Maternal Mortality and Abortion in Developing Countries

SPUCbriefing package

Maternal Mortality and Abortion in Developing Countries
How DfID funds the international abortion campaign

Executive Summary

Preamble: Page 23

How to use this briefing package, who it is for, and the outcomes it aims at. mgcaation

points for campaigning against the promoti on
development arm, DfID.

DfID 6 pro-abortion approach to maternal mortality: Page 49

The Department for | nt er nabdrtiorodaockdy; hbvetheg | o p me n't
misrepresent and manipulate international agreements to justify promoting abortion; evidence

of the vast sums spent promoting abortion and population projects; the organisations they

fund; how these prabortion groups spend our mon@pmoting death; the role of official

UN agenciesmany of which promote abortion contrary to formal UN policies; the funding of
UNFPA and questions raised about UNFPAOGs fin

The pretexts for promoting abortion: Page 911

The siadre ab or itwhypmoe aboriomahrodwever wunsafe) i s alw
answer taunsafe abortion Maternal deaths and why abortion funding will not prevent

mothers dying; few maternal deaths are attributed to abortion (safe or unsafe, spontaneous or
induced); the known causes of maternal deaths; the lack of impact of contraception on the

abortion rate; Df 1l D6s i deol ogical commit men
The case for an antiabortion approach: Page 1214

Evidence from countries that restrictoation; the benefits for maternal health that DfID is
ignoring or denying; DfIlD6és pledges to promo
The population control agenda Page 1416

Df ]l D6s decl ared aim to cut f efrids;icittingdgwnamd pop
people to reduce clofdcabonemissitnaredyaign MSI 6 s boast

The ageing populationproblem: Page 1617

UN institutions realise that this is already a serious problem; native western populations are
shrinking; tke population balance in developing countries is expected to become-elderly
dominated very rapidly; how an ageing population will affect developed vs. developing
countries.

This SPUC briefing is available online, including links to the URLSs of ssucted.
See:www.spuc.org.uk/documents/papers/matmortbrief2011

Pagel

Society for the Protection of Unborn Children


http://www.spuc.org.uk/documents/papers/matmortbrief2011

Maternal Mortality and Abortion in Developing Countries

Preamble

Maternal Mortality Package

We are all familiar with the story of the Tam Horse. The people of Troy accepted a
mysterious gift which turned out to contain their enemies the Greeks who, once inside the
great city, proceeded to massacre the unsuspecting Trojans. One person, Cassandra, saw the
truth about the mysterious Hordmjt as with most prophets, was ignored by those about her

until the very disaster she predicted.

Maternal mortality is, in the words of Fiorella Nash, the Trojan Horse of the Abortion Lobby.
By raising this highlycharged subject, the abortion industry kseéo garner more public
support for itself and gain an ever increasing share of international aid, all in the name of
humanitarian concern. Yet, as this briefing makes clear, talk of maternal mortality from the
abortion industry has less to do with gemuirelp for women than with an agenda which is in
fact acutely damaging to women and the unborn. And we, through taxation, are expected to
fund to an ever greater degree, even in a time of economic downturn, an industry which is a)
failing women at risk omaternal mortality, b) diverting funds from genuine health care that
can help women and c) aborting huge numbers of babies at our expense.

How you can help

In light of the seriousness of this issue, SPUC would urge as many people as possible to
study thematerial here and help to raise consciousness on maternal mortality and the need to
address it in effective and |H&ffirming ways.

Millions of pounds are spent every year on promoting abortion by governments and wealthy
foundations. The leading pabotion organisations are strongly supported and highly
influential in the media.

The tasks of stopping abortion funding and ensuring good, ethical maternal healthcare, can
seem overwhelming. We must not get discouraged. Rather, we need to focus on simple
practical steps we can take. The main purpose of this briefing is to help you do this.

These are some of the steps you can take using the information in this briefing package:

1) Inform yourself Look through the executive summary on page 1. Asgad through
the package, refer back to this summary to check that you have absorbed the key
points. Later on, the executive summary will serve as an aid to revising the
information and finding things you can referitéor example in a letter to your MP

2) Outreach to othersinform other people about the issues. You could give copies to other
concerned individuals such as members of your SPUC bmarather prelife
groups, overseas aid organisers or others at your church, etc. You could use the
package to prepare a presentation for concerned individuals. You could use the
information for writing to the press or media, contributing to discussion forums, radio
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phoneins etc. If you have contacts among profess®npalirnalists, bloggers or
otherinfluential people, ask them to take up the issue and spread the word.

3) Lobby representative€ontact your MP andskfor a meetingto speak with him/her on
this issue.Tell him abouthe hijacking of maternal mortality prevention by the
abortion ldoby. Ask if he supports theuge government funding fobartion
promotionprogramme , and whet her he believes voter
advise just sending him this briefiingt is better for you to absorb some arguments
yourself and then talk tarm: MPs will listen to constituents and read their letters, but
they wonoét usually read | ong documents.)

If your MP is sympathetic, ask him/her to raise these concerns with the Secretary of State for
International Development (as of October 2011, rt Hordrew Mitchell, MP).

|l f your MP wondét agree to meet you, oOr you e
political campaign team (020 7091 7091, email political@spuc.org.uk) who can advise you.

This is only the beginning, and there will be muebre to do tanform ourselves and to raise
the consciousness of MRseople involved in overseas aid agencsl the wider

community. In coming months and years, the maternal mortality isglidbecome a crucial
battleground fothe prolife movemeninternationallyi so we mustnake itwidely known

that maternal mortality is being used as a pretext for abortion, and that the only true way to
protect women is to show our love and solidarity both for them and for their children,
whether born or unborn.
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Introduction

The Department for International DevelopmemflD) is the government department
responsible for providing aid to developing countries. The government minister responsible
for DfID is the current Secretary of State for Inteioal Development the Rt Hon. Andrew
Mitchell. SPUC is deeply concerned by recBfiD reports on maternal health and abortion,
showing the increasing amount being spent on abortion and (sometimes abortificacient) birth
control through contracts with Intetional Planned Parenthood, Marie Stopes International,
and other abortion advocates and providers. SPUC is also concerned at the lack of
transparency surrounding exactly how mufD pays out for abortions in the developing
countries. We need to demafrdm Andrew Mitchell and others greater transparency over
DfiD6s spending, and to call for aid to be e
lives of pregnant women

Df | D 6-aborfion approach to maternal mortality

Why are maternal health aneb@ial and reproductive health such prioritiesD8iD ? DfID is

working to achieve the Millennium Development Goals (MDGs). There are eight MDGs,
each focusing on a different area of aid for developing countries. The deadline to achieve
these goals is 201MDG 5 is expresseda s f ol | ows : 6By the same
reduced maternal mortality by three quarters, and dindechild mortality by two thirds, of
their current r eébthassbeed hijblcked dw momniracepibnGand pro
abortion avocates, byntroducing a target and monitoring within MD& referring to

uni ver sal access to Oreproductive health©o.
Development 1994, antite Bei j i ng Wo meaneccammBrlya&ited by anlile 1 9 9 5
adwocates. However, the documents from these meetings are absolutéliyndiog and have

never been internationally agreed upon. In fact, many countries have expressed strong
reservations and objections to large parts of the documents. In thi©#Edaschosen to

work with world leaders in abortion and contraception advocacy and provision.

DfID and anttlife partners

International Planned Parenthood Federation (IPPF).In 2008 IPPF income was
$119,671,000 million dollars, which has increased every yedhéolast 5 yearsn 2010 the

total income wasp124.2 million dollarsln 2006 DfID initiated the Safe Abortion Action

Fund (SAAF), and made IPPF the administratbf$D donated a total of £4 million pounds

at the Gbbal Safe Abortion Conference ctdber 2007. In 200®fID offered IPPF a
Partnership Programme Arrangement (PPA) lasting from -2008 and amounting to
A43,399,990 in funding for | PPF. Amongst | P
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universal human right. Aside from the PH2{]D has given a total of £1,062,723 to IPPF to

fund four separate IPPF projects relating to sexual and reproductivelissues.

2006 2009
ABORTION
" Proportion of Member Associations advocating for reduced restrctions and/or increased access to 5% 6%
safe [egal abortion
. Proportion of Member Associations conducting 1EC/education actiites on (unsafe abortion, the legal status of 1% 8%
abortion and the availability of legal abortion services
16 Proportion of Member Associations providing abortion-related services 86% 86%
17 Number of abortion-related services provided 43594 141149

IPPF Financial Statement 2010, p.1Mlote thatin 2006 86% of IPPF affiliates were
providing abortio and abortion related services. The number of member associations

advocating for abortion in 2009 increased to 66%. The number of abortion redaterts

carried out in 2009 totalled 1,411,494 procedures, more than doubling the total for 2006.

Marie Stopes International (MSI)

As of 31 December 20009, Mar i e Stopes

Il nt e

£72,491,006. The majority of MSI incomecomes from governmental reimbursements and
fees forfisexual and reproductive servidgacluding abortion and contraception provision.
DfID have recently awarded MSI a Partnership Programme Agreement, meaning MSI will
receive millions of pounds over timext 4 year§.More recently, MSI received a grand total

of £13,761,8840f which £11,850,00Qvas fora MSI Global International Partnership called

Banja La Btsogolo for family planning and population contrdl.SPUC estimate putte

total numberof abotions performed by MSI at around 1,063,000 in developing countries.
MSI state: OWe provided 54% more safe

i n 2 MBI 2030 global impact repgrtMSI estimates that they provided a total of1.3
million abortion and postabortion procedures in 2010. It is not clear how many post

abortion procedures were carried out as a result of an abortion by MSI themselves

! IPPFPartnership Programme Arrangeme®elfReviewdune 2009, p.4.
http://www.dfid.gov.uk/Documentgpas/200809selfassessrevsisaiessev-int-plan-parntfed.pdf
% Marie Stopes International Financial Report 2009, p.10.
?ttp://www.mariestopes.orq/documents/publications/MB]IancialReportsZOOg.pdf

Ibid.
4 DfID website http://www.dfid.gov.uk/Workingwith-DFID/Fundingopportunities/Noffor-profit-
organisations/PPAs/

° DfID, Giving women a choice in Malawttp://www.dfid.gov.uk/MediaRoom/CaseStudies/2010/Giving

womena-choicein-Malawi/
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Figure 17: Regional trends in safe aborticn and post-abortion care provision
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MSI Abortion and PosAbortion provision 2009 and 2010 in the developing regidaken
fromthe MSI Global Impact Report 2010

Options T Options is a consultancy group founded in 1992 by Dr. Tim Black, who also
founded Marie Stopes International. Optioss wholly owned subsidiary of Marie Stopes
International. The former CEO of Options Dahkovig is now CEO of Marie Stopes
International.Of deep concern is the fact that the British government, specifioélly, has
commissioned Options to carry out research and consultancy on several occasions. This
means we face a situation in which Optiofeunded and omed by one of the largest
abortion and contraception providers in the world, is providing the data that informs and
shapeDfID policy on the issueof abortion, contraception, and maternal mortality. Would

the British government contractt@bacco company to provide research on the health effects

of smoking?

Ipas - Founded in 1973, Ipas is a global nongovernmental organization dedicated to
promoting abortion. Ipas wosko disseminate medical and surgical abortion supplies, train
people tacarry out abortions, and conduct gabortion research and advocacy. From 2008 to
2012 Ipas will receive £8.9 million fromfID to fund abortion in su$ahara Africd DfID

have also pledged a further £2 million to Ipas in its recent-2015 operationaplan for
Kenya.

United Nations Agencies DfID also works with agencies of the United Nations. Amongst
theseis the United Nations Population Fund (UNFPA). UNFPA was revieweDfly in its
Multilateral Aid Revie, in which it is rated as beingnly satigactory in terms of
contributing to UK development objectives, and weak in terms of organisation. The report

6 DfID, Regional Safe Abortion Programme (Ipdg)p://projects.dfid.gov.uk/project.aspx?Project=113656

! DfID, Multilateral Aid Review Ensuring maximum value for money for UK aid through multilateral
organisationadMarch 2011 http://www.dfid.gov.uk/Documents/publications1/mar/multilateral_aid_review.pdf
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stated that o6éevidence othatdgipoabcal ilse vaetl trienseus|
w e a kldiming that there i® No e v i d e npedorming pradjectg aveocurtailed and
savings régatgcteddpamency is weak; there is |

insufficient pr ogr ammé Othem dgencigs anclide The iUsitedp u b | i
Nations Chil dr e and 3t Unhited NatighdevelGENEN: Fund Wiomen
(UNIFEM). In theDfID multilateral review, UNFEM was rated as weand said to have
6Struggled to consistently demonstrate d
country capacity and it had a weak resultsurelt Drive for better results limited
by poorly defined objectives. UNIFEM had not put in place guidelines or policy
frameworksfors af f wor king in fragile stateso;
OUNI FEM had a weak results culture and w
gender 06
0 T h e rsdittlewesidence that UNIFEM actively promoted transparency in
delivery partneré
UNIFEM has now been merg&dth three other UN agencies promoting the advancement of
women. The new body is call&N Womenlt is yet to be seen whether and how much wi
be given byDfID.

TOP 20 DONORS TO UNFPA*
CONTRIBUTIONS IN US$%

REGULAR
DOMNOR CONTRIBUTIONS?
MNetherlands 73,600,540
Sweden 60,564,947
MNorway b4 133,377
United States 51,400,000
Denmark 37,124,230
Finland 33.738.,192
United Kingdom 30,227,803
Japan 25,438 946
Spain 21,419,008
Germany 19,498 937
Canada 17,059,980
Swvitzerland 14,462,810
Australia 7,311,862
Belgium 6,399,477
New Zealand 4,423,800
Ireland 3.663,004
Luxembourg 3.5676,248
France 2,294 197
Austria 1,826,639
ltaly 1,400,560

Note that the UK is the™”most generous donor at $30,227,803 (£18,713,501.37).

8 |bid., p.197.
° Ibid, p.201.
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OTHER
DONOR CONTRIBUTIONS?
UN Inter-Organizational Transfers? 93,008,657
United Kingdom 67,612,315
MNetherlands 46,010,410
Spain® 23,430,664
Sweden 13,628,751
European Commission 12,314,803
MNormway 11,663,437
Australia 10,192,437
United States Agency for International Developrnent 5,918,717
Luxembourg 5,914,290
Colombia 5,087,956
Germany 3,310,969
Japan 2,499,800
Uruguay 1,659,392
United Mations Fund for International Partnerships 1,595,808
Cote d'lvoire (African Development Bank) 1.563.435
Denmark 1,561,809
Italy 1,417,444
Canada 1,417,031
Finland 1,191,467

Other contributions by the UK total $67,61253£41,859,643.76), the higheshongst all
UNFPA donors. The UK gee a grand total of $97,840,11#860,573,145.13) to UNFPA in 2010.

Why isDfID continuing to financeUN agencies in light of the receneport by consulting
firm IDC, on behalf ofthe Norwegian governmefitThe IDC report reveals that UNFPA
had $500 million in unspefignds in 2009 and $4.3 millionin 2010, and UNICEF $2.7
billion in unspent funds for 2009, and $2.2 billion unspent in 2010.

DFID Funding for abortion providers

W IPPF£44,462,713 (2008-
13)

mMSI£13,761,884 (to
2011)

IPAS £10,900,000 (2008-
15)

B UNFPA£80,000,000
(2011-14)
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DfID Policies and funding promote abortion and contraception in the developing world

DfID together with other l@ortion providers frequently use the terrisafed and dunsafé
abortion. The picture painted by them is one of unsafe abortion in developing countries which
needs to be replaced by them with safe abortion, also provided by Brerabortion
lobbyists clam that where abortion is restricted, either by lawbypthe cultural or medical
ethos, abortions still take place but they are unsafe.

However, when a woman is injured or killed by an abortion, whatever the legal, medical,
cultural or other situation tally, it is ipso factoan unsafe abortionSo the preabortion

l obby can happily say 0 abaddyravailablento woenendirsthist o b e
area,tohep women avoi d,regardessfofehonardadily dvailablemevalent
abortionalready is.

Choices for Womer{December 2010)

DfID issueda series of important policy reports about its future plans to tackle, amongst other
things, maternal mortality. The first of these reportSheices for Women: pregnanciesfesa

births and Ralthy newborns. Whi |l e c¢cl ai ming that 6safed a
contracepti on) dChacesdos Womealsesayss | i ves o,

The most common causes of [maternal] death are bleeding-pg@asm
haemorrhage), high blood pressure (eclam@sid infection (sepsis). Most deaths
in pregnancy or childbirth in developing countries are entirely avoidable.

This makes the aggressive promotion of abortion and contracepti@flDyall the more
puzzling. The UNDP/UNFPA/WHO/World Bank Special Progranme of Research,
Development and Research Training in Human Reproduction (HRP) Progress repart 2005
gives the following figures for maternal deaths:

Table 2. Causes of maternal death in Africa Table 3. Causes of maternal death in Asia
Morbidity Percentage Morbidity Percentage
1. Haemorrhage 339 1. Haemorrhage 308
2. Other indirect causes of deaths 16.7 2. Anaemia 12.8
3. Sepsis 97 3. Otherindirect causes of deaths 125
4. Hypertensive disorders 9.1 4. Sepsis/infection 1.6
5. HIV/AIDS 6.2 5. Obstructed labour 94
6. Unclassified deaths 54 6. Hypertensive disorders 9.1
7. Other direct causes of deaths 49 7. Unclassified deaths 6.1
8. Obstructed labour 4.1 8. Abortion 57
9. Abortion 39 9. Other direct causes of deaths 1.6
10. Anaemia 37 10. Embolism 04
11. Embolism 2.0 11. Ectopic pregnancy 01
12. Ectopic pregnancy 05 12. HIV/AIDS 0.0
%1bid., p.7.

M WHO Progress Newsletter 2005 (71).
http://www.who.int/reproductivehealth/topics/maternal_perinatal/progress_71.pdf
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Table 4. Causes of maternal death in Latin America Table 5. Causes of maternal death in developed countries
Morbidity Percentage Morbidity Percentage

1. Hypertensive disorders 257 1. Other direct causes of deaths 21.3

2. Haemorrhage 208 2. Hypertensive disorders 16.1

3. Obstructed labour 134 3. Embolism 149

4. Abortion 12.0 4. Other indirect causes of deaths 14.4

5. Unclassified deaths 17 5. Haemorrhage 13.4

6. Sepsis/infection 77 6. Abortion 82

7. Other indirect causes of deaths 39 7. Ectopic pregnancy 49

8. Other direct causes of deaths 38 8. Unclassified deaths 48

9. Embolism 06 9. Sepsis/infection 21

10. Ectopic pregnancy 05 10. HIV/IAIDS 0.0

11. Anaemia 0.1

12. HIV/IAIDS 0.0

There are seval things to note about these tabl First, induced abortiorspontaneous
abortion (also known as miscaage) early pregnancy loss (miscarriage before 6 weeks
LMP), and stillbirthsare not differentiatedThe second thingot notice is that even when
inducedabortionand spontaneous abortion statistics are counted together, abordi@aase

of maternal mortality does not feature as a sigaift cause of death in three aft four
tables.Ov e r reporting for mat er nal mortality be
advocates in trying to introduce more {aoortion legislation; heever, even in developed
countries, where often (though not always) legislation permits abortion on numerous
grounds, and hospitals and clinics are of a higher standard abortion still accounts for 8.2% of
maternal deaths. Again, it needs to be repeatetiiced abortion is not differentiated from

early pregnancy loss or miscarriage, so the number of actual maternal deaths caused by
induced abortions is difficult to estimate from these tables.

Returning taChoices for Womerthe report makes the followimgcommendations:

Integrate abortion into mainstream health servié&@ucher schemes for abortidh.
Contraception and abortion during conflict and natural dis&ster.

Commitment to increase abortion in selected African and Asian couhitries.
Commitmentto and renewed support for the ReprddiecHealth Supplies Coalition,
so that 100 million new users of contraception will be reached by. 2015

== =4 =4 =

DfID then produce somtantastical statistics aboutsitsupport for Reproductive Supplies
Coalition and the outmmes of mass contraceptive use:

96 million fewer unintended pregnancies; 54 million fewer abortions; 110,000 fewer
mothers dying in pregnancy and childbirth; and 1.4 million fewer infant d&ths.

DfID do not acknowledge that several hormonal contraeceptcan act abortifaciently,
meaning abortions in real terms could go up not down for this reason #l@eems that

2DfID, Choices for Womerp.2Q

3bid., p.25

bid., p.26

% bid., p.40

18 bid., p.43.
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DfID is sayingwe can prevent maternal mortality resulting from pregnancy and delivery by
simply making sure fewer women have childranthe first place.DfID have already
recognised that contraception will fail, so abortion is needed as aupadk should be
obvious that contraception cannot prevent a sick woman dying, or cure a sick child so they do
not die Neither doesncreased cdmaception provisiorhelp th@se women who want to give

birth, whether the pregnancy was intended or not, but who will still encounter pregnancy
complicationsFinally, provision does not equal real life use.

Cicely Marston and John Cleland, writing international Family PlanningPerspectives
concluded that inmany populations, rising levels of contraceptive prevalence are not
associated over time with falling levels of abortion

Empirical study of the aggregate relationships between contraceptivendse a
induced abortion has to be limited to the few countries where reasonably reliable
information exists on both. Despite this severe limitation, our review of the
evidence provides ample illustration of the interaction between these factors.
When fertility levels in a population are changing, the relationship between
contraceptive use and abortion may take a variety of forms, frequently involving a
simultaneous increase in bdth

Safe and Unsafe Abortion

Together with the release Ghoices for Womemwhich itself contains a considerable amount

of material demonstrating a patortion and praontracefion mentality translated into

policy, DfID al so r el eas ed aSafsag dnsadetAbortidnbhe followingt 6
paragraph again reveals the ideolamy abortion 6rightsé and th
ounsafed abortion:

Millions of women around the world each year decide to seek an abortion,
whether or not it is legal and available. Our position is that safe abortion reduces
recourse to unsafe abortiamd thus saves lives, and that women and adolescent
girls must have the right to make their own decisions about their sexual and
reproductive health and well being

We support programmes that make safe abortion more accessible in countries
where it is pamitted. We can help make the consequences of unsafe abortion
more widely understood in countries where it is highly restricted. We can also
consider supporting civil societgd processes that enable legal and policy
reform®®

" Marston C & Cleland JRelationships Between Contraception and Abortion: A Review of the Evidence

International Family Planning Perspectiv2803 29,1

http://Ishtm.academia.edu/CicelyMarston/Papers/150873/Relationships_between_contraception_and_abortion_a
review of the evidence

8 DfID, Safe and Unsafe Abortipduly 2011 http://www.dfid.gov.uk/Documents/publications1/g2010safe

unsafeabortdewvcntries.pdf
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The case for an antiabortion approach

DfID seem unawaref (or are ignoringthe evidence that an afgtbortion approach benefits
maternal health, as shown frahreexample set by thi®llowing countries

Chile where abortion is illegahas the lowest maternal mortality in the oM of South
America. According Dr. Elard Koch, an epidemiologist on the faculty of medicine at the
University of Chile, Chile's promotion of safe pregnancy measures suelccassibilityof
professional birth attelants in a hospital setting psimarily responsible for the decrease in
maternal mortality. The maternal mortality rate declined from 275 maternal deaths per
100,000 live births in 1960 to 18.7 deaths in 2000, the largest reduction in any Latin
American country® In 2008 the estimated maternabrtality rate for Chile was 26 per
100,000 live births. There were 64 maternal deaths in 2008.

Research b¥och et al showed thaaternal mortality increased and actually peaked in 1937,
after abortion was legalised in Chile in 1931. In 1989 abortion made illegal, yet the
maternal mortality rate was not adwassaffected because of this, dntinued to decline.

Koch et al also showed that after 1937, the year maternal mortality peaked in Chile, there was
a rapid decline. A separate-adepth study ¥ Irvine Loudon, published in th&merican
Journal of Clinical Nutrition makes the incontrovidole case that maternal mortality rapidly
declined across the globe:

The initial impetus for the decline in maternal mortality rates was the
introduction of siphonamides, which were extremely effective against strains
[of infection]. Other factors that contributed to the reduction in maternal
mortality rates were introduced gradually. They included the use of ergometrine,
blood transfusions, and penicillin; bet training; better anaesthesia; improved
organization of obstetric services; less interference in normal labours; and the
decline in virulence of the streptococcus

The factors that may have been responsible were, first, sulphonamide and
penicillin for infection; second, ergometrine use to reduce postpartum
haemorrhage; third, universal blood transfusion; and fourth, much better
cooperation and better medical educafidn.

19 Susan Yoshihara & Piero A. Tozghilean Maternal Mortality Study Undercu®so-Abortion Claims.
Volume 13, GFam JournalNumber 9 February 11, 2010

2 rvine Loudon,Maternal mortality in the past and its relevance to developing countries fatiayican
Journal of Clinical Nutrition Vol. 72, No. 1, 2412246, July 2000
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THE HISTORICAL TREND OF MATERNAL MORTALITY IN CHILE
1909 TO 2007: IDENTIFIYING THE LANDMARKS EVENTS

First law of 5 127 The highest maternal mortafity ratio
obiigatory primery Hish %2 (heak) observed in Chie
3 : abortion was
000 authorized 138 Dr Cruz Coke implemented the "Mother Chid Law” and ‘The Law of

il 1931
7483 el

e -y Preventive Medicine” (Jan 26 1938). k was intiated a extensive preventive
olan for prenatal control and ¥ ion (one mik bottie/da
— to pregnant women).

il

. First Antibiotics Era

Synthetic Oxitocin Fira

Present focus of this interim analysis 1957 to 2007 B2

Maternal Mortality Ratio (x 100,000 live births)

0
EEF L FTEEFEETE

Year
Koch et al. The Chilean Maternal Mortalty Group Initiative — Interim Analysis (Research Project 2010 - 2012)

' 7Mrétrér7narlrm01jtﬂality ratiroﬁ(WMMR)' 1957 to 2007

Total reduction in MRR

from 1960 to 2007= 93. 80/0

Therapeutic abortion was
derogated and any way of
abortion was prohibited

?

Malta Under the Criminal Code of Malta (Chapter 9 of the Laws of Malta), amoit
prohibited in all circumstance3ogether with legislation that fully recognises the right to life
of the unborn child, Malta also has a very low maternal mortality rate. For 2008, the recorded

maternal death rate was <2, with a life time risk oh19200, amongst the lowest in the
world 2

Ireland Almost all abortions are banned in Ireland. According to the World Health
Organisation 2005 maternal mortality report, Ireland had the lowest maternal mortality rate,

ZLWHO et al,Trends in mateal mortality 19902008, p.26.
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life-time risk, and actual numbers wfaternal deaths (1 maternal death) in the workor
2008 there were two maternal death#laternal mortality in Ireland has declined by 57%
from 19962008

Poland Most abortbns were banned in 199S.ubsequent | vy, both Pol and
the magernal mortalityratedeclined, and declined rapidly. Pabortionists claim that making

abortion illegal results in an increase of registered miscarriages, as a secret illegal abortion is
started, then the woman goes to the hospital reporting a miscarriagéo we v e r Pol
miscarriage statistics also reveal a decline of one third from 1990 to*2002008 there

were 21 recorded maternal deaths, with a 1 in 13,300 lifetime risk of maternal death, amongst

the lowest in the worl&®

Despite tlis evidence,DfID have pledged to do the following to support abortion in
developing countries:

1 the training of health personnel in safe abortion techniques, including
medical abortion and counselling, for comprehensive abortion care;
1 life saving pos@abortion carg

1 the provision of drugs and equipment for health facilities;

1 improving the conditions under which services are provided;

1 the provision of information to health personnel and women;

1 the development of plans and protocols to improve service quality; and
1 research to monitor progress in improving health outcomes.

The Population control agenda

DfID are also concerned with controlling the populations of poor countries. By urging
contraception and abortion on poor countrie8D hope to reduce the poputats of these
countries.

Mr Andrew Mitchell: The UK Government recognise the links between

population, environmental degradation and stresses on natural res@fiCes.

will continue to work closely with the Department for Environment, Food and
Rural Affa rs ( DEFRA) , which | eads the British
Rio2012, to ensure that critical factors in encouraging more sustainable
trajectories of growth are addressed.

#2\WHO, UNICEF, UNFPA, World Bank, Maternal Mortality in 2005, p.24.
http://www.who.int/whosis/mme_2005.pdf

ZWHO, UNICEF, UNFPA, World Bank, Trends in maternal mortali§90-2008, p.24.
http://whglibdoc.who.int/publications/2010/9789241500265_eng.pdf

#bid., p.33.

% peter Smith, What if abortion were made illegal? February 15 2006, SPU@ewebs
http://www.spuc.org.uk/about/evangelicals/petersmith/illegalabortion

WHO et al,Trends in maternal mortalit§9902008, p.25.
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Meeting the need for family planning, t 0c¢
education and empowerment, will help reduce unwanted fertility and reduce

population growth.DfID is committed to enabling at least 10 million more

women in developing countries to use modern methods of family planning by

2015 and, in doing so, prevent radghan 5 million unintended pregnanc#és.

However, as Michael Schooyans notes, there is no such thingtasl resources This

sounds paradoxical, but what transforms a thing into a resource are the intelligence, creativity
and industry ofhuman beigs. As Julian Simon has demonstrated, man is the only real
resour ce, and is the one that ri sks becomi n
to show that resources are not in any <clear
particular resorce exists, the possibility of new sources, new ways of using and recycling a
resource, and the possibility of making compounds and synthetics of a re$burce.

Populaton control by the British governmerst also mootedn DfID& €hoices for Women
which claims population has to be brought down in order to protect land, water, food, and
climate:

Some 37 of the 41 national plans for climate change adaptation recognise that
rapid population growth exacerbates harmful impacts on water and land
availability and food security. Recent evidence, whilst not dismissing the urgent
need to cut carbon emissions in the developed world, suggests reduced population
growth will also reduce climate change in the medium to long t&rm.

The mentality of certain members ofriRament is also shared by abortion providers Marie
Stopes International, who will shortly be entering a Partnership Programme arrangement with
DfID. I n MSI 6s Gl obal |l mpact Report it states:

The family planning services MSI provided in developing coasatin 2010 will

result in a reduced carbon burden of approximately 780,000 global hectares. In
other words, an area of land and sea the size of Gambia will no longer be required
to absorb the carbon emissions that would have been produced by additional
population if MSI had not helped women to avoid unwanted pregnancies in
2010%*

The report then proceeds to explain how population growth in developing countries is
hampering governmenta adapting to the effects of climate change i.e. babies and children

are getting in the way of government plakfowever, both EU institutions and the United
Nations recognise that the worl dés popul atio

?"House of Commons written answers, dui6 2011
http://services.parliament.uk/hansard/Commons/bydate/20110616/writtenanswers/part021.html

8 Julian Simon, The Ultimate Resource(®lew Jersey, USA: Princeton University Press, 1996), chapter 3.
2 DfID Choices for Womep.9.

30 Marie Stopes Inte@mtional, Global Impact Report 2010, p.44.
http://www.mariestopes.org/documents/publications/MSI_GIReport FullFinal LoRes Sml_noblanks.pdf
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By the year 2050, Europeds population wil
731 million in 2005 td664 million, according to a report by the United Nations

Popul ation Fund (UNFPA). This popul ati on
dependence on immigration, not least to assure a functioning economy and the
maintenance of social structures... All Eurapecountries are experiencing a

rising longevity of its population and many countries are concerned about low

fertility rates. The population of more and more countries are greying. The

challenges facing European society because of population ageing lsan on

i ncrease, as the main thrust i's yet to ¢
generation reach retirement age.

The population of the more developed regions is expected to change minimally, passing from
1.23 billion to 1.28 billion, and would have declingml 1.15 billion were it not for the
projected net migration from developing to developed countries, which is projected to
average 2.4 million persons annually from 2009 to 2050

Furthermore, the implications of population ageing cannot be dismissece In th
more developed regions, the population aged 60 or over is increasing at the fastest
pace ever (growing at 1.9 per cent annually) and is expected to increase by more
than 50 per cent over the next four decades, rising from 264 million in 2009 to
416 million in 2050... In developed countries as a whole, the number of older
persons has already surpassed the number of children (persons under age 15), and
by 2050 the number of older persons in developed countries will be more than
twice the number of childreff.

The ageing population in developed and developing countries

The total fertility rate is below the replacement level in pradyicdl industrialized countries

in the Western worldThe oder population is growing much more quickihan populatioras
awhole The number of older persons hasrmthan tripled in the past 60 years, and it is
predicted to triple again b2050. Although the highest proportions of older persons are
found in the more developed regg) this age group is growingore rapidlyin the less
developed regiondoo. As a consequence, the older population will be increasingly
concentrated in the less developed regitogether with an economy and health system less
developed, less resourced, and less able to serve the needs antl suppeving older
population.

®MrsHaj i yeva and otherBurmpedsnpbdépul aesohutdeohi be and
http://assembly.coe.int/Documents/WorkingDocs/Doc07/EDOC11346.pdf

#UnitedNat i ons Popul at i onWORLD PGPUICARION TOrEXGEED 9 BLLIONMIBYe 6
205006 Mar dtp:/Mwiv.urobgE$a/population/publications/wpp2008/pressreletfse.p

Page

16

Society for the Protection of Unborn Children


http://assembly.coe.int/Documents/WorkingDocs/Doc07/EDOC11346.pdf
http://www.un.org/esa/population/publications/wpp2008/pressrelease.pdf

Maternal Mortality and Abortion in Developing Countries

Because fertility levels are unlikely to rise again to the high levels common in the past,
population ageing is irreversible and the young populations that were common until recently
are likely to become rare over theucse of the twentfirst century

A decrease of the potential support ratio, which implies a rise in thageld
dependency ratio, indicates in most societies that an increasing number of
beneficiaries of health and pension systems (that is, personssaggzhrs or

over) have to be supported by a relatively smaller number of contributors (that
is, persons of working age, usually between the ages of 15 and 64). Such a
change is likely to pose heavier demands on the woikygg population,
whether in the fom of higher taxes or other contributions, so as to maintain a
stable flow of benefits to the older population

Over the next four decades, the concentration of older persons in the less
developed regions will intensify. The number of people aged 60 pearger

living in the less developed regions is expected to increase more than threefold,
passing from 473 million in 2009 to 1.6 billion in 2050 (UN, World Population
Ageing 2009 report)?

DfID and others are using concerns about population as a eetoctarry forward their
systematic programme of contraception and abortion in underdeveloped countries, despite
these worrying trends recognised by the UN:

1 The trend towards older populations is largely irreversible, with the
young populations of the pagnlikely to occur again.

1 The increase in the older population is the result of the demographic
transition from high to low levels of fertility and mortality.

1 As the pace of population ageing is much faster in developing
countries than in developed ctties, developing countries will
have less time to adjust to the consequences of population ageing.
Moreover, population ageing in the developing countries is taking
place at much lower levels of so@geonomic development than
was the case in the devetmbcountries?

Society for the Protection of Unborn Childréx2011
3 Whitacre Mews, Stannary Street, London SE11 4AB
Tel 020 7901 7091 Webww.spuc.org.ukEmail political@spuc.org.uk

33 http://www.un.org/esa/population/publications/WPA2009/WPA2009_WorkingPaper.pdf

34 United NationsWorld Population Ageing 195P050,Executive Summary.
http://www.un.org/esa/population/publications/worldageing19502050/pdf/62executivesummary _english.pdf
See alsdJnited NationsNorld PopulationAgeing Report 2009
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