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A significant body of recent scholarly research has established a link between maternal education and
maternal and child mortality rates; this paper examines the nature of that relationship. Using case
studies of intervention strategies in Nepal and Bangladesh, as well as an examination of statistical
analyses conducted in sub-Saharan Africa, this paper examines the feasibility of using maternal
education as an intervention strategy for improving child and maternal health. It concludes that
increasing women'’s educational attainment is an advantageous strategy to decrease maternal and child
mortality rates. Finally, this paper discusses criticisms from feminist scholars stating that such
intervention strategies are “too gendered,” failing to consider women in other roles than motherhood,

and analyzes how to best address such critiques in the intervention process.

Recently the United Nations (UN) and its affiliates began to encourage the use of gains in
women’s education (hereafter referenced as maternal education for contextual reasons) to accelerate
decreases in maternal and child mortality rates. This new strategy comes too late to achieve Millennium
Development Goals (MDGs) 4 (reduce child mortality) or 5 (improve maternal health), leaving key
targets unmet. The time to achieve the Sustainable Development Goals (SDGs), however, has only begun
—and MDGs 4 and 5 both reappear in SDG goal 3, ensuring healthy lives and promoting wellbeing for all
at all ages. Universal primary education (a subcategory of MDG 2 being maternal education), also

unmet, becomes SDG 4 (ensuring inclusive and equitable quality education and lifelong learning



opportunities for all) (United Nations, n.d.; United Nations, 2015). This paper explores the precise
relationship between maternal education and maternal and child health (the education-mortality
relationship) in order to examine the feasibility of intervention strategies using the former (SDG 4) to
influence the latter (SDG 3).

It is possible to examine the impact of maternal education on maternal and child mortality due
to the well-documented positive correlation between child and maternal health: interventions in
maternal health have similar impacts on child health rates. Greenwood et al. (1987) describe maternal
mortality as “almost inevitably a double tragedy” when their study of pregnant women and their
newborns in rural Gambia found all infants (n=9) in the study, who were born to women who had died
in childbirth, also died before reaching the age of one (p. 642). Numerous other scholars have found
maternal health to be an important indicator of fetal, neonatal, perinatal, and under-five mortality risks
(Barros et al., 1987; Lawn et al., 2005). Noting that maternal behaviors, health, and health care before,
during, and after pregnancy are associated with health impacts for mother and child, many researchers
conclude that interventions to improve child health should begin with improvements in maternal care
(Bloland et al., 1996; Beck et al., 2002). The extent of this correlation therefore allows exploration of the
education-mortality relationship while taking maternal and child health as a correlated unit. This paper
will study the nature of that relationship. Then, examining case studies and statistical analyses of
interventions, it will evaluate the feasibility of maternal education as an intervention strategy to

decrease maternal and child mortality rates.

Scope of the Problem
The international community largely failed to meet MDGs 4 and 5. Approximately 16,000
children under the age of five died in 2015, mostly from preventable causes; in sub-Saharan Africa,

which has the world’s highest under-five mortality rate, child mortality rates have dropped since 1990,



but the number of under-five deaths are expected to increase in coming decades if progress cannot
outpace population growth. Similarly, maternal mortality rates have been nearly halved across the world
since 1990, yet in 2013, 800 women died each day during childbirth; many of these deaths could have
been prevented if delivery had occurred in the presence of a skilled attending health physician (United
Nations, 2015).

Some statistics are more optimistic, however. Though around the world one in four women
gives birth without skilled care (United Nations, 2015), educated mothers in Burkina Faso are twice as
likely to deliver in health facilities compared to uneducated women. UNESCO (2011) finds that each year
a mother remains in school decreases the chances of her child dying before age five by 5 to 10 percent,
and a child with a literate mother is 50 percent more likely to live to age five. In fact, one study
attributes over half of the reduction in under-five deaths between 1970 and 2009 to gains in women’s
educational attainment (Gakidou et al., 2010). These statistics give reason to hope that while the decline
in child and maternal mortality rates did not reach the intended two-thirds reduction of MDG 4 or the
three-quarters reduction of MDG 5, the targets set in the SDGs may yet be reached with new knowledge

of effective strategies.

How Maternal Education Affects Maternal and Child Mortality Rates

Three general explanations emerge as scholars attempt to isolate the mechanisms by which
maternal education impacts child and maternal mortality rates: (1) educated mothers place greater
respect in health/medical care; (2) educated mothers better engage in family planning; and (3) the social
model of teacher-pupil interaction positively impacts a mother’s parenting approach. Few scholars,
however, advocate that any one mechanism can fully account for the relationship and instead look

toward the interplay of these mechanisms to thoroughly explain positive impacts.



The Medical Care model claims education improves a mother’s likelihood to seek medical help
(Ahmed et al., 2010) and follow medical advice (Le Vine, 1982). This trend is based on the finding that
mothers with greater educational attainment have greater knowledge of health and wellness practices
(such as prenatal and reproductive services); this enables them to make better, more informed health
decisions. Multiple studies link increased maternal education levels to increased childbirth survival rates,
finding that while there is not a statistically significant difference in frequency of health facility usage
based on educational attainment, maternal and child mortality rates are significantly higher for
educated (versus uneducated) mothers delivering in health facilities, and this disparity is not explainable
by a difference in the quality of services available (Caldwell, 1979; Karlsen et al., 2011). Such studies
indicate that even with frequent use of health facilities, more educated mothers receive better care.
Some scholars assert this trend occurs because educated mothers are more likely to view health care as
their right and are consequently more likely to demand treatment even if a doctor or nurse is apathetic
or resistant to providing it (Caldwell, 1979; Bicego & Ties Boerma, 1993; Burchfield et al., 2002;
Kagitcibasi et al., 2005). Other scholars note that more educated mothers may receive better care
because their educated status improves their worth/esteem in society, so that their health is valued
more; this improves their chances of receiving quality care by making men more apt to take their
mothers, wives, or daughters to a health facility (Robinson-Pant, 2006).

The Family Planning model centers on the negative correlation between maternal education and
fertility. Much of this relationship is attributed to time constraints, while the rest is a result of
heightened family planning knowledge. In the former, scholars cite that girls who remain in school
longer tend to delay marriage until at least graduation; since early marriage is linked to high fertility
rates (Cochrane, 1982; Egbo, 2000), delayed marriages tend to produce smaller family sizes by
shortening the time in which a woman’s reproductive years (ages 15-49) coincide with her marriage

(Gupta & Mahy, 2003; Le Vine, 1982). Scholars also note that delayed marriage can be a result of



women’s increased opportunities — particularly in the labor market — resulting from their education;
thus, educated women are less likely to view marriage and motherhood as their sole means of social
validation/status and are thus less likely to marry only to appease societal norms (Egbo, 2000).
Additionally, researchers find education leads to greater awareness of family planning methods — which
can relate to greater knowledge of contraception (Koening et al., 1987) or of birth spacing (Le Vine,
1982; Egbo, 2000; Karlsen et al., 2011) — so mothers are better able to decide how many children to
have and when, as maternal education tends to decrease a woman'’s disposition toward a large family
size (King & Hill, 1997). Egbo (2000), for instance, notes that educated mothers are more likely to pursue
involvements outside the home; those time commitments compete with the large amount of time
necessary for parenting, so women must reallocate time that non-working mothers devote to
childbearing and rearing, using it instead to participate in the formal economic sector. Le Vine (1982)
dubs these “parental investment strategies,” arguing that educated mothers are more likely to choose
when to have children with considerations to available financial resources, living space, healthcare, and
educational opportunities (p. 284-5). With greater attention to a household’s resource capacity, each
member is better able to have more than the bare minimum needed for survival, improving overall
familial happiness and health (King & Hill, 1997).

The third mechanism, Maternal Dispositional Changes, focuses on the behavioral changes that
result from the process of formal education. This argument principally cites Le Vine et al.’s (1991)
research in Mexico and Joshi’s (1994) research in Nepal. The first study focuses on women’s internalized
social roles and scripts; it claims the model of social interaction learned through the formal education
process allows women to identify as a student (so they can seek knowledge long after leaving school)
and as a teacher (so they are more responsive in their parenting, mirroring that of a teacher-pupil
relationship) (Le Vine et al., 1991). The latter study concentrates on social and psychosocial “identity

acquisition” through the education process; it concludes women who have engaged in schooling are



more likely to emulate the “educated” and therefore to imitate Western norms of cleanliness and
hygiene, decreasing chances of child mortality (Joshi, 1994). These studies indicate that only formal
education, which stresses teacher-pupil interaction, can account for the education-mortality
relationship, while the other two models can also discuss informal education.

Yet most, if not all, researchers rely on the interplay of multiple mechanisms to account for this
relationship. For instance, Caldwell (1979) discusses medical care and draws on dispositional
explanations, stating that a girl’s education is likely to become “maternal indulgence” in her interactions
with her children (p. 412). Le Vine et al.’s (1991) study is most known for discussing the teacher-pupil
relationship, but later also discusses family planning and the negative education-fertility relationship.
Furthermore, Comings & Smith (1994) discuss all three factors — medical care, family planning, and
dispositional changes — when explaining a Nepalese adult education program’s success. Such findings
suggest that the benefits of education are compounded as a result of the activation of multiple
mechanisms.

Notably, several variables are not discussed in studies that consider indices of female education
rates. When the education-mortality relationship was initially proposed, many scholars questioned if
maternal education was merely a proxy for socioeconomic status (SES) or another variable; research in
past decades, however, indicates it is not. Caldwell (1979) is the oft-cited researcher to first investigate
the relationship; he found maternal education the most significant studied determinant of mortality.
Since then, many researchers have re-examined these factors, their conclusions ultimately supporting
his; neither paternal education (Cochrane, 1982; Grosse, 1989), place of residence (Grosse, 1989), nor
access to health services (Grosse, 1989; Bicego & Ties Boerma, 1993; Karlsen et al., 2011) have as great
an impact on mortality rates as maternal education. The most studied variable has been SES under the
assumption women with greater financial resources have greater access to social opportunities (such as

education and health services), making education merely a proxy for wealth. Le Vine (1982) finds,



however, that “the relationship between schooling and fertility is increased when income is held
constant, indicating that it is not simply a function of their economic position [emphasis added]” (p.
286); this conclusion is supported by further studies (Caldwell, 1979; Luo et al., 2006; Chowdhury et al.,
2007). These concurrent findings indicate maternal education — more so than paternal education,

residence, access to health services, or SES — is a better determinant of mortality rates.

Further Examining the Relationship in Action

Second only to sub-Saharan Africa in mortality rates (World Health Organization, 2014), South
Asia has in recent decades implemented major intervention programs. Nepal and Bangladesh have
incredibly similar demographics — being ranked, respectively, 59 and 60 in under-five mortality rates,
having total adult literacy rates of 57.4 and 57.7 percent, and having lifetime risks of maternal deaths of
1in 190 and 170 women (UNICEF, 2013a and 2013b). As a result of these parallels, intervention
strategies in both countries have been remarkably similar.

The Nepal Family Health Program (NFHP Il) and Safe Motherhood Programme (also in Nepal)
used health education and increased access to contraceptives and obstetric care to improve maternal
and child health. The NFHP Il also had a literacy program component (Riggs-Perla et al., 2011; Halim et
al., 2011); the Nepalese programs worked to increase maternal education by specifically encouraging
women and girls to enter the formal education system and become literate. The NFHP Il reported
participants in education classes had approximately a 20 percent increase in use of contraception, and
the increased contraceptive use was tied to improved health for women and children and decreased
mortality rates. The Nepalese maternal mortality rate decreased from 539 per 100,000 live births in
1996 to 281 in 2006 and then to 229 in 2009, while the child mortality rate decreased from 117 to 61

deaths per 1000 live births in 14 years (Riggs-Perla et al., 2011).



Intervention programs conducted in Matlab, Bangladesh — a sub-district of the country and
subject of several longitudinal studies in past decades — were similar. They too stressed health
education, access to safe abortions and family planning methods, emergency obstetric care, and the
presence of midwives or other skilled professionals during labor (Chowdhury et al., 2007), but focused
less on formal maternal education as a priority. In Matlab, the child mortality rate declined from 110
deaths per 1000 live births in 1983 to 75 in 1989 and further to 65 in 1995, and maternal deaths related
to obstetric causes declined from 4.4 to 1.4 per 1000 live births in the three years after the
implementation of the program (versus a decline of only 0.1 deaths in the control area without the
intervention in the same time frame). These studies find better-educated women have fewer children
due to greater knowledge of birth control and family planning methods as well as greater utilization of
prenatal and child care services. The activation of the medical care and family planning mechanisms led
to decreased child mortality rates (Joshi & Schultz, 2007). Chowdhury et al. (2007) also concludes that
while maternal mortality can be decreased with increased access to medical care, maternal educational
attainment is the more significant determinant of child and maternal health.

Riggs-Perla et al. (2007) also concludes that maternal and child morbidity and mortality,
preventable child diseases, complications during childbirth, malnutrition, and endemic diseases have
strong relationships with low maternal education and literacy rates and are further exacerbated by the
under-utilization of resources (also associated with low education and literacy). Their research finds that
“improving literacy is a strong determinant of improved health for women and children” (p. 28).
However, the success of both intervention strategies (noting the decreased emphasis on literacy and
formal maternal education in Matlab) indicates while “maternal education” typically involves literacy
and formal schooling, in some cases, targeted, subject-specific information (such as health education on

pre and antenatal care) can substitute.



Prima facie, one finding from the study of the Nepalese Safe Motherhood Programme (which
indicates that paternal education may be equally important as maternal education) seems to contradict
the education-mortality relationship (Halim et al., 2011). However, upon closer examination, these
researchers’ conclusions do not disprove the relationship; they simply assert paternal education has a
greater effect on mortality than previous studies suggest by proposing that paternal education has an
independent effect on maternal care. Halim et al.’s (2011) research indicates that while maternal
education increases a woman’s propensity to seek antenatal care, it is paternal education that increases
her opportunities to access that care by counter-balancing patriarchal norms that deny her worth and
need for health care. This position is not mutually exclusive, however, with the previously established
relationship which identifies maternal education as the strongest indicator of maternal and child
mortality. The study noted that even a few years of maternal schooling increased the likelihood that a
mother regularly uses professional, skilled care regularly throughout her pregnancy, while there must be
several years more of formal paternal schooling to accomplish the same effect. This finding, therefore,
adds a nuance to this relationship by encouraging the inclusion of fathers into the strategy, but does not
flatly contradict the premise of the education-mortality relationship.

Similar trends to Nepal and Bangladesh have also been noted in sub-Saharan Africa, where one
study shows national policies addressing maternal literacy and women'’s status reduce income-related
inequalities in maternal health care use (McTavish et al., 2010). This study concludes maternal literacy
moderates the effect of income and use of health care services, as countries with high literacy rates see
little differential in maternal health care use between the rich and poor whereas countries with low
literacy rates have much higher health care use differentials between rich and poor individuals. This
study reinforces the education-mortality relationship by demonstrating that while SES has an
independent effect on mortality rates, maternal literacy has a congruent effect; it can therefore provide

a similar decrease as SES by decreasing the rich-poor health disparity. A similar analysis of 31 countries



(21 African) demonstrates investments in maternal education accelerate efforts to increase utilization of
maternal health services (Ahmed et al., 2010). This study highlights the importance of “parallel efforts,”
contending that while increased access to health facilities creates opportunities for maternal health
services, health service expansion by itself is unlikely to be enough. Without maternal education those
health services will not be properly utilized, the study finds; it is the compound effect of increased

maternal education and access to health facilities that best decreases mortality.

Discussion and Conclusion

The primary implication of this paper is that interventions to decrease child and maternal
mortality ought to better incorporate maternal education as a component of their strategy. In fact, King
& Hill (1997) profess that “a country’s failure to raise the education of women to the same level as that
of men imposes a substantial cost on its development efforts;” so achieving gender parity in education
must be a multinational priority (p. 21). Noting the three main mechanisms of the education-mortality
relationship, interventions ought to use literacy programs, coupled with health education and formal
schooling to create long-lasting, far-reaching, impactful change.

Some scholars, however, criticize strategies using maternal education to influence other issues
as being “too gendered.” Harman (2012) writes that such strategies frame women entirely as mothers
or care givers, without recognizing their separate identities, and conflate maternal health with women’s
health. This, she argues, leads interventions to address maternal mortality at the expense of women’s
other needs and wholly lump maternal health with child health; the sum result is a reinforcement of
gender stereotypes. Perhaps some of her arguments ring true, but some are overly critical. Yes, if a
country were to see a reduction in child mortality and consider issues of child and maternal health
resolved, it would be problematic. However, if the relationship between both issues is so strong that

interventions to address one have consequent effects on both —and the intention is to address maternal
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and child mortality (regarding them as distinct issues with similar solutions) — this does not judge
women by their children. This is not to say Harman’s (2012) concerns are unfounded or illegitimate.
There is a lack of discussion of women’s sexual and reproductive health outside of maternal care and the
strength of strategies discussing women’s empowerment outside the home is lacking in comparison to
those discussing women’s roles as wombs. We ought to focus on such gaps in the MDGs when
discussing further courses of action and the development of the SDGs. The lack of progress in one area
should not stall progress in another, however. Lack of opportunity for women in the labor market — and
lack of discussion or recognition of it — is not a reason to neglect issues concerning maternal health.
Appreciating the importance of the education-mortality relationship and respecting concerns for
its theoretical implications, the international community ought to better capitalize on using maternal
education as a catalyst for positive change in numerous other areas and use progress is SDG 4 to impact
SDG 3. As Ahmed et al.’s (2010) “parallel efforts” finding demonstrates, a multi-faceted, multi-pronged
approach more effectively achieves desired results; while maternal education itself has multiple benefits
—among them the proper utilization of health services, a change in family planning habits, and improved
parental strategies — research indicates it is insufficient as a solitary strategy. Thus, to create lasting
change in maternal and child mortality rates, maternal education — through formal education, literacy
efforts, and increased health knowledge — must be a core element of interventions, coupled with other
efforts (among them increased access to obstetric care and skilled attendance during childbirth &
incorporation of men into interventions to change norms of gender inequity). Though the UN has only
recently begun to employ the education-mortality relationship, a more forceful advocacy of its utility as
is necessary as a means for systematic societal change. This will result in sharp declines in maternal and

child mortality rates, helping the SDGs meet a more accomplished fate than the MDGs.

11



References

Ahmed, S., Creanga, A. A., Gillespie, D. G., & Tsui, A. O. (2010). Economic Status, Education and
Empowerment: Implications for Maternal Health Service Utilization in Developing Countries. PLOS, 5(6).
Retrieved from http://journals.plos.org/plosone/article?id=10.1371/journal.pone.0011190

Barros, F. C., Victora, C. G., Vaughan, J. P., & Estanislau, H. J. (1987). Perinatal mortality in southern
Brazil: a population-based study of 7392 births. Bulletin of World Health Organization, 65(1), 95—-104.
Retrieved from http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2490862/

Beck, L. F., Morrow, B., Lipscomb, L. E., Johnson, C. H., Gaffield, M. E., ... Gilbert, B. C. (2002). Prevalence
of Selected Maternal Behaviors and Experiences, Pregnancy Risk Assessment Monitoring System
(PRAMS), 1999. Center for Disease Control. Morbidity and Mortality Weekly Report, 51(5502), 1-26.
Retrieved from http://www.cdc.gov/mmWr/preview/mmwrhtml/ss5102a1.htm

Bicego, G. T., & Ties Boerma, J. (1993). Maternal education and child survival: A comparative study of
survey data from 17 countries. Social Science & Medicine, 36(9), 1207-1227.

Bloland, P., Slutsker, L., Steketee, R. W., Wirima, J. W., Heymann, D. L., & Breman, J. G. (1996). Rates and
Risk Factors for Mortality During the First Two Years of Life in Rural Malawi. American Journal of Tropical
Medicine and Hygiene, 55(1), 82—86.

Burchfield, S., Hua, H., Iturry, T. S., & Rocha, V. (2002). A Longitudinal Study of the Effect of Integrated
Literacy and Basic Education Programs on the Participation of Women in Social and Economic
Development in Bolivia. The United States Agency for International Development: Office of Women in
Development. Retrieved from http://datatopics.worldbank.org/hnp/files/edstats/BOLdprep02.pdf

Caldwell, J. C. (1979). Education as a Factor in Mortality Decline An Examination of Nigerian Data.
Population Studies, 33(3), 395.

Chowdhury, M. E., Botlero, R., Koblinsky, M., Saha, S. K., Dieltiens, G., & Ronsmans, C. (2007).
Determinants of reduction in maternal mortality in Matlab, Bangladesh: a 30-year cohort study. The
Lancet, 370(9595), 1320—-1328. Retrieved from
http://www.sciencedirect.com/science/article/pii/S0140673607615736

Cochrane, S. H. (1982). Education and Fertility: An Expanded Examination of the Evidence [Print]. In G. P.
Kelly & C. M. Elliott (Eds.), Women’s Education in the Third World: Comparative Perspectives (pp. 311-
330). Albany: State University of New York Press.

Comings, J. P., & Smith, C. (1994). Women'’s literacy: The connection to health and family planning.
Convergence, 27(2/3), 93.

Egbo, B. (2000). Gender, literacy and life chances in Sub-Saharan Africa. United Kingdom: Multilingual
Matters.

Gakidou, E., Cowling, K., Lozano, R., & Murray, C. J. L. (2010). Increased Educational Attainment and its
Effect on Child Mortality in 175 Countries between 1970 and 2009: a Systematic Analysis. Global
Partnership for Education. The Lancet, 376, 959—-74. Retrieved from

12



http://www.globalpartnership.org/content/increased-educational-attainment-and-its-effect-child-
mortality-175-countries-between-1970

Grosse, R. (1989). Literacy and Health Status in Developing Countries. Annual Review of Public Health,
10(1), 281-297.

Greenwood, A. M., Greenwood, B. M., Bradley, A. K., Williams, K., Shenton, F. C., Tulloch, S., ... Oldfield,
F.S. (1987). A prospective survey of the outcome of pregnancy in a rural area of the Gambia. Bulletin of
World Health Organization, 65(5), 635—643. Retrieved from
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2491067/

Gupta, N., & Mahy, M. (2003). Adolescent childbearing in sub-Saharan Africa: Can increased schooling
alone raise ages at first birth? Demographic Research, 8, 93—106. Retrieved from http://demographic-
research.org/volumes/vol8/4/8-4.pdf

Halim, N., Bohara, A. K., & Ruan, X. (2011). Healthy mothers, healthy children: does maternal demand
for antenatal care matter for child health in Nepal? Health Policy and Planning, 26(3), 242-256.
Retrieved from http://heapol.oxfordjournals.org/content/26/3/242.full

Harman, S. (2012). Women and the MDGs: Too Little, Too Late, Too Gendered. In R. Wilkinson & D.
Hulme (Eds.), The Millennium Development Goals and Beyond: Global Development After 2015 (pp. 84—
101). New York: Routledge Global Institutions Series.

Joshi, A. (1994). Maternal schooling and child health: preliminary analysis of the intervening
mechanisms in rural Nepal. Health Transition Review, 4(1 (April 1994), 1-28.

Joshi, S., & Schultz, T. P. (2007). Family Planning as an Investment in Development: Evaluation of a
Program’s Consequences in Matlab, Bangladesh. Yale University Economic Growth Center Discussion
Paper No. 951. Retrieved from http://papers.ssrn.com/sol3/papers.cfm?abstract_id=962938

Kagitcibasi, C., Goksen, F., & Gulgoz, S. (2005). Functional adult literacy and empowerment of women:
Impact of a functional literacy program in Turkey. Journal of Adolescent & Adult Literacy, 48(6), 472-489.

Karlsen, S., Say, L., Souza, J.-P., Hogue, C. J., Calles, D. L., Glilmezoglu, M. A,, ... Metin, A. (2011, July 29).
The relationship between maternal education and mortality among women giving birth in health care
institutions: Analysis of the cross sectional WHO Global Survey on Maternal and Perinatal Health.

King, E. M., & Hill, A. M. (1997). Women’s Education in Developing Countries: Barriers, Benefits, and
Policies. (World Bank, Ed.). United States: Johns Hopkins University Press. Retrieved from
https://books.google.com/books?id=DL8uSGzj8YIC&Ipg=PR12&0ts=530yCqBLN6&dg=women%20educat
ion%20and%20development&Ir&pg=PR12#v=0nepage&q&f=false

Koenig, M. A., Phillips, J. F., Simmons, R. S., & Khan, M. A. (1987). Trends in Family Size Preferences and

Contraceptive Use in Matlab, Bangladesh. Studies in Family Planning, 18(3), 117-127. Retrieved from
http://pdf.usaid.gov/pdf_docs/pnabb757.pdf

13



Lawn, J. E., Cousens, S., & Zupan, J. (2005). 4 million neonatal deaths: When? Where? Why? The Lancet,
365(9462), 891-900. Retrieved from
http://www.sciencedirect.com/science/article/pii/S0140673605710485

Le Vine, R. A. (1982). Influence of Women’s Schooling on Maternal Behavior in the Third World. In G. P.
Kelly & C. M. Elliott (Eds.), Women’s Education in the Third World: Comparative Perspectives (pp. 283—
310). Albany: State University of New York Press.

LeVine, R. A,, LeVine, S. E., Richman, A., Uribe, F. M. T., Correa, C. S., & Miller, P. M. (1991). Women'’s
Schooling and Child Care in the Demographic Transition: A Mexican Case Study. Population and
Development Review, 17(3), 459.

Luo, Z.-C., Wilkins, R., & Kramer, M. S. (2006). Effect of neighbourhood income and maternal education
on birth outcomes: a population-based study. Canadian Medical Association Journal, 174(10), 1415—
1420. Retrieved from http://www.cmaj.ca/content/174/10/1415.short

McTavish, S., Moore, S., Harper, S., & Lynch, J. (2010). National female literacy, individual socio-
economic status, and maternal health care use in sub-Saharan Africa. Social Science & Medicine, 71(11),
1958-1963. Retrieved from http://www.sciencedirect.com/science/article/pii/S0277953610006556

Riggs-Perla, J., Adhikari, M., Adhikari, R. K., Armbruster, D., Paudel, D., ... Pokhrel, S. (2011). United
States Agency for International Development (USAID). Nepal Family Health Program (NFHP) Il
Evaluation. USAID. Retrieved from http://pdf.usaid.gov/pdf docs/Pdacs525.pdf

Robinson-Pant, A. (2006). The Social Benefits of Literacy. Documento de Referencia Para El Informe de
Seguimiento de La EPT En El Mundo. Retrieved from
http://portal.unesco.org/education/fr/files/43413/11315414221Robinson_Pant.doc/Robinson_Pant.doc

United Nations. (n.d.). Sustainable Development Goals. Retrieved 20 September 2015, from
https://sustainabledevelopment.un.org/topics

United Nations. (2015). The Millennium Development Goals Report 2015. United Nations. Retrieved from
http://mdgs.un.org/unsd/mdg/Resources/Static/Products/Progress2015/English2015.pdf

United Nations Educational, Scientific, and Cultural Organization (UNESCO). (2011). Education Counts:
Towards the Millennium Development Goals. Paris: UNESCO. Retrieved from

http://unesdoc.unesco.org/images/0019/001902/190214e.pdf

United Nations International Children's Emergency Fund (UNICEF). (2013a, December 18). Bangladesh:
Statistics. Retrieved from http://www.unicef.org/infobycountry/bangladesh_bangladesh_statistics.html

United Nations International Children's Emergency Fund (UNICEF). (2013b, December 27). Nepal:
Statistics. Retrieved from http://www.unicef.org/infobycountry/nepal_nepal_statistics.html

World Health Organization. (2014, May). Maternal mortality. Retrieved from
http://www.who.int/mediacentre/factsheets/fs348/en/

14



© Copyright 2016 Righting Wrongs: A Journal of Human Rights. All rights reserved.

Righting Wrongs: A Journal of Human Rights is an academic journal that provides space for
undergraduate students to explore human rights issues, challenge current actions and frameworks, and
engage in problem-solving aimed at tackling some of the world’s most pressing issues. This open-access

journal is available online at www.webster.edu/rightingwrongs.

15



