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Abstract

Despite over a century’s worth of knowledge that exists on how to prevent maternal mortality in reasonably simple and inexpensive ways, women in developing countries are still dying at alarming rates as a result of pregnancy. This begs the question of the role structural violence plays in women continuing to face this risk, as it seems that governments are not prioritising implementing the measures required for improving maternal health care, allowing women to continue to suffer the adverse risks of their biologically natural and fundamentally necessary ability of childbearing that humanity’s existence depends upon. 
Going beyond the direct causes of health problems, structural violence theory recognises the important role structural factors in society play in determining the victims of suffering, offering a perspective on health problems that sees much suffering as selective. Structural factors embedded in society must thus be addressed and overcome to diminish the effect a person’s position in society has on their degree of suffering. 
Focusing on Liberia as a case study, this thesis uses the theories of structural violence and gender and development to assess the roles women’s subordinate position and poverty play on the high risk women have suffering maternal mortality, and whether the government of Liberia appears to be committed to overcoming the structural barriers women face, or is essentially reinforcing it. Liberia’s most recent development policies and strategies concerning maternal health are primarily used for the analysis, but interviews I conducted in Liberia in March 2008 with two representatives of health institutions in Liberia further aid the analysis. 
While the Liberian government clearly acknowledges in its recent maternal health strategies that indirect factors do put women at an increased risk of maternal mortality, efforts to overcome them do not seem comprehensive enough, leaving women’s risk of suffering to be determined in particular by their wealth, the knowledge they have, or where they reside. Most troubling, is the lack of strategies challenging the underlying structures of women’s subordinate position, showing a lack of understanding and commitment to improving the lives of women, ultimately undervaluing women’s health and reinforcing structural violence against women. Consequently, it is likely maternal health will struggle to improve in the country, as the position of women will maintain women’s vulnerability to maternal mortality.
1. Introduction

1.1 The Wider Advantages of Investing in Women
“Targeted investments-in the education, reproductive health, economic and political rights of women-can catalyse progress on poverty reduction, sustainable development and lasting peace” (UNFPA 2005a: para. 5). 
The benefits of investing in women have become increasingly recognised in recent decades, as women are known to reinvest the proceeds of their development not only to their family, but also their local communities and their country as a whole (UNFPA 2005b: para. 5). However, the barriers women face due to gender discrimination not only impede women’s lives and opportunities, but also have a damaging effect on the economy and development, as women’s capabilities for contributing to the labour market are wasted (Ibid: para. 6). In the process of empowering women, it is essential to incorporate measures to improve reproductive health, as it is estimated that women’s productivity is reduced by as much as 20 % because of largely preventable reproductive health problems, which account for the primary causes of death and disability for women globally (Ibid: para. 10-12). Maternal mortality is one of those fatal problems under the umbrella of reproductive health problems. It is not only imperative to improve maternal health for the benefit of mothers, but also to ensure the well-being and survival of their children, as over one million children lose their mother’s each year due to pregnancy-related causes and are 10 times more vulnerable to fatality within two years of their mother’s death (UNFPA 2008a: para. 3-4). The community and country then not only lose the valuable human capital of the mothers, but also a portion of the next generation. 
Sub-Saharan Africa is the region in the world where maternal mortality is considerably highest, not to mention the poorest region, lagging behind in development progress compared to other regions, which is why development in Africa has become the prioritised focus of international development strategies in recent years (UNICEF 2005: para. 1; Wolfowitz 2005: para. 17-19). Addressing maternal mortality strategies in a country in sub-Saharan Africa is therefore not only relevant for women’s empowerment, but also for development in Africa. 
1.2 Problem Formulation
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The developments within maternal health care over the past couple of centuries have profoundly improved women’s chances of survival through childbearing and giving birth. Northern Europe was the first documented region in the world to see a significant drop in maternal mortality, attributed to their political prioritisation of maternal health and focus on expanding the role of midwives (Van Lerberghe & De Brouwere 2001: 2). Particularly Sweden showed immense progress as it’s maternal mortality began to drop markedly after 1870 (see Graph 1), which was even before technologically equipped hospitals that could deal with caesareans, antibiotics and blood transfusions were available (Van Lerberghe & De Brouwere 2001: 6). Knowledge has continued to develop within the area of maternal health since, and now the average maternal mortality ratio in developed countries stands at 9 deaths per 100,000 live births (WHO et al 2007: 16). What has particularly been learnt from history is that the majority of maternal deaths can easily be prevented in cost-effective ways, as skilled birth attendants are capable of treating complications that account for most deaths, and advanced or expensive technology or drugs are not even required for the more severe complications (AbouZhar 2000: para. 5). Accordingly, maternal mortality should no longer be a high risk for expectant mothers, yet globally 536,000 women still die each year due to pregnancy related causes – 400 deaths per 100,000 live births, of which 99% occur in developing countries (WHO et al 2007: 1, 16). The discrepancy in maternal mortality ratios is overwhelming and is the greatest discrepancy among all health indicators between the developed and developing world (UNFPA 2008b: para. 4), suggesting that development initiatives in this area have been hugely under-prioritised, neglecting poor women’s rights to enjoy the fruits of medical knowledge that could diminish their risk of suffering a pregnancy-related death. 
 
Maternal health did not receive a significant spotlight in development strategies until two events in 1985 that brought particular attention to the severity of the issue. First, Allan Rosenfield and Deborah Maine revealed that in developing countries maternal and child health programmes almost solely concentrated on child health, neglecting the causes of women dying (Starrs 2006: para. 2). In addition, WHO informed women’s advocates at the conference marking the end of the UN Decade for Women that half a million women were dying each year due to maternal mortality (Ibid). Both these events motivated the World Bank alongside WHO and UNFPA in 1987 to initiate a conference in Nairobi on Safe Motherhood, with the purpose of bringing global awareness to the problem of maternal mortality and morbidity, particularly in developing countries (World Bank 2008a: para.7). The outcome of the conference was the launch of the Safe Motherhood Initiative (SMI), which proposed the goal of reducing maternal morbidity and mortality in the world by half by the year 2000, requiring governments, NGOs, and donors to prioritise the issue highly (Ibid: para. 7-8). Several other international conferences bringing attention to maternal health followed, such as the International Conference on Population and Development (ICPD) in 1994, which launched their Programme of Action that included special attention to maternal health and goals for reducing maternal morbidity and mortality (UNFPA 2008c: para. 3). In addition, the Fourth World Conference on Women in Beijing in 1995 highlighted reproductive health as a human right and promoted equal access to health care; and in 1997, the Safe Motherhood Technical Consultation took place in Colombo to mark a decade since the launch of the SMI, and review the progress to identify the most effective methods (Ibid: para. 4, 6). Most recently, at the Millennium Summit in September 2000, world leaders adopted the United Nations Millennium Declaration, outlining eight millennium development goals (MDGs) to be achieved by the year 2015; goal five being to reduce maternal mortality by three-quarters between 1990 and 2015 (MDG-5) (Ibid: para. 10). 
Despite the increased international focus on maternal health over the past two decades, it was found in 2005 that global maternal mortality had only decreased 0.4 % per year since 1990, and merely 0.1 % in Sub-Saharan Africa (WHO et al 2007: 17), which is far below the required annual rate of 5.5 % for reaching the MDG-5 target (Ibid: 2). Further disheartening is the widely acknowledged fact that MDG-5 is the MDG making least progress (Rosenfield et al 2006: para. 1). Clearly, the initiatives have not been effective enough in encouraging political prioritisation of this issue in developing countries or implementing adequate strategies. For it does not necessarily require economic development, as the cost in developing countries of  meeting maternal health needs is estimated to be $3 per person a year, which every country should be capable of paying (AbouZhar 2000: para. 8, 9). Some countries, such as Sri Lanka, Cuba, Honduras and Bangladesh have proven that despite being developing countries it is possible to greatly reduce the prevalence of maternal mortality by prioritising maternal health care (UNFPA 2005c: para. 4). “However, the challenges to be met are not new technologies nor new knowledge about effective interventions, because we mostly know what needs to done to save the lives of mothers and newborns. The real challenges are how to deliver services and scale up interventions, particularly to those who are vulnerable, hard to reach, marginalized and excluded” (Islam 2007: para. 9). This means structural factors need to be overcome to ensure equal access for all women to maternal health care, so that women are not excluded from necessary services on the basis of their social characteristics. In this regard, it becomes evident that women are suffering from maternal mortality in developing countries, not because effective measures are too expensive or do not exist, but because structural forces are preventing poor women from accessing the services they require for optimal maternal health. As only women can suffer from maternal mortality, it seems feasible to infer that ignoring maternal health in developing countries is discriminating against poor women, as their rights to life and optimal health are undervalued. 

“Women who cannot choose when to have sex, whether to use protection or lack access to contraceptive information and affordable services, or—once they are pregnant—lack access to basic maternal health care, are the ones who die of pregnancy-related causes. In many countries, they have no access because health care is not in place due to geographical, infrastructure, or financial constraints, or because of constraints imposed by their partners or families. They are dying because they are women, and societies are not giving enough attention to saving them” (Liljestrand & Gryboski 2002: 121-122).
Poor women thus structurally suffer because they reside in a vulnerable societal position – that of being poor and of being a woman, making them victims of structural violence. Thus, reducing maternal mortality in these countries requires ensuring every woman has the capability to access the necessary services, so that no woman becomes a victim of maternal mortality because of her societal position.

In WHO et al’s most recent maternal mortality estimation report, Liberia was among the countries with the highest maternal mortality rates in the world (WHO et al 2007: 1) – a country in sub-Saharan Africa that has only recently come out of a 14 year civil war, and is now slowly on the road to recovery. In Liberia’s Demographic Health Survey (LDHS) conducted in 2007, the maternal mortality ratio was estimated to be 994 deaths per 100,000 live births, which is an increase from the 1999-2000 survey estimate of 578/100,000 (LISGIS et al 2008: 248). This is extremely troubling and reflects a country where women have greatly been neglected and thus now need resolute consideration for the situation to improve. The civil war without a doubt had a detrimental effect on maternal health and the situation of women, rendering an assessment of the priorities for maternal health during those years irrelevant. However, it has been three years since the current government took power, and while it is understandable that they are behind schedule for reaching the MDG targets, it is particularly interesting that MDG-5 is the only MDG in which the state of the supportive environment is worsening in Liberia (Government of Liberia 2008: 34). In comparison, all the other goals are stated as ‘improving’ or ‘fair’ (Ibid), which very much implies a neglect of MDG-5, and thus brings to light the little recognition had for women’s lives in Liberia. Liberia’s Road Map for Reducing Maternal Mortality states, “It is increasingly recognized that high rates of maternal and newborn mortality are the result of problems in the health sector, but also a variety of other issues related to gender, socio-cultural values, and the economic circumstances of households, communities and national political will” (MoHSW 2007a: 11). With this recognition of the societal problems that add to women’s problems in receiving maternal health care, it is necessary for the government to include overcoming structural factors in society as an element of improving maternal health. Now that Liberia has recently released its Poverty Reduction Strategy Paper as well as formulated its maternal health strategies reflecting their perspectives and priorities for maternal health and development in general, these can be used for assessing if the Liberian government does take structural factors into account, or by disregarding their importance, are ultimately reinforcing structural violence against women. 

This thesis will therefore attempt to answer the following questions – How can structural violence against women explain the high prevalence of maternal mortality in Liberia? From a gender perspective and structural violence, do the maternal health strategies and policies the government has implemented (or planned to implement), reflect a true commitment by the government to improve maternal health by addressing the structural barriers women face, or are they essentially reinforcing structural violence against women?
2. Methodological Framework
2.1 The Rationale for the Subject Matter

The motivation for this research stems from the concern that although knowledge has been developing continuously for over a century within the field of maternal health, and sound knowledge now exists on how to prevent the vast majority of maternal deaths, there remains an extremely high prevalence of maternal mortality in many countries, all of which are developing countries. As methods to improve maternal health have proven to be reasonably simple and inexpensive according to experience (MoHSW 2007a: 5, 11), the fact that maternal mortality still remains a risk factor for women in many parts of the world, reflects that efforts have clearly not been to utilise the wealth of knowledge to improve maternal health in these countries. This can essentially be seen as a violation of several human rights, such as the right to life, the right to the highest attainable physical and mental health, and the special protection of mothers during a reasonable period before and after childbirth that should be accorded (UN General Assembly 1948: para. 12; UN General Assembly 1966: para. 43, 37). Thus, women’s health is under-prioritised in developing countries, making poor women unnecessarily vulnerable to suffering from the necessary and natural process of life in which humanity relies upon. It is highly unethical to let the situation continue, as it also greatly hinders poor countries in developing, as women play an important role in both the well-being of their families as well as their communities (MoHSW 2007a: 11). If maternal health was prioritised highly enough, the MMR in every country should be as low as the lowest MMR in the world. Some relatively poor countries are well on their way to reaching the MMR of developed nations, such as Sri Lanka which has managed to reach one of the lowest MMRs in the developing world - 60 deaths per 100,000 live births, despite a third of the population living below the national poverty line (WHO 2008a: para. 1, 3). This has been accredited to Sri Lanka’s commitment to improving maternal health and educating women, as well as the high status women have in the country (Ibid: para. 6, 7). Currently, the adult literacy rate for women stands at 88 %, as girls have free access to education until university, and 96 % of births are attended to by skilled birth attendants (Ibid: para. 4, 7). 

2.2 The Conceptual Framework
It therefore seems evident that structural violence is a pertinent factor influencing the uneven global prevalence of maternal mortality, as societal structures appear to determine the level of vulnerability to suffering from pregnancy women face. The theory of structural violence is centred on investigating the structured risk of suffering determined by social forces such as poverty, gender discrimination, and racism, in which the common denominator for the victims of structural suffering is their position in society (Farmer 2003: 30, 31). Structural violence is used in this thesis to anchor the conceptual framework around the structural factors influencing maternal mortality, as it is clear that the risk of maternal mortality is not only associated with the socioeconomic status of countries, but also the degree to which the government prioritises maternal health and how valued women are. 

The description of structural violence in the conceptual framework will explain why structural violence is imperative to address regarding health matters, particularly if a pattern is evident among the victims of particular types of suffering. This will lead to the significance of capabilities being addressed in combating structural violence, as improving health services to the suffering means taking into account the obstacles they face in accessing care and ensuring those obstacles are overcome. As the theory of structural violence encompasses all embedded societal structures and is focused on the general discussion of the influence of societal structures on suffering, the conceptual framework in this thesis will be narrowed to focus on the socially distinguishing characteristics that seem to determine the degree of suffering pregnant women face, namely gender relations and socioeconomic status. The theory of gender and development (GAD) narrows this focus perfectly, as it shares many similar components to the theory of structural violence, particularly its view that the level of discrimination and suffering a person faces is dependent on several social characteristics, but focuses more specifically on gender relations and socioeconomic status. Poor women thus become the focal point of concern in this thesis, and therefore attention is centred on their situation and the structural barriers they face, rather than separating the two social factors and going into detail of what it means to be poor and what it means to be a woman in Liberia. 

2.2.1 The Theoretical Tools
The distinction GAD makes between a woman’s condition and position in society is used in this thesis as an essential component for understanding whether structural violence is being reinforced by government strategies, or whether efforts are being made to effectively eradicate the structural barriers that cause selectivity in optimal maternal health. The GAD approach distinguishes between a woman’s condition and position through dividing a woman’s needs between practical needs for her condition, and strategic interests for her position. This tool is used for the analysis in determining first, whether the government’s maternal health strategies take into account the variety of capabilities women in Liberia require for their practical maternal health needs to be met. Second, as strategic interests are focused on the underlying structures that ultimately cause structural suffering, this is used in the analysis for assessing whether the government acknowledges the role women’s subordination plays in women getting pregnant and thus having their lives put at risk. Despite Liberia currently relying heavily on the international community for its development, focus in this thesis is on the Liberian government’s strategies for maternal health, as ultimately the responsibility for developing and carrying out the strategies of the country falls on their shoulders. Therefore, the international community will only be minimally referred to. 

2.3 The Approach
The purpose of this thesis is an applied research, which has a meta-science point of departure in critical realism, as the questions raised in this thesis are critical of the maternal health situation in Liberia and seek to identify the structures in society that contribute to the vulnerability women face getting pregnant (Mikkelsen 2005: 135). As Liberia has recently come out of a 14-year civil war, which greatly destabilized the health system, and where women suffered overwhelmingly to gender-based violence, it becomes clear why maternal mortality has become so high in the country. However, it has been five years since the war, yet the situation of maternal mortality seems to be worsening in the country according to the LDHS from 2007 (LISGIS et al 2008: 248), suggesting maternal health has not been prioritised, which brings into question what the government is doing for this area. More specifically, the paper is concerned with understanding if the government’s current maternal health strategies take into account the various needs Liberian women have for maternal health, particularly the causes of them being at risk of suffering due to pregnancy, or if they are reinforcing the structures influencing the high prevalence of maternal mortality. While maternal morbidity and neonatal mortality are also pertinent consequences of pregnancy and childbirth in Liberia alongside maternal mortality, the focus of this study is exclusively on maternal mortality in Liberia in order to get a more in-depth understanding of the topic. 

As the study is concentrated solely within the boundaries of Liberia, more specifically the circumstances causing the high prevalence of maternal mortality, the research design of this paper is a case study. The benefit of a case study design is that the case is researched holistically, using various sources of evidence, allowing an in-depth understanding of the complex context within which the case exists (Punch 1998: 150, 153). It is beneficial to focus on one country when investigating structural violence, as it is necessary to look at the macro level to understand the policies and the complexity of the situation pregnant women find themselves in, in order to determine if the high mortality rate is due to flawed policies and procedures that ultimately hinder women from receiving treatment. 

Case studies are however, often criticised for not being reliable to use for generalising and therefore it is important to make clear whether the study is intended to be broadly applicable or whether it is a case study because it is a unique case that needs thorough investigation (Punch 1998: 154). This study is ultimately assessing whether the continual high prevalence of maternal mortality in Liberia is due to the government reinforcing structural barriers pregnant women face - supporting structural violence against them and in this sense, the study can lead to propositions that identify linkages between government policies, structural violence and high maternal mortality. The results then, according to Punch (1998: 154) can potentially be applicable to other cases. Liberia is among the developing countries with the highest prevalence of maternal mortality in the world (WHO et al 2007: 15), and therefore is a relevant country to focus on. Although the history and circumstances of the country are specific to Liberia, by focusing on structural violence and maternal mortality, it can be possible to use the results from this thesis in other developing countries where structural violence seems an evident factor in maternal mortality. The common elements between this and other cases would then be the degree to which policies at the macro level attempt to overcome structural factors influencing maternal mortality, rather than the specific circumstances of the country. However, in saying this it is never certain that any type of case study can be used for generalising (Punch 1998: 154).

2.4 Data
2.4.1 The Relevance and Applicability of Data
In researching this case study, it is most beneficial to use multiple sources of data to build a sound picture of the situation. In this thesis, both quantitative and qualitative data will be used, which Mikkelsen (2005: 143, 144) notes is becoming the norm in development studies as it tends to show better results. The relevant data is primarily divided between the case background chapter and the analysis where applicable. 

The case background outlines the history of maternal health to illustrate how the area has developed and what has overwhelmingly been considered the most effective elements in improving maternal health. This is relevant as it shows what needs to be prioritised in maternal health strategies without going into clinical details, as the focus of this thesis is on structural factors rather than medical aspects. Because of this focus, the role of the contextual setting follows in the case background, to illustrate how macro level factors are influential to maternal health. It is then relevant to introduce the country of Liberia, by first summarising the history, as it is pertinent to understand how the country has developed and what has caused the situation of the country today, to grasp what challenges maternal health care faces and has faced. Following this is a brief description of the current context of the country, and more specifically for the focus of this thesis, what the situation of women is in Liberia as well as the current state of maternal and reproductive health there. In this section, using the Millennium Development Goal indicators for gender inequality were used for determining the situation of women in Liberia, as Mikkelsen recommends using indicators for measuring social phenomena that can be difficult to otherwise determine, such as gender inequality (Mikkelsen 2005: 161). It becomes evident that women have a subordinate position in Liberian society, and this therefore forms the point of departure in the analysis, with focus in the analysis being on if the government takes into account this subordinate position and the obstacles women have to struggle with everyday because of it. The core of the analysis assumes, based on the presented data, that maternal health remains a major health concern in Liberia because of underlying societal structures, and in this regard, policies and strategies are looked at to assess whether the government actively intends to diminish the affect of those structures, or whether they are reinforcing them. 
This analysis will be used to determine whether maternal mortality seems likely to be reduced in Liberia, or will continue to face structural obstacles in its improvement. The analysis will be structured by dividing the assessment into whether practical needs are being addressed – focusing on three identified essential practical needs for Liberian women, followed by an assessment of whether structural interests are taken into account, by focusing on three of the most influential factors of maternal mortality that are based on women’s subordination. While this does not offer a complete picture of maternal health strategies in Liberia, it does indicate firstly whether universal access is prioritised, ensuring societal structures do not determine access, and secondly whether the government acknowledges the role women’s subordination has on maternal health. 

2.4.2 The Sources
The data concerning Liberia predominantly stems from official Liberian ministerial websites, such as the Ministry of Information, Cultural Affairs and Tourism and the Executive Mansion, as they have access to most primary sources regarding the history and current situation of Liberia and are therefore most reliable, and it is very difficult to otherwise obtain sources with extensive knowledge on Liberia. Furthermore, valuable quantitative and qualitative data regarding the circumstances currently in Liberia has only emerged very recently, within the last couple of years, which is extremely beneficial. From December 2006 until April 2007 the Liberia Demographic Health Survey (LDHS) was conducted, in which data concerning population and health matters was collected from a nationally representative sample of over 7000 households (Government of Liberia 2008: 24). The topics covered in the survey were very relevant for this thesis, from family planning to gender based violence, giving very up-to-date information and an excellent picture of the reproductive health situation in the country. Information from the LDHS has been used extensively throughout the thesis. Another source heavily relied on for data in this thesis has been Liberia’s first Poverty Reduction Strategy Paper (PRSP), which was released in June 2008, and thoroughly outlines the state of the country and the strategies for the development of each sector of society. This document has particularly been useful for certain information that has been difficult to acquire from other sources, such as information on the situation of women in Liberia, as the recently established Ministry of Gender and Development offers little information on its website. Furthermore, the Population and Housing Census was conducted in March 2008, and although only preliminary results have been made public, it has been used as a source of some fundamental information, particularly concerning basic population statistics. 

The analysis relies on the abovementioned sources as well as on recent government documents concerning health strategies. More specifically, the strategic plan for the Basic Package of Health and Social Welfare Services (BPHS)
, the Draft Operational Plan for Reducing Maternal Mortality in Liberia (DOPRMML) from March 2008, and the Road Map for Accelerating the Reduction of Maternal and Newborn Morbidity and Mortality in Liberia (MNH Road Map) from November 2007. However, unfortunately as the BPHS document used is only a strategic plan and not an operational plan and was not completed before the LDHS was conducted, it is not based on recent statistical data and does not offer a precise operational plan outlining when and where the plans will unfold (MoHSW 2007b: 2). The DOPRMML is more helpful in this regard and also more specifically focused on maternal health. Unfortunately, the MNH Road Map for Liberia also has its limitations as some of its pages are corrupted, making some of the information unattainable. 


The other sources of qualitative data used in this thesis are two primary interviews I conducted in March 2008 while I was in Monrovia, Liberia for two weeks. The interviews were conducted at a time before the concise problem formulation of this thesis was decided, and therefore the questions were very general in nature, but still focused on the overall topic of maternal health in Liberia. Information from the interviews, where relevant, have been used in the analysis.

2.4.3 Interviews

The primary data used in this paper were acquired from research interviews undertaken in Liberia in March 2008. As Kvale (1996: 6) notes, an interview is a structured conversation, where the interviewer determines the topic and purpose. The purpose of the interviews was to obtain first-hand knowledge of what various public health actors at the macro-level recognised as problems with maternal health in Liberia, and to find out what plans were being made to address the problems. The interviews were characteristically ‘individual interviews’, as the respondents were purposely selected based on their expertise within the field of health in Liberia, and each represented an institution in the field (Mikkelsen 2005: 172). The two respondents were the Assistant Minister/Deputy Chief Medical Officer for Curative Services in Liberia, Dr. Moses Pewu, and the Programme Manager of the Liberian Family Planning Association, J. Kota T. Kesselly.

The interviewees were each briefed before the interview, where the purpose and topic of the interview were explained. They were asked permission to be recorded on a dictaphone throughout the interview. The type of interview approach used was what Mikkelsen (2005: 171) classifies as the ‘interview guide approach’. The semi-structured nature of this interview approach allowed the interview to flow more like a conversation and for questions to be formulated during the interview process, rather than being bound to pre-determined questions. Nevertheless, the main issues and topics that were to be addressed during the interviews were outlined prior to the interviews taking place (Mikkelsen 2005: 171). Questions were formulated to get thorough descriptions of the situation rather than leading the interviewees towards certain opinions, which allowed a holistic understanding of how they experienced the circumstances from their position (Kvale 1996: 33, 34). Keeping with the main theme of the interview, many of the questions were formulated during the interview as follow-up questions to some of the answers given to previous questions (Kvale 1996: 133), both as a way of encouraging elaboration and also to utilise the knowledge they proved to be well informed about. The interviewees were given a great amount of liberty to answer the questions without interruption so that the whole meaning and explanation of their views were understood, as the answers were to be used for narrative analysis rather than a categorical form of analysis that requires more control (Kvale 1996: 130).

The purpose of undertaking interviews for this research paper was to acquire more in depth and specific knowledge about the area of maternal health from people actively involved in it and to get a better understanding of the challenges they saw as most pertinent and problematic. The purpose was not to base the study or analysis on the interviews, but rather to supplement the data for a more holistic picture.


As much of the answers given during the interviews were descriptions of the health situation in Liberia, there was little need for analysis as such, as the answers for the most part provided helpful factual information, more than they reflected personal opinions. Where certain answers suggested underlying opinions that can contribute to understanding the reality of the situation, meaning interpretation as outlined by Kvale (1996:193), has been used as a method of interview analysis. The answers have been interpreted from the perspective that structural violence is embedded in Liberian society, and therefore based on this theoretical stance, some answers can be interpreted to reflect the existence of structural violence, subconsciously reinforcing it. Kvale refers to this method as ‘hermeneutics of suspicion’, where meanings are interpreted behind what has been directly conveyed (Kvale 1996: 203). However, as the topic of the interviews was on the central theme of maternal health rather than addressing the problem at the core of this thesis, some answers and parts of the interviews have since become irrelevant.
4. Case Background

4.1 Maternal Health
One of the most natural phenomena of human beings is pregnancy and childbirth. It is fundamentally necessary for our mere existence and capacity for continuance, and no technological advances can replace it. It is therefore also imperative that this phenomenon can continue with the utmost support from every entity in society to ensure that humanity is not in jeopardy. Maternal mortality unfortunately remains a significant problem as it is estimated that 536,000 women die each year from pregnancy-related causes (UNFPA 2008a: para. 2). Maternal mortality is defined as, “the death of a woman while pregnant or within 42 days of termination of pregnancy, irrespective of the duration and the site of the pregnancy, from any cause related to or aggravated by the pregnancy or its management, but not from accidental or incidental causes” (UNFPA 2008d: para. 8). The maternal health measure most commonly used and that will be referred to in this thesis is the maternal mortality ratio (MMR), which is the number of deaths per 100,000 lives births, and “measures the risk of maternal death among pregnant or recently pregnant women” (Ibid: para. 10). 
The medical history of maternal health shows an interesting development in this field, as methods have been discovered in the past two centuries that can prevent the vast majority of maternal deaths, removing the previously high risk of maternal death in places where these methods were put into practice. The methods were in general inexpensive and simple, and largely involved being prepared in case something went wrong, rather than interfering in the natural process of childbirth. The factors found to have the most significant influence on the reduction of maternal deaths was having a skilled birth attendant by the woman’s side during childbirth, in case complications occurred, and a society that was supportive in improving the field (Van Lerberghe and De Brouwere 2001: 2).
The following section will first outline the historical developments in maternal health, which is important as it illustrates the development, trial and error, and effectiveness of various interventions and suggests the most successful methods to date. This will be followed by a summation of structural issues in the economic-, environmental-, socio-cultural-, and political settings. Understanding effective methods for reducing maternal mortality in developing countries requires combining interdisciplinary knowledge about the field to draw a picture of what is currently understood about maternal health and what is known about the conditions that need to be provided by macro-level actors. 

4.1.1 History of maternal health   

Sweden is most frequently referred to as the pioneer of maternal health improvements, achieving the lowest maternal mortality rate in Europe at the start of the 20th century, and as it also has the most thorough demographic data from that time, will be the focus here, although Norway, Denmark and the Netherlands followed closely behind (Van Lerberghe and De Brouwere 2001: 6, 7). 

The initiative for improving maternal health in Sweden came after the first national statistics on maternal health were made public in 1751, where the Commission of Health noted that at least 400 out of 651 maternal deaths could be prevented if there were enough midwives (Högberg 2004: 1314). Over the following century, the role of the midwife in Sweden developed immensely to include longer training periods, capabilities in emergency deliveries, and neonatal care, and the government insisted that every parish employ a licensed midwife (Högberg 2004: 1314, 1315). Between 1751 and 1900, maternal mortality in Sweden declined from 900 deaths per 100,000 live births to 230/100,000 (Högberg 2004: 1316), which is largely attributed to the increase of midwives present at births and the improvements in quality of midwifery (Van Lerberghe and De Brouwere 2001: 6). What was particularly impressive about this trend in Sweden was that the population was greatly dispersed throughout this rural and poor country and modern hospital facilities were not yet available before the MMR began to decrease (Van Lerberghe and De Brouwere 2001: 6). The extension of responsibilities for midwives benefited the dispersed population, as it gave women in rural areas access to more thorough maternal care, and by the end of the 19th century 78 % of births were attended by midwives (Högberg 2004: 1317). Generally, midwives and doctors have had a complimentary relationship in Sweden. Obstetricians could only be found in hospitals in urban areas where, by the end of the 19th century, only around 10 % of the population lived. Midwives and general practitioners were therefore highly relied upon in rural areas and their cooperation was necessary (Högberg 2004: 1315, 1316). 
Högberg (2004: 1316) notes that in Sweden, “In the 19th century, two thirds of maternal deaths had direct obstetrical causes, such as difficult labor, eclampsia, hemorrhage, and sepsis, while one third were indirect obstetric deaths due to diseases such as pneumonia, tuberculosis, dysentery, heart disease, and malnutrition”. When recorded separately, it was discovered that puerperal sepsis
 accounted for 54 % of all maternal deaths between 1861 and 1900, which was found to be due to not using antiseptic techniques, as it was estimated that when the antiseptic technique was used it decreased mortality from puerperal sepsis by 49 % during those years (Ibid: 1316, 1318). It was also estimated that mortality from non-septic causes was reduced by 46 % due to midwifery, which has been attributed both to their skill, but also to the extended care they gave during labour (Högberg 2004: 1318). Furthermore, Högberg (2004: 1319) notes that an important factor in the success of maternal health care in Sweden that must not be underestimated was its welfare system, which ensured an even socioeconomic development in the country. The importance of this societal fact was due particularly to two main reasons. First, it became evident that fewer incidences of one of the most common causes of maternal death, namely obstructed labour, were occurring after 1940, due to women having a better nutritional status that gave them healthier bodies with wider birth canals to allow safe delivery (Högberg 2004: 1319). Furthermore, vitamin A was also discovered to help reduce puerperal sepsis by up to 70 %, suggesting again that good nutrition was vital for the expectant mother (Högberg 2004: 1319). In this regard, nutritional status plays an important role in the number of complications a woman can face during labour, which suggests that having access to a healthy diet is vital. Second, Högberg (2004: 1319) argues that it is imperative that the government and local communities understand and back public health efforts to combat maternal mortality, so that the issue has wide support and is prioritised. He also believes that maternal mortality would not have decreased the way it did in the West if the welfare state did not exist there.

More evidence to suggest that the support of public authorities played a vital role in improvements in maternal health care comes from the case of maternal health in USA in the early 20th century. The public health system did not prioritise maternal health as an issue that needed active attention, and so the only actors within the field bringing attention to the issue were obstetricians who were attempting to isolate and abolish midwifery, as they considered midwives a threat to their profession (Van Lerberghe and De Brouwere 2001: 8). Midwives were portrayed as not being skilled enough and blamed for often causing maternal deaths, when in reality the MMR for midwife-assisted births was much lower than that of physician-assisted births (Van Lerberghe and De Brouwere 2001: 8). As a result of the struggle midwives faced, maternal mortality remained high in USA – between 600-800/100,000 up until the 1930s, when the issue was finally put on the agenda due to public anger about Europe having a much lower MMR (Ibid: 8, 9).

Based on historical factors, as outlined above, Van Lerberghe and De Brouwere (2001: 12) outline the successes that have been learnt in the field of maternal mortality, and highlight that before hospitals were easily accessible, information, policies and strategies played a pivotal role – more so than the development of science and technology in the field. Commitment from authorities and public concern proved to make a huge difference in how well maternal health improved in a country (Van Lerberghe and De Brouwere 2001: 12). Countries that succeeded in reducing maternal mortality either had public authorities who took the information and knowledge in this field seriously, working proactively to solve the problem, or had public commitment to the cause in the way of associations and committees established purely for combating maternal mortality, putting pressure on public authorities and forcing them to act. Another immensely important factor was policy choice – more specifically, policies that focused on the growth of the midwifery industry and on ensuring midwifery assistance at delivery, which Van Lerberghe and De Brouwere (2001: 12) note, “Where this was the backbone of maternal health policies, mortality ratios dropped”. Included in this was ensuring committed strategies that were wide reaching, so that the whole country could benefit from the knowledge and developments in the field, rather than merely the urban areas. This strategy was largely adopted in northwestern Europe and considered geographical, financial and cultural issues, ensuring equal access for all (Van Lerberghe and De Brouwere 2001: 13). The evidence illustrating the effectiveness of midwifery-assisted births is immense, with overwhelming results showing that even without modern hospital technology well-trained and regulated midwives played a significant role in reducing the maternal mortality ratio – more so than doctors. Where doctors accepted midwives and cooperated with them, maternal health improved, but where doctors refused to acknowledge midwives and dominated delivery-assistance, many unnecessary lives were lost due to poor care (Van Lerberghe and De Brouwere 2001: 12, 13).


Despite the successes in some countries in the late 19th- and early 20th century to reduce maternal mortality without modern hospital facilities, many countries, such as USA, did not see a reduction in their maternal mortality ratios until the advent of modern hospital technology. They had not been able to implement the same successful policies and strategies that northwestern Europe had (Van Lerberghe and De Brouwere 2001: 13).

4.1.2 Operational Settings

The following section will outline various factors that affect maternal health dependent on the contextual setting, which help in understanding the role structural factors play in maternal health. In order to distinguish the conditions at the macro-level in a country that affect maternal health, the economic, political, environmental and socio-cultural settings will each be explored. 

Economic setting

According to the WHO et al Maternal Mortality Report for 2005, 99 % of all maternal deaths worldwide occur in developing countries (WHO et al 2007: 1). Clearly, there is a correlation between the occurrence of high MMR and socioeconomic status of a country, which seems logical considering inadequate resources often means limited access to good quality health care (Bale et al 2003: 21). Nevertheless, the low socioeconomic status of a country does not immediately imply a high maternal mortality ratio in that country, as there are a few exceptions. Cuba and Sri Lanka have remarkably low MMRs, despite being classified as developing countries with very low per capita GDP (Rao et al 2001: 21). 

Poverty has several detrimental effects on maternal health. There are many infectious diseases that pregnant women are at risk of contracting in developing countries due to unhygienic conditions and a lack of resources that can help prevent infection in the first place. The prevalence of malaria, HIV, and STDs are all much higher in developing countries, where poverty contributes to high-risk sexual behaviour such as prostitution, domestic violence, substance abuse and migration (Bale et al 2003: 21 – 22). Moreover, women often cannot afford health services that are available, preventing them from receiving treatment (Bale et al 2003: 21). 

Another effect poverty can have on health is nutritional status. Malnourishment in women can be harmful to both mother and baby during pregnancy and childbirth for many reasons. If the woman has suffered from malnourishment most of her life, her body is likely to be underdeveloped, with a narrow birth canal, making labour difficult and increasing the risk of obstructed labour and foetal death (Bale et al 2003: 22). Furthermore, lack of vitamins and minerals in the body can be fatal for both mother and child, as there is an increased risk of sepsis, anaemia or other complications (Bale et al 2003: 22). However, as mentioned, wealth is not a prerequisite for lowering maternal mortality. By investing in maternal health, training health personnel – particularly midwives, and ensuring availability of maternal healthcare in even the most rural areas, Sri Lanka, Cuba and Costa Rica have managed to significantly improve the maternal health situation in their countries reasonably inexpensively (IAMP 2006: 50; UNFPA 2007a: para. 4). In this regard, even though women’s personal wealth may be low, if the government prioritises making the necessary facilities and resources available to women and actively strives for improving the overall condition of women through education and employment, significant improvements can be made in maternal and reproductive health statistics.    

Environmental Setting

The stability of the climate plays a role in maternal health, in that natural disasters put women at increased risk during pregnancy and childbirth. Droughts lead to limited access to water and food, flooding can lead to unhygienic conditions as waterborne diseases spread, not to mention homelessness and destroyed infrastructure, which is a consequence associated with many other natural disasters (Bale et al 2003: 26-27). According to UNEP (stated in UNFPA 2007b: para. 2), 75 % of the world’s population between 1980 and 2000 have been affected by natural disasters, but 90 % of all deaths due to natural disasters occurred in poor countries. Refugees and internally displaced people face limited healthcare options, and with one quarter of refugees being women of reproductive age, the maternal health situation for them is grim (Bale et al 2003: 27). 

Another challenge from the environmental setting is diseases. There are numerous tropical diseases only to be found in developing countries that put women at an increased risk of complications during pregnancy, such as malaria, and therefore it is important that women are able to guard themselves against contracting the disease by sleeping under insecticide impregnated bed nets and/or taking anti-malarial drugs (Bale et al 2003: 55). These need to be available to all pregnant women in malaria-ridden areas.

Socio-cultural Setting
The socio-cultural setting plays a significant role in maternal health care for several reasons. First, different cultures view pregnancy and childbirth in different ways, with varying perceptions of why complications occur and what treatment is required (Bale et al 2003: 26). Traditional birth attendants (TBAs) for example, are heavily relied upon in rural villages in many countries, as they are perceived as the most knowledgeable within maternal care. Unfortunately, their skills are limited, as they are unable to identify and refer dangerous complications and provide adequate antenatal care, and have proven to have little effect on maternal mortality (Rao et al 2001: 33). Even where TBAs have been trained in safe birthing practices and avoiding harmful practices, they have not been able to reduce maternal mortality, which is partly due to the irregular caseload the have, giving them little experience (Bale et al 2003: 65). TBAs can be useful for providing comfort to the mother and family and advise them on seeking appropriate midwifery care, as they are generally respected members of the community (Ibid). Nevertheless, Bale et al advises that TBAs should not be considered a substitute for skilled birth attendants, and therefore focus needs to be directed at investing in midwives to attend births (Bale et al 2003: 65; Rao et al 2001: 34).
Second, the social status of women in their society is also a noteworthy factor, as research has shown that this influences the age at which women marry and have their first child, the number of unintended pregnancies, women’s access to education, and the prevalence of domestic violence (Bale et al 2003: 23). “A cross-national analysis of status indicators, such as women’s level of education relative to men, age at first marriage, and contraceptive prevalence, showed that all of these factors are in large measure associated with maternal mortality, even after controlling for wealth and economic growth” (Bale et al 2003: 23). Where education is available to women, maternal and reproductive education has proven highly beneficial to both mother and child, as women become aware of available family planning services, what to do and not to do during pregnancy, and what danger signs to look out for during pregnancy and labour (Bale et al 2003: 22). Health education and information need to be made available during prenatal care to teach women about hygiene, nutrition, malaria prevention, danger signs, breastfeeding, newborn care, and other relevant topics to ensure women are well informed and understand the importance of maternal health care (Rao et al 2001: 24 – 25). These talks can be for groups of women as well as their husbands; should involve practical demonstrations and participation, and consideration should be made for the illiterate (Rao et al 2001: 25). Education gives women the opportunity to be less dependent on men and to have more control over their sexual and reproductive health, often resulting in fewer births and a greater spacing between births, which is both healthier for mother and child (Bale et al 2003: 23 - 25). Where women lack education and information about family planning and have a low social status, there is a much higher prevalence of unintended pregnancies; the biggest risk factor associated with this being unsafe abortions (Bale et al 2003: 24). It is estimated that out of a total of 50 million abortions performed each year, approximately 20 million are unsafe, and around 90 % of these take place in developing countries (where most abortions are illegal) (Bale et al 2003: 24, 49). “The legal status of the procedure is the most important determinant of access to safe abortion” (Bale et al 2003: 24), thus it can be argued that while family planning services are lacking and while women have a low status, the best method to combat mortality from unsafe abortions is to make abortion legal, so that women have access to quality care. In this regard, the government plays a vital role in ensuring the legal status and providing the appropriate services.

Political Setting
In decreasing the risk of all the above-mentioned factors that influence maternal mortality ratios, political commitment must be at the forefront of initiatives, to ensure an environment committed to protecting women and improving the conditions for maternal health care. Jeremy Shiffman has outlined nine factors that he has found particularly relevant for determining the degree by which maternal health becomes a political priority, based on his research of political priority of maternal health in five countries. The nine factors can be divided into three subcategories – namely transnational influence, domestic advocacy, and national political environment (Shiffman 2007: 3), which he has illustrated clearly in the following table 1:  [image: image1.png]Table 1. Factors influencing the degree to which maternal mortality reduction appeared on
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According to Shiffman, the international development community is important in the political prioritisation process of maternal health, in promoting global norms on the issue, setting standards and motivating national governments to commit to the issue, in addition to offering the necessary resources and support that national governments might need for making improvements (Shiffman 2007: 2). As can be seen in the table, while transnational influence does play a role, the biggest role lies within domestic advocacy, where policy communities must come together on the issue, gather their most credible evidence for why the issue needs immediate priority and present practical solutions for how best to deal with it. Furthermore, having public health leaders that can advocate for the cause and make the issue a personal priority greatly helps to push it on to the agenda, as well as large-scale, public events that draw attention to the issue (Shiffman 2007: 4). Lastly, particularly two factors within the national political environment were found to be highly influential. Political transitions were significant in that the type of political system can either have a positive or negative effect on health priorities. A democratic environment creates space for advocates to influence the political agenda, whereas authoritarian systems do not face such pressure. Even decentralisation can have a negative effect, as the Ministry of Health loses influence on district governments (Shiffman 2007: 4). Other pressing health issues can also influence the degree to which maternal health is prioritised politically, as health resources are competed for (Shiffman 2007: 3), and maternal mortality can easily be overlooked, as it is a constant problem rather than an unexpected epidemic that grabs the attention of the public. 

Political priority is essential in combating maternal mortality to ensure policies and strategies are implemented that address the problem dynamically. Without political support for the cause, women will constantly be struggling against the structures that prevent them from accomplishing optimal maternal health.

This section has highlighted some of the main contextual factors that influence maternal health, based on interdisciplinary knowledge in the field. With these things in mind, it is necessary to outline the contextual situation for maternal health in Liberia to understand what particular challenges maternal health faces in the country. The following section will begin with a summary of the history of Liberia, as Liberia’s tumultuous history has brought about many of the problems the country is currently facing. Subsequently the current state of the country will be summarised briefly, followed by a description of the situation of women and maternal and reproductive health in Liberia.  
4.2 Liberia
4.2.1 History of Liberia
Liberia is a relatively small country on the west coast of Africa, situated between Côte D’Ivoire, Sierra Leone and Guinea, and with a population of 3,4 million as of June 2008; just over one million residing in the capital, Monrovia (LISGIS 2008: 3, 12).  

The Republic of Liberia was founded in 1820 by 86 freed African American slaves, hence the meaning of its name, ‘the land of the free’ (MICAT 2008a: para. 9). The resettlement was initiated by The American Colonization Society, a group of white US clergymen who came together for the purpose of wanting to send freed African-American slaves to Africa rather than let them settle freely in the US (Library of Congress 2005: para. 2). The newly resettled immigrants in Liberia came to be known as Americo-Liberians and by 1867 10,000 more resettled (MICAT 2008a: para. 11 – 12). Currently, descendents of the first Americo-Liberians only make up 5 % of the population; the rest of the population consists of 16 indigenous ethnic groups, the biggest being the Kpelle totalling 20 % of the population (Ibid: para. 4, 7). The relationship between Americo-Liberians and the indigenous population was hostile from the beginning, and it was not until 1904 that the indigenous people were given official citizenship (Ibid: para. 13). Liberia declared itself independent of the US in 1847, formulating a constitution similar to that in USA, which predominantly focused on the needs of Americo-Liberians rather than the indigenous groups (Government of Liberia 2008: 14). The first President was Joseph Jenkins Roberts of the Americo-Liberian True Whig Party, which dominated politically in Liberia until 1980 (MICAT 2008a: para. 13). During this time, Liberia had a fairly steady economy as the country attracted foreign investments in rubber plantations and iron ore mines, and up until the 1980s, half of Liberia’s export earnings stemmed from iron mining (Foreign and Commonwealth Office UK 2007: para. 1; MICAT 2008a: para. 28). Economic growth averaged 4 – 7 % per year through the 1960s in Liberia, but weakened over the following decade resulting in a sharp increase in unemployment rates and consumer prices (Government of Liberia 2008: 14). Frustration over the faltering economy mounted among the population, along with indigenous groups becoming increasingly fed up with their systematic exclusion from equal participation in society (Ibid). This discontent resulted in the indigenous Liberian Master Sergeant Samuel K. Doe and his forces staging a coup d’etat on 12 April 1980, executing the President at the time, William R. Tolbert, and a number of his officials and taking over power (MICAT 2008a: para. 13). Doe’s Krahn ethnic group soon came to dominate both politically and militarily in Liberia, much to the resentment of other ethnic groups. Conditions under the corrupt Doe regime deteriorated for the Liberian people with human rights abuses frequently taking place, yet Doe managed to maintain a solid relationship with President Reagan, securing extensive financial support from USA (Ibid: para. 13 - 15). However, in late 1989 turmoil began as rebel groups formed against the government, gaining immense support from the disgruntled population. This turmoil would be the beginning of a civil war that would not officially conclude until 2003, with devastating effects on the economy and with brutal humanitarian implications. Charles Taylor, a former procurement chief of Doe’s, formed a rebel group to confront government forces - the National Patriotic Front of Liberia (NPFL) (UNMIL 2005: para. 1). Doe was eventually executed, and civil war encompassed the country between 1989 and 1996. During this time, Liberia experienced one of the worst economic collapses in world history, as GDP dropped 90 % between 1987 and 1995 (Government of Liberia 2008: 15). The Economic Community of West African States (ECOWAS) created an interim government in Gambia, which Taylor refused to cooperate with, continuing the fighting (MICAT 2008a: para. 18). Eventually, as Taylor was running out of options he accepted the formation of a five-man transitional government, leading to disarmament and an election in July 1997 observed by the UN, which Taylor won  (MICAT 2008a: para. 18; UNMIL 2005: para. 4). Unfortunately, conditions did not improve in Liberia during Taylor’s six-year rule, as he did not put efforts into rebuilding the country and improving living standards; instead he focused his attention on supporting rebel forces in the neighbouring war in Sierra Leone (MICAT 2008a: para. 19). As frustration mounted, from 1999, rebel groups began regrouping and challenging Taylor and his waning supporters. As fierce fighting reached the streets of Monrovia in 2003, intense international pressure forced Taylor to finally resign on 11 August 2003, exiling to Nigeria, which gave ECOWAS the opportunity to deploy 3,600 peacekeepers to control the security situation (Ibid: para. 20). The brutal civil war was finally over, after 270.000 killed, 500.000 people displaced (80 % of these being women and children), and a shattered economy and infrastructure (Government of Liberia 2008: 14, 49). In October 2003, security authority was transferred to the United Nations Mission in Liberia (UNMIL), approved unanimously in the UN Security Council, deploying 15,000 UN peacekeepers (UNMIL 2005: para. 18 – 19). Their mandate included supporting the National Transitional Government, providing security, training Liberian Law Enforcement, and assisting in the overall rehabilitation of the country (Ibid: para. 15 – 16). Gyude Bryant headed the two-year transitional government based on a Comprehensive Peace Agreement between the political parties, rebel groups and civil society, and in October 2005 the most fair and free elections ever held in Liberia found Ellen Johnson Sirleaf elected President by 59.4 % of the votes – making her the first female President in Africa (MICAT 2008a: para. 22). 

4.2.2 Liberia Today
The President of Liberia is both the head of government and the chief of state, elected for a 6-year term (MICAT 2008b: para. 7). The country has a bicameral legislature, divided into the Senate – 30 senators, two for every administrative division of the country elected for 9-year terms, and the House of Representatives – 64 members elected for 6-year terms (MICAT 2008b: para. 12; MICAT 2008c). More locally, superintendents appointed by the President preside over the counties, of which there are 15 in total. Mayors preside over the major cities, and traditional chiefs often control small villages (Bureau of African Affairs 2008: 25). Liberia is greatly dependent on the international community for its restoration and development, and currently collaborates with a number of donors and development organisations, with the biggest donors being USA, UNICEF, Ireland, Germany, the World Bank, Spain, and UNFPA, according to the Development Gateway Foundation (2008).  
Liberia is ranked number 25 in the UN’s list of the 50 Least Developed Countries (UN-OHRLLS 2008a), which the 14-year civil war greatly influenced by not only destroying businesses and infrastructure, but also encouraging an exodus of businessmen and the highly educated (UN-OHRLLS 2008b: para. 3). According to Liberia’s Poverty Reduction Strategy Paper, a survey was undertaken in 2007 to assess the level of poverty in Liberia, by investigating consumption rather than income as it gave a better indicator of the standard of living for a household (Government of Liberia 2008: 24 – 25). The survey found that 1.7 million, or 63.8 % of the population live below the poverty line – 1.3 million of these live in extreme poverty, and about three quarters of the poor live in rural areas (Ibid). A major barrier for people in improving their condition is the lack of infrastructure, particularly roads, which the Liberian people cited themselves as being their top priority for infrastructure improvements, as roads improve their access to health and education facilities as well as markets and transportation (Ibid: 29). Only 25 % of the population have access to safe drinking water, 14 % have access to sanitation facilities, and few have electricity (Ibid: 29, 106). Unemployment in the formal sector stands at about 80 %, and of the workforce, 70 % work within agriculture, 15 % in industry, and 2 % in services (MICAT 2008a: para. 3).  

Educational facilities in Liberia are severely lacking, as many were destroyed in the war along with school materials and supplies being looted, resulting in a generation of children missing out on any form of education and an illiteracy rate of 56 % (Government of Liberia 2008: 111). However, by abolishing primary school tuition fees and offering school feeding programmes, the enrolment rate increased by 82 % in primary schools and 16 % in secondary schools between 2005/06 and 2007/08 , despite the lack of resources and teachers (Ibid: 112). 

Health facilities and services in Liberia are scarce, particularly due to the destruction from the war, when 95 % of the 325 health facilities were partially or completely destroyed, and in 2006 it was reported that only 10 % of communities had access to a health facility in their community  (Government of Liberia 2008: 30). Human resources within the health sector are also extremely limited, as the number of Liberian physicians has greatly decreased in Liberia over the past three decades from 800 to 51, and there are also only 297 nurse midwives (excluding trained traditional midwives) currently in the country (MoHSW et al 2008: 8; Government of Liberia 2008: 30). Access to healthcare (physically and financially) and quality of care are both of major concern to Liberians (Government of Liberia 2008: 30). Average life expectancy stands at 45 years, with the three biggest killers being malaria, diarrhoea, and acute respiratory infections (Ibid: 30, 109). HIV and AIDS remains relatively low, with approximately 1.5 % of the population infected – more specifically 1.8 % of women and 1.2 % of men (Ibid: 31). 
4.2.3 The Situation of Women

According to Liberia’s Poverty Reduction Strategy Paper, gender discrimination remains quite evident in Liberian society, as women’s access to resources and services such as health care, education, and judicial services, is limited, and as a result, women are restrained from participating in the formal economy, as they lack the necessary qualifications and abilities (Government of Liberia 2008: 89). To determine the status of women in Liberia, the Millennium Development Goal (MDG) indicators for monitoring the progress in promoting gender equality and empowering women in developing countries, prompt the following factors chosen to be highlighted here for illustrating the subordinate position of women in Liberia. Namely, women’s share of wage employment, women’s representation in parliament, and girls to boys’ school enrolment ratios (UNSD 2008: para. 6).
	Table 2: Education and Literacy (%)

	 
	Female
	Male

	Primary School
Enrolment
	37
	38

	Secondary School
Enrolment
	14
	16

	Adult Literacy (+ 15 yrs)
	41
	69


Concerning women’s share of wage employment, although results from the recent Participatory Poverty Assessment survey showed that Liberians generally perceive women as having a lower incidence of poverty to men and having equal employment opportunities, women are in fact particularly vulnerable to poverty, due to their work often being unpaid, and in the informal sector, where there is a high level of insecurity (Government of Liberia 2008: 27). Results from the LDHS show that 35 % of employed women were not paid for their work, compared to 26 % of employed men, and 60 % of employed women said they earned less than their husbands (LISGIS et al 2008: 205 – 208). Evidence of gender inequality in Liberia can further be found in the obvious disparities in certain statistics available, such as women only having a 14 % representation in the Legislature (Government of Liberia 2008: 89). Also, despite reasonably equal current primary and secondary school enrolment numbers between males and females, there is an obvious disparity in adult literacy (see Table 2) (Government of Liberia 2008: 31 – 32), suggesting that educating females has only recently been prioritised as highly as educating males.  

It is difficult to find information on women’s social status prior to the civil war, but it is evident that women were particularly victimised during the 14-year long war as gender-based violence (GBV) was extensively used as a brutal weapon (Government of Liberia 2008: 50), and women still remain vulnerable today as the behaviour persists. According to the MoHSW (2007a: 12), “It is estimated that one half to two thirds of women were sexually assaulted in most communities during the civil crisis” with rape constituting 74 % of sexual GBV cases and the victims being anywhere between 2 - 80 years old (MoHSW 2007a: 12). The Liberian National Police rank sexual offences and rape among the most common crimes in the country, but as victims of GBV are often stigmatized by their communities, they seldom report the crimes or seek help (Government of Liberia 2008: 54). Consequences of GBV can thus go beyond the direct health implications such as sexually transmitted diseases, psychological stress and unwanted pregnancy, to include families and communities disowning the victims, and partners abandoning them (Government of Liberia 2008: 54). Furthermore, due to gaps in the legal system as well as the costs of taking a case to court, victims and their families are further deterred from reporting the crimes (Government of Liberia 2008: 54; Thomas 2007: para. 1). Also, when GBV occurs so frequently, it can become normalised to the extent that women accept it as part of their daily lives, even rationalising it, which furthers their silence (LISGIS et al 2008: 225). When women were questioned during the LDHS in 2007 of when they believed their husbands were justified in beating them, the results showed an astounding acceptance of wife-beating among women compared to men, as can be seen in the following Table 3:

	Table 3: % who believe husband is justified in beating his wife if she:
	

	 
	Burns 
the food
	Argues
with him
	Goes out 
without 
telling him
	Neglects
the children
	Refuses to 
have sex 
with him
	% who agree
 with at least 
one reason

	Total women
	14
	42.7
	41.9
	44.6
	21.7
	59.3

	Total men
	5.1
	20
	16.2
	16.9
	5.8
	30.2

	Source: LISGIS et al 2008: 214 – 215
	
	
	
	


Clearly, with two-thirds of women in Liberia accepting at least one reason for husbands to beat their wives, GBV is so embedded in society that it has become accepted by women. Interestingly though, men show a much lower acceptance of wife beating, suggesting they are more aware of the immorality of GBV than women are. UNFPA states that GBV is inextricably linked to gender inequalities, and the prevalence reveals the socially accepted gender roles of male dominance and female subservience (UNFPA 2008e: para. 11 – 20).      

4.2.4 Maternal and Reproductive Health
Statistics within maternal and reproductive health in Liberia show an extremely troubling situation for women’s health and well-being. Maternal mortality is a pressing health issue in Liberia, particularly as it has increased from 578 deaths per 100,000 live births in 2000 to 994/100,000 in 2007 (Government of Liberia 2008: 31), which is extremely troubling considering it has increased since the war. The direct causes of maternal mortality in Liberia are stated by the MoHSW (2007a: 11) as being, “obstructed labor, infections, hemorrhage, hypertensive disorders of pregnancy (eclampsia) and the complications of unsafe abortion”, which are life threatening due to, “the acute shortage of skilled labor, inadequate emergency obstetric care, inefficient referral systems, poor nutritional status of pregnant women, high fertility rates and extremely high numbers of teenage pregnancies. Moreover, less than half of births are attended to by health professionals”, according to the PRSP (Government of Liberia 2008: 30-31). The most recent status of the Millennium Development Goals in Liberia shows that maternal mortality is the only MDG in which the state of the supportive environment is worsening in Liberia (Ibid: 34), signifying that this area is not being adequately prioritised. The indirect causes of maternal mortality need particular scrutiny in this thesis, as they touch upon societal issues that influence reproductive health.

Total fertility in Liberia is at 5.2 children per woman, although there is an obvious difference between urban areas with 3.8 children and rural areas with 6.2 children per woman (Ibid: 30 - 31). High fertility can be a problem for women’s health, due to the proven increased risk of maternal death with each pregnancy, and also the risk of the pregnancy ending in abortion due to being unwanted (WHO/WPRO 2005: para. 1). According to the LDHS from 2007, unwanted fertility is common, as a large number of respondents stated their ideal family size as lower than the number of children they already had, with the total wanted fertility rate for Liberia being 4.6 births per woman, suggesting 12 % of births are unwanted (LISGIS et al 2008: 98, 100). There seems to be no available estimates on the number of abortions practiced in Liberia, but according to WHO, 13 % of maternal deaths worldwide are due to unsafe abortions of which 90 % occur in developing countries (WHO 2008b: para. 5; Bale et al 2003: 49). The MoHSW (2007a: 11-12) state that illegal abortions are on the increase in Liberia, which they believe is related to the high number of teenage pregnancies as these pregnancies are often unwanted and likely to end in illegal abortions. Teenage pregnancy is extremely common in Liberia, as it is estimated based on the LDHS that just under one third of 15-19 year old girls have begun childbearing (LISGIS et al 2008: 54).

Based on the above-mentioned facts regarding fertility in Liberia, it is particularly relevant to look at prevalence of contraception in the country. Results from the LDHS show that 87 % of women are aware of at least one form of modern contraception, compared to 92 % of men, with the pill and condom being the most well-known (Ibid: 57). Awareness of family planning has shown an increase among women aged 15 – 49 years, from 72 % in 1986 to 87 % in 2007, particularly regarding the male condom, where in 1986 only 31 % of women had heard about it, compared to 79 % in 2007 (Ibid). However, despite knowing about contraception, only 13 % were at the time of the survey using contraception – 11 % of married women and 27 % of unmarried sexually active women (Ibid: 62). Furthermore, there are clear differentials in the use of contraception dependent on where a woman lives, her level of education, and her socioeconomic status, as evidence suggests urban, educated and wealthy women are most likely to use contraception (Ibid: 64). Women who did not intend on using contraception cited either wanting as many children as possible (15.7 %), being opposed (7.1 %) or partner being opposed (6.8 %) to contraception, or fear of side effects (27.2 %) to name the most common responses (Ibid: 70). It is interesting to note that only 0.7 % and 0.2 % cited lack of access or too costly as reasons respectively (Ibid). In this regard, what seems most important is educating about the benefits of contraception and dispelling any myths about side effects, as this seems to be the most significant reason women choose not to use it. Particularly adolescent sexual and reproductive health services need to be available, by creating contraceptive and STI awareness campaigns and making contraception easily accessible and available to deal with the high prevalence of teenage pregnancies.  
Female genital mutilation (FGM) involving removing some or all of the clitoris (known as clitoridectomy) is practiced in Liberia according to the LDHS, particularly by bush societies and the Sande society (LISGIS et al 2008: 241; Toubia 1994: para. 5). Due to the secrecy surrounding the practice, it is difficult to know exactly how many women undergo the procedure, but it is estimated that 58 % of Liberian have undergone the procedure (LISGIS et al 2008: 241). However, clitoridectomies are not known to put a woman’s life at risk during pregnancy or childbirth, and therefore FGM will not be mentioned further in this thesis (Toubia 1994: para. 24). 
Both the situation of women, as well as the maternal and reproductive health situation in Liberia, suggests women have few capabilities to overcome the situation without concerted commitment from the government.

5. Theoretical Framework

5.1 Structural Violence

The concept of structural violence is the point of departure in this theoretical framework, as it anchors this study of maternal mortality around social structures, which according to the concept plays a large part in the susceptibility people have for certain types of suffering, and can help in identifying the root causes and preventing further suffering. Medical knowledge exists on how to clinically improve maternal health so that women no longer have to fear death due to pregnancy and childbirth, yet as there are still many countries with an extremely high MMR, investigations into the causes must go beyond the medical aspect, to include structural factors. Farmer et al (2006: 1686) stresses that structural violence must be addressed more by public health medicine, as it is not sufficient purely to clinically cure people of their illnesses without confronting social and environmental forces that play a large role in the suffering. Social forces are beyond the control of patients, impeding their capabilities, and leaving them particularly vulnerable to ills structural violence entails (Farmer et al 2006: 1687). In this regard, it can be argued that finding cures for illnesses and solutions for widespread health problems are not only a matter of understanding the molecular factors involved; social factors must also be considered (Greiner et al 2007: 0394).

Structural violence was first introduced to social research in the 1960s by Johan Galtung (Farmer et al 2006: 1686), and has become a concept particularly referred to in public health research and medical anthropology. Structural violence attempts to explain why certain people in society are particularly at risk of unnecessary suffering and/or death, accusing political, economic and social structures within society of hindering people from meeting their needs and reaching their full potential (Farmer et al 2006: 1686). Due to the blame falling on structures within society, it is difficult to hold anyone responsible for this discrimination, making structural violence a complex issue to overcome. In defining the term, structural violence, ‘structure’ refers to normalised social arrangements embedded in society – economic, religious, cultural, political – that cause disparities in access to resources (Farmer et al 2006: 1686). The term ‘violence’ is used to highlight the suffering imposed on the victims, even though the violence inflicted is not visible and generally goes unnoticed. According to Galtung violence is, “insults to basic human needs, and more generally to life, lowering the real level of needs satisfaction below what is potentially possible” (Galtung 1996: 197). 

Paul Farmer, a medical anthropologist and physician, has been an avid user of the concept of structural violence through his works, and has contributed greatly to the development and usage of the term. Through Farmer’s career serving the poor, particularly in Haiti, he quickly became aware of the social determinants of disease and the lack of understanding and acknowledgement of this in the medical field (Farmer et al 2006: 1686). He believes that structural violence must be addressed concerning serious health issues that show a pattern of affecting particular groups of people, in order to effectively tackle the problem through both ‘distal’ interventions (treating the already existing problem) and ‘proximal’ interventions (preventing its further spread) (Farmer et al 2006: 1687). Working with the NGO Partners In Health (PIH) in rural Haiti, Farmer developed a model to tackle diseases of poverty such as AIDS and tuberculosis by identifying the barriers that prevent people from receiving treatment, and overcoming them by for example ensuring free access to diagnosis and treatment at clinics as well as in people’s villages and homes. Neighbours would be chosen by the patients to become trained in providing them with the necessary care and drugs, helping to ensure that patients received their treatment regularly (Farmer et al 2006: 1688). In this way, disparities in health care due to social inequalities were minimised, and some consider this model to be the most effective for defeating structural barriers as well as creating rural employment (Farmer et al 2006: 1688). However, this model does not seem to challenge the underlying causes of the structural barriers, and in this sense does not alter the position of the victims of structural violence.
Farmer finds structural violence an appropriate term to use for the type of suffering that, “is “structured” by historically given (and often economically driven) processes and forces that conspire – whether through routine, ritual, or, as is more commonly the case, the hard surfaces of life – to constrain agency” (Farmer 2003: 40). Through this understanding, structural violence limits people’s choices and opportunities and is difficult for the victims to escape from as it is so embedded in society; leaving them to a great degree powerless in the system they exist in. Structured inequalities in society are therefore at the core of structural violence, constraining people from reaching their full potential and excluding them from equally enjoying human rights compared to others. “Social inequalities based on race or ethnicity, gender, religious creed, and – above all – social class are the motor force behind most human rights violations. In other words, violence against individuals is usually embedded in entrenched structural violence” (Farmer 2003: 219). Realising the social and economic rights of the Universal Declaration of Human Rights (UDHR) is a vital goal for health and human rights, as the lack of social safety nets, such as free health care, primary education and food security, cause structural violence to flourish, particularly where there are large inequalities (Farmer 2003: 219; Farmer et al 2006: 1689). Article 25 of the UDHR states, “Everyone has the right to a standard of living adequate for the health and well-being of himself and of his family, including food, clothing, housing and medical care and necessary social services, and the right to security in the event of unemployment, sickness, disability, widowhood, old age or other lack of livelihood in circumstances beyond his control” (UN General Assembly 1948: para. 28). Realising equal access to these resources and social services requires ensuring equity through policies and the supply of material preconditions by the state to promote capabilities (Seguino 2008: 63). One thing is for the population to theoretically have equal rights, it is another thing to have the equitable ability to enjoy their rights. Structural violence is so embedded in the subconscious of society that it is not sufficient for a government to merely guarantee human rights, if people do not have the capabilities to enjoy them. The degree of capabilities a person has to enjoy rights can therefore be a better indicator of their susceptibility to suffering from structural violence than the number of rights people are theoretically able to enjoy. Amartya Sen has developed a paradigm based on capabilities, which stresses that human rights can only be enjoyed when capabilities to enjoy them have been achieved (Nussbaum 2005: 52, 53). The capabilities approach attempts to offer a holistic development paradigm to combat poverty, that goes beyond merely striving for economic growth and instead emphasises what people are able to do and to be (Ibid: 47 - 48). They argue that questions need to be asked regarding the capabilities people actually have if barriers to social justice are going to be recognised in society (Ibid: 48). Referring to other development paradigms, merely looking at GNP per capita or utility measurements are insufficient measures of quality of life according to Sen, as GNP per capita is a general statistic that does not consider distribution or accessibility to e.g. health and education facilities, and utility measurements do not illustrate the level of equality, rights or capabilities people have (Ibid: 50). The capabilities approach goes beyond these other measurements by stressing the importance of fundamental entitlements for all people (Ibid: 48). It has influenced the development of a key measurement tool that takes accessibility and capability into account – namely the Human Development Index, where countries’ development is now measured on health, education and GDP per capita (Ibid: 50; UNDP 2008: para. 1). What makes the capabilities approach stand out is its acknowledgment of people requiring differing amounts of resources in the development towards an egalitarian society (Nussbaum 2005: 51). An example of this that is relevant to this thesis is pregnant women requiring more nutrients than the non-pregnant, as well as requiring particular care and facilities other members of society do not need (Ibid). In this regard, equality should not be measured by people having access to the same resources, but instead by people having equitable access to the particular resources they require to function at an equal level to everybody else in society (Ibid). Women may have the right to vote, but if they risk domestic violence if they do, then the capability does not exist for them to enjoy their right to vote (Ibid: 53 – 54). Incidentally, the structures constraining people’s capabilities must be demolished in order for them to enjoy their rights, which require identifying the context within which people are victims of structural violence, what structures are causing their suffering and what capabilities they require for equitable enjoyment of human rights.  

In identifying the victims of structural violence Farmer (2003: 46) states that, “Any distinguishing characteristic, whether social or biological, can serve as a pretext for discrimination and thus as a cause for suffering.” Socially perceived characteristics commonly considered vulnerable to discrimination are gender, ethnicity, sexuality, and socioeconomic status. However, rarely is one characteristic sufficient for determining whether a person is vulnerable to suffering, and therefore various social factors must be considered simultaneously (Farmer 2003: 42 – 43). What Farmer finds particularly evident is that where the characteristic of wealth or power accompanies a vulnerable attribute, discrimination wanes (Ibid: 49 - 50). Socioeconomic status plays a pivotal role in determining access to resources and opportunities for a person, and therefore determines the degree of vulnerability of other attributes to suffering. This characteristic is relationally determined where being poor is a condition of relative deprivation, reflecting a comparative lack of access to resources and opportunities, which advances towards absolute poverty when basic necessities for survival are inaccessible (Mikkelsen 2005: 219). Furthermore, poverty is not a static state, and the degree of suffering attached to the above-mentioned social factors differs according to the time and place, and therefore assumptions cannot be made without looking at the specific context of the case under investigation (Farmer 2003: 43).

Concerning maternal mortality in the developing world, there are two social factors that seem most relevant – gender and socioeconomic status. Gender, because obviously only women can suffer from maternal mortality, and socioeconomic status, because 99 % of all maternal deaths occur in poor countries. Despite the diversity of women around the world - purely biologically and at its most basic, pregnancy and childbirth happen the same way for all women from conception until childbirth, and therefore there is no basic biological reason why women in developing countries should be more at risk of maternal mortality. Due to their advantage of having the proper facilities and knowledge available, women in developed countries do not need to fear losing their life having a child, whereas women in developing countries are largely denied the benefits of knowledge that could guarantee their survival through birth. The fact that these women have a much higher risk of suffering from complications of pregnancy and childbirth compared to women in developed countries where the MMR is on average only 9 deaths per 100.000 live births (WHO et al 2007: 16), strongly suggests women in developing countries are victims of structural violence. When all women do not have the capabilities to access the same facilities and benefit from the knowledge that has existed for over a century that can improve maternal health care, instead facing enormous risks in giving birth, questions must be raised as to why huge disparities exist for something so natural and despite global commitments to the cause. The characteristics that therefore need particular attention in this thesis are gender and socioeconomic status; both integral aspects of the gender and development approach (GAD), which will be elaborated in more detail, narrowing the discussion of structural violence more specifically and providing an analytical method for assessing macro-level policies concerning women.   

5.2 Gender and Development
The GAD approach is closely tied to structural violence in that it, “argues that women’s status in society is deeply affected by their material conditions of life and by their position in the national, regional, and global economies. (...)Moreover, women’s material conditions and patriarchal authority are both defined and maintained by the accepted norms and values that define women’s and men’s roles and duties in a particular society” (Connelly et al 2000: 62). The GAD approach came about during the 1980s as an alternative feminist development approach to the ‘women in development’ (WID) and ‘women and development’ (WAD) approaches – as both approaches failed to address the underlying factors that have structured and maintained gender inequalities, focusing instead on the biological differences between women and men as the basis of women’s subordination (Ibid). The WID approach is very much tied to modernisation theory and was the initial development approach to emphasise the importance of acknowledging women in development projects to ensure women also benefited directly from development (Ibid: 57). However, it’s adherence to the modernisation theory limits its perspective on women’s development, as it perceives all women as having the same needs, without taking other social factors into account, such as race and class (Ibid: 58-59). The WAD approach took a very different approach to enhancing women’s needs in development, by creating women-only projects that focused on women’s uniqueness, rather than attempting to integrate women’s needs into a patriarchal world (Ibid: 60-61). It too met the same criticism as the WID approach, as well as not being able to prove that marginalising women-centred projects was beneficial for transforming gender inequalities (Ibid: 60-61). The GAD approach compensates for these limitations, as it is centred on the social construction of gender relations as the primary determining factor of women’s position, as well as acknowledges the importance of the connection between gender, class, ethnicity, and other socially distinguishable characteristics that further shape the degree of oppression women face (Ibid: 63). This argument is much in line with structural violence, as it acknowledges the interconnection between socially distinguishing characteristics and how they influence the level of suffering a person faces. Furthermore, GAD employs an approach to women and development that examines both the conditions and class position of women, along with the patriarchal structures that are at the root of their subordination, by addressing relationships between men and women, rather than focusing solely on women (Ibid: 62). 
A woman’s ‘condition’ is her material state, which she would recognise as her every day life, including her work, housing, and her and her family’s immediate needs, whereas her ‘position’ is her place in society relative to men, measured by identifying male-female disparities (Connelly et al 2000: 143). These distinctions are central aspects to GAD, as they are used for recognising what strategies will have long-term benefits for women compared to short-term benefits. GAD, in line with the capabilities approach, encourages improving women’s abilities to fully take part in their development alongside men, by addressing and overcoming the structural barriers subordinating them.   

The goal of GAD is for an equitable and sustainable development process that involves both men and women as decision-makers, by particularly empowering women and the disadvantaged and altering unequal relations in society (Ibid: 141). Empowerment is a process that ultimately requires shifting the power relations in society to acquire equal participation and access to resources and opportunities in society that overcome the barriers of ethnicity, class and gender (World Bank 2008b: para. 1; Connelly et al 2000: 84). With this in mind, GAD acknowledges that development policies affect men and women differently, and perceives women not as recipients, but as agents of the development process (Connelly et al 2000: 63). Strategies proposed by the GAD approach include identifying and addressing practical needs and strategic interests for both improving the condition of women and ultimately transforming structures of subordination that determine their position (Ibid: 141). An elaboration of these strategies follows, as these will form the basis of the analysis. 

Central aspects of the GAD approach focus on the importance of addressing women’s needs and interests in developing countries for improving their condition and position. However, it draws a distinction between ‘women’s interests’, which are purely biologically determined (assuming homogeneity), and ‘gender interests’, which are socially constructed and can be divided into practical and strategic gender interests (Connelly et al 2000: 63). As there are more distinguishing characteristics in society than merely ‘men’ and ‘women’, ‘gender interests’ takes into consideration other societal attributes such as class and ethnicity, whereas ‘women’s interests’ assumes all women have the same interests because they are women. Only gender interests therefore concern GAD, because they acknowledge the possibility of women’s interests being determined by other characteristics (Moser 1993: 38). These interests can then be translated into various needs when planning gender policies in developing countries, which become the means by which interests are achieved, distinguishing between the goals and tools of gender planning (Ibid: 37). Needs can then be considered what is required to overcome structural barriers. An example relevant for this thesis would be if the strategic gender interest was for the prevalence of maternal mortality to decrease, then the strategic gender need would be for example empowering women to have control over their sexual and reproductive health. Furthermore, the difference between practical- and strategic gender interests is important to clarify, as they each play a role in addressing issues that preserve subordination. Practical gender interests are related to women’s condition in society, and are therefore focused on more immediate needs for the specific situation they are in, without challenging their position in society (Connelly et al 2000: 63; Moser 1993: 40). Practical needs are easily identified by women as essentials for daily life, such as food, housing and safety, and are specific to the situation in which women find themselves (Connelly et al 2000: 142). Addressing them can improve their immediate condition, but do not have an impact on the roots of the cause for them being in that situation in the first place (Ibid). Strategic gender interests concern the factors causing women’s subordinate position in society, and changing these requires changing the socially constructed structures that characterize women’s position (Connelly et al 2000: 63; Moser 1993: 39). Strategic interests relate to vulnerable and disadvantaged positions in society that perhaps all women experience compared to men, but with varying degrees dependent on the number of other socially distinguishing characteristics, they are associated with (Connelly et al 2000: 142). Women are not always able to identify the strategic interests that can improve their position, due to the structures of subordination being so embedded in society that they do not realise the potential for change, but addressing these interests can empower women to improve their own position in society long-term (Ibid). They can be addressed by increasing women’s participation in society through for example political participation, education, and employment opportunities (Ibid). Practical needs can therefore be considered the short-term needs that require the provision of practical goods, whereas strategic interests require long-term efforts that aim to alter societal structures subordinating women. In this way, the GAD approach goes beyond the PIH model mentioned previously, as it aims for long-term change in the underlying structures. In order for women to promote their strategic interests, practical needs must first be satisfied (Ibid: 143). Achieving practical interests requires that all women are given the access and capability to getting their needs met, which means taking into account the different conditions women find themselves in and removing the barriers that stand in their way. This will in effect improve the condition of their lives, but will not affect the factors causing their position, which is when strategic interests need addressing. Essentially, strategic gender interests identify the issues upholding structural violence against women, and addressing the issues reduces the presence of structural violence as it empowers women and transforms gender relations.   

By identifying both the practical- and strategic gender interests for maternal health in Liberia, current initiatives by the Liberian government can be analysed as to whether they are dedicated to thwarting structural violence, or whether they are reinforcing it by not making efforts to meet the needs of strategic gender interests.
6. Analysis

Based on the description of the situation of women in Liberia in chapter 4, it is evident that Liberia is a patriarchal society where women are subordinate and endure immense suffering because of their gender. Their subordination puts them at increased risk of GBV, of which particularly rape has a detrimental effect on the prevalence of maternal mortality, as unwanted pregnancies often result in women seeking unsafe abortions, and under the current circumstances pregnancy in itself puts a woman’s life at risk. Poverty furthers their vulnerability by hindering their access to resources and opportunities that could improve their condition and make them able to become agents of their own development. Women’s subordination along with the low socioeconomic status many women have, thus structurally put them at risk of maternal mortality. 
In this regard, to overcome the structural factors contributing to maternal mortality, two main elements must be addressed by the government; namely, addressing the structural barriers to practical needs for maternal health, which are largely determined by societal position, and recognising the dynamic role women’s subordination plays on maternal mortality by including strategic interests in maternal health strategies. Practical needs thus relate to the immediate needs women have for maternal health, with focus here on ensuring access for all women to these needs. Overcoming the structural barriers Liberian women face in accessing their practical needs requires the government ensuring capabilities of access to adequate care for every Liberian woman no matter what position she holds in society. The strategic interest for Liberian women concerning maternal health is having a position in society in which a woman is in full control of her own reproductive health, and falling pregnant occurs based on her informed choice and at her own will. Thus, the government needs to empower women through education and in the process, ensure that women are informed and educated on sexual and reproductive health matters, are protected from GBV, and ensure maternal and reproductive health services are empathetic to the situation of women. Meeting both practical needs and strategic interests is essential if the role of structural violence in maternal mortality is going to diminish. The government’s efforts in these areas will shape the following analysis.
After introducing the government policy papers that will be used for the analysis, the government’s policies towards ensuring access to practical needs will be assessed, followed by an analysis of whether the government’s policies address the strategic interest of empowering women for improving maternal mortality. The analysis of practical needs will focus on whether the government is committed to ensuring these needs are met for all women in Liberia, or whether their strategies primarily continue to only benefit the few. This will involve looking at how they practically intend to ensure access that is equitable, and whether these initiatives seem promising. The analysis concerning strategic interests will concentrate on how the government acknowledges women’s subordination as a contributing factor to maternal mortality, and whether it has effective strategies in place to ensure this is no longer the case.
6.1 Government Policies and Strategies

Over the past couple of years, the government of Liberia has been developing and establishing its National Health Policy to rehabilitate the health sector after 14 years of civil war. The goal of their health policy is, “to improve the health status of an increasing number of citizens, on an equal basis, through expanded access to effective basic health care, backed by adequate referral services and resources” (MoHSW 2007b: 1, author’s italics). This is naturally an enormous and expensive undertaking that will take years before it is adequately running, and therefore their initial endeavour is to deliver a Basic Package of Health Services (BPHS), which includes prioritising making the most crucial services currently needed in Liberia available to, “every Liberian who seeks health services at Ministry of Health facilities” (MoHSW 2007b: 1). Based on the principles of primary health care, this requires ensuring services are available at the peripheral levels of the health care system, as well as incorporating the government’s strategy of gradually decentralising the management of health services from the capital to the county level (Ibid). According to the interview with the Assistant Minister/Deputy Chief Medical Officer for Curative Services Dr. Moses Pewu, the BPHS will first be implemented in 40 % of clinics in Liberia as it is a new concept and rather than rush into it, they will implement it gradually (Pewu 2008: 4m43s). The health care services that were chosen to be prioritised between 2007 and 2011 in the BPHS, fulfilled the following criteria of: potentially reducing morbidity and mortality, had proven safe and effective available interventions that were also feasible to implement in Liberia despite resource constraints, and were potentially sustainable (MoHSW 2007b: 3). These services are to be gradually implemented in all health facilities, and target the following six priority areas: 

· maternal and newborn health

· child health 

· reproductive and adolescent health

· communicable disease control

· mental health

· emergency care (MoHSW 2007b: 3 – 4) 

Prioritising maternal health in the BPHS shows potential, as it illustrates the government’s acknowledgment of how maternal health needs immediate improvements as it is among the top health concerns in Liberia, and according to the case of Sweden in chapter 4, political prioritisation is imperative for maternal health improvements. Furthermore, also prioritising reproductive and adolescent health illustrates their understanding of how important this area is in improving the overall health of the population, which will also benefit maternal health. More specifically, the MoHSW released their MNH Road Map in 2007 and their Draft Operational Plan to Reduce Maternal Mortality in Liberia (DOPRMML) in 2008, which more specifically addresses the problems facing maternal mortality in Liberia, and what strategies are planned for overcoming them. These documents acknowledge that the contributing factors to maternal mortality are not only direct health factors, but also non-health factors related to societal structures (MoHSW et al 2008: 2). This is essential to highlight as the government clearly acknowledges wider societal factors as highly influential to maternal health, suggesting these need to be included in strategies. 

6.2 Structural Barriers to Practical Needs for Maternal Health
The condition of pregnant women needs to be improved by meeting the immediate practical needs, before the position of women can be addressed, according to GAD (Connelly et al 2000: 143). Remaining on the structural focus of this thesis, the practical needs that will be identified here are the needs pregnant Liberian women require for accessing maternal health care, in other words what barriers in access that need to be overcome, as the barriers they face reflect their position and vulnerability to maternal mortality. Results from the LDHS of 2007 are used for determining these practical needs, as the nationally representative sample of women in the survey each identified the barriers they face in accessing treatment. The results show that over three-quarters of women in Liberia face at least one problem in accessing health facilities (LISGIS et al 2008: 122), and a selection of these results can be found in Table 4:

	 
	Getting 
permission 
to go for treatment
	Getting 
money for treatment
	Distance 
to health facility
	Having 
to take transport
	Concern no provider 
available
	Concern no
drugs 
available
	At least 
one problem accessing 
health care

	Residence
	 
	 
	 
	 
	 
	 
	 

	Rural
	8.3
	59.3
	67.1
	66.6
	48.8
	60.6
	84.9

	Urban
	7.3
	45.9
	23.2
	26.9
	30
	38.8
	64.5

	Education
	 
	 
	 
	 
	 
	 
	 

	no education
	9.5
	61.6
	60.1
	60.7
	44.2
	55.5
	82.9

	min. secondary school
	4.4
	41.4
	28.1
	31.4
	31.2
	42.7
	64

	Wealth quintile
	 
	 
	 
	 
	 
	 
	 

	Lowest
	12.6
	74.1
	83
	82.1
	54
	67
	95.2

	Highest
	6.6
	37.2
	21.8
	26.4
	23
	33
	55.5

	Total
	7.9
	53.6
	48.6
	49.8
	40.9
	51.3
	76.3


The biggest problem is getting money for treatment, although apart from ‘getting permission to go for treatment’ all of the problems are fairly equally weighted among the female population as a whole. The fact that ‘getting permission to go for treatment’ is such a small problem compared to the others, is interesting and important to acknowledge, as it shows that despite much evidence suggesting women are subordinate in Liberia, it does not seem to greatly hinder women in seeking treatment. Results show that the educated, wealthy, and those residing in urban areas seem better off, which confirms that barriers such as ‘cost’ and ‘distance’ are structurally determined. Furthermore, ‘concern no provider available’ and ‘concern no drugs available’ are very legitimate concerns, as people are well aware of the lack of resources the country has, yet these concern the urban, wealthy, and educated women less, suggesting that despite the well-known lack of resources in the country, the few services and resources available are structurally selective. This could both be due to the wealthy and educated women often residing in urban settings where services and resources are more readily available, or that wealthy women pay for access to health care, despite primary health care at government-run facilities being free of charge. In any case, if the government truly intends to implement universal health care, place of residence and wealth should not be determinants of access to health care.

The table above discerns the structural barriers to practical needs that the government must overcome to ensure equitable access for all Liberian women to maternal health care. However, two of the barriers will not be included in the following analysis, namely ‘concern of no drugs available’, as this will feature briefly under the section on human resources, and ‘getting permission to go for treatment’, because this is a relatively small issue. ‘Distance to health facility’ will be combined with ‘having to take transport’ under the section of ‘Capabilities in Accessing Care’ and is important as these issues have not only proven to be major problems for women, but the difference between the results of women dependent on social factors is also greatest. ‘Getting money for treatment’ will feature under the section of ‘Capabilities in Affording Care’ and is essential to address, as it is the biggest problem women face. ‘Concern no provider available’ inspires the section on ‘Capabilities in Being Attended to by a Skilled Birth Attendant’ as, along with the case of Sweden, much evidence illustrates that midwives are the most essential component required for improving maternal health.   
6.2.1 Capabilities in Accessing Care 
The BPHS attempts to solve the issue of distance to health facilities and resource deficiencies through several initiatives, such as increasing the number of facilities and dispersing responsibilities to different facilities, implementing an ambulance system, and improving communication between facilities. BPHS divides the health system into five levels, namely:

· community-based health activities

· the clinic

· the health centre

· the county hospital

· the referral hospital (JFK Memorial hospital in Monrovia) (MoHSW 2007b: 7)

These levels offer different services, with community-based health activities being the most basic, focusing on training community health workers (CHW) to promote healthy life-styles and advise on the use of health services to the local community; to the referral hospital being the most equipped health facility to deal with severe health matters (MoHSW 2007b: 7 – 10). The 300 currently functional clinics in Liberia, will ideally be staffed with at least one nurse and one midwife from 8 am - 4 pm according to the BPHS, delivering the most basic health care services such as dispensing certain medicines and referring patients when necessary to health facilities that deal with secondary care (Ibid: 9). The health centres and hospitals will offer 24-hour primary and secondary care services (Ibid: 9-10), and according to MoHSW et al (2008: 12), the plans of increasing health facilities will result in one health centre per district (88 in all), and one hospital per county (15 in all). 
However, it is a timely and costly undertaking to build adequate facilities and train enough personnel, and in this regard, it cannot be expected that these strategies will take effect immediately. It is thus vital for women in the short-term that some solutions for accessing practical needs for maternal health care are implemented immediately, so particularly rural women are relieved of structurally suffering because of distance. For despite the purpose of the BPHS being to ensure universal access to crucial health services in the country short-term, the initial beneficiaries of the BPHS will be those already living in proximity to the limited health facilities
 (MoHSW 2007b: 4). This structurally excludes the vast amount of the population from utilising life-saving facilities, for although around 40 % of the population live within 5 km to the nearest health facility, many people live 7-8 hours walk away from the nearest clinic (MoHSW et al 2008: 3). As table 4 on page 42 showed, 48.6 % of women questioned during the LDHS cited distance to health facility a major problem for them in accessing health care, which means almost half the childbearing female population are suffering due to distance. The inclusion of CHWs in health services is in this regard important for advising mothers on visiting a health facility for prenatal visits, and also identifying possible complications that would require treatment at a health facility, and that a woman would then possibly have time to reach before the complications become severe (MoHSW 2007b: 11). In this way, CHWs can be very effective, as they can get in contact with all the women in their community regardless of societal position, and ensure they seek the right treatment and are aware of how they must look after themselves. This method makes sure women can make informed decisions about their health, to an extent removing the structural barrier of ignorance that many women have suffered from due to being excluded from education. However, CHWs are not actually certified to administer any health services, which means prenatal-, delivery-, and postnatal health services still need to be provided by skilled birth attendants, with the issues of lack of resources and distance to the few resources available, still a problem for many women. The BPHS and DOPRMML offer solutions to these problems that will be assessed here.

Women can seek proper prenatal care in clinics, which should not offer too many problems, as clinics are the most numerous health facility in Liberia and women have time to reach them. Liberian women already seem committed in seeking prenatal care, according to results from the LDHS 2007. They show that 79 % of women who had a live birth in the 5 years prior to the survey, received prenatal care from a skilled provider, 16 % received prenatal care from a traditional midwife, and only 4 % did not receive any type of prenatal care (LISGIS et al 2008: 111-112). Accessing prenatal care services therefore does not seem as significant a problem as accessing emergency obstetric care (EmOC) as results from the LDHS in 2007 show that skilled birth attendants attend only 46 % of births in Liberia. Strategies therefore need to be directed at improving access to higher health facilities, which in DOPRMML includes establishing maternity waiting homes close to health centres, where a woman at high risk of complications can be admitted leading up to giving birth (MoHSW et al 2008: 13-14). These could be very effective, but will also take time to build and equip before they are fully functional and will also require qualified staff, and therefore this is not a viable solution in the short-term for the already structurally vulnerable women. 
Establishing an ambulance system is another strategy, where health centres will each be equipped with one motorcycle ambulance and appointed two drivers, and hospitals will each have one ambulance and four appointed drivers (MoHSW et al 2008: 14). Motorcycles do not seem the most ideal to transport a woman facing serious pregnancy complications and in need of EmOC, and one would hope this is a short-term plan until they have funding for ambulances, as it otherwise illustrates little acknowledgement of the care needed in transporting a woman heavily pregnant. Most surprisingly is that clinics are not to be equipped with any type of ambulance transport, which raises the question of how women being referred from clinics to secondary care facilities will be transported. Clinics are perhaps the most important health facility to equip with some type of ambulance transport, as they do not employ physicians and are the most widespread health facility that most women would visit. The DOPRMML does include advocating community involvement in case of emergencies, whereby the community provides transport (MoHSW et al 2008: 14), which could be highly beneficial for women in rural communities, but also relies on the community having an understanding of the importance of a woman seeking EmOC and valuing women’s health needs. Without some form of ambulance for clinics, it is essential then that clinics have an effective communication system, whereby clinics can get in touch with the higher health facilities and request their ambulance to pick up the patient being referred. Improving the communication system between health facilities is included in the maternal health strategies, but unlike the health centres and hospitals that will be equipped with both radios and a cell phone package, clinics ‘under network’ will only be equipped with a cell phone (Ibid). If clinics are not equipped with ambulances, surely it is imperative that they too have radios to ensure they can contact the higher health facilities for usage of their ambulances in case of emergencies. The enduring difficulties in women physically being referred to higher health facilities from clinics implies rural women’s needs in accessing EmOC are not valued highly enough and thus they remain structurally vulnerable to suffering from obstetric complications compared to women living within the vicinity of EmOC. 
It is evident that attempts have been made to find solutions to the issue of distance in Liberia’s maternal health strategies to ensure access that is more equitable, which implies the government is active in minimising the structural barrier of distance faced particularly by poor women. This in itself is a promising first step to diminish the various structural barriers people face due to their societal position, because it recognises universal access is important. While the solutions are not perfect, they do attempt to increase the options for women during pregnancy, and particularly by involving CHWs, they are attempting to reach out by informing all women, no matter how remote their villages. However, it remains difficult for rural women suffering complications to reach adequate care, and thus they remain structurally more at risk of mortality due to complications than women residing closer to health facilities do. 

6.2.2 Capabilities for being attended to by Skilled Birth Attendants
The lack of qualified skilled birth attendants available is a major problem for maternal health in Liberia, as skilled birth attendants are absolutely necessary at the presence of each birth, which the case of Sweden in chapter 4 proved. Women’s chances of survival through pregnancy is heavily reliant on skilled birth attendants, thus not prioritising their presence and availability is equivalent to not prioritising women’s health, ultimately discriminating against women and putting their lives at risk. As table 4 shows, ‘concern no provider available’ along with ‘concern no drugs available’ hinders women in seeking treatment, hence it is essential to guarantee that the functioning facilities are equipped with the necessary personnel and drugs, and that the public is informed about this, so that people do not give up on seeking treatment should a facility be accessible.

Concerning immediate solutions in the BPHS and DOPRMML to the lack of human resources, the BPHS acknowledges that while a shortage of skilled birth attendants remains, traditional birth attendants will still be relied on heavily in rural communities for attending births, and therefore cooperation between midwives in local health clinics and TBAs is vital (MoHSW 2007b: 10-11). The fact that they expect to still rely on TBAs is problematic, due to TBAs’ low success rate in reducing maternal mortality mentioned on page 19 as well as large-scale training programmes of TBAs proving ineffective (Bale et al 2003: 33), and this therefore should not even be considered a short-term plan, and other options should be recommended. As TBAs are more likely to attend births in rural areas, continuing to rely on TBAs to assist births puts particularly rural women at risk of maternal mortality, as they do not have access to the abilities of a skilled birth attendant in case complications occur, ultimately structurally limiting their options. It is surprising, that there is for example no mention in either the BPHS or DOPRMML of having mobile clinics to reach villages, where midwives could routinely visit a number of communities, record, and check up on pregnant women. As the case of Sweden showed in chapter 4, maternal mortality decreased despite the lack of health facilities, as priorities were focused on midwives being available in every parish. As there are not enough midwives trained at present in Liberia for every village to have access to one, and will take time before this is a reality, modern transport can be beneficial for transporting a midwife around to several villages. In this way, less reliance needs to be put on women seeking treatment in clinics as instead the treatment comes to them, and midwives can keep track of the number of pregnant women in each village, and either advise women on the nearest health facilities should complications occur, or transport the woman herself. 

Even so, it is estimated that between 70 % and 80 % of pregnant women are considered at low risk of complications at the onset of labour – classified as normal births (WHO 1996: 4), which can feasibly occur in the home. Therefore, despite the hygiene benefits as well as the availability to obstetric attention in case complications occur, it is not essential that childbirth take place in a health facility (Ibid: 2), which is important for a country like Liberia where the current reality offers few options for women giving birth outside their homes. However, no matter where the birth takes place, a skilled birth attendant must be present and should be trained in the appropriate midwifery skills. Midwives are considered the most cost-effective and appropriate basic health care providers for normal births by WHO, whereas obstetricians should primarily focus on treating serious complications (Ibid: 5-7). It is important that the skilled birth attendant brings a clean delivery kit
, and ensures there is clean water present, warm cloths and towels, and some form of transportation in case of complications (Ibid: 11). Normal births largely require minimal intervention from the skilled birth attendant in the natural process, and therefore the skilled birth attendant’s job is primarily to support the mother and family, observe the mother and monitor the foetal condition, and identify any potential risks that may require referral (Ibid: 4). Referrals should be made to health facilities that provide emergency obstetric care (EmOC). However, as referral to an adequate health facility can be difficult in Liberia, WHO highly recommends that special regulations and supportive legislature need to be in place to allow primary caregivers such as skilled birth attendants training in performing life saving tasks (WHO 1996: 4-5). In 2005, courses were offered in Liberia to midwives in Life Saving Skills (LSS), which is planned to be integrated into training curricula of all mid level health care in Liberia once a sufficient amount of trainers have been trained to carry out the courses (MoHSW 2007a: 9). This is extremely promising, as it adds to minimising the structural burden of distance, which greatly benefits rural women who have little opportunity to reach secondary health facilities. 
According to MoHSW et al (2008: 7, 9, 11), priority for training and expanding the number of health care providers for maternal health is on midwives, by having 170 newly trained midwives from the current functional training facilities join the workforce each year, as well as increasing the number of training facilities for midwives. This is a positive factor as it suggests that they at least realise the importance and cost-effectiveness of focusing on training midwives. In the MNH Road Map, the lack of qualified health personnel is particularly attributed to ‘brain drain’, of which the civil war is partially to blame, but also the more attractive salaries at NGOs and UN organisations has furthered the ‘drainage’ (MoHSW 2007a: 10). This is an extremely troubling fact, as it seems the very organisations that are meant to be helping in rebuilding the country, are in fact contributing to a detrimental problem in the already weak health system. While offering a competitive salary could have the benefit of forcing the government to consider increasing health personnel salaries, it is on the other hand putting pressure on an already fragile system that faces enough funding problems, and therefore should be considered highly unethical. Training of health personnel takes time, making Liberia particularly dependent on the few they already have. However, while the government does recognise the importance of incentives in the MNH Road Map for Liberia (MoHSW 2007a: 21) stating improving incentives for health workers in the first strategy at policy level, there does not seem to be any specific mention of what precise incentives midwives would receive. According to the strategies for increasing and retaining workforce within maternal health outlined in the DOPRMML, midwives’ salaries are shown to be the second lowest of health workers in the field after licensed practical nurses; 100USD a month lower than registered nurses, which is significant as the difference is equivalent to 40 % of a midwife’s salary (MoHSW et al 2008: 11). This could very well have the effect of women preferring to train as a registered nurse, who would then not be certified as a skilled birth attendant. UNFPA believes a large reason why there is such an acute shortage of midwives in many countries is due to their dissatisfactory working conditions and pay, as midwives “typically endure low status, poor pay and a lack of support in spite of the enormous responsibility they bear” (UNFPA 2008f: para. 5, 6). The conditions for midwives in Liberia seem to fit this description well, as it seems that midwives are undervalued, despite recognition from the government that they are the most essential element for reducing maternal mortality. The overwhelming evidence supporting the benefits and effectiveness of certified midwives, particularly as was seen in the developed world (in chapter 4) where countries that prioritised midwives in their maternal health policies witnessed a significant drop in the MMR, highlights the necessity for prioritising them if women are to stop suffering unnecessarily from childbearing. 
Essentially, if the government values women’s health highly they must be committed to prioritising midwives, which requires more than simply stating they will increase the number of midwives trained, for if they are not supplying adequate incentives, they face the risk of a shortage of women applying to midwifery schools, and mothers continuing to rely on TBAs. It is unacceptable that the government does not value midwives highly enough, as it ultimately implies not valuing women’s health highly enough, exhibiting gender discrimination, and thus can essentially be seen as structural violence against women. The government must match their recognition of the importance of midwives with suitable actions.
6.2.3 Capabilities in Affording Care
Another important factor in women’s access to health care in Liberia is cost, as table 4 on page 42 shows that cost is the biggest problem women cite for seeking health care. The Minister of Health has however, suspended user fees, to encourage people to make use of the available health services offered by the Ministry of Health (MoHSW 2007b: 6), and therefore this should not be an obstacle. The fact that women cite cost as the biggest issue regarding access is immensely problematic, as it shows that women are obviously not aware of their right to free health care, either because they have not been informed, or because when they do seek care, they are still charged. However, when confirming in his interview that drugs are also free of charge for patients in Liberia, Dr. Moses Pewu pointed out an interesting problem regarding beliefs in Liberia about payment. “Drugs are free for patients in our health facilities, only in the private sector where they have to pay for drugs. We have this bad idea here that something you don’t pay for sometimes is not good. So as a result, most people in need go to the private clinics and hospitals, because since they are paying they feel it is good” (Pewu 2008: 11m59s). This highlights another problem related to unawareness, as people have little faith that the government is actually providing quality medicine and services, and do not realise that the drugs they are paying for in private clinics are the same as what is being dispensed at government facilities free of charge. This issue can most effectively be dealt with by informing the public through intense information and advocacy campaigns about the availability and quality of care in public facilities, and dispelling any myths about public care being worse than private. Efforts must be made, as it is unacceptable that women do not seek treatment due to a factor that is technically not even an issue, or spend precious money on services that they are entitled to free of charge. It is demonstrably causing structural suffering as the poor and uninformed are living in structurally determined ignorance by not being informed of their capabilities to utilise the facilities and services they are rightfully entitled to enjoy. The strategies for communication and awareness about maternal health do not seem to directly suggest raising peoples’ awareness about free services, although they could be implicitly included in awareness campaigns (MoHSW et al 2008: 14). What is problematic about it not being explicitly mentioned is that informing women of free health care does not seem to be a major priority, despite clear evidence from the LDHS that shows over half of women state cost of treatment as a problem. It is not sufficient to decide to suspend user fees if the population is not aware of this, because it will particularly be the rural, uneducated and poor women who are least likely to be informed, and these women are already the most vulnerable to structural suffering. Specific, targeted goals need to be in place to ensure the most vulnerable women are informed about their options to ensure that lack of knowledge is not the reason why they are suffering unnecessarily. Not prioritising universal information campaigns about women’s rights in Liberia upholds structural violence against the most vulnerable, as they are not given the capabilities to claim them. In this regard, it is evident that in attempting to eliminate the socioeconomic barrier to maternal health care, another structural barrier remains a hindrance to its elimination being enjoyed, namely lack of knowledge. Both structural violence and GAD insist that several social factors cause a person to be vulnerable to suffering, and this is a perfect example. Eliminating user fees must go hand-in-hand with explicitly educating the entire public about these initiatives, otherwise the uninformed remain vulnerable to suffering as a result of lacking knowledge.  
6.3 Strategic Interests for Maternal Health
Based on the three indicators from the MDGs concerning gender inequality in chapter 4, namely women’s representation in parliament, girls to boys school enrolment ratios, and women’s share of wage employment, it is evident that women hold a subordinate position in society, and thus if equality is to be reached, efforts by the government must be directed at empowering women. This initially entails improving the conditions of the indicators, in other words – ensure all girls have access to education, increase the proportion of seats held by women in parliament, and improve women’s capabilities for access to wage employment. However, education of girls can be argued to be the most fundamental of the three, as women can contribute more politically and have more employment opportunities if they are educated at an equal level to men. Furthermore, knowledge is an asset that cannot be taken away from someone, unlike employment or a political position, and therefore this needs to be prioritised above all else. It can benefit a woman by not only empowering her, but also by giving her a foundation on which to make informed choices, and opportunities to improve her life. Concerning maternal health, the benefits of education are evident in the LDHS results seen in Table 5, which clearly show in all matters concerning care coverage for pregnant women a positive relationship between Liberian women who are educated and the coverage and extent of care received (LISGIS et al 2008: 111 – 122).     

	Table 5: Relationship between care received and education
Prenatal care services
	 
	 
	 

	 
	Took iron 
supplement
	Took worm
medicine
	Informed of signs of complications
	 

	no education
	82.2 %
	25.1 %
	36.5 %
	 

	at least secondary
school
	96.5 %
	34.6 %
	50.3 %
	 

	 
	
	
	
	 

	 
	
	
	
	 

	Delivery
	
	
	
	 

	 
	Delivered in a health facility
	Delivered 
at home
	Assisted by a 
skilled provider
	Assisted by 
Traditional midwife

	no education
	28.3 %
	69.4 %
	35.7 %
	58.1 %

	at least secondary
school
	63.8 %
	34.7 %
	74.7 %
	22.2 %

	 
	
	
	
	 

	 
	
	
	
	 

	Postnatal Care
	
	
	
	 

	 
	Check-up within 2
 days of delivery
	No check-up
	Check-up by health
professional
	Check-up by traditional
midwife

	no education
	54%
	36.2 %
	36%
	27.4 %

	at least secondary
school
	75%
	17%
	69%
	13.8 %


There is also a clear positive relation between coverage/extent of care and wealth and urban residence (not shown in table). As there are generally more wealthy people who live in urban areas, and the wealthy are also more likely to be educated, these factors are intertwined. However, education has the benefit of making women more aware of their options regarding family planning and health care and thus less reliant on others making health related choices for them, no matter which wealth quintile she belongs to or where her place of residence may be. Based on these arguments, strategies by the government for empowering girls through education will be assessed to determine how seriously they are prioritising empowering women, which will further contribute to assessing whether maternal mortality is likely to decrease. Included in this will be an assessment of reproductive health awareness strategies, as these are more short-term efforts of educating, but can have an influential effect on maternal health, as women become more aware of how to look after themselves and make informed sexual and reproductive health choices.
However, in addressing the effect of women’s subordination on maternal mortality in Liberia it is not sufficient to stop at education for girls, as educating is a process that takes time to truly impact gender equality, and will not solely diminish the effect of gender inequality on maternal mortality. In chapter 4, GBV was highlighted as a major structural problem facing women, which greatly contributes to maternal mortality, as rape resulting in pregnancy either puts the woman’s life at risk merely from the fact of being pregnant under the current limited conditions for maternal health, or as the pregnancy is often unwanted she may seek an unsafe abortion. Government strategies therefore also need to implement effective measures for tackling GBV, as well as offering services to overcome the problem of unsafe abortions with the woman’s best interest at heart. These two issues will therefore also be addressed in this section of the analysis, to assess the degree to which the government is tackling the underlying structural factors influencing maternal mortality.
6.3.1 Education for Women’s Empowerment

Education of women has repeatedly been identified within the field of development as a determinant of the degree of autonomy and power women have, as well as a guiding factor for women’s reproductive and health choices (Bale et al 2003: 22, 23). Furthermore, “For every sum of money spent on female education, the society gets many times that sum back by way of savings in improved maternal and child health and in improved quality of life” (Harrison and Bergström 2001: 8). The GAD approach states education as important for enabling women to become agents of their development (Connelly 2000: 142), and therefore it is a central aspect of empowering women. In line with the importance of information and awareness-campaigns regarding women’s rights and options addressed above concerning cost, lack of knowledge is a structural risk factor in women suffering unnecessarily from pregnancy. Not only are the uneducated often less aware of their options and rights, but they are also more vulnerable to poverty and being dependent on others. 

According to the PRSP of Liberia, the government explicitly plans to increase the enrolment of girls in schools as well as decrease the number of dropouts. Tuition fees have been abolished for public primary education and greatly reduced for public secondary education (Government of Liberia 2008: 111-112), which ensures the structural barrier of cost does not prevent parents enrolling their children. However, strategies to ensure a higher enrolment of girls in schools principally seem to include providing a special scholarship programme for girls (without specific mention of what this entails) (Ibid: 122). No other explicit mentions of how to particularly encourage female enrolment seem apparent, such as strategies involving creating awareness amongst parents of how important it is for them to send their daughters to school, or programmes aimed at addressing girls’ domestic duties that could also play a role in their school attendance. Despite obvious disparities in school enrolment figures and literacy rates between males and females, there seems to be no mention of why girls have not had the capability to be educated and what can be done to ensure they gain the capability. Improving the rate of female literacy can diminish structural violence as it improves the position of women in society, yet unfortunately embedded social structures that have been preventing women from attending school are not actively included in strategies, which therefore begs the question of whether the government is truly committed to improving women’s position. In addition, there seems to be no mention in either the BPHS or the DOPRMML of the significance in educating women to improve maternal health, apart from awareness and advocacy campaigns concerning reproductive health. Lack of education clearly has an indirect effect on maternal health as could be seen in Table 5 above, and therefore deserves mentioning in their strategies. 
Awareness and education is also extremely important regarding more specifically reproductive and adolescent health, which there has been no National Strategic Framework for previously (MoHSW 2007a: 12), especially as Liberia has one of the highest adolescent pregnancy rates in the world (MoHSW et al 2008: 8). Under the BPHS, the majority of initiatives are planned and take place at the community level, with only treatment and testing of STDs and the dispensing of certain contraceptives requiring referral to health facilities, of which most can be administered at the clinic (MoHSW 2007b: 26). This is positive, as it means close proximity in their community for people to reproductive and adolescent support services, contraception (male and female condoms), and information. Furthermore, special education programmes are planned at the community level for educating adolescents about reproductive health and family life skills, which will for example include teaching young people the difference between rape and seduction (MoHSW 2007b: 14, 26). Interestingly, the Liberian National Family Planning Association (LNFPA) do not seem to be explicitly mentioned in the strategies, and when the programme manager for the Liberian Family Planning Association, J. Kota T. Kesselly was asked during the interview I had with him about sexual health programmes targeting schools, Kesselly (2008: 21m06s) stated that many health institutions run their own programmes. A consistent problem facing the LNFPA regarding these types of programmes is limited resources, “Like right now, as the national family planning institution, you may not believe it, but we have one old pick-up and we have one jeep, and the jeep brings the executive director who lives on the island far beyond the Freeport of Monrovia. So, how much out-of-the-office activities can we do? It is difficult” (Kesselly 2008: 21m38s). This is troubling, as it should be expected that to ensure sustainability of initiatives in this area, the Liberian National Family Planning Association head up the initiatives for adolescent and reproductive health education in order to reduce dependence on international NGOs. Unfortunately, the LNFPA receives little support from the government as, “…what the government is giving compared to what we are getting from IPPF
 actually is almost negligible actually. Less than 50.000 dollar, so it is quite small” (Kesselly 2008: 18m30s). The miniscule amount of funding shows little acknowledgement from the government’s side of the value and potential of building a strong national family planning service, which begs the question of how precisely they intend to execute their reproductive health strategies. Unfortunately, the documents do not seem to specify this, thus it is difficult to ascertain exactly which actors will be involved. If international NGOs play a big part in carrying them out, it can be problematic as it is not guaranteed sustainable. Furthermore, the heavy reliance the LNFPA has on the IPPF offers challenges, as they witnessed at the beginning of 2008 when the LNFPA were forced to slow down their activities as they were unable to communicate with the IPPF Africa office in Nairobi in which they receive their support, due to the post-election crisis in Kenya (Kesselly 2008: 1m35s). Family planning services could be stronger if the government focused on building up their national family planning association, as this would centralise activities and remove responsibility from international NGOs, but currently it seems the government is undervaluing the potential of the LNFPA, which structurally impedes their possibilities.    
Returning to the strategies for reproductive health awareness, the statistics on usage and knowledge of contraception on page 29 showed that most women already know about some form of contraception, but that very few women use them, mostly as they are afraid of side effects. Knowledge therefore particularly needs to be directed at dispelling myths concerning contraceptives, of which there seems to be no explicit mention of ensuring in the awareness strategies in either the DOPRMML or BPHS. Myths are mentioned once in the MNH Road Map (MoHSW 2007a: 18) as being a family planning problem, yet there are no strategies aimed explicitly at dealing with them. This disregards a clearly important factor in women choosing not to use contraception, which ultimately reinforces structural violence, as local beliefs act as a barrier preventing women from making the right contraceptive choices. In his interview, Kesselly pointed out a poster they had produced depicting a female condom which appeared extremely bulky, and therefore many women were afraid of using it. “…it appears kind of massive, so people are not easily encouraged to look at it. So most of the women that come here that want to take condom they prefer to take the male condom than to go for that. I think it is too big. Even though we show them videotapes on how it is inserted for easier…you know, but it is still very very slow” (Kesselly 2008: 12m15s). Hence, it is vital in awareness campaigns to consider how people perceive the information they are exposed to, for as in this case, if women only choose the male condom, they have to rely on their partner being willing to use it, thus not having complete control, which is not ideal in a society where women are subordinate. Explicit mention of informing about birth spacing and family planning is however mentioned in awareness strategies, which is positive considering wanting many children was the next highest reason for not using contraceptives.


Ultimately, strategies aimed at increasing the attendance of girls at schools are extremely weak, as there seems to be no acknowledgement of the societal factors influencing their low attendance, thus embedded structural factors remain unchallenged. Furthermore, while strategies for adolescent and reproductive services attempt to reach people locally, they do not explicitly mention focusing on addressing the biggest issue causing women’s minimal usage of contraception, namely myths, which leaves a great possibility of local beliefs superseding and averting people from using contraception. Once again, uninformed women become those more likely to be ‘victims’ of pregnancy, which according to the theory of structural violence is a structurally imposed form of suffering. Lastly, the government seems to disregard the potential of utilising the LNFPA more for its reproductive health and awareness strategies, most obviously by barely offering any financial support, which seems illogical if they are concertedly committed to improving reproductive health, hence it can be argued they do not value reproductive health highly enough. As reproductive health problems are the biggest health burden facing women (mentioned on page 1), under-prioritising this area is not valuing women’s health highly enough, thus reinforcing structural violence against women.  
6.3.2 Tackling Gender-Based Violence
As mentioned in chapter 4, women are at extreme risk of GBV, particularly rape, in Liberia, and clearly this is relevant to address concerning maternal mortality, as many cases of rape result in pregnancy. The high prevalence of rape reflects the subordinate position women hold and the lack of control they have over their reproductive health determined by societal structures. The government must be accountable for the safety of women and ensuring security in the country to eliminate gender determining a person’s vulnerability. Reducing the amount of rape cases can have a positive effect on the MMR, as it not only reduces the number of unwanted pregnancies that lead to a risk of maternal mortality due to poor conditions, or unsafe abortion, but also lessens the pressure on the current few resources available for maternal health. 
The current President has tackled the issue of rape the moment she stepped into office, enforcing a new, tougher law against rape on the first day after her inauguration. It considers non-consensual penetration with any foreign object rape, with a penalty of 10 years imprisonment, and sex with a victim under 18 is automatically considered non-consensual with a penalty of life imprisonment (Blunt 2006: para. 25 - 28; LISGIS et al 2008: 225). In addition, she has also enforced a law against gang rape for the first time in Liberia, with a penalty of life imprisonment (Blunt 2006: para. 28). These penalties reflect a government perception of no tolerance, as it not only shows the government regards the issue as vital to overcome, but also ensures tough consequences for perpetrators. However, as mentioned on page 27, the legal system has significant gaps due to the lack of financial-, material-, and human resources, and therefore the people have little faith in its abilities to protect them, citing corruption and the lack of legal aid as major concerns (Government of Liberia 2008: 91, 92). Moreover, people lack knowledge about the laws and their rights, particularly the Rape Law (Ibid: 92), and therefore there remain some obstacles in the way of people utilising this new law. 
Once again, it becomes evident how important information and awareness campaigns are once laws have been implemented to ensure people are aware of their rights, for otherwise the law will only benefit the few – those who have access to information, and essentially this reinforces structural violence against the poor and uninformed. It is also significant to recognise that the Rape Law is beneficial for punishing the offenders, but is limited in its ability of prevention. Clearly, some may decide not to commit the crime because of the presence of the law and the tough consequences, but it is not sufficient in preventing rape from occurring. Prevention strategies are also limited in the GBV National Plan of Action developed by the GBV Secretariat in the Ministry of Gender and Development in Liberia (Government of Liberia 2008: 54). Apart from one of the strategies, which is focused on supporting empowering women and girls, the five main strategies all involve post-GBV services such as appropriate health care for victims (Sirleaf ####). This is surprising and somewhat problematic, as it does not seem to offer solutions to preventing GBV. There is no mention of prevention strategies such as educating males about respecting women and the immorality of GBV, and no suggestions of creating a sense of intolerance of GBV among the population. The strategies therefore only tackle the symptoms and do not seem to be challenging the root causes of GBV, instead maintaining women in a vulnerable position of being at risk of both GBV and becoming pregnant involuntarily, which adds the further risk of maternal mortality. The only comfort women currently seem to have, is that services are available to them should they be exposed to GBV. Structural violence against women is ultimately being reinforced, as the underlying factors are not being challenged.
6.3.3 Addressing the Needs for Unwanted Pregnancies
This leads to the question of what services are available to women should they fall pregnant as a result of rape. There is a great possibility of a Liberian woman falling pregnant involuntarily, which under the current circumstances puts her life at risk of maternal mortality, which makes a woman not only a victim of structural violence due to rape, but also a victim due to being at risk of maternal mortality. As mentioned previously, unsafe abortions occur frequently, and are one of the main causes of maternal mortality in Liberia, regularly being practiced illegally due to the high amount of unwanted pregnancies – particularly teen pregnancies. Abortion is always a sensitive issue, but in a country such as Liberia where women clearly hold a subordinate position in society, fertility is extremely high, rape is highly prevalent, and use of contraceptives is low, it is necessary to seriously consider abortion as a family planning option for women, to minimise their suffering from structural violence. From the statistics on contraception and GBV, it is evident that women often have little protection against becoming pregnant. In this regard, women need the option of terminating their pregnancy safely, to avoid seeking unsafe procedures, or going through the risks of pregnancy in the circumstances they live in, by bearing an unwanted child that they have been powerless to avoid bearing. However, despite offering post-abortion care, Liberia’s abortion policy is that abortion is illegal unless the woman’s life is in danger due to the pregnancy, if her health is in grave danger, if she has been raped, or if the foetus will be born with severe defects (UNDESA 1999: 104). These grounds seem reasonable and take into consideration the prevalence of rape, which therefore also includes underage pregnancies, as the recent rape law automatically considers sex with a minor (under 18 years of age) rape, as mentioned above. However, the additional conditions outlined in the policy that must be met before a pregnancy can legally be terminated severely complicate the option. First, two physicians must certify the justification for termination, with the two certificates needing to be submitted to the hospital where the abortion will be performed or to the Ministry of Health in advance of the procedure (Ibid). The obvious difficulty in this is that (excluding international physicians) there are only 51 physicians currently in Liberia – one for every 70,000 Liberians (Government of Liberia 2008: 16), which makes consulting two physicians very challenging. Furthermore, if rape is the cause of pregnancy, the woman must also report the rape to the county attorney or police (UNDESA 1999: 104). As previously mentioned, many women are reluctant to report rape due to being socially stigmatised, and therefore may be deterred from seeking a safe abortion on these grounds. These conditions do not take into consideration socio-cultural factors of stigmatisation nor the difficulties in consulting two physicians, and therefore this can greatly be considered a reinforcement of structural violence against women, and particularly poor women. Poor women will face the most difficulties in consulting two physicians, as most of the LDHS statistics point to these women facing most obstacles in receiving health care, and these women also become the most vulnerable if they are stigmatised, as they rely heavily on their partners, families and communities. No consideration is made for these factors, leaving women – and particularly poor women with few capabilities for utilising the option of safe abortion. Illegal and unsafe abortions are therefore likely to remain a major cause of maternal mortality until this law is taken up for revision. 
Unfortunately, it seems that the abortion policy will remain unchanged for now, as the Assistant Minister/Deputy Chief Medical Officer for Curative Services Dr. Moses Pewu said in the interview I had with him, “Abortion is illegal in Liberia, and I don’t think that the government is thinking of making it legal, no” (Pewu 2008: 13m57s). He did not state why, but in attempting to get him to elaborate on the topic, he carried on by stating that, 

“The death of the mother is not because they are not doing abortions, no. It’s because, One: some women, they get pregnant but they don’t even go to the health facility. Two: they go behind the house or somewhere for delivery, even if they have a clinic where you have a health worker, they don’t want to go there. Another reason in some of these facilities, actually we don’t have the qualified health personnel, you see, it’s very very bad because in some areas that I have visited they only have a nurse aide, because no nurse, no doctor wants to go to that area…” (Pewu 2008: 15m12s). 

In this quote, he clearly dismisses that abortions play any factor in the high prevalence of maternal mortality, and instead seems to put a degree of the blame on women choosing not to go to a health facility, implying that the option is there, but that they prefer to deliver behind the house! This answer reeks of a derogatory perception of women, as delivering behind the house conjures up an image of an animal giving birth, and it is unlikely a woman would prefer to deliver outside her house rather than inside if they were her only options. Furthermore, if a woman chooses not to go to a health facility even though she is aware that a health worker will be present, it is likely because she has not been informed of the importance and benefits of delivering there, which is fundamentally the role of the government to ensure. Overall, this answer from a government official is troubling; as it illustrates that – despite all the government documents acknowledging women’s subordination and limited options, somehow women are held responsible for the high maternal mortality. That Pewu disregards abortions as playing any role is further disheartening, as it shows a lack of acknowledgement of the limited control women have over their reproductive health and the dilemma women face bearing an unwanted child.

Based on the analysis of these three factors related to women’s subordinate position in Liberia that put them at increased risk of maternal mortality, structural factors are not being adequately addressed by the Liberian government. Because of this, it seems likely that maternal mortality will be difficult to reduce in Liberia, as women will continually have to struggle against the problems that their societal position bestows upon them, thus remaining victims of structural violence. Strategies concerning GBV and abortion services are severely lacking in methods that challenge the underlying structures in society that cause women to suffer unnecessarily. The government policies and strategies are instead reinforcing structural violence against women, by disregarding the underlying causes and the consequences women are forced to live with. Not only is this unsustainable, but it is likely to undermine their maternal health strategies, continuing to put pressure on the maternal health situation and maintain the high prevalence of maternal mortality. Throughout the entire chapter of analysis, what recurs as a pertinent problem is lack of knowledge, for even when efforts are made by the government to implement strategies meant to improve maternal health, women seem unaware of them, and ultimately they see no change to their situation. Massive informative awareness campaigns need to be prioritised to constantly bombard the population with information and ensure they become aware of the rights they have been entitled.   
7. Conclusion
In concluding, the questions raised in the problem formulation can now be answered using all of the above information and analysis, and thus will be recapped here. How can structural violence against women explain the high prevalence of maternal mortality in Liberia? From a gender perspective and structural violence, do the maternal health strategies and policies the government has implemented (or planned to implement), reflect a true commitment by the government to improve maternal health by addressing the structural barriers women face, or are they essentially reinforcing structural violence against women? 
Structural violence clearly plays a central role in the cause of the high prevalence of maternal mortality in Liberia, as women – particularly those most marginalised due to poverty, lack of education, and residing in rural areas, have limited options in obtaining the necessary care, as its availability has been under-prioritised. Despite it being widely known for over a century that certain services and facilities are crucial for women’s health during pregnancy, women have clearly not been valued highly enough for these services to be implemented in Liberia, demonstrating a system that has discriminated against women. The policies and strategies of the Liberian government concerning maternal health acknowledge that structural barriers do play a significant role in the high prevalence of maternal mortality in Liberia, and address in their strategies, to some degree or another, each of the structural issues dealt with in the analysis that were chosen on the basis of the GAD approach. It is evident that the government’s strategies for overcoming structural barriers to practical needs for pregnant women have some potential in reducing the effect of structural factors, as they are attempting to solve problems of distance and cost, which structurally exclude the rural and poor from obtaining maternal health care. According to GAD, these were important to overcome before strategic interests could be achieved. Their current efforts in these areas could be improved though, as women still face difficulties in reaching secondary health facilities if referred from clinics, leaving rural women (who are generally poor) at a much higher risk of suffering from maternal mortality, which makes them victims of structural violence on the basis of their residence. In addition, more intensive and concerted efforts need to be targeted at informing the entire public about their entitlements to free primary health care, and that these services are of a high standard, so that women are not being excluded from health care on the basis of being uninformed. 
The biggest issue regarding practical needs however, is the lack of health personnel, particularly midwives, which is not adequately prioritised by the government, as they do not value midwives highly enough, despite their own recognition that midwives are essential in improving maternal health. They do plan to increase the amount of midwives trained, but by not offering appropriate incentives, such as a reasonable salary, they are not matching the value midwives contribute to maternal health, with the value of midwives’ pay. As midwives’ work is solely concerned with a health issue that only women are exposed to, it can be argued that the government is reinforcing the structurally embedded view that women, and women’s issues, are of less value. This blatant gender discrimination illustrates that the government is thus evidently reinforcing structural violence against women by undervaluing midwives. 
The embedded structural factors causing women, and particularly poor women’s vulnerability, nowhere seem sufficiently challenged in the government policies and strategies that have been examined for the analysis, which according to the conceptual framework means that structural violence against poor women will persist, as they are lacking in efforts to empower women. While recognising the importance in the PRSP of educating girls, and the prevalence of GBV that must be dealt with, the government’s strategies do not mention what the underlying causes are of women’s low literacy rate or of the high prevalence of GBV and how to prevent it. Consequently, the underlying causes will remain unchallenged, sustaining unequal gender relations, and likely continue to prevent women from equitably participating in society alongside men. The adverse effects of this on maternal health is that women will continue to be ‘victims’ of pregnancy, as lack of education and susceptibility to GBV gives them little control over their reproductive health, putting them at risk of involuntary pregnancy and thus the risk of maternal mortality. Furthermore, abortion services in Liberia reflect an ignorant perception by the government of the situation of women in the country, as they neither take into account the effect women’s subordinate position plays on them becoming pregnant, nor the circumstances that make it nigh impossible for women to be granted a legal abortion. By not acknowledging these factors, the government is reinforcing structural violence against women, as women firstly have little choice in becoming pregnant, and secondly have no choice regarding safe abortions. 
Based on these facts, it unfortunately seems likely that reducing maternal mortality in Liberia will be an unnecessarily slow process, and women will continue to suffer the high risk of maternal death because of structural factors that the government is not actively trying to overcome. The efforts made at diminishing structural barriers, more specifically - distance and cost, have the benefit of minimising structural violence, but only as far as improving the condition of pregnant women, rather than improving their position. Structural violence will remain a pertinent factor of maternal mortality in Liberia so long women are sustained in their subordinate position.
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� Curiously, there is no date stated on the BPHS for when it was released, but as the BPHS concerns the strategic health plan for the years 2007-2011, the year of release for the BPHS will be stated in this thesis as 2007.


� Infection of the placental site that passes into the bloodstream following birth or abortion (Merriam-Webster 2008)


� Within a diameter of approximately 10 km (MoHSW 2007b: 9)


� “The contents of the clean delivery kit may vary from country to country, but they must fit the specific needs of the


   women giving birth and be easily obtainable at every street corner and in all remote regions of a country. These


   simple but effective kits can even be assembled at home and include a new, sterile razor blade for the umbilical cord.” (WHO 1996: 19) 


� International Planned Parenthood Federation
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