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The Committee on the Elimination of Discrimination against Women

Re:  Supplementary information on Bangladesh

Scheduled for review by the CEDAW Commitiee in its 48™ Session

Dear Committee Members:

This letter is submitted to supplement the periodic report submitted by Bangladesh, which is scheduled
for review by this Committee during its 48" Session in Geneva. The Center for Reproductive Rights (the
Center), an independent non-governmental organization, hopes to further the work of the Commiitee by -
providing independent information concerning the rights protected in the Convention on the Elimination

of All Forms of Discrimination against Women (CEDAW) as they are expressed in Bangladesh.

We wish to bring the Committee’s attention to several areas of concern, including (1) the extremely high
maternal mortality rate in Bangladesh, and the lack of updated indicators providing information on the
leading causes of death; (2) the Jack of data on maternal morbidity, including obstetric fistula, and the
progress of programs implemented to attempt to address this problem; (3) the extremely high incidence of
early pregnancy in Bangladesh; and (4) the disparities in access to reproductive health services

experienced by rural women.

L The Right to Reproductive Health Services and Information (Articles 10, 12, 14(2)(b), and
16(1)(e)) |

Reproductive 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-
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being of families, including information and advice on family planning;™ to “take all appropriate
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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;™ to “ensure to women appropriate services in connection with pregnancy, confinement and the
postnatal period, granting free services where necessary;” and to “ensure, on a basis of equality between
men and women...[t]he same rights to decide freely and responsibly on the number and spacing of their
childten and to have access to the information, education and means to enable them to exercise these

rights.”

A, Lack of Access to Quality Maternal Healthcare & Insufficient Data on Maternal Health

States parties to the CEDAW have a duty to ensure maternal health by providing women with the
“appropriate services in connection with pregnancy” and by “promoting a proper understanding of
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maternity as a social function.”” The CEDAW Committee has emphasized that high rates of maternal
mortality and morbidity indicate potential violations of this duty.” Similarly, the United Nations

Special Rapporteur on the Right of Everyone to the Enjoyment of the Highest Attainable Standard of
Health has noted that “[a]Jvoidable maternal mortality violates women‘s rights to life, health, equality and

non-discrimination.”®

Bangladesh ranks eighth in the world for number of maternal deaths worldwide,” which is estimated by
the World Health Organization (WHO) to currently be 12,000 deaths a year." The WHO has found that
Bangladesh has a maternal mortality ratio (MMR) of 340 maternal deaths per 100,000 live births.'' The
WHO has also classified Bangladesh as a couniry “lacking good complete registration data™ on maternal
deaths,'” qualifying that estimates of the country’s MMR could be as high as 660."° The country itself
estimates its MMR to be 348 as of 2007, according to its 2009 Progress Report on the Millennium
Development Goals (2009 MDG Progress Report).” Even under the government’s current projections,
Bangladesh is only sct to reach an MMR of 222 by 20135; by any estimate, Bangladesh is falling far short
of its MMR target of 143 per 100,000 live births as defined by MDG 5. Furthermore, Bangladesh’s
MMR, even by the government’s own measure, is well above the South Asia regional average of 280

deaths.'

As noted above, the WHO has characterized Bangladesh as lacking a comprehensive registration data of
maternal deaths.”” The United Nations Population Fund (UNFPA) has similarly noted that Bangladesh

must strengthen its maternal death reporting system, and has recommended that the country institute




perinatal death reviews, which would include verbal autopsies for deaths that occur at home and clinical
audits for those that occur in health facilities.'® The dearth of comprehensive data on maternal health in
Bangladesh includes a lack of updated information about the causes of both maternal death and maternal
morbidity. The most recent data on the major causes of pregnancy-related deaths was compiled in 2001;
this continues to be the data cited by the government."” According to this study, the major causes of
pregnancy related deaths are post-partum hemorrhage, eclampsia, obstructed labor, and unsafe abortion.”
'This study, however, has not been updated, and hard data on the causes of maternal mortality was
therefore not included in the 2007 Bangladesh Demographic Health Survey (BDHS) conducted by the
government. As a result, there is a complete lack of data on current causes of maternal death, as well
as a lack of detailed information on the leading causes of such death.”' For example, despite the fact
that unsafe abortion is listed as a major cause of maternal death and it is illegal in most circumstances,?
the government of Bangladesh has not published any recent numbers on the specific mortality due to
unsafe abortion. Similarly, the United Nations Children’s Fund (UNICEF) and UNFPA have recently
each noted in their maternal health profiles of Bangladesh that 14% of maternal deaths are due to
violence against women.” Discussing the role of gender-based violence in maternal mortality in
Bangladesh in its 2009 MDG Progress Report, the government noted that “[t]here is increasing
recognition of the importance of improved gender equity in health sector plans and programmes, but
implementation of policies and plans has thus far, been limited.”* However, while the State party has
indicated the need to gather general data on violence against women,” it has failed to provide any
information on why this is such a significant cause of maternal mortality or what steps it has taken to
address this situation.® Additionally, in its 2005 progress report on the MDGs, the government of
Bangladesh stated that reliable cstimates arc not available for maternal morbidity;” the 2009 MDG

Progress Report does not even broach this issue.

Bangladesh is also failing significantly in providing quality maternal health services that meet
internationally-recognized medical standards. The WHO recommends that women receive four antenatal
visits during a pregnancy, beginning in their first trimester of pregnancy.® Under the MDGs, Bangladesh
has committed to providing 100% of the pregnant women population with four antenatal visits during
pregnancy.”’ Yet, in Bangladesh, only 21% of all women are able to access four antenatal checkups.”
Almost 40% of women do not receive even a single antenatal checkup during their entire pregnancy’'

and only 24% of all women receive their first antenatal care visit during the first trimester.*




Overwhelmingly, Bangladeshi women deliver at home without access to trained medical providers.
Over 60% of women in Bangladesh deliver their children with just an untrained birth attendant or
a dai, while 6% are attended by relatives, friends, and neighbors, and 2% are unattended completely.”
Only 18% of all births in Bangladesh are attended by a medically trained provider,™ and only 22% of
births occur in health facilities.” Unsurprisingly, Bangladesh reported in its 2009 MDG Progress Report
that the proportion of childbirths attended by skilled birth attendants is “still very low,”* and meeting the
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target under the MDGs for 50% skilled delivery attendance by 2015 “will be extremely challenging.

Government public facilities for emergency obstetric care are insufficient and too poorly equipped
to meet human rights standards. Of the few women who do give birth in health facilities, most seek
care in the private sector rather than the public sector,” indicating that women face significant difficulties
in accessing government-provided care. In the 2009 MDG Progress Report, the government of
Bangladesh stated that even in the health facilities, there are concerns about the availability and quality of
skilled attendants,” which leads to a low utilization of emergency obstetric care.* In order to ensure
access to emergency obstetric care, the government needs to create 24-hour health facilities."' However,
public spending on health has remained relatively small, in part due to official procedures that allocate
public resources based on renewing past allocations rather than adjusting the amount of funding based on
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accurate indicators of need.

Postnatal care, which is crucial in the prevention of maternal mortality and the prevention, detection, and
treatment of maternal morbidity, is also severely lacking in Bangladesh. A significant percentage of
maternal deaths occur during the 24 hours following delivery,” and the first two days following delivery
are a crucial period for monitoring complications related to delivery.” Further, besides assessing and
treating delivery complications, postnatal checkups are when medical providers can counsel women on
how to care for themselves and their children post-delivery.” According to the 2007 BDHS, only 21% of
women received postnatal care by a doctor, nurse, or midwife, while 9% of women received postnatal
care from a non-medically trained provider. Strikingly, 70% received no postnatal checkup at all.”® Of
women with complications, less than half (42%) received treatment for these complications from a

medically trained provider.”

There are scrious underlying sociocultural factors which expose women to greater risks to their maternal
health. Many women face extreme difficulty in seeking reproductive healthcare, as a result of social

marginalization, lack of autonomy in personal decisions, and low socio-economic status.”® Practices
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such as early marriage and early childbearing, discussed below, as well as poor male and community
participation in issues related to maternal health compound the barriers faced by women.” UNICEF has
specifically noted that there is “little understanding about the need for rest and additional nutritious foods
during pregnancy,””’ and that “the low status of women within the family means one in every two women
will have her health care decided by her husband.”™' In a context where violence against women
constitutes such a significant cause of maternal death, it is essential to note that, due to the country’s
patriarchal social structure, few women who have experienced violence go to the hospital seeking care.”

Addressing these sociocultural barriers is a necessary step to reduce maternal mortality and morbidity.
High Incidence of Fistula

The lack of access to quality maternal health services puts Bangladeshi women at risk of serious maternal
morbidity, as well as mortality. Obstetric fistula is a form of maternal morbidity particularly pervasive in
Bangladesh. The most recent public estimates of obstetric fistula, from 2002, found that nationwide,
over 400,000 women were living with vesicovaginal fistula while 16,000 women had rectovaginal
fistula.> Obstetric fistula occurs when women experience prolonged labor without timely medical
intervention, resulting in harm to the tissue either separating the vagina and the bladder (vesicovaginal
fistula) or the vagina and the rectum (rectovaginal fistula).> Vesicovaginal fistula leads to a woman’s
inability to control her bladder and ultimately experiencing uncontrollable urine leakage, while
rectovaginal fistula leaves a woman unable to control her bowel movements and to leak feces.” Due to
both the constant leakage and the resulting smell, women with obstetric fistula are often ostracized by
their communities, abandoned by their spouses, and unable to find employment. Their health and lives
may be further seriously compromised, as obstetric fistula can cause stillbirths and result in a range of

incontinence-related infections if left untreated.*

A high incidence of obstetric fistula is indicative of a wide range of human rights violations both in
neglecting to prevent the injury, as well as in failing to adequately provide for detection and
treatment once it has occurred.”’ While obstetric fistula has been eliminated in almost all industrialized
countries through quality maternal healthcare,™ it persists in some developed countries due to insufficient
availability of healthcare, and because of discriminatory social practices. Many of the same sociocultural
issues that give rise to vulnerability to maternal mortality also lead to an increased risk of obstetric fistula,
including a reliance on harmful traditional practices in childbirth.” Obstetric fistula reflects the State’s

failure to provide accessible and quality maternal healthcare, as well as to prevent early pregnancy as




required under CEDAW. Early pregnancy and inadequate nutrition also lead to a greater risk of obstetric
fistula due to the pregnant woman’s smaller pelvic size.”” Moreover, a lack of antenatal and postnatal
care due to poverty and residence in rural areas have both been shown to predispose women to obstetric
fistula,” and to lead to barriers in seeking medical care.”? As stated above, the failure to treat obstetric
fistula also further violates women’s rights. The State has an obligation to ensure access to healthcare
necessary to protect women’s reproductive health, as well as to address the socially isolating effects of

fistula and the devastating impact on women’s health and quality of life.”*

The high incidence of fistula in Bangladesh is well-recognized by the international community, and
Bangladesh is a target country for UNFPA’s Campaign to End Fistula.** However, while international
efforts to address this issue have begun, there exists a lack of data on the current incidence of
obstetric fistula, as well as on the underlying social and economic inequities that specifically need to be
addressed to reduce this morbidity in Bangladesh. The last comprehensive study of obstetric fistula in
Bangladesh was published in 2003, and relies on data from that same year.”® Current data is essential to
developing effective policies and monitoring progress,” including determining whether the incidence of

fistula has in fact been reduced as a result of the existing interventions.
B. Lack of Access to a Full Range of Contraceptive Methods

Access to contraceptives and family planning is central to protecting women‘s rights to life and health.
The CEDAW Committee has reiterated that lack of access to contraceptives impedes women's right
to “decide freely and responsibly on the number and spacing of their children.” In order to protect
these rights, “women must have information about contraceptive measures and their use, and

guaranteed access to sex education and family planning services.”®

In Bangladesh, contraceptive prevalence rate for married women is 56%,% meaning almost half of all
married women do not use contraceptives. 57% of contraceptive users in Bangladesh stop using their
chosen method within 12 months of starting.” The 2007 BDHS establishes that the unmet need for
family planning is 16.8 percent,” which represents an increase in the percentage of women with unmet
need from the previous BDHS figures measured in 2004.”> Contraceptive use has particularly declined
between 2004 and 2007 among several specific populations, including markedly decreasing for women
above 30, among women with [ittle or no education, and in all but two administrative regions.” These

numbers indicate that Bangladesh is falling short of meeting another of its MDG targets, under




which Bangladesh has committed to reducing the unmet need for family planning to 7.6% by
2015."

Looking beyond the national level statistics, it is important to note that significant disparities exist both in
contraceptive methods used among women, as well as in availability of modern methods throughout
regions. For example, only 25% of married women in Sylhet, the region with the highest fertility rate,
use modern methods compared to more than 50% in Khulna and Rajshahi.,” Even among those that have
access to modern methods, there exists a disproportionate reliance on short-term methods, rather than
long-term methods. Experts have repeatedly noted that the preponderance of one method is indicative of
provider bias/service provision bias,”® meaning that women are not given access to a full range of
methods and choices. The pill is by far the most popular method followed by injectables. Overall, less
than 8% of women rely on long-term and highly effective methods like the intrauterine device and
sterilization.”” BDHS data reflects that use of long-term methods decreased sharply for over a decade, but
appears to have stabilized somewhat in 2007; long-term method use is only at 7% amongst married
women, whereas in 1993-1994 this number was at 11%.”® 'The 2007 BDHS states that a “significant
shortage™ of injectables in Bangladesh, which negatively impacted provision of this particular method,

could be the cause of this decrease.”
II.  The Right to Non-Discrimination (Articles 1,2, 12, and 14)

The CEDAW Committee has recognized that the right to healthcare should be upheld without
discrimination to either biological, societal,” or geographic factors. The CEDAW Convention is violated,
therefore, when adolescent women or rural women face disproportionate risks of maternal mortality and

morbidity.

A, Discrimination in Fulfithment of the Right to Maternal Health for Rural Women
Under CEDAW, States parties “shall take into account the particular problems faced by rural women™®’
and “shall take afl appropriate measures to ensure the application of the provisions of the present
Convention to women in rural areas.”™ CEDAW Article 14(2)(b) establishes that States partics must
“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 scrvices in

family planning.”®




While access to maternal healthcare is limited for all women in Bangladesh, urban and rural women
experience serious disparities in accessing antenatal and postnatal care. The disparities are most evident
in the MMRs—the MMR in rural areas is 393, nearly 40% higher than the MMR in urban areas
(242).%

Additionally, the government estimates that urban women are 2.5 times more likely than rural women
to have made the four or more antenatal visits that WHO has established as the global standard for
maternal healthcare.*> There are significant disparities regarding type and quality of medical attention
during childbirth as well. Women in urban areas are 3 times are more likely than women in rural areas to
give birth in a health facility.** Only 13%. of rural women’s births are attended by medically trained
providers, compared to 36.5% of urban women. Rural women are also less likely to receive iron
supplements to protect against anemia and hemorrhage, or key antenatal services, including receiving
routine blood and/or urine tests, being weighed, and receiving an ultrasound.”’” While postnatal care is
extremely low for women nationwide, rural women are much less likely to receive it: 74% of rural

women receive no postnatal care, compared to the 55.5% of urban women.™®
B. Discrimination in Fulfillment of the Right to Reproductive Health for Adolescents

Under General Recommendation 24, the CEDAW Committee guarantees adolescent women the right to
healtheare without distinction from adult women,” stating that “special attention should be given to the
health needs and rights of women belonging to vulnerable and disadvantaged groups, such as...the girl
child.”™ The Committee has specifically expressed concern about the challenges young women face in
seeking reproductive healthcare’ and repeatedly expressed concern about high rates of early pregnancy in

its Concluding Observations to States parties.”

Early childbearing is a common practice in Bangladesh and constitutes an extreme violation of women’s
rights to survive pregnancy and childbirth.” Bangladesh has the highest percentage of females married
by age 18 in all of South Asia and ranks fourth in the world for percentage of girls married by age 18.”
Two out of three women marry before the legal age of 18.” Further, in Bangladesh, the number of
deaths due to pregnancy is double among adolescents.” Childbearing among adolescent females has
not declined despite the fact that all other age groups have experienced a substantial decrease.”

Nationally, 33% of adolescents have begun childbearing, a number that has not changed since at least




2004.” The government has estimated the adolescent birth rate to be 60 pregnancies per 1,000 women,
while agencies like UNICEF have placed that number as high as 127 births per 1,000 women,” Even
with the government’s lower estimate, Bangladesh’s adolescent birth rate is one of the world’s
highest.'” In Bangladesh, early pregnancy tends to further marginalize already marginalized groups
and oceurs more frequently in rural areas, among the poor and the less educated.® Almost half of all
women with no education have already begun childbearing'®® and in the lowest wealth quintile, 42% of

adolescents have begun childbearing, as compared to 20% in the highest wealth quintile."™

Both antenatal and postnatal care are extremely lacking for adolescent women. Only 55.8% of pregnant
women under 20 receive antenatal care from a medically trained provider. This means almost half do
not receive medical attention from a trained provider during pregnancy.’04 Further compounding the
risk to adolescents’ health, 68% of women under the age of 20 receive no postnatal checkup at all

after childbirth.'®

The risks experienced by adolescent women are exacerbated by the inability to time and space their
births. The median birth interval for adolescents is substantially shorter than the national average, and
almost half of births to mothers ages 15-19 follow an interval of less than 24 months.'® Short birth
intervals, meaning infervals of less than 24 months, jeopardize women’s health and increase the risk of

maternal death.'”’

III. Questions

In light of the submission above, the Center hopes that the Committee will consider addressing the

following questions to the government of Bangladesh:

1. What measures is the government taking to remove bartiers to access to maternal health services
and to ensure that all women receive essential antenatal care, trained assistance in childbirth, and
postnatal care? Is the government taking any steps to increase access to trained birth attendants
and improve the quality of maternal healthcare? What steps does the government plan to take,
including what policies or programs will it modify or develop, to meet the MDG targets to reduce
the MMR to 143 and to increase both antenatal visits to 100% and skilled delivery attendance to
50% by 20157




2. What steps is the government planning to take to implement a comprehensive maternal death
reporting system, including documenting the causes of maternal death? Is the government taking
any measures to collect information on unsafe abortion and violence against women as causes of

maternal death in Bangladesh?

3. Can the government provide data on obstetric fistula to show the progress and impact of current
interventions and strategies to prevent the occurrence of obstetric fistula and to provide
appropriate medical services (corrective surgery) to those suffering from it? What is the
government doing to address the sociocultural barriers that increase the likelihood of obstetric

fistula, including inadequate nutrition and early childbearing?

4,  What measures is the government taking to promote access to a full range of contraceptive
methods and to promote women’s informed decision-making. What means is the government
taking to ensure that the MDG target of reducing unmet need for contraception to 7.6% is met? Is

the government taking any steps to address the recent increase in unmet need for contraceptives?

5. Has the government introduced any special measures to address the disparities in access to
maternal healthcare experienced by rural women? What is the government doing to increase
access to antenatal and postnatal care and to increase the presence of skilled birth attendants

during delivery for rural women specifically?

6. What is the government doing to address the high incidence of early pregnancy? What measures
has the government taken with respect to adolescents already at risk of early pregnancy, including
married adolescents? Has the government taken steps to promote access to reproductive
information and services, such as family planning, and quality maternal healthcare to prevent

early pregnancy and address the potential complications for early pregnancy?

Respectfully submitted by:

T~

Payal Shah
Legal Adviser for Asia
International Legal Program
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