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Safe Motherhood 
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I would like to ask you the question posed in a 
short Poem by a Ugandan poet - 

Woman of Africa 
Sweeper 

Smearing floors and walls 
with cow dung and black soil 

cook, ayah the baby on your back 
washe r  of dishes 

Planting, weeding and harvesting 
store=keeper, builder 

Runner of errands 
cart, lorry , donkey 
Woman of Africa 

What axe you not? 

(OKOT, P'BITEK, Song of Lawino) (1) 

To that poem I would add - 

Woman of Africa, Asia, South America, 
Western Pacific, 

What have you not? 

The answer is equality with your sisters in 
Northern Europe, America, Australia and New Zea- 
land, in your lifetime chance to survive pregnancy 
and childbirth alive and without trauma of a degree 
that reduces your quality of life to one of utter 
misery. 

It was not until the middle of this decade that the 
world's health care organisations turned their at- 
tention to the fact that while women in the devel- 
oped world were able to contemplate their child 
bearing years without fear of death and more con- 
cerned with quality of life issues, women in the 
developing world were dying in their thousands, 
almost silently, unnoticed and needlessly, of condi- 
tions which medical science and midwifery care 
have almost eliminated from the maternity services 
of the more fortunate nations. 

A little over two years ago, February 1987, a 
landmark Conference was held in Nairobi, Kenya, 
which has led to the goal of Safe Motherhood being 

adopted as the aim of many organisations concerned 
with maternal and child health, such as WHO, 
UNICEF and our own, the International Confedera- 
tion of Midwives. 

Later the same year in August as midwives 
convened in The Hague for the 21st Congress of 
the International Confederation of Midwives, a 
Pre-Congress Workshop, Women's Health and the 
Midwife - -  A Global Perspective, was held in that 
city in collaboration with WHO and UNICEF, from 
which a call to action (2) came. 

That Action Statement, to which I shall refer 
throughout this paper, was later adopted by the full 
Council of the International Confederation of Mid- 
wives; then at the concluding session of the Con- 
gress midwives from across the world endorsed it 
tmequivocally. 

The Confederation has thus committed itself to 
the attainment of a 50% reduction of the maternal 
mortality and morbidity rate by the year 2000. 

This is truly an awe inspiring goal; the year 2000 
is but eleven years away and the challenge is to 
stop at least 250,000 women from dying each year 
from conditions associated with pregnancy or child- 
birth, and, while saving each woman from death, 
prevent another 10 to 15 from being physically 
debilitated in the childbirth process (3). 

Already since many of us last met in The Hague 
one million women will have died and another 10 to 
15 million will have been injured in a process which 
we know can be a safe, trauma-free and joyous 
experience for a woman, in all hut rare instances. 

This appalling and horrendous waste of life is of 
a magnitude that no nation can afford to ignore 
when the means of stopping it are well known. 
What is the use of organisations such as UNICEF 
and the Save the Children Fund undertaking pro- 
grammes directed at child survival, if having en- 
abled young girls to live to an age when they can 
achieve motherhood they are allowed to die from 
causes that are known to be readily preventable in 
the so called developed world? 



Conditions such as haemorrhage, obstructed la- 
bour, eclampsia, infection, so rarely cause a mater- 
nal death in that smaller portion of the world where 
the least births occur that most students and newly 
graduated midwives in these countries with low 
death rates can not contemplate the likelihood of 
caring for a pregnant woman with one of those 
conditions for which the outcome will be the death 
of the mother. Yet it is a regular occurrence in the 
professional life of colleagues who live and work in 
the less affluent countries where most of the births 
take place. 

Now these needless deaths have become the 
subject of our attention. Why has it taken so long? 

Childbirth is women's business and I suspect the 
answer to this question lies in the place of women 
in the societies in which the death and trauma rates 
are the greatest. 

This Conference has been convened to demon- 
strate how the midwife holds the key which will 
open a door for the women of the world and provide 
the most with something they have not had so far 
- -  the option of safe motherhood. 

I do not intend defining the clinical process which 
causes most of the deaths, but rather I shall ad- 
dress the issues which surround the deaths and the 
damage women endure on their road to mother- 
hood. 

However, to know the nature of the problem it is 
essential to know what is defined as maternal mor- 
tality. 

That is defined by WHO as the death of a woman 
while pregnant or within 42 days of the termination 
of pregnancy, irrespective of the duration and the 
site of the pregnancy, from any cause related to, or 
aggravated by the pregnancy and its management, 
but not from accidental or incidental causes (4). 

Consideration is then generally given to whether 
the cause of death is direct or indirect. 

A 'direct' maternal death is one which occurs as 
a result of complications in the pregnancy, the birth 
or in the post partum period. 

'Indirect' maternal deaths are classified as those 
which occur due to some pre-existing disease ag- 
gravated by pregnancy. 

These are sub-definitions which it is possible to 
apply with more accuracy in the parts of the world 
where the least women die, and where a much 
more intense examination can be given to each and 
every death. In these countries regular reports are 
published, the why of each death is established, and 
the lessons learnt are used to further reduce the 
incidence of maternal deaths in those nations. 

This is not so in the countries where 99% of the 
maternal deaths occur and 86% of the world births 
take place (5). 

It is illustrative of the paucity of the data avail- 
able regarding maternal deaths and morbidity that 
the estimated global figure being quoted this year is 
the same as that of two years ago. 

Of relevance to those gathered for this Confer- 
ence is what the maternal mortality rates are in our 
region. These statistics are usually expressed as 
the number of deaths per 100,000 live births. 

Annually there are nearly a third of a million 
maternal deaths in our neighbeurhood; three quar- 
ters of these occur in Southern Asia, in Bangladesh, 
India and Pakistan. 

We live and practise in a region of the world 
which is full of great contrasts, in which the mater- 
nal mortality rates range from 600 - 800 in 
Southern Asia, 59 in East Asia, and in the South 
Eastern and Western sectors the rates can range 
from 6 - 700 per 100,000, dependent on the level 
of development of the country (6). 

No greater contrast can be found than those 
between two close neighbours. Australia has a ma- 
ternal mortality rate of 6 whereas in Papua New 
Guinea the rate is 900 (7). 

But who knows if we do have the full details of 
this horrendous death rate in our region or else- 
where, where there is poverty, high fertility and 
women with daffy burdens that are never relieved 
but begin in girlhood and continue for life. 

This is not the situation in the parts of the world 
where women enter their reproductive years with- 
out fear of death in childbirth and with good reason. 

For women in Northern Europe have only a 1 in 
9850 chance of dying, in Australia and New Zea- 
land, 1 in 4805, and those of Singapore and Hong 
Kong enjoy similar good fortune. 

Whereas if you live in a country where there is a 
1 in 18 life time chance of dying, death in childbirth 
is a reality with which you will have had some 
experience within your family or locality (8). 

We know the clinical factors which are the major 
causes of the maternal deaths, haemorrhage, ob- 
strncted labour, infection, toxaemia of pregnancy 
and illegal abortion, but do we know sufficient about 
why it should be so for so many women in this 
region when it is not so for women in other parts of 
the world? 

Why is it that relatively so few women should 
have a mantle of safety surrounding them in their 
pregnancies and childbirth when for the most there 
is only a remote view of that same cloak of safety? 



It has been estimated that if we could extend 
that mantle to all the women of the world, 460,000 
fewer women would die each year and '1.5 million 
children would not lose their mothers'(9). 

We do hold a precious key in our hands if we can 
but use it to turn the lock which will release so 
many women and children to a life together as 
healthy as those in the developed world. 

We are midwives - which means we are 'with 
women'; is this being 'with', the key which we 
should seek to take hold of and use to the benefit 
not only of the women, but also their children, their 
families and ultimately the community within which 
they and we live? 

That is what I believe was meant when we said 
in our Action Statement "that the goal to reduce 
maternal mortality and morbidity by 50% by the 
year 2000 can only be realised by the strengthen- 
ing of care and participation at community level", 
and, "that the midwife has the primary responsibili- 
ty for developing and supervising this extension of 
the maternal and child services in colaboration with 
other sectors in achieving the goal of 'safe mother- 
hood' world wide" (10). 

The Action Statement goes on to detail a number 
of strategies relating to midwifery education, role 
and function, administration and management of 
services, and research by which the goal can be 
achieved. 

The Statement concluded by giving all Interna- 
tional Confederation of Midwives member associa- 
tions a set of time lines by which action was to take 
place, for the holding of meetings such as this one, 
with the objective of reporting back to ICM Head- 
quarters progress made in the triennial period to- 
wards the achievement of our shared goal. We in 
the Western Pacific Region, together with col- 
leagues in Africa and South America, face a great 
challenge in the implementation of any of the stra- 
tegies, yet it is that which makes the challenge 
great that also makes the maternal carnage greater 
in our region. 

We win need our collective strength, diverse 
skills and knowledge, and support of one another to 
overcome the obstacles that are strewn along the 
road to safe motherhood. They are the obstacles of 
poverty, illiteracy, poor status, poor distribution of 
scarce resources and environmental degradation. 

The interrelationship between these factors and 
the maternal mortality rates in many countries is 
now being highlighted and given emphasis by those 
concerned to achieve better outcomes for women in 
their child bearing years. 

For the reality is, unless a considerable reduction 
is achieved by the year 2000 another 7 million 
women will have died by that date(11). 

Kwast and Lift, in a paper which in part ad- 
dresses the relevance of social status to maternal 
outcomes state "data relating to social status, edu- 
cational attainment and economic levels of individu- 
als to maternal mortality are scanty especially in 
the developing nations" (12). 

However it is possible to look at indicators such 
as female literacy rates. 

A 1988-89 Report of the United Nations Devel- 
opment Fund for Women states that "two thirds of 
the worlds illiterates are women" (13). 

UNICEF, in a statement on Women's Concerns, 
reports that unschooled women are likely to have 
more children and are less likely to enrol their 
children (particularly daughters) in school (14). 

It must be nearly impossible to change the direc- 
tion of your life and your health status if you can 
not read, write or count. Without these abilities it is 
almost inevitable that you will be locked into that 
which has ever been in your family, village, slum or 
district. 

Even if the woman does achieve some degree of 
literacy, she still may not be sufficiently empowered 
to link into a health system which could give her 
better chance of survival in childbirth. To do this 
she would almost invariably need the support of her 
husband and family. This may not always be forth- 
coming if they themselves have remained illiterate, 
uninformed or unconvinced regarding a new ap- 
proach to the management of pregnancy or birth. 

In considering how to implement strategies for 
the Safe Motherhood initiative it can not be forgot- 
ten that "in Africa women grow 70% of the food, in 
Asia, 50 - 60%, and in Latin America, 30%" (15). 

Without the woman's labour her family will not 
be fed and this is a fact of life known both to the 
woman and her family in the societies where the 
food providers are the women. 

I do not believe you can disassociate any consid- 
eration of maternal mortality and morbidity rates 
and the overall status of women from the issues of 
environmental degradation and the massive over- 
seas debt which is the burden of some countries. 

The environment is important because as the 
land becomes less productive, as more trees are 
felled for fuel and no reforestation occurs, as more 
of the water sources decline and are polluted, it is 
the women, as the main food producers in the 
developing world, who are  forced to expend more 
energy in order to provide for their families. 



These are women who already will probably be 
malnourished as they are the last to eat in the 
household, are debilitated from conditions such as 
anaemia, infection, malaria, too many pregnancies 
too soon, or birth canal trauma that has received 
either inexpert attention or none at all. 

The effect of drought or flood on these over- 
worked, exhausted women has been demonstrated 
on our television screens, but it is the daily, never 
ending demands placed on them which contribute to 
their deaths week after week and this receives little 
atteiition in the world's media. 

The impact of the Third World debt can not be 
disregarded for, as the worlds poor nations battle it, 
the health and education systems are often the first 
casualties. 

UNICEF has drawn attention to this fact in the 
1989 State of the Worlds Children Report stating 
that 'In the 37 poorest nations, spending per head 
on health care has been reduced by 50%, and on 
education by 25% over the last few years" (16). 

This report also draws attention to the increase 
in military spending which has occurred in the same 
time span. 

The better news is that the reduction in health 
care and education funding does not appear to have 
been as great in our region as elsewhere. 

Nevertheless, this is not a cause for more than a 
brief sigh of relief. For when resources are reduced 
in any way it is the women who are the first to feel 
the impact. 

And it is, as Lidjali states, 'illiteracy which rein- 
forces the vicious circle of early marriage, high 
fertility and blind belief in taboos and traditional 
practices" (17). 

The consequence of locking the women into a 
situation by denying them access to at least func- 
tional literacy can best be illustrated by what has 
happened to the developed world with the advent of 
contraceptive technology. 

Literacy has been one of the abilities which 
empowered the women and their men folk in the so 
called western world, to make choices regarding 
family spacing, to know what to access that will suit 
them best. The death rate from illegal abortion in 
those countries is small. The latest report on ma- 
ternal deaths in England and Wales 1982-84, con- 
tains for the first time no deaths from illegal 
abortion. 

Yet UNICEF reports that in the developing 
world in 1988 there were 140 million unwanted 
pregnancies (18). 

It is commonly accepted that 200,000 of the half 
million maternal deaths per year are caused by 
illegal abortion. 

To know that these deaths occur, and no one 
seems to be able to even estimate how many more 
women are crippled in the same procedure, in an 
age when women in the developed world who have 
gained access to contraceptive technology are more 
concerned about the impact of the contraceptive on 
their health rather than the risk of death in child- 
birth, is to develop a consciousness about the dis- 
parity of health options available to the women of 
this world. 

Why is it that abortion is the only contraceptive 
option these women seem to have? Why must it be 
done illegally, thereby exposing the woman to all 
that is not good, clean or skilled in a procedure 
which even in the most aseptic and well resourced 
facility carries some risk? 

The poorer the woman, in the countries where 
abortion on demand is illegal, the more likely the 
outcome will be death. 

Better health care can always be purchased if 
your economic situation permits, even if the proce- 
dure is illegal, anywhere in the world and in this the 
developing world is no different. 

Inequity is a reality for the women who are 
forced down the road to death by having no other 
choice available to them when confronted with an 
unwanted pregnancy. 

The challenge that confronts all concerned to 
reduce maternal mortality rates is to provide wom- 
en and young girls with the means by which their 
health status can be raised to equate with that of 
their sisters in countries where if a woman dies in 
childbirth the community wants to know why, 
where it is not seen as an acceptable facet of being 
female that you risk your life each time you become 
pregnant. 

Positive options must be made available to all the 
women of the world, not just a few. 

The empowerment of women is one that is 
closely related to their socio economic develop- 
ment, to the provision of opportunities by which 
they and their men folk can seek to space their 
families, to the provision of a health system with an 
infrastructure which facilitates access, recognises 
the culture within which it is sited, and is affordable 
both by the women and the nation. 

Primary health care is the most often quoted 
means by which the majority can gain the best 
outcomes in the countries where the health budgets 
and system have not been able to meet the needs of 
the people. 

The Declaration of Alma Ata was signed in 1978, 
11 years ago, and essentially it defined a strategy 
of primary health care whereby the goal of Health 
for All could be achieved by the year 2000. 



The recently published Australian National 
Women's Health Policy defines primary health care 
in the following way - -  "combining personal care 
with local efforts in health promotion, the preven- 
tion and treatment of illness and rehabilitation" and 
"including the provision of clean water and sanita- 
tion and a safe environment and good nutrition". 
"Successful primary health care must be accessible, 
affordable, appropriate and acceptable to the local 
community and the services should be planned and 
operated with significant community participation ". 

The report goes on to describe primary care 
services as the gateway to more specialised ser- 
vices (19). 

Axe we as midwives going to seek to use this 
gateway more effectively? 

Axe we going to give greater emphasis to the 
development of programmes which are directed at 
serving the needs of women in the community in 
which they live and place less emphasis on the 
creation of services which are technology depen- 
dent, centrally located and can only be accessed by 
the few? 

Axe we as midwives going to become more 
interested in the provision of services such as safe 
drinking water and adequate sanitation? 

Next year marks the end of the decade dedicated 
to the provision of a safe drinking water supply and 
sanitation. Progress has been made in the last ten 
years but the goal of 'safe water for all' will not be 
reached. 

In the developing world 60% of families in rural 
areas do not have access to safe water and 85% do 
not have adequate sanitation. It is better in the 
urban areas where 23% do not have a safe water 
supply and 42% are without safe sanitation (20). 

What has been learnt in the last decade regard- 
ing the provision of safe water is that it is more 
effective to pipe water to a centrally located outlet 
to which all the community can have access, rather 
than to attempt to pipe Water to a tap outlet in each 
home. 

The first strategy means that the most gain the 
safe water they desire, and the second only a few, 
as it is the most expensive way of meeting the safe 
drinking water needs of a community. 

Primary health care must be approached in much 
the same way. 

The four A's of primary health care are Accessi- 
ble, Affordable, Appropriate and Acceptable. 

The imperative for midwives is to work towards 
the provision of maternity services that are based 
on these essential components so that the goal of 
Safe Motherhood can be achieved for all of the 
world's women in their reproductive years. 
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We must work to ensure that most women have 
access to a trained health care provider when preg- 
nant and in giving birth. In the WHO Western 
Pacific Region (which does not entirely match that 
of ICM) the number of births attended by a trained 
person ranges from 34% to 100% (21). These 
figures give emphasis to the challenges which con- 
front all concerned to improve maternal outcomes 
in this region. 

One of the strategies contained in the ICM Ac- 
tion Statement is "midwives must be committed to 
take the lead in identifying, training, supervising 
and supporting the required number of health care 
workers at that primary level to ensure a minimum 
of three (3) antenatal examinations for each preg- 
nant woman" and 

"midwives will collaborate with other professional 
groups in the setting of education/training objec- 
tives for primary health care workers". 

This indicates the Confederation's commitment 
to the further development of the role of traditional 
health care workers in order to improve maternal 
outcomes. This has already happened in many coun- 
tries in this region (22), but undoubtedly more can 
be done to enlist these people who are part of their 
communities into the maternity services by the 
provision of some training, basic skills with which to 
attend women in childbirth, supervision by a mid- 
wife and official status in the system. 

There is also an inherent acknowledgement in 
the Action Statement that there are insufficient 
midwives to meet primary maternity care needs of 
women in the developing world. 

The more I have given consideration to this 
point, the more concerned I have become about the 
trends I am discerning worldwide, but especially in 
the developing world, regarding our profession 
which remains largely a female dominated one. 

In the countries where the maternal mortality 
and morbidity rates are least the midwifery and 
nursing professions are generally accepted as re- 
spectable occupations for women to enter. 

This is not so in many of the countries where the 
maternal outcomes are among the worst. 

In November 1987, I attended on behalf of ICM, 
an International Maternal and Child Health Confer- 
ence in Pakistan and heard the following statistics. 
That year 3500 physicians had graduated, 1100 
nurses and 700 midwives (23). Pakistan is a coun- 
try which has one of the highest maternal mortality 
rates in the world; 600 per 100,000 live births. 

When I enquired why there was nearly twice the 
number of doctors trained each year than midwives 
and nurses combined I was told if a girl was 
educated to a level which would permit her to enter 



a nursing programme, she and her family would 
elect for h~. to study medicine or teaching. Both 
professions have status and no stigma is attached to 
them in that society. 

Childbirth is deemed an unclean act in some 
cultures and those who attend women in childbirth 
have a low status. 

Another point made to me at that time was the 
more teachers there are the better the overall 
literacy rates were in the country. 

Health and education can, on occasion, be com- 
peting priorities in development and each nation has 
to strike a balance between the two in the alloca- 
tion of scarce resources in Order to achieve .ade- 
quate numbers of trained personnel. 

Recently I have read with some concern firstly, 
that in Niger outside the capital Niamey there are 
60 doctors and only 50 trained midwives (24), 

Secondly that in Brazil there are approximately 
five doctors to every nurse, with the ratio to 
midwives not known, and that in many areas of 
South America the training of midwives has ceased. 
The same report quoted a professor of obstetrics as 
having said "We have no midwives as they are in 
competition with doctors ~ (25). 

Thirdly, in the March 1989 ICM Newsletter 
Marie Goubran, in reporting on a workshop held in 
West Africa, commented about the difficulties expe- 
rienced because "it is evident that management 
training is often not offered even to very senior 
midwives ~. She went on to state that "employing 
authorities do not always see the need ". 

These are perturbing developments and it must 
be stressed, not endorsed by the leadership of our 
international partner in the maternity services, 
F.I.G.O. in their public position statements on the 
matter. 

The latest WHO Biennial Regional Report indi- 
cates that in this region "nursing is usually not 
strongly represented at the policy making level" 
(midwives are combined with nursing in this re- 
port), and goes on to reflect on an example of the 
impact of such non-participation, viz production of 
nursing graduates orientated to a hospital based 
care role rather than a primary health care func- 
tion, which was what was planned for and really 
needed in the region. The Heads of Schools of 
Nursing were not involved in the decision making 
so the nursing programmes were not adjusted ac- 
cordingly (26). 

The social and economic factors which lead to a 
poor distribution of trained midwifery personnel are 
multifaceted, but are I believe interrelated to the 
status of women and that of midwifery in the 
countries where there are few midwives, more 
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doctors than midwives or nurses and a lack of 
educational opportunities for females. 

Will it be that in the developing world educated 
women are going to leap forward, straight through 
the harriers which kept women in the now devel- 
oped world, mostly in the professions of nursing, 
midwifery and teaching for most of thi s century, 
straight into th~ professions perceived to: h~fve 
more status such as medicine, law and soc~ttF1fotl~? 

If so there remain trouble times ahead'.fo~ose 
responsible for the management of m,~r~ i ty  ser- 
vices worldwide,both in the d e v e l ~ ' a n d  develop- 
ing countries. 

In the former because it is b e c o ~ :  more diffi- 
cult to attract and retain midwives to staff the 
maternity services, and in the latter because they 
have never had sufficient trained midwife practitio- 
ners and without some elevation of the status of the 
midwife they may never do ~ .  

These are matters to which we as midwives 
must give serious consideration.during this confer- 
ence if the strategies we ~opt~d:in The Hague are 
to be effected in our Region; 

These strategies are based on the premise that 
midwives will be therewi th  the women in their 
communities, at all points along the referral chain 
by which women at risk gain the attention they 
need, and in the places where decisions are made 
about the education of maternity service personnel 
and the provision of these services. 

Also that they, the midwives, will seek to repre- 
sent not just their own professional needs, but 
equally the needs of the women in the community 
they serve. 

To do this, midwives must establish themselves 
as a vocal cohesive force within their own countries 
and internationally; they must be independent, 
while at the same time recognising the need to 
establish effective working relationships with all 
others who work in the same field. 

Midwives must be prepared to act as change 
agents in the communities in which they work. 
They, by virtue of mostly being women and often of 
the local community, can encourage community 
participation in the development of interventions 
which will assist in the achievement of our goal. 
Interventions provided in a way that are acceptable 
to the people, that are accessible and available to all 
not just the urban, the wealthy and the educated. 

Should midwive~ be successful in this enterprise 
the rewards will be great. 

For no society would be able to resist recognis- 
ing a professional group which had effectively put 
to work skills and knowledge to save a significant 
number of women from death and disability, and so 



permitted them to contribute to the economic de- 
velopment of their community. 

Importantly, should we be able to implement 
strategies for effective family spacing and do little 
else (which I do not suggest we necessarily should 
do), we may effect a significant portion of our goal 
of a 50% reduction in maternal mortality by the 
year 2000. 

To do this we must do more than hand out 
contraceptives and promote the concept. We must 
also take into our individual and collective agendas, 
commitment to increasing the status of the women 
in our respective countries, to participate in action 
directed at gaining for them (and in fact this means 
ourselves) equal and full rights in all aspects of daily 
life within the family and the society. 

For as a quote from the State of the Worlds 
Population Report 1989, published by the United 
Nations Fund for Population states "The extent to 
which women are free to make decisions affecting 
their lives may be the key to the future not only of 
the poor countries but of the richer ones too'.  

The same report is also quoted as calling for a 
major commitment to family planning with an allo- 
cation of not less than one per cent G.N.P. in the 
countries where population growth is greatest. 

The reason, if little or nothing is done in each of 
the years to the year 2000, a further 84 million 
babies will be born in the developing countries (27). 

Predictions such as these give me a great sense 
of urgency for something to actually occur. For all 
the talking to be put into effect, for all the trees 
which have been chopped down to provide the 
massive amount of literature on the subject to have 
not been sacrificed to no avail. 

There is both power and responsibility in being a 
midwife, there are ability in our hands and our 
intellectual capacity. We can undertake the opera- 
tional research which will prove these points if only 
we take up the opportunity being provided by WHO 
to evaluate the impact of interventions to reduce 
maternal mortality and morbidity. These are not 
necessarily complex strategies, but ones that mid- 
wives are engaged in daily, such as the organisation 
of transport for emergencies, and community edu- 
cation on danger signs in pregnancy. 

As a regional Non Governmental Organisation 
we would be eligible to apply for funding to under- 
take a project. 

Let us stop talking about this tragic, never end- 
ing waste of life, but rather get on with what we do 
well; assisting women to achieve the best for them- 
selves in their reproductive years. 

The imperative is to prove that midwives can do 
it, that midwifery is what it states. It is with 
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woman, and especially the women, who through no 
fault of their own, are condemned to die because of 
where they are geographically and in society. 

Let us take up the key, unlock the door behind 
which so much death and misery lies and start to 
release the women to the joy of safe motherhood 
which is their right and our professional responsibil- 
ity to ensure they achieve. 
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