
 

 

 

Center for Reproductive Rights Written Submission  

ECOSOC Annual Ministerial Review on progress toward achieving the Internationally 

Agreed Development Goals, including the Millennium Development Goals (MDGs) 

 

The approach of the Millennium Development Goals (MDG) Summit in September provides a 

key opportunity for states and the international community to reassess their progress and 

confront challenges to achieving the MDGs.  The Center for Reproductive Rights thus welcomes 

ECOSOC’s decision to dedicate the 2010 Annual Ministerial Review (AMR) to examining 

progress toward the MDGs through the lens of gender equality and empowerment.  Nowhere is 

the need for this gender lens clearer than in regard to MDG 5: Improve Maternal Health.  

According to the World Health Organization (WHO), 536,000 women died of pregnancy and 

child birth-related complications in 2005.
1
  It is estimated that another 10 million women suffer 

from chronic injuries, infection, disease and disability related to pregnancy and child birth every 

year.
2
   

Even in countries that have made progress on many of the MDGs, efforts to reduce maternal 

mortality continue to be inadequate.  Brazil, which is making a National Voluntary Presentation 

at the AMR this year, is one such country.  According to the WHO, Brazil has a maternal 

mortality ratio of 110 deaths per 100,000 live births.
3
  While the Government of Brazil calculates 

its maternal mortality ratio to be significantly lower – 53.4 deaths per 100,000 live births in 

2005
4
 – it also acknowledges that under-reporting makes it difficult to accurately assess rates of 

maternal death.
5
  Both estimates, however, indicate that Brazil’s maternal mortality ratio is 

higher than those of countries in the region with comparable socio-economic status and are far 
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above the WHO’s acceptable rate of 10-20 deaths per 100,000 live births.  These deaths are not 

inevitable: The Government of Brazil itself notes that 90 percent of these maternal deaths could 

be prevented with adequate medical care.
6
  

Brazil’s failure to effectively address maternal mortality jeopardizes its progress on all of the 

MDGs, including Goal 3 on gender equality and empowerment.  While the United Nations 

Development Program’s (UNDP) MDG Monitor notes that Brazil has already achieved Goal 3,
7
 

the country’s high maternal mortality rates suggest otherwise.  Preventable maternal mortality is 

both a form and a symptom of discrimination against women and deprives women of their right 

to live a healthy life on a basis of equality with men.   

 

Maternal Mortality in Brazil 

Brazil is a middle-income country with a health care system that guarantees universal free access 

to services.  Hospital births account for 96 percent of all births, and in urban centers, this rate 

increases to more than 99 percent.
8
  Yet, broad access to hospitals for delivery has not translated 

into safe pregnancy for many Brazilian women, indicating the failure of the government to 

ensure equitable access to high quality services.   

At the facility level, quality of care is often shockingly low.  Many medical practitioners 

continue to rely on unnecessary, painful and potentially harmful delivery practices, such as the 

use of forceps for certain deliveries and over-reliance on caesarean sections.
9
  Numerous studies 

have documented women’s complaints of neglect and verbal abuse by health care providers 

during labor.
10

  Unsurprisingly, many women experience these types of practices as a threat to 

their emotional and physical integrity, and they often compromise the quality of care that women 

receive.
11
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Additionally, Brazil’s referral systems are purported to “function so poorly, [that] pregnant women 

sometimes scramble to find an available hospital bed when they enter labor.”
12

  A recent profile of 

health-care facilities conducted by the Brazilian Institute of Geography and Statistics revealed that 

the number of hospital beds in public and private hospitals actually declined between 1986 and 2005, 

and significant differences in terms of size and technological capacity of hospitals persist, with the 

North and Northeast having far fewer beds and well-equipped facilities than the southern regions.
13

  

Brazil also does not meet WHO guidelines
14

 for the number and distribution of emergency and basic 

obstetric care facilities for women in rural and poor regions, essential components of any program to 

reduce maternal mortality.
15

  

These problems stem from larger issues of inequality within Brazil’s health system.  The transfer 

of federal funds to states and municipalities tends to favor richer states, particularly in the South 

and Southeast, to the detriment of poorer states with greater health care problems, because the 

transfers are generally dependent on existing infrastructure, as opposed to actual health needs.
16

  

Additionally, the reliance of high-income groups on the public health system for more 

complicated and expensive procedures not covered by private providers has raised the cost of 

services for the poor and limits the ability of the health care system to expand the coverage of 

regular services for low-income populations.  Because of this situation, the Brazil UN Country 

Team has called for a reallocation of resources to better serve the needs of the country’s poor.
17
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Regional disparities also intersect with racial and ethnic inequality.  According to Brazil’s health 

ministry, Afro-Brazilian women are 50 percent more likely to die of obstetric-related causes than 

are white women.
18

  Risk of maternal death also disproportionately affects indigenous and low-

income women, especially adolescents and women from rural areas.
19

  Women from these 

groups tend to receive fewer health services and lower quality of care, contributing to their 

vulnerability to maternal mortality.
20

  According to a U.N. study, nationwide, 66 percent of black 

women and 74 percent of indigenous women received fewer than six prenatal visits, compared to 

only 45 percent of white women.
21

  Black women were also provided with less information about 

pregnancy, delivery and post-natal care of children, including signs of labor, importance of early 

breastfeeding and importance of prenatal examinations.
22

     

Unsafe abortion is also a leading cause of maternal mortality, accounting for more than nine 

percent of maternal deaths in Brazil.
23

  Abortion is illegal except in cases of rape or danger to a 

woman’s life.  However, an estimated 1 million abortions, the vast majority of which are illegal, 

are performed in the country every year,
24

 and approximately 250,000 women and girls are 

hospitalized for complications of these procedures annually.
25

  Rates of abortion and abortion-

related complications are higher in poorer regions of the country and among more disadvantaged 

racial and ethnic groups, contributing significantly to the vulnerability of these women to 

maternal death and injury.
26

 

The government of Brazil has launched several policies and programs to address maternal 

mortality, including establishing nearly 300 regional, municipal and hospital-based maternal 

mortality committees to monitor the number and causes of maternal deaths.  Brazil’s limited 

progress on MDG Goal 5, however, demonstrates that these measures have fallen short of 
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addressing the underlying issues of discrimination and inequality that contribute to maternal 

mortality in Brazil.   

 

Addressing Maternal Mortality Worldwide 

Brazil’s failure to adequately address issues of discrimination and inequality that underlie 

maternal mortality is not unique, nor is the path to preventing these deaths unknown.  The Center 

urges the international community to recognize that addressing maternal mortality both requires 

and is essential to achieving gender equality and empowerment, and to take the following steps 

to address this issue: 

 Access to maternal health care, including skilled delivery and emergency obstetric care, 

is recognized as essential to maternal health.  States should invest greater resources in 

improving the accessibility, acceptability, affordability and quality of these health care 

services and referral systems, particularly in poor and rural areas.   

 States must recognize and address socio-economic, racial, ethnic and other factors that 

contribute to differential vulnerability to maternal mortality, and undertake special 

measures to ensure that these groups are empowered to access comprehensive sexual and 

reproductive health care. 

 States should develop and implement effective monitoring and accountability 

mechanisms in order to accurately and effectively account for and address maternal 

deaths. 

 Complications of unsafe abortions are estimated to account for 13 percent of maternal 

deaths worldwide.  States must liberalize their abortion laws and take proactive steps to 

ensure that women can access both safe abortion and post-abortion care services. 

 


