrary and pre-
ventable losses of life,9 including preventable 
maternal death.10  In order to uphold these 
duties, governments must approach maternal 
death as a matter of human rights and strength-
en their commitment to women’s reproductive 
health through laws, policies and programs.  

Denials of women’s right to life are alarm-
ingly evident in Afghanistan, where one in six 
women dies from pregnancy-related causes.11  
The combined effects of over 20 years of war, 
three droughts and six years of Taliban rule 
have had devastating health consequences for 
Afghan women.  Complications of pregnancy 
and childbirth account for half of all deaths of 
Afghan women of childbearing age.12  A com-
parable state of crisis exists in countries of Sub-

Saharan Africa, especially where armed conflict 
has contributed to women’s vulnerability during 
pregnancy.13  In Sierra Leone, the risk of death 
during pregnancy and childbirth is as high as 
one in six.14  But the risk of maternal mortality is 
unacceptably high even in many countries that 
have enjoyed relative peace, including Mali, 
where an estimated one in 10 women dies of 
pregnancy-related causes.15  

It is important to note that in countries with 
statistics indicating a relatively low mater-
nal mortality ratio, there may be segments 
of the population—particularly low-income 
and rural women and members of minor-
ity groups—that experience higher rates of 
maternal mortality.  This is true in the United 
States, where the Centers for Disease Control 
reports that African-American women are 
three to four times more likely than white 
women to die of pregnancy-related causes.16

B. RIGHT TO HEALTH CARE

Access to high-quality reproductive health ser-
vices is crucial to efforts to reduce maternal 
mortality and is itself a protected international 
human right.  Experts have identified a number 
of health-care interventions that contribute to 
a reduction in maternal mortality, including 
ensuring access to:

• pre- and post-natal care
• trained attendants at birth
• emergency obstetric care
• family planning  

“I do not believe for one minute, that if men 
were dying in their prime in these numbers, 
so little would be being done.”

James Wolfensohn, President, The World Bank, 
World Health Day, April 7, 1998

II. International Human Rights Framework
The most fundamental of human rights guarantees—the right to life—is indispensably connected to 
the human rights to health, non-discrimination and reproductive self-determination.  The ability of 
women to survive pregnancy and childbirth—indeed, exercise their right to life—is contingent upon 
their access to high-quality reproductive health care, freedom from social, cultural, economic and 
legal discrimination, and autonomy over decisions relating to their reproductive lives.  Governments’ 
failure to ensure these conditions constitutes a deprivation of fundamental human rights guarantees 
to which all women are entitled under international law.
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International law guarantees all persons “the 
highest attainable standard of physical and men-
tal health.”17  The United Nations Committee 
on Economic, Social and Cultural Rights has 
acknowledged that the right to health necessarily 
gives rise to a government duty to provide health-
care services.  It has stated that fulfillment of the 
right to health care depends upon the “avail-
ability, accessibility, acceptability and quality” 
of health care for all individuals and “the enjoy-
ment of a variety of facilities, goods, services and 
conditions necessary for the realization of the 
highest attainable standard of health.”18

Yet at least 35% of women in low-income coun-
tries receive no pre-natal care during pregnancy, 
almost 50% give birth without a skilled attendant 
and 70% receive no postpartum care in the six 
weeks following delivery.19  The inadequacy of 
health-care services in low-income countries 
reflects the reality that a country’s limited finan-
cial resources, while not the sole determinant, 
is a significant contributing factor of its capac-
ity to reduce maternal mortality.  A human 
rights approach to maternal mortality, there-
fore, requires consideration of the obligations 
of wealthier nations to improve access to health 
care in low-income countries.  The Economic 
and Social Rights Committee has emphasized 
the duty of wealthy countries to promote enjoy-
ment of economic, social, and cultural rights 
internationally.  In its General Comment on the 
Right to Health, the committee stated:

Depending on the availability of resourc-
es, States should facilitate access to 
essential health facilities, goods and ser-
vices in other countries, wherever pos-
sible and provide the necessary aid when 
required….20

Greater international cooperation is needed to 
ensure realization of the right to health care.  
The following subsections examine global short-
falls in availability, accessibility, acceptability 
and quality of maternal health care.

1. Availability of Care

A study of health-care facilities in Nigeria, 
Ghana and Sierra Leone found that women 
experienced long delays in receiving emergency 
obstetric treatment once they arrived at the 
facilities, and that such delays were a major 
contributing factor to maternal deaths.21  The 
study attributed the long delays—ranging from a 
mean time of 2.6 to 15.5 hours—to a shortage or 
lack of essential supplies and equipment, includ-
ing drugs, gloves, sutures, and anesthetic agents 
at the facilities.  Patients were forced to wait 
while relatives tried to acquire the needed drugs 
and supplies in private pharmacies.22  

2. Accessibility of Care

Even where services and facilities exist, they 
may be prohibitively expensive and therefore 
inaccessible to many women.  The World Bank 
has estimated that governments need only com-
mit US$2 per person, per year, to ensure basic 
and acceptable maternal health services.24  With 
support from the international community, gov-
ernments can take immediate steps to allocate 
funds to ensure access to these basic services.

Physical barriers to access, such as the lack of 
transportation, are often extensions of the eco-
nomic factors that prevent women from obtain-
ing the high-quality reproductive health care 
they need.  The women who suffer the greatest 
risk of maternal death live in low-income coun-
tries, large regions of which are often rural and 
have little or poor infrastructure.  Rural roads 

In Senegal’s Kaolak hospital, 80% of women 
needing blood transfusions and 64% of 
women needing anesthesia did not receive 
the required treatment because of the 
unavailability of supplies.23  
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are often in need of rehabilitation and vehicles 
are few or nonexistent.  Existing facilities are 
usually concentrated around urban areas;30 most 
rural women live more than five kilometers 
from the nearest hospital.31  In a community-
based study of maternal mortality in Zimbabwe 
between 1989 to 1990, unavailability of trans-
portation contributed to 28% of deaths in the 
rural study area and 3% of deaths in the urban 
study area.32  In the rural Tanzanian region 
of Mwanza, research shows that lack of ready 
access to inexpensive transportation is the most 
important barrier women face during obstetric 
emergencies.33 

3. Acceptability of Care
Age- or culturally-inappropriate health-care ser-
vices can serve as further barriers to care for 
pregnant women.  Among the Saraguro Indians 
in Ecuador, formal health services have been 
shunned because hospitals are thought to vio-
late women’s privacy during childbirth and 
health providers are overwhelmingly male.34  In 
studies of the indigenous Mayan population in 
Guatemala, research shows that Mayan women 
avoid family planning programs not because 
they do not want the services, but because they 
are rarely accessible or culturally- and language-
appropriate.35  In Guatemala, very few institu-
tions provide information or services in any of 
the country’s 24 indigenous languages.36   

The benefits of devoting resources to women’s 
reproductive health have been immeasurable.  
In Bolivia, where maternal mortality rates 
are among the highest in Latin America,25 a 
1996 study revealed that high medical fees 
prevented mostly low-income women from 
receiving necessary health care.26  Women 
who gave birth in public health facilities had 
to pay medical fees, anesthetic and antibiotic 
costs, and the cost of surgical supplies, includ-
ing gloves and surgical drapes.27  In an effort 
to improve the quality of the nation’s maternal 

and child health, the Bolivian government 
developed and implemented a national insur-
ance program under which pregnant women 
and children under five years of age would 
receive free health services.  Coverage for 
pregnant women would include ante-natal 
visits, hospital delivery, treatment of obstetric 
complications and a post-natal consultation.28  
An assessment of the program in its second 
year of operation found that it had increased 
the use of maternity care, especially among 
low-income women and girls.29 

In Bolivia, Investing in Women’s Health Pays Off
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4. Quality of Care

The poor quality of health-care services—includ-
ing poorly-trained or disrespectful and uncaring 
attitudes of medical staff, lack of privacy, dete-
riorating facilities, inconvenient operating hours, 
and restrictions on who may stay with a woman 
at a health-care facility37—dissuade many women 
from utilizing maternal health services even where 
they are available and accessible.  In Masvingo, 
Zimbabwe, community-based research shows 
that a significant proportion of maternal deaths 
are caused by “avoidable factors,” including fail-
ure by health-care workers to identify women 
suffering from serious complications and to refer 
them to a higher level of the health-care system.38  
In Egypt, a study of 718 maternal deaths found 
that 92% of them could have been avoided if high 
quality care had been provided.39 

C. RIGHT TO NON-DISCRIMINATION

The scale of maternal death and disability across 
the world reflects a grave problem of systematic 
inequality and discrimination suffered by women 
throughout their life cycle, perpetuated by formal 
laws, policies and prejudicial social norms and 
practices harmful to women.  The manifestations 
of discrimination that contribute to women’s vul-
nerability during pregnancy and childbirth are 
many, and include income disparities between 
men and women within the household, domestic 
violence, practices that are harmful to women, 
son preferences, and stereotyped perceptions of 
women as primarily mothers and nurturers.

The Convention on the Elimination of All Forms 
of Discrimination against Women (CEDAW) 
defines discrimination against women as:

[A]ny distinction, exclusion or restriction 
made on the basis of sex which has the 
effect or purpose of impairing or nullify-
ing the recognition, enjoyment or exercise 
by women … on a basis of equality of 

men and women, of human rights and 
fundamental freedoms in the political, 
economic, social, cultural, civil or any 
other field.40  

Under CEDAW, governments must not only 
refrain from acts of discrimination against women, 
but they must work actively to “modify social and 
cultural patterns of conduct of men and women, 
with a view to achieving the elimination of preju-
dices and customary and all other practices which 
are based on the idea or the superiority of either 
of the sexes or on stereotyped roles for men and 
women.”41  The Convention on the Rights of the 
Child similarly requires states parties to “take 
all effective appropriate measures with a view to 
abolishing traditional practices prejudicial to the 
health of children.”42  

Governments that legally sanction or fail to 
intervene in the practice of child marriage per-
petrate one such form of discrimination against 
young girls and adolescents.  Child marriage 
leads to early childbearing, which entails a 
number of health risks.43  Young girls who bear 
children before their pelvises are fully developed 
often suffer complications, including protracted 
labor.  Where these complications do not result 
in death, they may cause chronic injury, such 
as obstetric fistulae—holes between the birth 
canal and the bladder or rectum—which cause 
leaking of urine or feces, and thus render many 
sufferers outcasts from their families and com-
munities.44  

FC/FGM, most prevalent in West, Central and 
East Africa,45 is another practice that is harmful to 
women.  FC/FGM violates women’s bodily integ-
rity and jeopardizes their safety during pregnancy 
and childbirth.  The World Health Organization 
(WHO) estimates that between 100 and 140 mil-
lion women and girls worldwide have undergone 
FC/FGM, and a further two million girls are at 
risk of undergoing the procedure every year.49  
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Obstetric problems associated with FC/FGM 
include vulval and vaginal scarring, which can 
obstruct delivery.50  In addition, infection and 
inflammation may occur at the time of the cut-
ting, leading to vulval adhesions that narrow 
or obliterate the vaginal opening.  Again, the 
result can be prolonged or obstructed labor.51 A 
medical study of approximately 2000 Nigerian 
women that examined the relationship between 
obstetric complications at delivery and FC/
FGM concluded that women who have under-
gone FC/FGM experience significantly more 
obstetric complications than women who have 
not.52  

In addition to protecting women from gender 
discrimination, international law and policy doc-
uments recognize discrimination on the basis 
of economic status or residence outside urban 
areas.  CEDAW calls upon governments to make 
special efforts to ensure that women in rural 
communities are not disadvantaged, specifically 
with regard to “access to adequate health care 
facilities, including information, counseling and 
services in family planning.”53  The Committee 
on the Elimination of Discrimination Against 
Women (CEDAW Committee) has also recog-
nized that for some women, “high fees for health 
care services … distance from health care facili-
ties and absence of convenient and affordable 
public transport” are barriers to services and are 

themselves forms of discrimination.54  These 
protections, as well as those adopted at interna-
tional conferences, specifically target those at 
greatest risk in matters of sexual and reproduc-
tive health: young women, women living in 
poverty and women from rural or marginalized 
urban areas. 

D. RIGHT TO REPRODUCTIVE SELF-DETERMINATION

The right to make informed decisions about one’s 
reproductive life is protected by the human right 
to reproductive self-determination as guaranteed 
by international law.  This right is implicit in 
the rights to physical integrity, liberty, privacy 
and family life, and has been explicitly articu-
lated in international conference documents 
and CEDAW as the right to determine the 
number and spacing of one’s children.  Article 
16 of CEDAW provides that states parties shall 
ensure men and women equally “[t]he same 
rights to decide freely and responsibly on the 
number and spacing of their children and to 
have access to the information, education and 
means to enable them to exercise these rights.”55  
Protecting a woman’s right to reproductive self-
determination requires states to guarantee access 
to a full range of: 

• contraceptive choices
•  reproductive health services, includ-

ing safe abortion services
•  information on family planning and 

sexual and reproductive health

In Bangladesh, where more than half of all girls are married 
before age 18 and the average age of marriage is 14, early 
childbearing is the leading risk factor for maternal death.46  
The maternal mortality ratio is as high as 300 to 450 per 
100,000 live births.47  Among adolescent girls, the figure is 
580 per 100,000 live births.48 
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The failure of governments to ensure repro-
ductive choice jeopardizes women’s safety dur-
ing pregnancy and childbirth.  Such a failure 
may result from regulatory or legal barriers to 
contraceptive access or from inadequate fund-
ing to ensure that contraceptive methods are 
available to those unable to pay for them.  In 
addition, cultural attitudes toward family plan-
ning—including resistance from spouses—may 
deter many women from using contraceptives.  
Where women are denied the means to control 
their fertility, they are more likely to experience 

unwanted or unintended pregnancies, which 
may cause them to give birth at shorter intervals.  
Frequent and multiple births make women 
more physically vulnerable to complications of 
pregnancy and childbirth, thus increasing their 
risk of maternal death.  In addition, unwanted 
or unintended pregnancies lead thousands of 
women who lack access to safe and legal abor-
tion services to resort to illegal and unsafe abor-
tion procedures.  

Liberal abortion laws do not necessarily guar-
antee women’s access to safe abortion.  In 
India, despite the legality of abortion on 
broad grounds, women often cannot or do not 
avail themselves of public abortion services 
for a number of reasons.  Many women are 
unaware of their legal right to abortion or find 
the law complicated and confusing because of 
its numerous qualifications.56  Abortion facili-
ties are also concentrated in cities, rendering 
services unavailable for the almost 75% of 
the population who live in villages.57  Where 
services are available, poor quality of care 
often deters women from using public facili-

ties: women have been mistreated, exploited, 
discouraged from obtaining abortion, given 
biased information and counseling, and have 
suffered violations of confidentiality and pri-
vacy by medical workers.58  In South Africa, 
women experience similar denials of access to 
safe abortion, despite liberal abortion laws.  It 
is estimated that nearly 6% of maternal deaths 
are caused by unsafe abortions.59  Research 
shows that anti-abortion attitudes of health 
workers as well as women’s lack of knowledge 
of their rights are major factors hindering 
women’s access to legal abortions.60

In India and South Africa, Abortion Is Legal but Not Always 
an Option

P
ho

to
 c

ou
rt

es
y 

of
 R

ic
ha

rd
 L

or
d 

P
ho

to
gr

ap
hy



Surviving Pregnancy and Childbirth  

10 January 2005

Worldwide, unsafe abortion accounts for 13 per-
cent of maternal deaths.61  In Nepal, which 
had one of the most restrictive abortion laws in 
the world until its reform in September 2002,62 
unsafe abortion has been estimated to account for 
about half of all maternal deaths.63

Women’s right to life entitles them to live through 
pregnancy and childbirth.  Their rights to health 
care, nondiscrimination, and reproductive self-
determination—the conditions necessary for 
maternal survival—are themselves protected 
under international law.  This section has focused 
on governments’ duty to promote women’s surviv-

al of pregnancy and childbirth through legal and 
policy reform.  Governments have acknowledged 
this duty at international conferences, where they 
have made individual and collective commit-
ments to saving women’s lives.  While not legally 
binding on goverments, the documents adopted at 
these conferences contribute to the advancement 
of international norms and can assist in interpret-
ing the scope of human rights treaty provisions.64  
The next section discusses provisions relating to 
maternal survival in some of the main interna-
tional conference documents.
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III. Global Commitments to 
Saving Women’s Lives
In 2000, when the international community adopt-
ed the Millenium Development Goals as a frame-
work for measuring development progress, it made 
reduction of maternal mortality a key priority. 65 

Before that, the international community adopted 
agreements at the 1994 International Conference 
on Population and Development (ICPD) in Cairo 
and the 1995 Fourth World Conference on Women 
(Beijing Conference) that explicitly recognize the 
responsibility of governments to promote maternal 
survival, underscoring the urgency of such action.  
The ICPD Programme of Action, the principles 
of which states parties reaffirmed at the Beijing 
Conference one year later, states:

All countries, with the support of all sections 
of the international community, must expand 
the provision of maternal health services in the 
context of primary health care … the underly-
ing causes of maternal morbidity and mortality 
should be identified and attention should be 
given to the development of strategies to over-
come them….66

Among the specific goals adopted at both the 
ICPD and Beijing Conference was the reduction 
of maternal mortality by one half of 1990 levels by 
the year 2000 and by a further one half by 2015.67  
At the ICPD five-year review conference in 1999, 

where lack of progress in meeting those benchmarks was apparent, governments renewed the commit-
ments made at the ICPD and Beijing Conference and agreed upon “Key Actions” for further imple-
mentation, including:

Ensur[ing] that reduction of maternal morbidity and mortality is a health sector priority and that 
women have ready access to essential obstetric care, well-equipped and adequately staffed mater-
nal health care services, skilled attendance at delivery, emergency obstetric care, effective referral 
and transport to higher levels of care when necessary, postpartum care and family planning.68
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International actors, including the World Health 
Organization (WHO), the United Nations 
Population Fund (UNFPA), the United Nations 
Children’s Fund (UNICEF), the World Bank, 
and several NGOs, have taken joint action to 
strengthen programs aimed at ensuring “Safe 
Motherhood.”  The interagency group promotes 
the implementation of a comprehensive pack-
age of services to advance safe motherhood, 
which includes ante-natal care and counseling, 
skilled care during labor and delivery, post-par-
tum care, family planning, abortion-related care, 
reproductive health education and services, and 
community education.69  In addition, WHO has 
launched the “Making Pregnancy Safer” initia-
tive, whose mission is to assist governments and 
partner agencies to ensure that “safe motherhood 
is prioritized within their policies and budgets, 
and that evidence-based norms and standards of 
care are appropriately applied.”70   

Despite its declared commitments, the interna-
tional community has yet to ensure the health, 
safety and survival of pregnant women, or even 
meet targets for reduction of maternal mortality.  
To a large extent, what is missing is funding.  A 
recent global study on the toll of unintended 
pregnancies on women’s lives faulted the steep 
drop in worldwide family planning funds from 
the United States and unmet pledges from other 
high-income nations as contributing to more 
than 300 million unintended pregnancies and 
the maternal deaths of an estimated 700,000 
women between 1995 and 2000.71  The study 
found that more than one-third of these women 
died from problems associated with pregnancy, 
labor and delivery.72  The majority—an estimat-
ed 400,000—died as a result of complications 
resulting from abortion carried out in unsafe, 
unsanitary and often illegal conditions.73
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IV. Conclusion
Women’s fundamental human rights to life, health care, non-
discrimination, and reproductive self-determination give rise 
to a governmental duty to create the conditions necessary for 
women’s survival of pregnancy and childbirth.  Not only are 
these rights protected in binding international human rights 
instruments, but the international community, at United 
Nations conferences, has committed itself to ensuring 
maternal survival and reproductive health.  Governments 
must meet their commitments to the world’s women, 
whose rights they are bound to promote and protect.  
Fulfilling women’s right to survive pregnancy and child-
birth—indeed, their right to life—means that governments 
must ensure women’s access to high-quality, appropriate 
reproductive health care; abolish discriminatory laws, 
policies or social practices prejudicial to women and 
girls’ health; and allow women to make autonomous 
decisions concerning their fertility and reproductive 
lives.  Women and girls will stop dying in pregnancy 
and childbirth when governments’ actions—not 
simply their rhetoric—reflect respect for and a 
commitment to women’s fundamental human 
rights.
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