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WHY POPULATION MATTERS TO MATERNAL HEALTH

Unintended pregnancies are an important cause of maternal deaths. Pregnancies that occur

too early, too late or too frequently can lead to illness during pregnancy and complications

at the time of birth. Lowering fertility rates by increasing the use of family planning helps to

reduce pregnancy-related deaths and population growth. In many countries with high maternal

mortality, fertility rates would be lower if women had the number of children they desire.

The State of Maternal Health

Maternal mortality is a top cause of
death among women of reproductive
age in developing counfries.
Approximately 350,000 women die
each year due to pregnancy-related
causes, despite recent improvements
and international commitments fo
reducing maternal mortality." VWomen
under the age of 18 and above 35
are more likely fo die in pregnancy
or childbirth, due to physical under-
development for young women and
a higher risk of complications among
older women.?

The risk of maternal deaths is not equal
across regions (Figure 1). One out of
120 women in developing countries
will die from pregnancy-related

FIGURE 1: Globally, Maternal Mortality is Highest in
sub-Saharan Africa and South Asia
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Sources: World Health Organization (WHO), World Bank, United Nations Children’s Fund (UNICEF) and United Nations Population Fund (UNFPA). 2010. Trends in Maternal
Mortality: 1990 to 2008. Geneva: WHO.



FIGURE 2: Countries with High Maternal Mortality

also Have High Fertility Rates
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Sources: World Health Organization (WHO), World Bank, United Nations Children’s Fund (UNICEF) and United Nations Population Fund (UNFPA). 2010. Trends in Mafernal

Mortality: 1990 to 2008. Geneva: WHO; MEASURE Demographic and Health Surveys.

complications during her lifetime,
compared to one in 4,300 women in
developed counfries.® For women in
Afghanistan, the risk is one in 11—
the highest in the world. For those in
sub-Saharan Africa, it is one in 31.
Mortality is not the only consequence of
poor maternal health care. Morbidity,
which includes diseases and illnesses,
has an even wider impact, with at
least 20 cases of complications and
disabilities experienced for each
maternal death.*

The direct causes of maternal mortality
and morbidity include hemorrhage,
hypertensive disorders such as
eclampsia, unsafe abortion, infections
such as sepsis, and obstructed labor.®
These are generally preventable and
freatable with basic supplies and
inexpensive medicines, such as oxyfocin
fo prevent hemorrhage and antibiofics to
address infection. But significant barriers
fo improving maternal health remain,
such as a shortage of frained health
care providers and weak transportation
networks that connect patients to
services. Cultural barriers include

gender inequities and socio-cultural
fraditions that limit women's decision-
making power.

In recent decades, increasing
confraceptive use has helped reduce
maternal mortality in many countries.”
A woman's risk of dying from
pregnancy-related causes is directly
linked to the average number of
children she has during her lifetime.® In
an area in Bangladesh, for example,
30 percent of the reduction in maternal
mortality achieved between 1979 and
2005 is affributable to a decrease in
the average number of children per
mother, falling from nearly five to fewer
than three children per woman.? Sub-
Saharan Africa, which has the highest
rate of maternal mortality and lowest
rate of contraceptive use among all
regions, also has the highest rate of
uninfended pregnancy.'® Unintended
pregnancies are dangerous for

both mother and baby. If all women

in developing countries who wish

fo prevent pregnancy were using
confraceptives and maternal and
newborn health care was fully

available, 250,000 maternal deaths
and 1.7 million newborn deaths would
be prevented each year. !

Links between Population
and Maternal Health
Unintended pregnancies affect both
demographic trends and people’s
health and wellbeing. Forty percent
of all pregnancies in developing
countries are unintended.'? VWhen
these pregnancies result in births,
they contribute to higher fertility rafes
and population growth. High rates of
unintended pregnancy can diminish
overall wellbeing when levels of
maternal morbidity increase.

Countries with the highest rafes of
maternal mortality in their regions
also tend to have high fertility rafes
(Figure 2). The number of pregnancy-
related deaths and the overall risk of
maternal mortality would decline if
fertility decreased among adolescents
and young women.'® To decrease an
individual woman'’s risk of maternal
mortality, other improvements, such
as increased access to skilled birth
atfendants and emergency obstetric
care, are needed.

About half of unintended pregnancies
in developing countries result in
abortion, and unsafe abortion is a
leading cause of maternal death. '
Use of contraception could reduce the
share of maternal mortality caused by
unsafe abortion by up to 15 percent.'®

Country in Focus:

Maternal Health, Fertility
and Unintended

Pregnancies in Kenya

Many countries with the highest rafes of
maternal mortality are also challenged
by high rates of unintended pregnancy
and a large need for family planning.
These factors generate a cycle in which
high fertility, due in part fo unintended
pregnancies, contributes fo poor
maternal health.



Kenya has an estimated maternal
mortality ratio of 530 deaths per
100,000 live births, slightly lower than
the average of 640 for sub-Saharan
Africa. Each year, an estimated 7,900
Kenyan women die during or affer
pregnancy.'” More than half of births
occur at home, primarily because of
distance from and lack of transportation
to health facilities, as well as concerns
about cost and beliefs that facility
deliveries are unnecessary.'® Abortfion
is a major confributor fo mafernal
mortality in Kenya: One study estimates
that one-third of pregnancy-related
deaths there are a consequence of
abortion, which is illegal in most cases
and typically unsafe.'”

On average, a Kenyan woman has
4.6 children during her lifetime. If
women could prevent unintended
pregnancies and have the number of
children they desire, this rate would
decrease to 3.4 children per woman.
According fo household surveys, nearly
onefifth of births are unintended, and
an additional 26 percent are mistimed.
Twenty-six percent of married women
want to prevent pregnancy, but lack
modern confraception.?

If Kenya's fertility rate remains
unchanged, the population of women

of reproductive age will grow from
10 million in 2010 to 15 million in
2025 %! Clinics and hospitals are
already too few and far between to
meet existing needs, and its system
will have to expand rapidly fo serve a
growing population.

Policy Considerations

The United Nations Millennium
Development Goal (MDG) 5 aims

fo reduce the maternal mortality ratio
by 75 percent between 1990 and
2015 and achieve universal access
to reproductive health. At the 2010
U.N. MDG summit, $40 billion was
pledged fo improve reproductive,
maternal and child health over five
years, with the goal of preventing 33
million unintended pregnancies and
740,000 maternal deaths. The U.N.
Secrefary-General also released the
Global Strategy for Women's and
Children’s Health. These commitments
represent increased political will,
and recognition that progress toward
improving maternal health has
advanced much more slowly than
many other development goals.

Between 1990 and 2008, the number
of maternal deaths declined by one-
third globally, but only 14 developing

countries are on frack to achieve the
maternal mortality target of MDG 5.72
Eight countries with already high rates
of maternal death have seen maternal
mortality increase since 1990.2°

Maternal health is the cornerstone

fo achieving other MDGs. Children
who lose their mothers in pregnancy
or childbirth are more likely to die
themselves (MDG 4).?4 The premature
death of mothers and their children
causes billions of dollars in lost
productivity fo the global economy
annually (MDG 1), while good health
and lower fertility rates improve the
likelihood of women entering the
workforce (MDG 3) and educating
their children (MDG 2).25

The U.S. and other donors should work
with developing country governments
and non-governmental partners fo meef
the demand for family planning. Family
planning has the dual benefit of saving
women’s lives by empowering them

fo delay and space their pregnancies
and slowing population growth by
lowering fertility rafes. The prevention
of unintended pregnancy through
reproductive health care is necessary
fo ensure women have healthy
pregnancies and safe deliveries.
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