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ABSTRACT

For a multitude of eminently modifiable reasons,

death rates for pregnant women and girls and their
newborn infants in poorly resourced countries remain
unacceptably high. The concomitant high morbidity
rates compound the situation. The rights of these
vulnerable individuals are incompletely protected by
existing United Nations human rights conventions, which
many countries have failed to implement. The authors
propose a novel approach grounded on both human
rights and robust evidence-based clinical guidelines

to create a "human rights convention specifically for
pregnant women and girls and their newborn infants'.
The approach targets the right to health’ of these large,
vulnerable and neglected populations. The proposed
convention is designed so that it can be monitored,
audited and evaluated objectively. It should also foster

a sense of national ownership and accountability as it

is designed to be relevant to local situations and to be
incorporated into local clinical governance systems. It
may be of particular value to those countries that are not
yet on target to meet the Millennium Development Goals
(MDGs), especially MDGs 4 and 5, which target child
and maternal mortality, respectively. To foster a sense
of international responsibility, two additional initiatives
are integral to its philosophy: the promation of twinning
between well and poorly resourced regions and a raising
of awareness of how some well-resourced countries can
damage the health of mothers and babies, for example,
through the recruitment of health waorkers trained by
national governments and taken from the public health
system.

INTRODUCTION

Recent calculations suggest an improvement in the
global maternal death rate.! 2 Objectively, however,
progress towards the Millennium Development
Goals (MDGs) has been very slow in many Sub-
Saharan African countries.3 In 2005, 535900
women were reported to have died due to compli-
cations of pregnancy,*® approximately one death
per minute.* Seventy four per cent of these deaths
were considered preventable® 6 and 95% occurred
in Africa and Asia.? 6 A pregnant woman/girl in
Sub-Saharan Africa has a reported 1 in 22 risk of
dying from preventable and/or treatable conditions,
which is more than 300 times the rate in well-re-
sourced countries, of the order of 1 in every 7300
pregnant women.*® For every woman who dies as a
result of childbirth, 30 more are injured or disabled,
described by one report as ‘better off dead’.”

Despite considerable funding, global collabora-
tion and nascent governmental recognition of the
benefits of health and human rights, the ideals of
the MDGs are still some way from fruition. This
is testified by the continued appalling rates of
death and disability in pregnant women and girls
and their newborn babies, which have changed
little since the seminal United Nations (UN)
meetings when the targets were drawn up. We
suggest that: (1) the MDGs are difficult for some
of the most impoverished countries to implement
without additional financial, political and practi-
cal help; (2) current UN conventions relating to
pregnancy and newborn infants are generic and
do not explicitly take into account vital non-clin-
ical factors. These include the wider social and
cultural determinants of health,® political prob-
lems, the issues surrounding armed conflict® and
the removal of health workers trained by govern-
ments in poorly resourced countries from practice
in the public health sector,'? all of which impair
life-saving and essential healthcare. Current trea-
ties also often lack specific and measurable actions
and achievements due to the generic nature of the
articles within them.

Thus:

Women are not dying because of a disease
we cannot treat. They are dying because
societies have yet to make the decision that
their lives are worth saving.!!

The most striking reductions in maternal
mortality rates have occurred in countries
that have made it a matter of policy to ensure
basic and EmOC [emergency obstetric care]
are universally available.!?

The UN has set up eight major human rights
conventions/treaties that are a direct extension
of the 1948 Universal Declaration of Human
Rights.!3 In the same year, the WHO inextricably
linked health to human rights when it stated that
‘the enjoyment of the highest attainable stan-
dard of health is one of the fundamental rights
of every human being....” More than 60 years
later, the main clinical components of healthcare
are still relatively poorly represented in existing
treaties. Table A , available at http:/www.mcai.
org.uk/draftconventionlinks.aspx ~ summarises
the processes of ratification of and adherence
to existing conventions. Although the rights of
women continue to be acknowledged by exist-
ing treaties and enshrined in declarations and
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renewals of commitment, notably the Vienna convention in
1993, the implementation of and adherence to these tenets
is often weak and limited by poverty, political, cultural and
social factors.

IMPLEMENTATION

This proposed new convention, encompassing evidence-based
clinical guidelines, is designed to allow the components within
each article to be monitored, evaluated, benchmarked and
effectively implemented by each country. Using these articles
would then become a tool that may help some of the poorest
countries to obtain what has so far been elusive, the achieve-
ment of the targets set by MDGs 4 and 5. The online supple-
mentary appendix of this paper outlines this possible treaty,
including its 44 articles. The articles within the convention
cover most of the vital social determinants that affect health®
such as female education, family planning, age at marriage,
female genital mutilation, armed conflict,” domestic violence
and income support for mothers living in poverty.

The articles are combined with a draft tool kit (http:/
www.mcai.org.uk/draftconventionlinks.aspx) to allow coun-
tries to monitor their progress according to the articles of this
convention.

This new convention sets goals and provides the practi-
cal means with which to monitor whether they have been
achieved.

Making the case for this proposed new convention
The arguments for the convention are best understood under
the following discrete headings:

1. A ‘right to health’ based approach.

2. Contains evidence-based, globally proven guidelines.

3. Explicitly outlines guidelines rather than implicitly reflects
them.

4. The main determinants (particularly social determinants)
of maternal and neonatal mortalities and health outcomes
are addressed (see below).

5. Addresses issues concerning teenage pregnancies which are
particularly prevalent in poorly resourced countries.

6. Involves people groups directly affected, rather than just
the leaders of a country.

7. Links to a ‘tool kit’ for monitoring in the ‘real-world
situation’.

8. Is practical and prescriptive.

Rights-based

The proposed convention highlights the importance of a ‘rights-
based’ approach to maternal and neonatal care.'®1” The right
to health (General Comment 14 of Article 12 of the CESCR—
Committee on Economic, Social and Cultural Rights)!® speci-
fies the ‘Accessibility, Acceptability, Accountability and
Quality’ of this right and outlines the progressive realization
of the right to health based on available resources. Boesen
and Martin!® define a rights-based approach as ‘a framework
that integrates the norms, principles, standards and goals of
the international human rights system into the plans and pro-
cesses of development.

The proposed convention takes these points into consid-
eration and works to implement what can be achieved by a
country given its political, social and economic factors rather
than what should be achieved. In many instances, the words
‘can’ and ‘should’ do not measure up in the clinical contexts
found often in those countries quoted as most likely to fail the
MDGs, specifically 4 and 5.

Evidence-based

The proposed convention bases guidance on robust, evidence-
based, historically proven clinical algorithms, which can be
used particularly by individual disadvantaged countries (and
perhaps with support from a twinned partner, see below). For
example, section 6 of Article 18 in the online supplementary
appendix, relating to the provision of essential emergency
drugs, contains specific objectives and measurable outcomes
with regard to the availability of additional inspired oxygen,
an essential emergency treatment for the management of life-
threatening complications in pregnant mothers and newborn
babies. In our experience, this treatment is rarely available in
the public health facilities of poorly resourced countries in
Atfrica and South Asia. We contend that by including the right
to this specific treatment in a convention, countries may be
more inclined to ensure, monitor and evaluate the availability
of oxygen and its necessary delivery systems.

Explicit outlines

The proposed convention also unites areas implicit within UN
conventions but not explicitly dealt with or defined. Table B,
available at http:/www.mcai.org.uk/draftconventionlinks.
aspx shows the overlap between the articles of existing UN
conventions and those of the proposed new convention, with
the most overlap being in the UN Convention on the Rights
of the Child (UNCRC). These ‘General Recommendations,
General Comments and Concluding Observations’ which
cover either specifically (rarely) or partially those articles in
the proposed convention are shown in Table C, available at
http://www.mcai.org.uk/draftconventionlinks.aspx The mul-
tiple sources of human rights instruments in the linked Tables
A-C mean that, for all but specialists (ie, not practitioners in
the countries being targeted), knowledge that these instru-
ments even exist, still less making them practical, is unlikely.
This proposed convention creates a clear, and practical, single
source for all professionals to refer to, even if it duplicates com-
ponents of other conventions.

Determinants

The proposed convention specifically calls for the main deter-
minants of maternal and neonatal mortality, namely, lack of
access to and delays in reaching adequate healthcare; poorly
functioning healthcare systems including lack of family plan-
ning and access to contraception; potentially harmful fam-
ily and community beliefs and practices, including female
genital mutilation and very early reproduction; the low sta-
tus of women; and lack of supportive legal services to be
corrected.!”-24 To illustrate: in Pakistan (2011 report), the rural
maternal death rate of 319/100 000 is almost twice that prevail-
ing in urban settings 175/100 000%° and in Bangladesh mater-
nal death rates have been greatly reduced in a setting where
education of women, access to employment and contraception
have been implemented.?¢ The convention also acknowledges
the extreme vulnerability of women during armed conflict and
attempts to address the inevitable short- and long-term out-
comes of rape when used as a weapon of war (see Articles 42
and 43 in the online supplementary appendix). The proposed
convention allows less risk of misinterpretation, and the direct
causes of deaths of women or girls who are or may become
pregnant and newborn infants are specifically and explicitly
covered. United Nations Children’s Fund’s ‘facts for life’?’
states, for example, that risks of childbirth are greatly reduced
if a woman is healthy and well nourished, has regular mater-
nity checks, the birth is assisted by a skilled attendant and
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there is access to specialised care. These considerations are not
covered explicitly in existing UN conventions.

Pregnancy in children

Many articles in the proposed convention address issues
affecting pregnant girls. There is a higher stillbirth rate among
mothers who are still children themselves, and there are more
complications associated with such pregnancies.?® 2° These
factors are not considered within the UNCRC. As a high pro-
portion of pregnancies occur in girls, particularly in poorly
resourced countries, this situation is important to highlight
and address.

Active participation

The African Charter for the Rights of the Child (1990) shows
that the UNCRC sometimes did not accurately capture the
real situation experienced by children in Africa.30-32 As dis-
cussed in the African Charter, there is a ‘dire need to include
them [children] in all activities’. The authors agree and sug-
gest that pregnant women and girls must also be involved at
all levels. The proposed convention may assist with this task
by highlighting the special needs of this most vulnerable dyad,
namely the mother and her newborn child. Not only do coun-
tries need to participate, they need to involve all members of
society directly affected.

Monitoring

The specificity within the proposed convention, coupled with
the possibility of using a ‘tool kit” to monitor progress, enables
individual countries to visualise the progress they are making.
It is flexible, encouraging individual programmes as opposed
to a ‘one size fits all approach’ that may be difficult to imple-
ment, especially for poorly resourced countries. This measure
should increase its efficacy and make its implementation more
achievable.

Accountability
Finally, to be effective, reccommendations must surely be prac-
tical and prescriptive rather than simply restating commonly
held broad objectives. The language of human rights instru-
ments, particularly given the limited range of sanctions avail-
able to associated international tribunals, demonstrates the
difference between rhetoric and simple hard-edged rules of
front-line practice. The observation that certain international
human rights tribunals ‘lack teeth’ in individual cases may or
may not be legitimate. It is certainly true that so far as state
accountability is concerned the UN in practice is directed at
reporting, monitoring and providing broad ‘recommendations’
for change, rather than any more direct form of intervention.
Whatever the inherent weaknesses and flaws in interna-
tional arrangements, however, the promotion of common and
defined human rights objectives regardless of cultural context,
and some accountability (largely in public) of a state’s perfor-
mance in that respect, is a worthy and necessary objective in
itself, even without a full range of sanctions being available
against states.

IN SUMMARY

The convention does not seek to either displace or replace
the existing international framework of fundamental human
rights. Insofar as human rights conventions already address
the underlying objectives, they are reproduced in what is
proposed. The key strategic differences lie in producing a
single—accessible—set of human rights definitions relating to
pregnant women and girls and their newborn infants, coupled

with a better objective definition of how they are expected

to be achieved. The rhetoric of human rights is thereby made

both practical and immediate. Accountability by reference to

a single international standard is promoted.

The summary of key determinants in the proposed articles
of the new convention are (see the online supplementary
appendix for the complete set of articles):

1. Registration of all maternal and neonatal deaths® (Articles 4
and 32).

2. Later/delayed marriage?® (Article 7) and the avoidance of
childhood pregnancies?®?? (Article 7).

3. Healthy timing and spacing of pregnancy—education
and counselling to prevent high risk pregnancies33-3¢
(Article 7).

4. Freely available confidential family planning services with
options to form part of antenatal, peri-partum and postna-
tal plans® 38 (Articles 7 and 8).

5. Education to at least secondary level for all girls® 40 (Article
9) including teaching on sexual and reproductive health
and life skills relating to pregnancy and newborn care!” %/
(Articles 8, 9, 31 and 34).

6. Routinely available, high quality antenatal care with atten-
tion to HIV issues, nutrition, immunisation, advice on the
avoidance of occupational hazards and when to seek advice
from health workers?0-22 (Articles 10-14).

7. Birth preparedness by community health workers and
through community awareness and mobilisation regarding
finances, birth registration, birth plans including systems
to manage any emergency that occurs*’4! (Article 15).

8. Skilled care during pregnancy and at delivery with account-
able birth attendants taking responsibility for the mother
and baby’s care including recognition of emergencies, how
to undertake basic resuscitation and achieve rapid transfer
to higher levels of care when appropriate?3 2440-44 (Articles
16, 17 and 26).

9. Promotion of health facility delivery where basic emer-
gency obstetric care and appropriate comprehensive care
are available through a transfer system?* 42-4 (Articles
18-20).

10.Constructive male engagement in issues relating to preg-
nancy and delivery*® (Articles 18, 31, 39).

11.Protection from abuse? 48 (Articles 21, 23, 42 and 43) and
exploitation® (Articles 32 and 40).

12.Termination of pregnancy®-5? (Article 22) including the
practice of selecting female foetuses for abortion®® (Article
22).

13.Postnatal depressive illness®* % (Article 25).

14.Neonatal care, including resuscitation at birth, birth regis-
tration, nutrition and recognition and management of neo-
natal emergencies in the community and health facility®
89-4156 (Articles 26-29).

15.Home visits after birth by community health workers to
check mothers and screen babies. Early referral system for
mothers and babies with evidence of serious illness*? %
(Articles 17 and 28).

16.In cases of maternal or neonatal deaths or stillbirths, a
review (clinical audit) of the circumstances leading to
the death, including identification of avoidable factors®®
(Article 30).

17.Preservation of nationally trained health workers in the
public health system!? (Article 17).

18.The protection of women specifically affected by war
including subsequent pregnancies that are a consequence
of rape’ (Articles 42 and 43).
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IMPLEMENTATION OF THE PROPOSED CONVENTION IN A
'REAL-WORLD’ SETTING

Outlined below are the practical ways in which the conven-
tion may be implemented and how, for those countries that
are struggling with the implementation, assistance may
be procured from those countries that are succeeding. It is
acknowledged that some of the concepts of how it will work in
reality are novel and there is a paucity of evidence for others.
However, faced with an ever-increasing problem, new avenues
and innovations need to be explored.

Twinning/linking

The concept of twinning is not new. It has been the approach
of businesses, towns and even hospitals,>*%? for many years
to promote mutual development.

Article 5 suggests that a country, or part of a country, that
is doing well with respect to the MDGs could be twinned
with a partner that is disadvantaged and in need of specific
and focused technical or other assistance to make progress,
for example, the effective collaborations between Wales and
Ethiopia®® and The Netherlands and Indonesia in leukaemia
management.®! The partners can be academic or governmental
and could share their practice, problems and progress with the
UN so that lessons can be learnt and other pairs are inspired
to participate. Twinning does not have to be limited to links
between high income and poor countries, but could include
links between regions or institutions within low-income coun-
tries that have better technology or are closer to achieving the
MDGs, thus enlarging the scope of effective partnerships.

Twinning may include financial assistance, but perhaps the
provision of technical and practical support, such as from uni-
versities and hospitals, in the well-resourced partner may be
more effective.

Implementation with ‘grassroots’ involvement

A three-way approach to implementing the convention could

occur.

1. Through active participation at all levels, the country
reviews the convention and openly and transparently
examines what activities it already undertakes and what
it has already achieved. This can occur as there is a high
degree of specificity in the convention.

2. The country examines articles in the convention that it
does not achieve and divides them into three categories:

i. Those that will be straightforward to achieve.

ii. Those that will be difficult to achieve without tangible
support.

iii. Those that it specifically disagrees with for reasons that
it can specify and uphold with reasoned, transparently
shared arguments.

3. The country enters into an open and realistic discussion
with a supportive partner of its choice. This discussion
encompasses the previous two steps and draws reasonable,
country specific aims that collaborating twinned countries/
regions/institutions will then work towards in partnership.

This approach is more likely to instil a sense of confidence
in the country as it resists setting targets that are unreach-
able. For too long, countries have been disregarded or called to
account for outcomes that are difficult or impossible to attain,
especially in the current economic climate. The human rights
concept of ‘progressive realisation’ is paramount.

Africa is constantly quoted as the only continent likely to
fail many of the MDGs. The leaders of Sub-Saharan African

countries and those that are fighting for change within
them can become, according to Easterly, ‘demoralized and
disheartened’.3! The proposed convention could provide a tool
that might reverse the cycle of relative failure. The goal is not
to denigrate the MDGs, but rather to complement and support
them through enhanced specificity and individual country/
region applicability.

Local in-country monitoring processes

Instead of adopting a UN style approach of centrally moni-
toring all 194 countries, twinning in a supportive environ-
ment may encourage peer accountability, making it easier to
monitor progress. The specificity of the proposed convention
also adds to the way in which it can be monitored, enabling
the measurement and monitoring of meaningful and practi-
cal outcomes. Implementing from the grassroots upwards also
ensures plausible monitoring due to the reciprocal nature of
information exchange and the open discussion between those
who participate as partners in the process.

CONCLUSION

This proposed convention aims to protect the rights of preg-
nant women and girls and their newborn infants, particularly
in resource-poor countries. Further reflection and debate with
piloting in some countries may determine whether adopting
and implementing this approach can be an effective way of
achieving the survival and health of women, girls and their
newborn children at such a critical and potentially dangerous
time in their lives. The authors hope that debate, discussion
and a renewed sense of urgency will be engendered by this
publication.

Acknowledgments \We acknowledge the following people and organisations
for their work, input and support in the writing of this paper: The Center for
Reproductive Rights and the University of Toronto international programme

on reproductive and sexual health provided invaluable advice and we wish to
acknowledge in particular the following: Ximena Andion, Maria de Bruyn and
Sandeep Prasad. The joint work of these organisations entitled, ‘Bringing Rights to
Bear—An Analysis of the Work of UN Treaty Monitoring Bodies on Reproductive
and Sexual Rights’ was essential in the writing of this paper. We thank Dr Diane
Watson and Marie Stopes International for their comments and advice.

Competing interests None.
Provenance and peer review Not commissioned; externally peer reviewed.

REFERENCES

1. Hogan MG, Foreman KJ, Naghavi M, et al. Maternal mortality for 181 countries,
1980-2008: a systematic analysis of progress towards Millennium Development
Goal 5. Lancet 2010;375:1609-23.

2. Horton R. Maternal mortality: surprise, hope, and urgent action. The Lancet
2010;375:1581-2.

3. Bhutta ZA, Chopra M, Axelson H, et al. Countdown to 2015 decade report
(2000-10): taking stock of maternal, newborn, and child survival. Lancet
2010;375:2032-44.

4. Hill K, Thomas K, AbouZahr C, et al. Estimates of maternal mortality
worldwide between 1990 and 2005: an assessment of available data. Lancet
2007;370:1311-19.

5. The Millennium Development Goals Report. UN. 2008:1-56. http://www.un.org/
millenniumgoals/pdf/The Millennium Development Goals Report 2008.pdf
(accessed 16 July 2011).

6. Hunt P, Bueno De Mesquita J. Reducing Maternal Mortality. The contribution
of the right to the highest attainable standard of health. http://www.unfpa.
org/webdav/site/global/shared/documents/publications/reducing _ mm.pdf
(accessed 16 July 2011).

7. Better off dead? A report on maternal morbidity from the UK all party
Parliamentary group on population, development and reproductive health, 2009.
http://www.appg-popdevrh.org.uk/Publications/Maternal Morbidity Hearings/
Maternal Morbidity Report - FINAL single page.pdf (accessed 16 July 2011).

8.  Marmot M. Social determinants of health inequalities. Lancet
2005;365:1099-104.

40fb Winrow B, Bile K, Hafeez A, et al. Arch Dis Child (2012). doi:10.1136/archdischild-2011-300684


http://adc.bmj.com/
http://group.bmj.com/

20.

21.
22.

23.

24.

25.

26.

21.

28.
29.

30.

31

32.

33.

34.

35.

36.

Winrow B, Bile K, Hafeez A, et al. Arch Dis Child (2012). doi:10.1136/archdischild-2011-300684

Downloaded from adc.bmj.com on January 15, 2012 - Published by group.bmj.com

Southall D. Armed conflict women and girls who are pregnant, infants and
children; a neglected public health challenge. What can health professionals do?
Early Hum Dev 2011;87:735-42.

Southall D, Cham M, Sey 0. Health workers lost to international bodies in poor
countries. Lancet 2010;376:498-9.

Mahmoud Fatallah. President of the International Federation of Gynaecology
and Obstetrics (FIGO). Copenhagen: World Congress 1997

Hawkins K, Newman K, Thomas D, et a/. Developing a human rights-based
approach to addressing maternal mortality. DFID Health Resource Centre
2005:1-58.

Centre for reproductive rights. Bringing Rights to Bear. An advocate’s Guide to
the Work of the UN Treaty Monitoring Bodies on Reproductive and Sexual Rights,
2002:1-33.

Vienna Declaration and Programme of Action. http://www.unhchr.ch/
huridocda/huridoca.nsf/(symbol)/A.CONF.157.23.En?0penDocument (accessed
16 July 2011).

Boesen JK, Martin T. Applying a rights-based approach: an inspirational guide
for civil society. The Danish Institute For Human Rights 2007:1-47.

Frisancho A, Goulden J. Rights-based approaches to improve people’s health in
Peru. Lancet 2008;372:2007-8.

Backman G, Hunt P, Khosla R, et al. Health systems and the right to health: an
assessment of 194 countries. Lancet 2008;372:2047-85.

General Comment 14 of Article 12 of the CESCR (International Covenant on
Economic, Social and Cultural Rights) http://www.unhchr.ch/ths/doc.nsf/symbol/
E.C.12.2000.4.En (accessed 29 November 2011).

Progress for Children: A Report Card on Maternal Mortality. UNICEF. 2008;7:1-48.
http://www.unicef.org/publications/files/Progress_for_Children-No. 7
Lo-Res_082008.pdf (accessed 16 July 2011).

Kowalewski M, Jahn A, Kimatta SS. Why do at-risk mothers fail to reach
referral level? Barriers beyond distance and cost. Afr J Reprod Health
2000;4:100-9.

Walraven G, Telfer M, Rowley J, et al. Maternal mortality in rural Gambia: levels,
causes and contributing factors. Bull World Health Organ 2000;78:603-13.
Costello A, Osrin D, Manandhar D. Reducing maternal and neonatal mortality in
the poorest communities. BMJ 2004;329:1166-8.

Darmstadt GL, Lee AC, Cousens S, et al. 60 Million non-facility births: who

can deliver in community settings to reduce intrapartum-related deaths? Int J
Gynaecol Obstet 2009;107(Suppl 1):S89-112.

Campbell OM, Graham WJ. Strategies for reducing maternal mortality: getting
on with what works. Lancet 2006;368:1284—-99.

Alam AY. Health equity, quality of care and community based approaches are
the key to maternal and child survival in Pakistan. Editorial. J. Pak. Med. Assoc
2011;61:1-2.

Chaudhury RH. UN Economic and Social Commission for Asia and the Pacific
Health Bureau of Anhui Province, China. Multisectoral determinants of maternal
mortality in Bangladesh, 2008 http://www.unescap.org/esid/psis/meetings/
MMR/Bangladesh.pdf (accessed 24 November 2011).

UNICEF, WHO, UNESCO, UNFPA, UNDP, UNAIDS, WFP and World Bank.

Facts for life. Fourth edition. 2010; 1-216. www.factsforlifeglobal.org

(accessed 16 July 2011).

Raj A. When the mother is a child: the impact of child marriage on the health and
human rights of girls. Arch Dis Child 2010;95:931-5.

Salihu HM, Sharma PP, Ekundayo 0J, et al. Childhood pregnancy (10-14 years
old) and risk of stillbirth in singletons and twins. J Pediatr 2006;148:522—6.
Eighth Meeting of the African Committee of Experts on the Rights and Welfare of

the Child. Addis Ababa Ethiopia. Report. http://www.africa-union.org/child/home.

htm (accessed 16 July 2011).

Easterly W. How the Millennium Development Goals are Unfair to Africa. World
Development 2009;37:26-35.

African Charter on the Rights and Welfare of the Child. http://www.africa-union.org/
official_documents/Treaties_Conventions_Protocols/A.C. ON THE RIGHT AND WELF
OF CHILD.pdf (accessed 16 July 2011).

The HTSP Toolkit, which includes a range of counseling, education and advocacy
tools for policymakers, providers and program managers, as well as a DVD to
support quality HTSP counseling. http://iframe.k4health.org/toolkits/HTSP
(accessed 16 July 2011).

\WHO Recommendations on Birth Spacing Technical Consultation, 13-15th June
2005. http://www.who.int/making _ pregnancy _ safer/documents/birth
spacing.pdf (accessed 16 April 2011).

Conde-Agudelo A, Rosas-Bermtdez A, Kafury-Goeta AC. Birth spacing and risk
of adverse perinatal outcomes: a meta-analysis. JAMA 2006;295:1809-23.
Conde-Agudelo A, Belizan JM, Breman R, et al. Effect of the interpregnancy
interval after an abortion on maternal and perinatal health in Latin America. Int J
Gynaecol Obstet 2005;89(Suppl 1):S34-40.

37.

38.

39.

40.

41.

42.

43.

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

Discussion of approaches to meet the family planning needs of postpartum
women, a highly vulnerable group with a very high unmet need for family planning
in most countries. http://pdf.usaid.gov/pdf _ docs/PNADN553.pdf (accessed 16
July 2011).

An international consensus statement on the role of family planning in post-
abortion care. http://www.usaid.gov/our _ work/global _ health/pop/techareas/
pac/fp _ component.pdf (accessed 16 July 2011).

Osrin D, Prost A. Perinatal interventions and survival in resource-poor

settings: which work, which don't, which have the jury out? Arch Dis Child
2010;95:1039-46.

Bhutta ZA, Darmstadt GL, Hasan BS, et al. Community-based interventions for
improving perinatal and neonatal health outcomes in developing countries: a
review of the evidence. Pediatrics 2005;115:519-617.

Barros FC, Bhutta ZA, Batra M, et al. Global report on preterm birth and stillbirth
(3 of 7): evidence for effectiveness of interventions. BMC Pregnancy Childbirth
2010;10(Suppl 1):S3.

Lawn JE, Kinney M, Lee AC, et al. Reducing intrapartum-related deaths and
disability: can the health system deliver? Int J Gynaecol Obstet 2009;107(Suppl
1):S123-S140.

Cole-Ceesay R, Cherian M, Sonko A, et al. Strengthening the Emergency
Healthcare system for mothers and children in The Gambia: a pilot programme
description and interim evaluation Reproductive Health 2010;7:21-31. http://
www.reproductive-health-journal.com/content/7/1/21 (accessed 16 July 2011).
de Bernis L, Sherratt DR, AbouZahr C, et al. Skilled attendants for pregnancy,
childbirth and postnatal care. Br Med Bull 2003;67:39-57.

Lawn JE, Kerber K, Enweronu-Laryea C, et al. Newborn survival in low resource
settings—are we delivering? BJ0G 2009;116(Suppl 1):49-59.

An overview of multiple agencies activities related to constructive male
engagement. http://www.igwg.org/priorityareas/male.aspx (accessed

16 July 2011).

Espinoza H, Camacho V. Maternal death due to domestic violence: Unrecognized
critical component of maternal mortality. Rev Panam Salud Publica/Pan Am Health
Journal 2005;17:123-9. http://www.paho.org/english/ad/ge/FSmaternaldeath-
domviol.pdf (accessed 29November 2011).

Preventing intimate partner and sexual violence against women: taking action and
generating evidence/World Health Organization and London School of Hygiene
and Tropical Medicine, 2010. http://www.who.int/violence _injury _ prevention/
publications/violence/9789241564007 _ eng.pdf (accessed 16 July 2011).
Costa AM. UNODC United Nations\ Office on Drugs and Crime. Global Report
On Trafficking In Persons February 2009 UN. GIFT Global Initiative to Fight Human
Trafficking. http://www.unodc.org/documents/Global _ Report _on _ TIP.pdf
(accessed 16 July 2011).

Editorial. Unsafe abortions: eight maternal deaths every hour. The Lancet
2009:374:1301.

Abortion Worldwide: A Decade of Uneven Progress. Singh S, Wulf D, Hussain R
et al. Guttmacher Institute, 2009 http://www.guttmacher.org/ (accessed 16 July
20M).

WHO. Unsafe abortion: global and regional estimates of the incidence of unsafe
abortion and associated mortality in 2003. Fifth edition, 2007 http://whglibdoc.
who.int/publications/2011/9789241501118 _ eng.pdf (accessed 16 July 2011).
Hesketh T, Lu L, Xing ZW. The consequences of son preference and sex-
selective abortion in China and other Asian countries. CMAJ 2011;183:1374—-7.
Almond P. Postnatal depression: a global public health perspective. Perspect
Public Health 2009;129:221-7.

Husain N, Bevc |, Husain M, et al. Prevalence and social correlates of postnatal
depression in a low income country. Arch Womens Ment Health 2006;9:197-202.
Darmstadt GL, Lee AC, Cousens S, et al. 60 Million non-facility births: who

can deliver in community settings to reduce intrapartum-related deaths? Int J
Gynaecol Obstet 2009;107(Suppl 1):S89-112.

Dutta AK. Home-based newborn care how effective and feasible. Indian Pediatr
2009;46:835-40.

Kabali E, Gourbin C, De Brouwere V. Complications of childbirth and maternal
deaths in Kinshasa hospitals: testimonies from women and their families BMC
Pregnancy and Childbirth 2011;11:29. http://www.biomedcentral.com/1471-
2393/11/29 (accessed 16 July 2011).

European Neighbourhood Twinning News. http://ec.europa.eu/europeaid/where/
neighbourhood/overview/twinning _ en.htm (accessed on 16 July 2011).

Wales for Africa Health Links http://www.wales.nhs.uk/sites3/Documents/834/
Wales for Africa Health Links ann rep web.pdf (accessed on 16 July 2011).
Mostert S, Sitaresmi MN, Gundy CM, et a/. Comparing childhood leukaemia
treatment before and after the introduction of a parental education programme in
Indonesia. Arch Dis Child 2010;95:20-5.

THET Partnerships for Global Health. http://www.thet.org/health-partnership-
scheme-announcement/ (accessed 16 July 2011).

50f5


http://adc.bmj.com/
http://group.bmj.com/

Downloaded from adc.bmj.com on January 15, 2012 - Published by group.bmj.com

A proposed new international convention
supporting the rights of pregnant women
and girls and their newborn infants

Benjamin Winrow, Khalif Bile, Assad Hafeez, et al.

Arch Dis Child published online January 13, 2012
doi: 10.1136/archdischild-2011-300684

Updated information and services can be found at:
http://adc.bmj.com/content/early/2012/01/13/archdischild-2011-300684.full.html

These include:

Data Supplement  "Web Only Data"
http://adc.bmj.com/content/suppl/2012/01/13/archdischild-2011-300684.DC1.html

References This article cites 37 articles, 8 of which can be accessed free at:
http://adc.bmj.com/content/early/2012/01/13/archdischild-2011-300684.full.html#ref-list-1

P<P Published online January 13, 2012 in advance of the print journal.

Email alerting Receive free email alerts when new articles cite this article. Sign up in
service the box at the top right corner of the online article.

Notes

Advance online articles have been peer reviewed, accepted for publication, edited and
typeset, but have not not yet appeared in the paper journal. Advance online articles are
citable and establish publication priority; they are indexed by PubMed from initial
publication. Citations to Advance online articles must include the digital object identifier
(DOIs) and date of initial publication.

To request permissions go to:
http://group.bmj.com/group/rights-licensing/permissions

To order reprints go to:
http://journals.bmj.com/cgi/reprintform

To subscribe to BMJ go to:
http://group.bmj.com/subscribe/


http://adc.bmj.com/content/early/2012/01/13/archdischild-2011-300684.full.html
http://adc.bmj.com/content/suppl/2012/01/13/archdischild-2011-300684.DC1.html
http://adc.bmj.com/content/early/2012/01/13/archdischild-2011-300684.full.html#ref-list-1
http://group.bmj.com/group/rights-licensing/permissions
http://journals.bmj.com/cgi/reprintform
http://group.bmj.com/subscribe/
http://adc.bmj.com/
http://group.bmj.com/

