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 ABOUT THIS PROGRAM:

FOCAL’s Health program proposes to use analytical tools in order to pro-
duce fact-based evidence about the degree of inequalities and inequities 
in health and their main determinants among marginalized populations 
such as Indigenous Peoples and Afro-descendants in Bolivia, Colombia 
and Peru. This initiative will assist in the identification of policy gaps for 
the development, discussion and exchange of more accurate health policy 
ideas.

Reform efforts that have been undertaken in Bolivia, and are underway 
today, are essentially linked with the implementation of new health insur-
ances, conditional cash transfers and decentralization to give local govern-
ments more power to deliver more focused and effective policies. Despite 
these efforts, the results have fallen far short, confining improvements in 
access and supply of health services to urban and surrounding areas while 
leaving rural and marginalized populations to face growing levels of in-
equalities and inequities.



Executive summary

Bolivian maternal and child mortality rates are alarming: they are the highest in Latin America 
and the Caribbean, after Haiti. The situation is even worse for some vulnerable populations. 

In a bid to improve the health of the population, especially mothers and children, Bolivian 
governments have implemented three successive free health insurance plans since 1994, namely 
the National Maternal and Child Insurance (SNMN), Basic Health Insurance (SBS) and Universal 
Maternal and Child Insurance (SUMI). 

As expected, national maternal-child health indicators showed significant improvement, though 
still well below the United Nations Millennium Development Goals set for 2015. Indigenous and 
rural populations —which represent 60 and 37 per cent of the Bolivian population, respectively— 
are further away from reaching these goals due to historical gaps and lack of effective, equity-
driven public policies with respect to health. 

The SBS that included sexual reproductive health and family planning services for all women 
of childbearing age as well as the treatment and prevention of endemic diseases for the entire 
population was the most effective insurance plan. Indeed, it had a significant impact on maternal 
and neonatal mortality, particularly in rural areas and among the indigenous population.

In contrast, SUMI removed coverage for endemic diseases as well as reproductive health and 
family planning services for non-pregnant women, and health indicators worsened after its 
implementation particularly in rural areas. Inequity in health outcomes also grew because the 
services of high complexity that the SUMI plan made available in urban areas never reached the 
segment of the population that needed them most.

Based on these findings, three key policy recommendations have been formulated:

Different policies and intervention strategies, which take into account geographic and •	
cultural barriers, are needed for rural areas and the indigenous population.

Before implementing universal coverage, primary care infrastructure and human •	
resources, especially in rural areas, could be improved.

Women of childbearing age need to be covered and birth control methods could be made •	
available in order to reduce maternal and neonatal mortality rates.  



Introduction

Bolivia is home to a culturally diverse population which, in 2009,1 was estimated at roughly 
10 million people dispersed over a large territory. Politically and administratively, Bolivia is 
organized into nine departments and 327 municipalities.

According to the last 2001 census, roughly 60 per cent of the population self-identified as 
indigenous belonging to 37 recognized ethnic groups.2 The Aymaras and Quechuas make up the 
majority of the Bolivian population. More than 37 per cent of the general population continue to 
live in rural areas and, of these, 75 per cent view themselves as indigenous,3 whereas 61 per cent 
of the Spanish-speaking people live in urban areas. 

In the absence of specific health information on the indigenous population, we have sought to map 
out the general distribution of the population by ethnicity in order to identify health inequalities 
among indigenous groups. For this purpose, we classified the nine departments as indigenous 
if more than 60 per cent of the people belong to a native group and as non-indigenous if more 
than 60 per cent of the inhabitants do not belong to any ethnic group. Consequently, Chuquisaca 
(61.1 per cent Quechua), La Paz (68.4 per cent Aymara), Cochabamba (66.2 per cent Quechua), 
Oruro (37.3 per cent Aymara and 35.7 per cent Quechua) and Potosi (77.1 per cent Quechua) are 
indigenous departments while Beni, Pando, Tarija and Santa Cruz are non-indigenous.  

Overview of the health situation

Despite improvements in key health indicators over the last 20 years, as Demographic Health 
Surveys (DHS) have shown, Bolivia still has the second worst health indicators in Latin America.4 
Life expectancy at birth is only 65 years.5 Maternal and infant mortality remain the highest in 
the region after Haiti.6 Communicable diseases such as malaria, Chagas disease (American 
trypanosomiasis) and tuberculosis are endemic and, along with HIV-AIDS and emerging 
diseases like dengue, constitute significant social and economic burdens. In addition, Bolivia is 
experiencing an epidemiological transition where chronic diseases are increasingly becoming 
more prevalent and straining an already weak health-care system. 

With 65 per cent of the population living in poverty, Bolivia is one of the poorest countries in 
Latin America. According to socioeconomic indicators, poverty is also more severe and extreme 
among the indigenous groups7 and in rural areas where conditions have worsened over the last 
15 years and inequalities have increased.8

Though available in rural areas, public services do not adequately respond to the needs of Bolivia’s 
poorest and most excluded populations. According to a Pan American Health Organization 
(PAHO) study on Bolivia, the rural population is excluded from adequate services by factors 
that are both exogenous and endogenous to the health-care system.9 Exogenous factors, such 
as female illiteracy —a key factor—, poverty, geographic barriers, gender inequality, historic 
discrimination against the Indigenous People and inadequate housing, account for 60 per cent 
of the exclusion. Endogenous factors, which account for roughly 40 per cent, include systemic 
inadequacies such as the inability to solve health problems, limited coverage, frequent changes 
in health-care providers, or their non-responsiveness and incapacity, and differing cultural 
perceptions of the quality of care.10
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Bolivian health-care system

The Bolivian health-care system is made up of the public sector, social security and the private 
sector. The public sector offers programs that focus on mothers, children and the elderly, but 
its capacity to solve health problems is limited and there is a shortage of human resources. For 
instance, in urban areas, there are 3.6 doctors per 10,000 people as opposed to 1.3 per 10,000 
widely dispersed people in rural areas, according to the National Health Information System’s 
Annual Health Statistics for 2007. Social security, which caters only to those employed in the 
formal sector, provides coverage for diseases, pre- and neonatal care, childhood care as well as 
occupational risks. The private sector is small and comprised of private practitioners and clinics 
administered by churches and other non-profit organizations. Traditional medicine, which is 
important in Bolivia, falls under this category.11

Health services are structured into three levels based on the complexity of care provided. The 
first level or entry point into the system is made up of basic facilities (50.5 per cent) where a 
nurse assistant delivers health promotion programs, preventive care and basic health services, 
and health centres (42.4 per cent) where a doctor and a nurse promote health programs and 
offer preventive and outpatient medical care. This level accounts for 93 per cent of all the health 
services in Bolivia and almost all the facilities in rural areas. 

The second level, found mainly in urban areas, represents 5.2 per cent of all health-care 
facilities and is composed of basic hospitals providing general medical care and four specialties: 
paediatrics, gynaecology, general surgery and traumatology. The third level, made up of general 
and specialized hospitals in the capital city of each department (1.9 per cent of all facilities), is 
operated by doctors, nurses and specialists (e.g. cardiology, neurology, urology, psychiatry, etc.). 
This unequal distribution of health services explains some of the disparities between the urban 
and rural population, since rural areas and remote communities do not have access to second or 
third level services.

Health policies and maternal-child health 

Over the last two decades, Bolivian governments and health authorities have designed and 
implemented three insurance plans meant to improve the health of the population. This policy 
paper evaluates subsequent health outcomes and asks whether insurance plans helped the 
poorest and indigenous population of the country and reduced the gaps between the urban and 
rural population with respect to health. 

Maternal-Child Health Insurance Models

In order to improve the health of the population and reduce disparities, various Bolivian 
national governments have implemented the following three health insurance plans as part 
of their official health policies since 1994: National Maternal and Child Insurance (SNMN); 
Basic Health Insurance (SBS); and Universal Maternal and Child Insurance (SUMI).

Despite their names, these are not insurance plans, but rather three forms of free care aimed 
mainly at mothers and children, designed to increase the uptake in health services by reducing 
or eliminating economic barriers. The following table is a summary of the three service packages 
implemented since 1994. #
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Although all three insurance schemes seek to reduce maternal and child mortality rates by 
providing free health care to pregnant women and children under five, there are some important 
differences relating mainly to the complex nature of services provided and the intended 
beneficiaries. The services provided under the SNMN and SBS plans amount to first and second 
level primary care while the SUMI plan provides advance care available mainly in third-level 
facilities absent in rural areas. Another difference is that while the SNMN and SUMI services 
are restricted to pregnant women and children under five, the SBS plan includes birth control, 
post-abortion care, sexual and reproductive health for women of childbearing age, as well as the 
diagnosis and treatment of endemic diseases —including sexually transmitted infections (STIs) 
and HIV— for the entire population.

Maternal-Child Health Outcomes 

The results of the Demographic Health Surveys (DHS), which are conducted every four to five 
years in Bolivia, were used to analyze and establish links between health outcomes and the 
insurance plans. The DHS reports on national and departmental indicators and on the general 
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situation in both rural and urban areas. The data obtained in each DHS report shows the health 
situation in the years prior to the survey. Since the periods covered by surveys coincide with the 
implementation dates of insurance plans, the results of these plans can be monitored with the 
DHS.  

Infant and Child Health

Figure 1 shows the evolution of child health over the last 15 years. Child (from birth to five years), 
infant (less than one year) and neonatal (from birth to 28 days) mortality rates, experienced a 
marked improvement from 1994 to 2003, whereas between 2003 and 2008 the progress was less 
evident.

Infant mortality dropped by 42.5 per cent from 1994 to 2008. Over the 15-year period, the 
total decline in child mortality (52.3 per cent) and neonatal mortality (34.1 per cent) was also 
significant (see Figure 1). 

These results, however, mask important disparities that are uncovered when the rates for rural 
areas and the indigenous population are analyzed (see infant mortality rates in Figure 2). In 
general, in rural areas, all the rates are almost twice as high as those in urban areas. The total 
reduction in infant mortality between 1994 and 2008 was 37.7 per cent compared to 29.2 per 
cent in rural areas. In fact, during the last five years of implementation of SUMI, infant health in 
rural areas worsened. 
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Further, when infant mortality is analyzed by ethnicity, the five indigenous departments 
—Chuquisaca, Cochabamba, La Paz, Oruro and Potosi (see Figure 3)— have higher mortality 
rates than the four non-indigenous departments. This finding is consistent with similar studies 
that reported greater and frequent infant deaths in the indigenous population.12
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Patterns similar to those in infant mortality are observed when neonatal mortality rates are 
analyzed. First, with 27 deaths per 1,000 live births, neonatal mortality rates have not changed 
in the past five years and, in fact, rose in all departments except Chuquisaca and Oruro. Second, 
indigenous departments have twice the rate of non-indigenous departments and the gap between 
rural and urban areas almost doubled in 2008. 

These results, which reveal inequalities in access to health-care services and coverage between 
indigenous and non-indigenous as well as rural and urban populations, can be explained by 
differences in policy implementation. In fact, with the exception of SBS, during the implementation 
of health-care insurance plans, the gap in infant mortality between urban and rural areas widened 
(see Figure 2).

During the period SBS was in place, neonatal mortality saw its steepest decline (20.6 per cent) and 
improved the most in rural areas, while the rural-urban gap narrowed (see Table 3 on page 11).

It is widely accepted that neonatal mortality is closely related to prenatal care and health care 
during delivery while post-neonatal mortality (i.e. deaths between 28 days and 11 months after 
birth) is linked to living conditions and home care. As such, it can be said that by providing 
basic health services at first level facilities in rural areas, SBS improved access and coverage for 
the rural population thus preventing neonatal deaths. In addition, by offering a wide range of 
mobile maternal, childhood and endemic disease prevention and therapeutic services outside of 
the health service facilities, SBS helped reduce post-neonatal mortality rates. Again, by reaching 
remote communities, hence a greater number of people, SBS was the only insurance plan that 
addressed geographic and economic barriers to health services. 

In contrast, SUMI prioritized advanced therapeutic services (health care of second and third 
level) for mothers and children that are mainly available in urban centres. In doing so, SUMI 
created a geographic barrier and failed to address the acute needs of the rural population. In 
effect, these needs were neglected, neonatal mortality rose and the general health situation of the 
rural and indigenous population worsened. In short, Bolivia reversed the gains made with the 
two previous insurance schemes.
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The same can be said regarding the mortality of children under five: the highest reduction 
occurred under the SBS plan while the rate increased in rural areas under SUMI (see Figure 4). 
Indigenous departments had twice the child mortality rates of non-indigenous departments.
 
Although not the focus of the three insurance plans, chronic malnutrition is also an important 
infant and child health indicator. As shown in Table 2, no improvements were observed from 
1994 to 2003 for this indicator. In response, chronic malnutrition became the focus of a national 
program implemented in 2006 called the Zero Malnutrition Program. 

The analysis by department shows that malnutrition affects on average 28.8 per cent of the 
children in indigenous departments and about 10.9 per cent in non-indigenous ones. This finding 
is corroborated by other studies indicating that malnutrition in the indigenous population is 
three times as high as in the non-indigenous population.13 

Although it is premature to draw conclusions on the impact of the Zero Malnutrition Program, the 
reduction in the number of malnourished children in 2008 could be attributed to it. However, as 
seen in Table 2, this program did not reach the most vulnerable as chronic malnutrition decreased 
more in non-indigenous departments and urban areas and the rural-urban gap widened. In fact, 
the gap is abysmal when health outcomes for the children of mothers without education are 
compared to those of mothers with higher education. Once again, as these results demonstrate, 
if well-intentioned policies do not give priority to the indigenous and rural populations through 
specific provisions, the population that benefits the most is the one with greater access to health 
services: the urban, educated, non-indigenous and affluent population. 

Maternal Health

Maternal mortality in Bolivia remains one of the highest in Latin America.14 According to the 
1989 DHS report, the rate was then 416 deaths per 100,000 live births. The 2015 Millennium 
Development Goal (MDG) for maternal mortality was set at 104 deaths per 100,000 live births. 
Although the maternal mortality rate has been significantly reduced, it is now apparent that this 
goal will not be achieved unless drastic measures are implemented country-wide.
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Patterns similar to those in infant mortality are observed when neonatal mortality rates are 
analyzed. First, with 27 deaths per 1,000 live births, neonatal mortality rates have not changed 
in the past five years and, in fact, rose in all departments except Chuquisaca and Oruro. Second, 
indigenous departments have twice the rate of non-indigenous departments and the gap between 
rural and urban areas almost doubled in 2008. 

These results, which reveal inequalities in access to health-care services and coverage between 
indigenous and non-indigenous as well as rural and urban populations, can be explained by 
differences in policy implementation. In fact, with the exception of SBS, during the implementation 
of health-care insurance plans, the gap in infant mortality between urban and rural areas widened 
(see Figure 2).

During the period SBS was in place, neonatal mortality saw its steepest decline (20.6 per cent) and 
improved the most in rural areas, while the rural-urban gap narrowed (see Table 3 on page 11).

It is widely accepted that neonatal mortality is closely related to prenatal care and health care 
during delivery while post-neonatal mortality (i.e. deaths between 28 days and 11 months after 
birth) is linked to living conditions and home care. As such, it can be said that by providing 
basic health services at first level facilities in rural areas, SBS improved access and coverage for 
the rural population thus preventing neonatal deaths. In addition, by offering a wide range of 
mobile maternal, childhood and endemic disease prevention and therapeutic services outside of 
the health service facilities, SBS helped reduce post-neonatal mortality rates. Again, by reaching 
remote communities, hence a greater number of people, SBS was the only insurance plan that 
addressed geographic and economic barriers to health services. 

In contrast, SUMI prioritized advanced therapeutic services (health care of second and third 
level) for mothers and children that are mainly available in urban centres. In doing so, SUMI 
created a geographic barrier and failed to address the acute needs of the rural population. In 
effect, these needs were neglected, neonatal mortality rose and the general health situation of the 
rural and indigenous population worsened. In short, Bolivia reversed the gains made with the 
two previous insurance schemes.
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As shown in Figure 5, maternal mortality between 1994 and 2003 declined from 390 to 230 
deaths per 100,000 live births. This amounted to a 41 per cent reduction of which 26.5 per cent 
occurred between 1998 and 2003 when the SBS plan was in place. 

In the same period, maternal mortality dropped on average by 5.3 per cent a year. This downward 
trend raised hopes that Bolivia was on target to meet the MDG. However, according to the latest 
2008 DHS report, in the last five years of implementation of SUMI, maternal mortality rose 
from 230 to 310 deaths per 100,000 live births, thus reversing the gains made over the previous 
periods (see Figure 5 and Table 3 on page 11). 15

Though shocking, these results are not unexpected. SUMI eliminated not only coverage for 
women of childbearing age, but also access to birth control as well as information on reproductive 
rights. Moreover, according to other studies, SUMI neither provided right-to-health enforcement 
mechanisms nor ensured that a mother’s nutritional status was adequate before conception and 
during pregnancy.16 

Hemorrhage during pregnancy, including abortion-related, is the primary cause of maternal 
mortality in Bolivia17 and abortion itself is the third cause.18 It can be speculated that the rise in 
mortality is due to a surge in abortions; however, further studies are needed to confirm this. Recent 
studies indicate that access to birth control services could prevent 75 per cent of maternal deaths 
and 50 per cent of neonatal deaths19 mainly by reducing abortions and unwanted pregnancies. 

Data from the 2008 DHS report was used to examine the link between birth control in women of 
childbearing age, and maternal and neonatal mortality. The analysis showed an inverse correlation 
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between the two in that neonatal mortality declined as birth control became prevalent. In fact, as 
seen in Figure 6a, the departments with the highest percentage of women on birth control have 
the lowest neonatal mortality. 

Similarly, when analyzed by department, the 2001 maternal mortality data and 2008 statistics 
on birth control usage also showed a negative correlation (see Figure 6b).20 
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Parallel to the decline in mortality rates under the SNMN and SBS plans is the progressive increase 
in the use of birth control between 1994 and 2003. In rural areas, the largest uptake occurred 
when the SBS plan was in place (see Figure 7). In contrast, under SUMI, the use of modern birth 
control methods did not increase in the urban and rural areas. 

The percentage of birth deliveries in health service facilities is another indicator that impacts 
maternal and neonatal health since this indicator helps evaluate the risk mothers face when 
trained health personnel do not attend deliveries in a health service facility.

Following the implementation of the first insurance plan in 1994, the number of births attended 
in health service facilities steadily rose. The highest increase occurred between 1994 and 1998, 
the period during which the plans were first introduced, beginning with SNMN that lowered 
economic barriers.

To date, 70 per cent of deliveries are assisted in health service facilities and, with regard to this 
indicator, Bolivia is on track to meet the corresponding MDG. However, large inequities remain 
between deliveries in rural and urban areas. In 2008, only 43.7 per cent of deliveries in rural 
areas were done in health service facilities compared to 87.7 per cent in urban areas. It seems 
that SUMI has neither reached rural and remote communities nor encouraged a large number of 
women to demand health services. In general, the urban population is benefiting the most while 
the health situation is getting worse in rural areas. This gap can be explained in two ways: first, 
better resourced health services are mainly located in urban areas; second, the generalized free 
health-care offer seems to have attracted in the cities people who previously had private health-
care plans. Similarly, the Social and Economic Policy Analysis Unit (UDAPE) and UNICEF 
Bolivia found that urban mothers with a relatively high income and educational level were the 
most frequent users of public health services. 21  

#

10

������

����	�

���� ���� ���� ����

�	����� ���� ���� ���� ����

����� ���	 	��	 ���	 ����

����� ��� ���	 �� ����

����������

��	����	�	��

�	����	�

���� ���� ���� ����

�

�

��

��

��

��

��

��

��

��

�	�	

����

���� ����

����

����

���� ����

���

����

��
���	

��������

	������������������������������������������������������������������

�������

�����

�����

������������������ �!"����!"��#��#��$���!��%��&�'(������)�����)��������������

�
�
��
�
�
!�
$
�

�*+*

���

��+,



There is also a gap between indigenous and non-indigenous departments with respect to maternal 
health. All non-indigenous departments have already reached the MDG for institutional deliveries. 
On the contrary, La Paz, Oruro and Potosi, which are the departments with the highest rates of 
maternal mortality, are also the ones that have the lowest levels of institutional deliveries. 

Given the economic, social and even political outcomes of implementing SUMI, it is clear that this 
policy has failed to address the basic health needs of the rural, poor and indigenous population 
that continues to suffer from high maternal and child mortality, malnutrition and infectious 
diseases. In addition, auxiliary nurses who are only trained to provide basic care are responsible 
for most health services provided in rural areas.

Language and cultural barriers also account for disparities in the delivery of attended birthing 
services. In rural areas, notably in the departments of Chuquisaca, Cochabamba, La Paz, Oruro 
and Potosi where the majority of monolingual indigenous women live, language barriers are 
significant and this partly explains why home deliveries are quite frequent. Poor quality of 
care can also create cultural barriers, as occurs when the attendant does not follow the cultural 
practices of the woman during delivery. #
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The education level, especially of women, is also a major exclusion factor in health as noted in 
a 2004 PAHO and UDAPE joint study as well as the high malnutrition rates among children 
of mothers without education.22 Likewise, as previous intervention projects have shown, the 
indigenous women in particular lack knowledge about their sexual and reproductive health, 
including signs of danger to their lives and those of their babies. This lack of knowledge influences 
attitudes or appropriate and timely care-seeking behaviour.23 As part of its service offering, an 
insurance plan must therefore include educational strategies aimed specifically at women.

Conclusions

Over the last 15 years, maternal and child health was the priority of different Bolivian governments 
who, through various strategies, sought to improve access to health-care services and significantly 
improved key maternal-child health indicators. However, these improvements did not equally 
benefit the rural and indigenous populations that needed them the most and are not enough for 
Bolivia to reach the corresponding MDGs. In fact, the indigenous and rural populations are now 
further away from these goals due to historical gaps and lack of effective, equity-driven public 
policies with respect to health.

This impact analysis of the three insurance plans implemented in Bolivia shows that by providing 
health-care services free of charge to reduce economic barriers to access, the plans generally 
succeeded in leading more people to use those services. However, except for the SBS plan, they 
attracted mostly the urban and affluent population as evidenced by the widening gap between 
rural and urban areas and between indigenous and non-indigenous population.

Among the indigenous and rural population, the best results were observed from 1998 to 2003 
under the SBS plan because of its focus on rural areas and some of its strategies such as providing  
services to remote, unserved communities, covering transportation to health centres for pregnant 
women and treating endemic diseases in the general population through first-level facilities.

In addition, with respect to the decline in maternal and neonatal mortality rates, the SBS plan 
also yielded the best results because, unlike the two other plans, it covered women of childbearing 
age and promoted access to sexual and reproductive health and family planning services that 
increased the use of modern birth control methods. In contrast, under SUMI, when women of 
childbearing age were excluded and access to birth control was restricted, maternal and neonatal 
mortality surged. 

Since the implementation of SUMI in 2003, two concerns have become evident: (i) improvement 
in maternal-child health indicators has diminished and the situation has worsened in the case 
of maternal mortality; and (ii) the gaps widened between urban and rural, indigenous and non-
indigenous populations as the plan’s benefits accrued mostly to people living in urban areas. 

Given the stagnation in health indicators and even the reversal of gains since SUMI was 
implemented, Bolivia is facing a difficult challenge to achieve the MDGs. The 2015 infant mortality 
goal of 30 deaths per 1,000 live births (using 1989 figures as the baseline) will not be reached. 
The goal of 104 maternal deaths per 100,000 live births is even further away. 
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Policy recommendations

In order to improve maternal and infant health and achieve the MDGs, Bolivia will have to 
redirect its strategies and interventions country-wide. As the present government is planning to 
implement a Universal Insurance Plan in the near future, it can seize the opportunity to amend 
the errors and weaknesses of the previous policies by taking into account lessons learned from 
previous experiences: 

It is necessary to design and implement policies and interventions adapted to the needs of 	
rural areas and the indigenous population and to focus on the reduction of the inequities 
affecting these groups.

When resources are scarce, priority could be given to interventions aimed at the indigenous 	
departments such as Chuquisaca, Cochabamba, La Paz, Oruro and Potosi.

Since infectious diseases are still prevalent in rural and indigenous populations, any 	
insurance plan needs to focus on the delivery of curative, preventive and health-promotion 
services geared to these problems.

Other barriers that limit access to health services such as cultural differences, lack of 	
education, gender inequalities and geographic distances could also be considered and 
addressed in health policies.

Before any insurance plan is implemented, in whole or in part, there is a need to increase 	
health service facilities in rural areas and improve their problem-solving capacities, which 
involves assigning more doctors and improving the cultural sensitivity of providers.

Women of childbearing age are a key group influencing maternal and child health outcomes 	
and they need to always be included as principal beneficiaries in comprehensive health 
policies.

In designing and implementing maternal-child health policies, adequate sexual and 	
reproductive health services —including access to modern birth control methods— could 
be made available to lower maternal and neonatal mortality.
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