June 30, 2008

The Committee on the Elimination of all forms of Discrimination against Women
(CEDAW Committee)

Re: Supplementary Information on Nigeria Scheduled for Review during the 41st Session of
the CEDAW Commiliee

Dear Committee Members:

This letter is intended to supplement the periodic report submitted by the government of Nigeria,
which is scheduled to be reviewed by this Committee during its 41* session. The Center for
Reproductive Rights (CRR), an independent non-governmental organization, hopes to further the
work of the Committee by providing independent information concerning the rights protected in
the Convention on the Elimination of All Forms of Discrimination against Women (CEDAW or
“the Convention™).

We wish to bring to the Committee’s attention specific areas of concern related to the status of
women’s reproductive health and rights: lack of access to maternal health care services, lack of
access to family planning and contraceptive services, and a high number of unsafe abortions.
The information in this letter is drawn from a recent report by CRR and Women Advocates
Research and Documentation Centre (WARDC) entitled Broken Promises: Human Rights,
Accountability and Maternal Death in Nigeria, which is being submitted with this letter.

RIGHT TO REPRODUCTIVE HEALTH CARE AND INFORMATION (ARTICLES 10,
12, 14(2)(b) AND 16(1)(e))

Reproducitive rights are fundamental to women’s health and social equality and are an explicit
part of the Committee’s mandate under CEDAW. Accordingly, a state’s commitment to respect,
protect, and fulfill these rights should receive serious attention.

Specifically, the Convention commits states that have ratified it to “ensure ... [a]ccess to specific
educational information to help ensure the health and well-being of families, including
information and advice on family planning” [Article 10(h)]; “take all appropriate measures to
eliminate discrimination against women in the field of health care in order to ensure, on a basis
of equality of men and women, access to health-care services, including those relating to family
planning” [Article 12(1)]; “ensure to women appropriate services in connection with pregnancy,
confinement and the posi-natal period, granting free services where necessary” [Article 12 (2)];
“take all appropriate measures to eliminate discrimination against women in rural areas in order
to ensure...access to adequate health care facilities, including information, counselling, and
services in family planning” [Article 14(2)(b)]; and to “ ensure, on a basis of equality

www.reprotdustiverishts.oig



between men and women: ...[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™ [Article 16(1)(e)]. Despite these explicit
protections in the Convention, the reproductive rights of women and girls in Nigeria
continue to be neglected and violated.

A. FAILURE TO ADDRESS HIGH INCIDENCE OF MATERNAL DEATH
AND MORBIDITY

The Committee’s General Recommendation 24 on Women and Health has clearly stated
that “high maternal mortality and morbidity rates worldwide ... provide an indication for
States parties of possible breaches of their duties to ensure women’s access to health
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care.

In 1998, the Committee, in its Concluding Observations, expressed concern at the high
incidence of maternal death in Nigeria.? The Committee reiterated this concern in 2004
during Nigeria’s fourth and fifth periodic reports.” However, Nigeria continues to
experience a very high rate of maternal death and morbidity. Although the government
has recently stated that health - particularly maternal health — is a political priority that
has been given increased attention,' maternal health care in the country has not improved,
indicating that the government’s actions have been inadequate.

Recently, the World Health Organization (WHOQ) identified Nigeria as having the world’s
second-highest number of maternal deaths with approximately 59,000 maternal deaths
taking place annually.” For every maternal death, 20 other women suffer serious and
often permanent pregnancy-related complications and health problems.6 Although
Nigeria makes up 2% of the world’s population, it accounts for 10% of its maternal
deaths.” A woman in Nigeria has a 1-in-18 risk of dying in childbirth or from pregnancy-
related causes during her lifetime,”® which is higher than the overall 1-in-22 risk for
women throughout sub-Saharan Africa.” The risks of maternal death are even greater for
certain Nigerian women, such as those in the northern region of the country, rural
women, low income women and women without formal education. The MMR in the
northern region is consistently over 1,000 per 100,000 live births, compared to the MMR
in the southern region, which is frequently below 300 per 100,000 live births.”® As of
2007, most northern states had MMRs of about 1,500 per 100,000 live births."!
Meanwhile, some states in the southern region, such as Ogun, have MMRs that are
consistently below 200 per 100,000 live births, and that are progressively decreasing.”
The majority of these deaths are preventable — while there are multiple and complex
causes of maternal mortality, governments must be held accountable when their actions
or inaction contribute to the loss of women’s lives.

1. Separation of Governmental Responsibility for Health Care in Nigeria’s
Three-Tier Federal System

A key structural issue that contributes to the high MMR is the division of health-care
responsibilities among the three tiers of government: federal, state, and local. The



Nigenan Constitution, which outlines the powers and responsibilities of each tier, is silent
about their specific health-care responsibilities.”” In the absence of a constitutional
sharing of powers and outlining of responsibility for health care, the 1988 National
Health Policy and Strategy to Achieve Health for All Nigerians (1988 National Health
Policy) allocates the primary health sector to the local government, the secondary health
sector to the state government, and the tertiary health sector to the federal government."
However, being a federal system, the federal government has little control over both the
state and local governments in the discharge of their duties.

In addition, the 1988 National Health Policy lacks legal force; unlike the constitution or
other legislation, it cannot impose legal obligations. As a senior official at the Federal
Ministry of Health explained:

We [the federal povernment] can only appeal to the conscience of the local
governments, because the health policies are not backed by law so the
local governments do not see it [primary health-care provision] as their
responsibility.'>

The absence of a constitutional or other legal prescription of health-care responsibilities
has resulted in a dysfunctional system in which all three tiers of government have failed
to prioritize their health-care duties. The problem is particularly visible at the primary
health-care level and has had grave consequences for women seeking maternal care.

2. Lack of Policy Implementation

While the government has developed a number of health policies, they have not been
implemented. An example of the lack of policy implementation is the fact that the stated
goal for 2001-2006 as articulated in the 2001 National Reproductive Health Policy and
Strategy to Achieve Quality Reproductive and Sexual Health for all Nigerians, which is
“to reduce maternal morbidity and mortality due to pregnancy and childbirth by 50%,”'°
is far from being achieved. Similarly, Nigeria has failed to meet the 2004 Revised
National Health Policy’s objectives of “reducing maternal morbidity due to pregnancy

and ch]i_lldbirth by 50%” and “reducing perinatal and neonatal morbidity and mortality by
30%.”

3. Lack of Resource Allocation

The Committee has also stated that the duty to fulfill rights “places an obligation on
States parties to take appropriate legislative, judicial, administrative, budgetary,
economic and other measures to the maximum extent of their available resources to
ensure that women realize their rights to health care.”'® In 2004, during Nigeria’s fourth
and fifth periodic reports, the Committee urged the government to “allocate adequate
resources to improving the status of women’s health, in particular with regard to maternal
...mortality.”"” The government has stated in its response to the list of issues and
questions with regard to the consideration of its sixth periodic report that maternal health
has received increased budgetary allocations.” Yet, Nigeria continues to fail to provide



adequate resources in the field of health care. Nigeria’s vast oil wealth has not transiated

into an improvement in the lives of Nigerians. In the 2001 Abuja Declaration on HIV

and AIDS, Tuberculosis and other Infectious Diseases, the government willingly pledged

to commit a minimum of 15% of its total annual budget to improving the health care-
-system.”’ This pledge has not been fulfilled.

4. Lack of Information and Transparency Regarding Resource Allocation
and Expenditure

Even when resources are directed towards health care, the lack of transparency in how
funds are spent and the prevalence of corruption mean that funds do not always fulfill
their intended goals. This is partly because laws preventing public access to government
information on grounds of security obscure the records that would enable the public to
ascertain how well the government is meeting its responsibilities.”> A law that grants the
public access to information, particularly fiscal information, for example in the form of a
freedom of information bill, would increase and enable the public to hold the leaders
accountable.

B. BARRIERS TO MATERNAL HEALTH CARE

The government’s failure to allocate adequate resources and to ensure accountability for
resources that are allocated, has translated into financial, infrastructural, and institutional
barriers to maternal health care, fuelling the high number of maternal deaths in the

country,

This Committee has stated that:
States parties should report on measures taken to eliminate barriers that
women face in gaining access to health care services and what measures
they have taken to ensure women timely and affordable access to such
services. Barriers include requirements or conditions that prejudice
women’s access such as high fees for health care services, the requirement
for preliminary authorization by spouse, parent or hospital authorities,
distance from health facilities and absence of convenient and affordable
public transport.”

In addition, the United Nations Secretary General, in a 2008 report submitted to the
Commission on the Status of Women, recommended that states “assess the gender
impacts of revenue-raising measures, including user fees.”*! User fees constitute serious
barriers to obtaining quality maternal health care in Nigeria. For instance, an interviewee
noted that: “Once you go to the hospital, before anyone attends to you, you have to drop
some money ... they [women] can’t go to the hospital because they can’t afford it. They
are scared of the money they will have to pay and they don’t have the money.”® Another
devastating effect of user fees is the detention of women who cannot pay for the maternal
health-care services they have received until they find the necessary funds. During a
focus-group discussion that CRR and WARDC held with, among others, members of
civil society organizations, one participant stated: “I have seen women who after delivery



had to come round the wards begging for money.”® Yet another participant spoke of a
woman who fled from the hospital after a caesarean section without waiting to have the
stitches removed because she could not pay the fees: “In the night, while we were all
sleeping, she sneaked away.”’ The fear of being detained discourages pregnant women
from seeking skilled maternal care.

Exacting user fees from poor, and rural women—-~a majority of the female population in
Nigeria—and thus severely limiting their ability to access maternal health care amounts
to discrimination against women because only women need maternal health care.

While some local government areas and state governments have taken steps to reduce the
negative impact of formal user fees on pregnant women by offering free maternal-health
care services,”® these efforts are crippled by serious limitations. A senior official of the
Federal Ministry of Health confirmed that in most instances these health care facilities
did not offer “total packages™ where every aspect of health care — doctor’s office visits,
consultations, prescriptions and follow-up visits- was free.” Even when user fees have
been waived, pregnant women are faced with informal levied costs, which have the
potential to prevent low income and poor women from seeking maternal care. An
additional cost stems from the requirement that patients purchase certain items such as
antiseptics, bleach, cotton wool, plaster, gauze, syringes, flasks (for drinking), and
sanitary pads.*® These items are ones that adequately equipped health-care centers should
provide. Lack of clarity regarding payments and lack of itemized billing are prevalent in
many public hospitals and constitute additional financial barriers to access.”’

Another financial barrier to accessing maternal health-care services is the compulsory
requirement by public hospitals that partners of pregnant women donate blood. Focus
group discussion participants stated that pregnant women who atiempt to access maternal
health-care services at many public or government hospitals are often required to bring
their husbands to donate blood.*> While patients may sometimes opt out by paying a fee,
this option is not always made known. Compulsory spousal blood donation can
potentially have multiple negative consequences for pregnant women who are unable or
unwilling to compel their husbands to donate blood. One interviewee miscarried a
pregnancy and could have lost her life because she was unable to comply with blood
donation as a condition for accessing health care.”> Moreover, the practice has a
discriminatory impact on the poor, who may prefer to pay—but be unable to afford—a
fee in lieu of blood donation.

Many infrastructural and mstitutional barriers also hamper access to maternal health care.
For instance, long waiting periods at health-care centers discourage women from seeking
health care and even prevent access in cases where women are unable to put aside family
or job responsibilities for long periods of time.* Malfunctioning or outdated hospital
equipment also serves as a barrier to adequate maternal health care. A national study on
the availability and quality of emergency obstetrics facilities found that only 4.2% of
public facilities and 32.8 % of private facilities (and only 18.5% of both public and
private facilities) met the internationally agreed-upon standards for emergency obstetrics
care.”” The study also found that less than one third of the public secondary and tertiary



health centers met the international standards for comprehensive emergency obstetric
16
care.

Frequent power outages that leave some health—care centers without alternative sources
of power also constitute an infrastructural barrier with serous consequences for pregnant
women. An obstetrician and gynecologist recalled being forced to continue a caesarean
section with a flashlight when a power outage occurred.”’ The poor quality of maternal
health--care facilities increases the risks of maternal morbidity and mortality and
constitutes a violation of the government’s obligations under the Convention.

Rural women who require maternal health-care services face serious challenges in
accessing these services due to long distances to heath facilities and unavailability of
reliable and affordable transportation. A local government official noted that in his local
government area, clinics were closed at night and on weekends. As a result, women who
went into labor at these periods had no choice but to patronize traditional birth attendants.
Explaining that some clinics have only one nurse due to understaffing, he said “if we had
at least two nurses in a clinic, they could take shifts, but when there is just one person he
is overworked, and if he is not around there is no access to health-care services.”™® An
interviewee observed that in a particular local government, women who go into labour
often climb onto “ckadas™ (motorcycles that are used as a form of public transportation)
in order to access health services.”

C. ACCESS TO FAMILY PLANNING SERVICES AND INFORMATION
1. Inadequate Access to Family Planning Services and Information

Access to family planning and contraceptives is an important strategy in reducing
maternal mortality. In the absence of contraceptive services, women may experience
unwanted pregnancies, possibly resulting in death or illness due to lack of adequate

health care, or they may seek unsafe illegal abortions that can result in complications or
death.

CEDAW obligates states to ensure that women have equal access to “specific educational
information ...including information and advice on family planning”*® and “access to
health-care services, including those relating to family planning.™' The Convention also
affirms the right of women “to decide freely and responsibly on the number and spacing
of their children, and requires states to ensure that women “have access to the
information, education and means to enable them to exercise these rights.”*

In 2004, the Committee urged the Nigerian government “to increase women’s and
adolescent girls’ access to affordable health-care services, including reproductive health
care, and to increase access to affordable means of family planning for women and
men.”* The CEDAW Committee made similar suggestions to Nigeria in 1998, when it
encouraged the government “to increase its efforts to guarantee access to medical
services and hospital medical facilities, particularly in the context of women’s health
needs,” noting that “family planning programmes must be available to all” and that *““fiee



access to health services should be a priority for Government . . .*** Ten years later, lack
of access to contraception is pervasive, demonstrating that the government continues to
fail in its obligations under mternational human rights law, at the expense of women’s
health and women’s lives.

While there is some variance in statistics, surveys show that the percentage of
respondents who use any method of contraceptives ranges from 13.3%™ to 15.6%"°; the
percentage of those who use modern methods of contraceptives ranges from 8.9% * to
11.6%.*® The consequences of this low usage of family planning methods include a high
occurrence of unplanned and unwanted pregnancies: one in every five pregnancies in
Nigeria is unplanned and half of these unplanned pregnancies are terminated."’
Furthermore, one third of women of childbearing age have had an unwanted pregnancy,
while 25% of women between 15-49 years of age have an unmet need for family
planning.®’ The prevalence of unplanned and unwanted pregnancies increases the
likelihood of exposure to unsafe abortion and the risk of maternal morbidity or mortality.

The lack of correct information about contraceptives and the resulting non-use of
contraceptives is a major factor that contributes to the high rate of maternal mortality in
Nigeria.”> The 2005 National HIV/AIDS and Reproductive Health Survey (NARHS)
reveals that significantly fewer women have knowledge of modern methods of
contraception than men (71.4% vs. 84.2%, tespectively).” A similar discrepancy exists
in rates of knowledge about modern methods of contraception (89.5% of men in contrast
to 76.7% of women).® Thus, it is especially important that the government target
educational and informational campaigns towards women.

The NARHS also reveals that both men and women hold potentially dangerous
misconceptions about family planning. In response to survey questions, both men and
women often stated that they did not know the answers to questions about family
planning, indicating that the government has failed to provide them with education and
information on this topic. Without an understanding of the facts regarding family
planning, the ability of women to “decide freely and responsibly on the number and

spacing of their children” ** is deeply hindered.

According to the NARHS, almost a third of Nigerian women surveyed believe that family
planning can lead to female infertility.”® More than 40% of women answered this
question by selecting “don’t know/no response.”’ In response to whether family
planning and child spacing methods cause cancer or other diseases, 16.5% of women
agreed, 55% did not know or did not respond, and only 28.4% disagreed.® Not only
must the government take steps to provide women and men with more information on
contraceptive use, but it must also work to correct such “myths [and] misconceptions™
about family planning methods.”

Interviews confirmed that “awareness is a major barrier to [contraceptive] use resulting in
aversion towards it.”® For example, interviewees indicated that women fear that
contraceptive use will have adverse effects, including bleeding and permanent _
infertility.®” Women also believe that contraception is an abortifacient,” and that it will



cause fatal diseases.”® These fears play a significant role in preventing women from
. . 64
using contraceptives.

2. Discriminatory Impact of Shortfalls in Contraceptive Access

Significant evidence exists of disparities in access to contraceptives based on age, region
of residence, and level of wealth. Younger people, those residing in rural areas and the
North, and the least wealthy have the lowest ability to access contraceptives, which
demonstrates the government’s failure to ensure access to contraceptives for all in a non-
discriminatory manner. On the contrary, statistics reveal that the most vulnerable and
marginalized members of society are least likely to have access to contraceptives.

Surveys reveal large discrepancies between those in rural and urban areas with regard to
rates of contraceptive use, as well as knowledge of and perceptions regarding the
accessibility and affordability of contraceptives. These discrepancies are contrary to the
obligations in Article 14 (2)(b) of the Convention. Usage rates of contraceptives—both
all methods and modern methods *—are significantly lower in rural populations than in
urban populations. The rural rate of use of all methods is only 9.2%, in contrast to 20.2%
in urban populations.”® For modern methods, the rates are 5.7% and 13.9%,
respectively.67

When statistics are gathered on the basis of wealth, the enormous differences in use
between those of different socio-economic strata become obvious. The rate of use of any
method of contraception is 6.9% among those in the lowest wealth quintile and 5.6%
among those in the second wealth quintile.68 The rate in the highest quintile is more than
four to five times higher, at 30%.% For modern contraceptives, the usage rate among the
lowest quintile is 3.6%; the rate in the second quintile is 2.9%."° This contrasts starkly
with the 20.5% rate in the highest quintile.”! These differences supgest that the cost of
contraceptives prevents many women from using them. However, access to and use of
contraceptives should not be dependent on economic ability. The government must
ensure that cost does not prevent women from using the family planning method of their
choice.

Regarding the funding of reproductive health programmes, a necessary component of
which are family planning services, Nigeria’s National Reproductive Health Policy and
Strategy of 2001 calls for government funding towards reproductive health
programmes.n An implementation strategy of the 2004 National Policy on Population
for Sustainable Development similarly calls for funding for reproductive health
]:)rogranm'uas.73 However, as of June 2005, the Federal Ministry of Health had not created
a budget line towards the procurement of family planning commodities.” It is crucial
that the government provide funding for family planning services in such a way that
enables women to choose from a full range of contraceptive goods and decide which
method best suits their needs. ™

D. UNSAFE ABORTION



The Committee expressed concern at “the high rates of maternal mortality as a result of
unsafe abortions” in the Concluding Observation on Nigeria’s combined fourth and fifth
periodic reports in 2004, and on this basis urged the government to “take measures to
assess the impact of its abortion laws on women’s health.”7® However, Nigeria's
abortion law remains very restrictive, permitting abortion only to save a pregnant
woman’s life. 7’ Even this limited exception is frequently unavailable. For instance, in
Nigeria’s sixth and latest periodic report to the Committee, which will be addressed
during this 41% session, the government emphasizes that it has “one of the only national
reproductive health policies in sub-Saharan Africa that recognizes that women have a
legal right to abortion in certain circumstances,” but admits that “few or no public health
services yet offer such services.””

Many women have been seriously injured or died as a result of unsafe abortions. The
Nigerian government has admitted in its sixth periodic report to the Committee that “[o]f
the main causes of maternal mortality, unsafe abortion is the single most preventable
cause of death. Unsafe abortions remain frequent occurrences, killing over 34,000
Nigerian women :cumurcllly.”79 Despite this admission, Nigeria’s abortion law remains
very resirictive. One study indicates that a majority of the abortions that are performed in
Nigeria are unsafe,™® partly because of the nation’s restrictive legal context.®’ For
examples;t has been estimated that 456,000 unsafe abortions take place annually in
Nigeria.

The restrictive abortion law in Nigeria has not only contributed to the high numbers of
unsafe abortion in the country, it has also had a discriminatory impact. Poor and low
income women are disproportionately represented in the number of women who resort to
— and die from — unsafe abortion in the country. For instance, one study shows that while
66% of Nigerian women who are not considered poor access abortion through medically
trained professionals in health centres, only 44% of their poor counterparts are able to do
the same.® Moreover, although one in four women who have abortions experience
serious complications, only one third of these women seek treatment, largely due to the
high cost of such care: about NGN 1,805 (approximately USD 115).%

The government has acknowledged in its sixth periodic report that “low income women
and girls who cannot afford the high cost of abortion or who are ignorant of the dangers
of unsafe procedures utilized by unqualified individuals, stand very high risks of loosing
[sic] their lives.”™ Despite this acknowledgement, no steps have been taken towards
addressing the causes of these deaths — including the restrictive abortion law,

We hope that the Committee will consider addressing the following questions to the
government of Nigeria:

1. What steps has the government taken to reduce maternal mortality, considering that
current policies, such as Nigeria’s National Reproductive Health Policy and Strategy of
2001 and the 2004 Revised National Health Policy, are not being implemented? In
particular, what steps has the government taken to reduce in-country disparities that result



in greater susceptibility to maternal death among women in the northern regions of the
country, rural areas and low-income women?

2. What is the government doing to ensure adequate resource allocation to the health
sector? For instance, why has the povernment iof met the commitment it made to
allocate at least 15% of its national budget to health in the 2001 Abuja Declaration on
HIV and AIDS, Tuberculosis and other Infectious Diseases?

3. What steps has the government taken to eliminate financial barriers that women face
in accessing maternal health care? For example, in states and local government areas that
have eliminated user fees, what is being done to ensure the long-term sustainability of
such programs? What is the government doing to monitor and regulate hospital practices
to ensure that unauthorized fees and other requirements are not imposed on women as a
condition of treatment or discharge from hospitals (for example, requirements that their
spouses donate blood and requirements that women purchase and provide their own
medical supplies)?

4. Given the separation of responsibilities for health care provision between the three
tiers of government, as a result of which lIocal governments are responsible for the
provision of primary health care, what is the federal government doing to ensure that
local governments fulfil this obligation, especially given that local governments receive
the smallest portion of the national budget?

5. What steps has the government taken to ensure adequate staffing — including
recruitment, training, compensation, and retention — so as to eliminate barriers to care that
women experience, such as long waiting periods before they are able to see their doctors
and limited operating hours of hospitals? Similarly, what steps has the government taken
to ensure that hospitals are supplied with necessary equipment, such as emergency
obstetric care facilities, and to ensure that health care services, particularly emergency
maternal health care services, are not interrupted during frequently occurring power
outages?

6. What is the government doing to remove barriers that women face in accessing family
planning and contraceptive services? For example, what is the government doing to
ensure that sufficient supplies of contraceptives are available, that contraceptives are
affordable, and that women and adolescent girls are provided with comprehensive and
accurate information about contraceptives?

7. What specific steps has the government taken to reduce the high incidence of unsafe
abortion which is one of the primary causes of maternal death in Nigeria, particularly

among poor women upon whom the criminalization of abortion has a discriminatory
effect?

We appreciate the active interest that the Committee has taken in women’s reproductive
health and rights and the strong Concluding Observations and General Recommendations
the Committee has issued to governments in the past, stressing the need for governments
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to take steps to ensure their realization. We hope that this information is useful during
the Committee’s review of the Nigerian government’s compliance with the Convention.

If you have any questions, or would like further information, please do not hesitate to
contact the undersigned.

Sincerely,

OH@M %Atupwe_

Onyema Afulukwe Ximena Andion

Visiting Attorney Advocacy Director
International Legal Program International Legal Program
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