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Abstract 

 

Maternal Resilience: Rethinking Maternal Health for the Post-2015 

Sustainable Development Goals Agenda 

 

Nkechi Ukwu Charles, M.G.P.S. 

The University of Texas at Austin, 2015 

 

Supervisor: Catherine Weaver  

 

September 2015 signals the expiration of the Millennium Development Goals 

(MDGs) and the upcoming special summit on the post-2015 Sustainable Development 

Goals (SDGs).  The fifth MDG (MDG 5), in particular, aims to improve maternal health 

by reducing maternal mortality rates by three-fourths and to achieve universal access to 

reproductive health care.  MDG5 has progressed the least among the eight MDGs over 

the past 15 years. The 45% decline in global maternal mortality rates over the past two 

decades will not be sufficient to achieve MDG 5. With the summit on the post-2015 

SDGs fast approaching, maternal health practitioners and researchers have a unique 

opportunity to rethink how we look at maternal health and the barriers to achieving 

progress.   

This professional report first explores some of limits and consequences of the 

MDG 5 framing of maternal health, critiquing the prominent use of maternal mortality as 

target and indicator. Then the report reviews extant literature that challenges us to 

consider the underlying cultural and behavioral drivers that affect maternal health.  With 
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no clear indication of the SDGs moving towards a better operationalization of maternal 

health, this report concludes by introducing maternal resilience as a new concept that can 

help foster a course correction towards a more comprehensive ecological-based 

framework to improve maternal health. 
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Chapter 1:  Introduction 

We will spare no effort to free our fellow men, women and children from 

the abject and dehumanizing conditions of extreme poverty, to which more 

than a billion of them are currently subjected. We are committed to 

making the right to development a reality for everyone and to freeing the 

entire human race from want.i  

~United Nations (2000) 

 

On September 8, 2000, the United Nations Millennium Declaration signaled to 

the world the commitment of its member states to reduce extreme poverty.ii 

Subsequently, the UN outlined eight Millennium Development Goals (MDGs) for UN 

member states and the international development community to achieve by 2015:  

eradicate extreme poverty and hunger (MDG 1); achieve universal primary education 

(MDG 2); promote gender equality and empower women (MDG 3); reduce child 

mortality (MDG 4); improve maternal health (MDG5); combat HIV/Aids, malaria and 

other diseases (MDG6); ensure environmental sustainability (MDG7); and strengthen the 

global partnership for development (MDG8).iii  

Progress over time varied greatly among the MDGs.  The fifth millennium 

development goal, in particular, improved the least of all among the MDGs.  MDG 5 set 

out to improve maternal health by providing universal access to reproductive health by 

2015 and reducing global maternal mortality by three quarters between 1990 and 2015. iv 

According to the World Health Organization’s most recent report, Trends in Maternal 

Mortality: 1990-2013, maternal mortality rates declined by 45% over a 23-year period.v 

However, the report concludes, “…levels of decline in maternal mortality seen during the 

past 23 years will not be sufficient to achieve MDG 5.” vi  Governments, policymakers, 

and maternal and child health (MCH) practitioners continue to be perplexed by the poor 
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results, despite the increase of MCH interventions to improve maternal health. With a 

special summit on the post-2015 Sustainable Development Goals (SDGs) fast 

approaching in September 2015, we must rethink how we look at maternal health and the 

barriers to achieving progress. 

The lack of progress towards MDG5 is not simply an issue of execution. The 

issue partly lies with MDG5’s conceptualization of maternal health, or lack thereof. 

Limited stakeholder involvement in the design of the MDGs led to an oversimplification 

of the goals themselves and resulted in a limited and narrow construction of the MDG 5 

framework. This introductory chapter briefly describes the context in which the 

Millennium Development Goals were identified and how it influenced the construction of 

MDG5.  Then the chapter reviews the MDG 5 targets and indicators. Lastly, the chapter 

concludes by assessing some of the limitations of the MDG5 framework with a particular 

concern for the maternal mortality ratio. 

 

THE CONTEXT BEHIND THE MDGS 

In his article, “MDGs Post 2015: Beacons in Turbulent Times or False Lights?” 

Rolph von der Hoeven (2012) found uneven representation among the stakeholders 

involved in the formulation of the MDG agenda. Development aid professionals and their 

western-perspective dominated the discourse. vii  There was also a lack of consultation 

with stakeholders from the global “South” as to what the most pressing challenges and 

appropriate targets for developing countries were at the time. viii   The 2010 cross-

sectional analysis of the MDGs by the Lancet and London International Development 

Centre Commission1 came to a similar conclusion, finding wealthy countries and their 

                                                 
1 The Lancet and London International Development Commission was an interdisciplinary committee of 

MDG experts charged with identifying challenges in implementing the MDGs.  (Waage et. al, 2010) 
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development communities dominated the MDG agenda.ix  Their study also found that the 

MDGs and their targets originated from development initiatives that existed prior to the 

Millennium Declaration, concluding that 

[at] their conception… the MDGs were not a plan derived bottom-up from a 

broad, inter-sectorial conceptualization of development and prioritization of 

development needs, although superficially they might seem to have been. x 

 

The MDG agenda presented the first target-oriented set of objectives with which 

to galvanize the international development community into coordinated action.xi  

Nonetheless, von der Hoeven (2012) argues, the political support by the various 

stakeholders within the international community required a series of compromises that 

were not necessarily based on what would actually resolve the extreme poverty 

challenges that the world faced at that time. In the quest to minimize resistance and 

controversy, development aid practitioners prioritized broad consensus over the 

identification of specific theories of development.xii 

Prescribing a specific development theory, as the International Monetary 

Fund (IMF) and the World Bank did in the 1980s and 1990s, when they 

promoted structural adjustment and a set of policies commonly referred to 

as the Washington Consensus, would have led to rejection of the MDG 

framework by many developing countries. xiii  

The lack of theoretical underpinning allowed the status quo of western and donor-

driven approaches towards development to persist.xiv  Paradoxically, the Lancet and 

London International Development Centre Commission points out, “…the [resulting] 

parsimony of the MDGs, which has probably facilitated their acceptance and use, makes 

them at the same time limited in scope…[and] their quantitative targets and precise 

indicators, for all their value in providing measurable outcomes often fail to capture some 

crucial elements of goal achievement.”xv   
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THE MDG 5’S TARGETS AND GOALS 

The MDG 5 framework consists of two primary targets and five proxy indicators.  

See Figure 1.1. The first target aims to reduce maternal mortality ratio by three-quarters 

between the period of 1990-2015. xvi Maternal Mortality ratios (MMR) and the proportion 

of births attended by skilled personnel serve as the proxy indicators for this target.xvii   

 

 

Figure 1.1: MDG5 Targets and Indicators  

Adapted from the “Official list of MDG indicators,” United Nations Statistics Division xviii 

 

MMR is the number of maternal deaths2 within a specific time period per 100,000 live 

births that take place during the same time period.xix Regionally3, the decline in maternal 

mortality ratios varied from 39% to 60%.xx  See Appendix A. The concentration of the 

                                                 
2 According to the World Health Organization (WHO), maternal death is “The death of a woman while 

pregnant or within 42 days of termination of pregnancy, irrespective of the duration and site of the 

pregnancy, from any case related to or aggravated by the pregnancy or its management but not from 

accidental or incidental causes” (WHO, 2014) 
3 The United Nations Statistics Division designate the following nine regions under the ‘Developing 

regions’ category: (1) Northern Africa, (2) Sub-Saharan Africa, (3) Latin American and the Caribbean, (4) 

Eastern Asia, (5) Southern Asia, (6) South –Eastern Asia, (7) Western Asia, (8) Oceania, and (9) Caucasus 

and Central Asia  (United Nations Statistics Division, 2014) 

MDG 5: Improve Maternal Health 

 

Target 5A: Reduce by three quarters, between 1990 and 2015, the maternal mortality 

ratio 

 Indicator 5.1 Maternal mortality ratio 

 Indicator 5.2 Proportion of births attended by skilled health personnel 

 

Target 5B:  Achieve, by 2015, universal access to reproductive health 

 Indicator 5.3 Contraceptive prevalence rate 

 Indicator 5.4 Adolescent birth rate 

 Indicator 5.5 Antenatal care coverage 

 Indicator 5.6 Unmet need for family planning 
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highest maternal deaths resides in the Sub-Saharan African region where the maternal 

mortality ratio is 510 maternal deaths per 1000,000 live births.xxi See Figure 1.2. 

 

Figure 1.2: 2013 Global Maternal Mortality Ratio 

The proportion of births attended by skilled personnel4 at the global level and that 

of developing countries both increased by 21% since 1990.xxii  See Appendix B. Among 

developing countries, the Eastern Asia region had the highest proportion of skilled 

attendance of 100% in 2012.xxiii Despite an increase of 55% in skilled birth attendance 

from 1990 to 2012, Southern Asia was the worst performing developing region 

                                                 
4 The proportion of births attended by skilled personnel only records births delivered in health facilities.  

Thus, birth deliveries assisted by skilled midwives at home in countries like Nigeria are not accounted for. 

(United Nations Statistics Division, 2014) 
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registering 51% of skilled birth attendance in 2012.xxiv Second-to-last, the sub-Sahara 

Africa region registered 53% skilled birth attendance that same year. xxv 

The second MDG5 target is the provision of universal access to reproductive 

health by 2015.xxvi The MDG framework identifies four technical proxy indicators to 

measure progress towards this target: contraceptive prevalence rates, adolescent birth 

rates, antenatal care coverage and the unmet need for family planning. xxvii Contraceptive 

prevalence measures the use of any contraception among women from ages 15 to 49.xxviii  

See Appendix C. Adolescent birthrate captures the number of live births per 1,000 

adolescent between the ages of 15 to 19. xxix  See Appendix D. Antenatal Care Coverage is 

the percentage of women who have had at least 1 antenatal visit. xxx  See Appendix E. 

Lastly, unmet need for family planning measures the percentage of women, between the 

ages 15 to 49, who has an unmet need for family planning. xxxi See Appendix F. 

Collectively, these four indicators reflect complementary trends between the world 

averages and the developing region from 1990 to 2012. However, Least Developed 

Countries (LDC) continued to lag behind in comparison.  Through contraceptive use 

increased by 130% in LDCs, use remained about 50% less than global average in 

2012.xxxii  Adolescent births and unmet need for family planning in LDCs were also twice 

as high as the global average.  However, LDCs gained significant ground in antenatal 

care coverage with a 49% increase from 1990 to 2012, measuring a difference of 4% in 

coverage between LDCs and the world average.  Notably, there are disparities in 

antenatal care coverage on the continent of Africa. For example, North Africa 

experienced a 60% increase in coverage, followed by West Africa (27%), and Central 

Africa (18%) from 1990 to 2012.xxxiii  
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MDG 5 LIMITATIONS 

Despite the official use of the MDG 5 by the United Nations, studies including the 

2010 cross-sectional analysis of the MDGs conducted the Lancet and London 

International Development Centre Commission, regard both the targets and the indicators 

to be problematic in tracking improvements in maternal health, the goal of MDG 5.xxxiv  

With respect to the proxy indicators, the Commission argues that the measurement of 

maternal mortality ratios and unmet needs for family planning present measurement 

challenges. xxxv For example, the collection such data assumes that the necessary health 

systems are in place to capture this information.  However, as this paper will later 

discuss, the quality of health systems in developing countries are often weak and 

inconsistent in reporting practices. xxxvi The Commission also questions both the structure 

of the universal access to reproductive health target and the completeness of the maternal 

mortality ratio target to reflect maternal health. The target for universal access to 

reproductive health does not qualify as target without stipulating target benchmarks. 

Instead, the designated indicators focus primarily on contraception and pregnancy.xxxvii 

Lastly, the Commission argued that the Maternal mortality ratio target “too narrow a 

view of maternal health,” omitting other factors like family planning that are important to 

maternal health.xxxviii  

The maternal mortality ratio is the most prominent in the MDG 5 literature among 

all of the MDG 5 proxy indicators. Research articles, such as Meeting MDG-5: An 

Impossible Dream by Rosenfield et al. (2006) observed that “[after] considerable debate, 

a much more focused approach to the reduction of maternal deaths [took] shape” among 

international development practitioners, signaling a shift from MDG5’s original intent to 

improve maternal health to a focus on averting maternal mortality as a key target.xxxix   
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The following chapter further explores how maternal mortality became a 

prominent fixture in global maternal health.  Next, the chapter briefly discusses the 

flawed association often made between the industrialized (developed) countries’ 

historical reduction of maternal mortality with the current maternal health challenges 

developing countries face today. Such comparisons risk the adoption of past solutions, 

despite the contextual differences. Lastly, the chapter concludes with a discussion about 

the technical and conceptual problems applying maternal mortality as an indicator in a 

developing country context.    
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Chapter 2: Maternal Health vs. Maternal Mortality -The Proxy 

Becomes the Goal  

Maternal health is more than survivalxl  

~Filippi et al. (2006) 

 

Despite the prominence of maternal mortality as one of the official target 

benchmarks for MDG 5, maternal health practitioners and researchers must be careful not 

to equate a reduction of maternal mortality with the improvement of maternal health. 

Maternal mortality and maternal health are two distinct concepts that should not be 

considered to be synonymous. The claim ‘we will know that maternal health has 

improved in developing countries when a mothers stop dying’ is an attractive mantra to 

rally the international development community around. However, maternal mortality only 

reflects the most extreme outcome of maternal health, ignoring a wider range of maternal 

health outcomes and potentially relevant factors contributing to the current state of 

women’s maternal health in developing countries.  

 

THE ELEVATION OF MATERNAL MORTALITY IN GLOBAL MATERNAL HEALTH 

Targeted emphasis on maternal mortality in the global maternal health field can 

be traced back to 1985, the year that maternal health came to the forefront of global 

health policy, research and programming.xli That year, the World Health Organization 

(WHO) published the first global estimates of maternal mortality rates and Rosenfield 

and Main (1985) authored the influential article, Maternal Mortality – A Neglected 

Tragedy: Where is the M in the MCH (Maternal and Child Health).xlii The article depicts 

the drastic health disparity between developed and developing countries. Based on 

Maternal and Child Health reports by WHO, developing countries experienced 100-300 
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maternal deaths per 100,000 live births.  In contrast, developed countries had 7-15 

maternal deaths per 100,000 live births.xliii In light of these statistics, Rosenfield and 

Maine surveyed global MCH programming to assess the extent to which maternal 

mortality was addressed. The global discourse among the obstetricians emphasized use of 

advanced technologies to address medical complications and placed considerably less 

attention on social issues surrounding maternal care (e.g. cultural stigma of medical 

interventions during birth deliveries).xliv With respect to infrastructure and service 

delivery, the authors found interventions in developing countries adopting western-styled 

medical care and targeting mostly urban populations. Rosenfield and Maine (1985) 

concluded that the medical systems failed to address the needs of maternal health and 

proposed “stimulate those concerned with international health and doctors and policy 

makers in developing countries to make reduction of maternal mortality one of their 

priorities.” xlv  

The authors argued against the widely adopted, although mistaken, notion that 

focusing on the health of the unborn child also translated to protecting the health of the 

mother.  The medical challenges mothers face during pregnancy and childbirth could be 

connected to the health of the child, but were still distinct from the challenges common to 

newborns in developing countries.  Rosenfield and Mane proposed a coordinated 

international and national investment into comprehensive maternity care systems.xlvi This 

would require complementary national and international health planning among the 

international community, governments and donor agencies.xlvii  On the ground, such 

systems would translate into increased investment in infrastructure and skilled health 

personnel providing medical services aimed to reduce preventable maternal deaths due to 

pregnancy complications (e.g. pre- and post-natal care, skilled birth attendance, etc.). 

Rosenfield and Maine also championed greater involvement by the United Nations 
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Children’s Fund (UNICEF), the United Nations Population Fund (UNFPA), the World 

Bank, the World Health Organization (WHO) and other international development 

organizations to make maternal care and the reduction of maternal mortality a reality. 

Though Rosenfield’s and Maine’s 1985 article played an instrumental role in reasserting 

the M in MCH as a priority for the global health community, it set the global maternal 

health movement on the path towards shifting their focus from improving maternal health 

to the aversion of maternal deaths.  

 

INDUSTRIALIZED (DEVELOPED) COUNTRIES PAST VS. DEVELOPING COUNTRIES 

PRESENT AND FUTURE 

Rosenfield and Maine (1985) make a problematic assumption  of their own in 

making a flawed association between the industrialized (developed) countries’ historical 

reduction in maternal mortality with the current maternal health challenges developing 

countries face today.  The authors state that  “[the] major causes of maternal death in 

developing countries are the same as they were in industrialized countries 50 years [prior] 

– hemorrhage, infection, toxaemia, and obstructed labor…” xlviii As evidence, they briefly 

mention a review of ten studies in developing countries that collectively demonstrate 

75% of maternal deaths were attributed to the same medical complications once common 

among developed countries during the mid-19th century.xlix  Thus, the Rosenfield and 

Main (1985) argue, increased medical knowledge to manage these complications via 

blood transfusions, caesarean sections, hysterectomies and other treatments would lead to 

the reduction of avoidable maternal deaths.l  Though a plausible medical argument, the 

connection between the industrialized (developed) countries’ experience to the realities of 

the developing countries is a tenuous one. 
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Underlying the authors’ argument is an implied assumption that if the causes of 

maternal deaths are the same, then developing countries could follow the same trajectory 

of developed countries’ low maternal mortality by targeting the aforementioned causes. 

However, Brouwere et al. (1998), who reviewed maternal mortality reduction in 

industrialized (developed) countries over the past 100 years in search of strategies for 

reducing maternal mortality in developing countries, argue: 

Professionals in developing countries have known such technologies such 

as the use of antibiotics, blood transfusion and lower-segment caesarean 

section since they were developed.  This progress in knowledge and 

technical know-how, however, has had but little impact. li  

Rosenfield and Maine (1985) failed to take into account the different political, social, and 

structural constraints that likely existed over the span of half a century between 

industrialized (developed) and developing countries. In exploring the relevance of past 

maternal mortality rates of developed countries to developing countries today, Loudon 

(2000) questions the extent to which lessons can be applied from one context to another.lii 

He warns that “it dangerous to assume that the determinants of events in the past will 

operate in the same way in the present.” liii 

In contrast to Rosenfield and Maine (1985), Broweres and his college, Lerberghe 

conducted a 2001 study that took into consideration the political and social climates when 

comparing industrialized (developed) countries and developing countries.  The authors 

reviewed maternal mortality in industrialized (developed) countries during 1870-1937 

and identified three preconditions that led to a decline in maternal mortality rates in 

industrialized countries of the past and today’s developing countries. All of the 

industrialized countries that experienced a decline in maternal mortality rates had “an 

early awareness of the magnitude of the maternal death problem, [a] recognition that 

most maternal deaths [were] avoidable, and [mobilized] both professional and the 
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community” through accountability mechanisms.liv The timing and speed of reduction 

varied based on the national government’s political will to make maternal mortality a 

priority, the national strategies employed to improve maternal care access for all 

members of society, and the degree to which the government and MCH practitioners 

were held accountable for the effectiveness of maternal health interventions.lv Half a 

century later, the authors observed the same patterns of maternal mortality reduction only 

in developing countries that had met these same preconditions as they improved the 

delivery of maternal health services.  Thus, the improvement of maternal health came 

about with improved maternal health services reinforced by the necessary political and 

social preconditions. Globally, the adoption of the Millennium Development Goals by the 

international community signaled to that world that these preconditions in existed to 

some degree. However, it is debatable as to whether the inability to achieve MDG5 was 

due to the lack of political will, contextual relevant strategies or accountability within the 

developing country context.  Equally debatable, as the next section will briefly examine, 

is the use of the maternal mortality ratio as a primary indicator to gauge improvement of 

maternal health in developing countries. 

 

PROBLEMATIC MEASUREMENT OF MATERNAL MORTALITY IN THE DEVELOPING 

COUNTRY CONTEXT 

The maternal mortality ratio measurement (MMR) is particularly problematic in 

developing countries. MMR calculates the number of maternal deaths per 100,000 live 

births.lvi At an initial glance, the observable and quantifiable nature of maternal mortality 

makes it an ideal indicator. However, there are disadvantages of using it as a 

measurement to gauge progress in maternal health in developing countries.  Maternal 
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deaths are rare events and often go underreported in developing countries that bare the 

greatest burden of maternal mortality. Reasons for underreporting range from the large 

volume of deliveries performed outside of medical facilities to the lack of or weak 

documentation characteristic of poor health systems.lvii   For example, Kao et al. (1997) 

found an additional 35% of underreported maternal deaths compared to the 27% 

officially reported maternal deaths that took place at home.lviii Poor health systems also 

make collecting data problematic for the other proxy indicators associated with MDG5 

such as skilled birth attendance and unmet need for family planning. 

These data limitations increase the risk of MMR data underestimating the 

prevalence of maternal deaths.  Furthermore, the lack of or inaccurate data on maternal 

mortality can hinder statistical analysis on the effectiveness of maternal health 

interventions designed to reduce maternal mortality. Maternal mortality may be a graver 

issue than the current capacity to measure can capture. However, the maternal mortality 

ratio is problematic from a technical perspective and insufficiently captures the full 

spectrum of maternal health-related challenges that exist in developing countries.   

Conceptually, maternal mortality only reflects the most extreme outcome of 

maternal health, ignoring a wider range of maternal health outcomes. For example, 

Filippi et al. (2006) identify near-miss events and long-term sequelae as examples of 

maternal health outcomes that are often overlooked yet leave affected women 

economically and socially vulnerable.  See Figure 2.1. 
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Figure 2.1: Pregnancy-related illnesses and their consequences  

Source: “Maternal Health in Poor Countries: The Broader Context and a Call for Action,” 

Filippi et al. 2006lix 

 

A near-miss event describes an instance in which a woman survived a “severe, 

life-threatening complications” associated with her pregnancy.lx Similarly, long-term 

sequelae are chronic conditions that arise from complications from pregnancy. Filippi et 

al. (2006) point out that these maternal health outcomes lead to “long-term consequences 
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are not only physical, but are also psychological, social, and economic” and are 

detrimental for women in developing countries. lxi Failure to broaden our perspective 

beyond maternal mortality risks not only ignoring a wider range of maternal health 

outcomes, but risks discounting factors that directly contribute to the current state of 

women’s maternal health in developing countries.  

In search for a more comprehensive framework, Chapter 3 argues for a multi-

dimensional framework in lieu of the traditional biological perspective. First, the chapter 

explores cultural and socioeconomic factors that may underlie maternal health behavior 

and outcomes.  The chapter also reviews ecological-based theories that can offer 

contextually rich insights into underlying mechanisms that can lead to desired health 

outcomes and inform intervention strategies. Finally, Chapter 3 introduces maternal 

resilience as a new concept to bring us towards a more comprehensive ecological-based 

framework to improve maternal health. 
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Chapter 3: The H in Maternal Health - The Convergence of Disparate 

Factors 

Health outcomes are determined by a convergence of social, cultural, and 

biological factors. You must address all factors to improve health problems. lxii 

~Armenakis and Kiefer (2007) 

 

Reorientation to improving maternal health as the primary objective, as opposed 

to averting maternal mortality, requires a clearer understanding of what maternal health 

is. The maternal health literature generally relies on the World Health Organization 

(WHO)’s definition: maternal health refers to the “health of women during pregnancy, 

childbirth and the postpartum period.”lxiii Though explicit in its demarcation of when 

maternal health takes place, this definition is circular in its use of the term ‘health’ to 

define what health is.  

Such circularity is partly attributed to the never-ending debate over the definition 

of health itself.  The traditional concept of health is tied to the biomedical model that 

focuses on the physical functioning of the human body and the threat of disease.lxiv The 

well-known 1948 definition of health, embedded in the Preamble to the Constitution of 

the World Health Organization, challenged this traditional notion of health for its neglect 

of the concept of well-being.lxv The WHO re-defined health as “a state of complete 

physical, mental and social well-being and not merely the absence of disease or infirmity 

(italics added for emphasis).”lxvi Well-being connotes an evaluation of one’s life or 

different aspects of her life that can be positive or negative.lxvii  In the context of maternal 

health, well-being can be as objective as having consistent shelter as protection from the 

natural elements during pregnancy or an environment free from abuse (e.g. physical, 

mental or emotional). The notion of well-being can also be subjective as it can be based 
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on an individual’s ideal sense of being. lxviii For example, some women consider the 

freedom of not having to work during or immediately after pregnancy as contributing 

positively towards their maternal well-being. Critics, like Saracci (1997), deemed the 

inclusion of the words “complete” and “well-being” as constructs that were impossible to 

measure and argued for a more “pragmatic” definition that provides tangible means to 

gauge progress.lxix However, the debate over the definition of health did not stop there. 

WHO published a new definition of health in 1984.  No longer regarded as a static 

condition, but part of a dynamic behavioral process, health was defined as:  

…the extent to which an individual group is able to realize aspirations and 

satisfy needs, and to change or cope with the environment. Health is a 

resource for everyday life, not the objective of living; it is a positive 

concept, emphasizing the social and personal resources, as well as 

physical capacities. lxx (Italics added for emphasis)  

 

WHO’s definitions of health and maternal health encourages us to reconsider our 

understanding of maternal health as solely a biological phenomenon. Both the 1948 and 

1984 definitions presented by WHO broaden our perspective to see maternal health as a 

multi-faceted state of well being that is not only a consequence of biological factors, but 

part of a dynamic behavioral process that is also subject to the influence of cultural and 

socioeconomic factors.  Furthermore, the additional consideration of cultural and 

socioeconomic factors point to the need for understanding contextual nuances underlying 

maternal health behavior. 
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EXAMPLES OF CULTURAL AND SOCIOECONOMIC INFLUENCES ON MATERNAL HEALTH 

BEHAVIOR 

Culture, defined here as a system of beliefs and behaviors shared by a group of 

individuals, shapes how individuals perceive and interact with the world around them. 

Relevant to the maternal health context, culture can influence the status women have 

within familial and societal structures, as well as the extent to which a woman has 

autonomy in making decisions.lxxi Furthermore, women often receive advice women 

receive from their families and communities as to how to have a successful pregnancy.lxxii 

Advice can range from nutritional guidance to ensure a successful pregnancy, to who is 

involved in the pregnancy, to what forms of interventions are appropriate when maternal 

complications arise. lxxiii  With the increased presence of modern medical interventions in 

areas where they were previously lacking or absent in developing countries, it is not 

uncommon to find women caught in the tension between cultural tradition and the use of 

medical services.lxxiv  

Brighton et al.’s 2013 study affirms the influential role cultural perceptions and 

community attitudes have on maternal health behavior. The study systematically reviews 

27 qualitative studies of women’s perspectives and experiences related to maternal health 

in sub-Sahara Africa. Brighton and her colleagues posit that the cultural interaction 

between women and environments they interact with in relation to maternal health 

influence their perceptions and in turn influence their maternal health behavior. lxxv 
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For example, the researchers identify the following six types of perceptions that 

appeared to serve as barriers to the utilization of maternal health services.  

Perceptions of healthcare workers; perceptions of the hospital 

environment; cultural perceptions of women; cultural perceptions of 

pregnancy; perceptions of traditional birth attendants and traditional 

healers; and role of the community in pregnancy and birthlxxvi 

 

Some qualitative studies in the Brighton et al. (2013) review observed a cultural tendency 

for family and community members to drive the decision-making process regarding a 

woman’s health care during her pregnancy, diminishing the autonomy of the woman. 

Other studies revealed influential role of social norms on maternal health behavior. For 

example, there were instances where communities attribute greater value and respect to 

the woman who have natural births.  The need for a caesarean section or other forms of 

medical interventions is generally viewed as signs of weakness and/or a significant 

failure of the woman. lxxvii Brighton et al. (2013) concluded that in order to maintain their 

social standing, women are likely to align their behavior according to established cultural 

norms, even to the detriment of their own well-being. 

The Brighton et al. (2013) study also reveals that the role of women’s cultural 

perceptions and community attitudes are not the only factors that may dissuade a 

woman’s decision not to access skilled health care.  Brighton et al. (2013) found reports 

of abusive and rude treatment fostering negative perceptions of healthcare workers and 

the hospital environment. lxxviii Such negative perceptions are likely to discourage women 

from access skilled health care. lxxix  Armenakis and Kiefer (2007), who argue in favor of a 

Sociocultural Model approach to health, echo the same concern. They warn, “health care 

providers are subject to the same confluence of factors as their patients.” lxxx The authors 

also advocate that skilled health care providers take into account their own perspectives 
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and biases when engaging with marginal population lest they discourage affected 

populations from accessing skilled health care resources. lxxxi 

Similar to cultural pressures, the socioeconomic attributes an individual possesses 

can affect her maternal health behavior. Socioeconomic attributes are typically discussed 

in relation to how an individual’s socioeconomic status (SES) or socioeconomic position 

(SEP) compares to the rest of society. Oaks’ (n.d.) discussion on Measuring 

Socioeconomic Status offers a general description of SES as a construct that reflects an 

individual’s or a people group’s ability to access desired resources. lxxxii  Such resources 

can include material goods, money, power, and health care.lxxxiii SEP is a more narrowly 

defined construct, focusing less on desired resources and placing greater emphasis on the 

social and economic factors that determine an individual’s or people group’s social 

standing within the structure of society.lxxxivCombined, these two measures illuminate 

inequalities in access and acquisition of resources that exist between people groups based 

on their status or position within society.   

Maternal health studies show that a woman’s social or economic standing and 

demographic characteristics can enable or impede access to resources to secure her 

maternal well-being. For example, women with a lower socioeconomic status or position 

may face financial constraints to pay for the fees associated with maternal health services 

or transportation to get to health facilities. One study observed that women who are 

highly educated are more likely to use family planning and other maternal health services 

than uneducated women.lxxxv Another study found that women who reside in urban 

communities have greater access to maternal health services than women who live in 

rural communities. Similar disparities have also been noted in mega-urban cities where 

the population density has outpaced the number of existing health studies.lxxxvi Ethnicity, 

race, religion and political affiliations are other attributes that can lead to a favoring or 
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marginalization of a people group within society at large and can affect the ability for an 

individual to access the resources that they need. 

These examples of cultural and socioeconomic influences on maternal health 

behavior are by no means intended to be an exhaustive list. However, there is a growing 

body of evidence that such factors are important to consider when address maternal 

health in the context of developing countries, including whether women know what they 

need for their well-being.lxxxvii Improving maternal health requires behavioral changes that 

are often entrenched in cultural and socioeconomic realities women must navigate 

through to secure the resources they need for their maternal well-being. This level of 

complexity requires a look beyond the traditional biomedical model to ecological-based 

models that can configure disparate cultural, socioeconomic and biological factors into a 

single paradigm.  

 

ECOLOGICAL-BASED MODELS – IDENTIFYING CONTEXTUALLY RELEVANT BARRIERS 

TO DESIRED MATERNAL HEALTH OUTCOMES 

Historically, health professionals and intervention programs focused on targeting 

individual attributes such as knowledge, attitudes and motivations as means to change 

behaviors and achieve new health outcomes.lxxxviii Parallel to WHO’s reconceptualization 

of health in the 1984, growing acknowledgment of cultural, social and economic 

influences on health behavior led to a shift towards ecological-based models.  Ecological-

based models of health behavior generally assume that health outcomes are not defined 

by a single factor, but result from a series of interactions between an individual and the 

various environments she resides in. These environments formally referred to as 

ecologies, include the family and/or social group the individual belongs to, her 
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community, her culture and society, and the overall political and economic structure of 

her country. See Figure 3.1. Such models can help (1) illuminate the underlying 

mechanisms that lead to set of health outcomes of a given population and (2) inform the 

development of intervention strategies to target these mechanisms and foster desired 

health outcomes. This section briefly analyzes the theoretical underpinning of two 

ecological-based models that can provide insights into maternal health behavior: the 

Theory of Planned Behavior (TPB) and Bronfenbrenner’s Ecological Systems Theory 

(EST). Then, the chapter concludes by presenting resilience as an alternative ecological-

based model of maternal health that incorporates the strengths of the TPB and EST 

models.   
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Figure 3.1: Levels of Influence within a social ecology of behavioral model 

Source: “Essentials of Health Behavior, 2nd Edition,” Edberg 2013lxxxix 

Theory of Planned Behavior (TPB) 

The Theory of Planned Behavior (TPB) explores the relationship between 

individuals’ attitudes and the internal decision-making process that determines their 

behavior.xc See Figure 3.2. According to this theory, the likelihood of a specific behavior 

occurring is based on the individual’s intention to carry out that behavior and their 

perceived capacity to do so.  The TPB model consists of three primary components: the 
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individual’s attitude, her subjective norms and perceived behavioral control. Attitudes are 

a reflection of the individual’s belief on what will happen as result of a particular 

behavior and whether she believes that result will be good or bad. xci Subjective norms are 

the individual’s assessment of how her social group(s) will respond to the behavior and 

the extent she is willing to conform to existing social norms. xcii  These attitudes and 

subjective norms jointly determine an individual’s behavioral intention. Lastly, the 

perceived behavioral control “…refers to the degree to which someone believes they 

have control over whether they can take that action and the strength of that belief.” xciii  

This construct attempts to capture the existence of exogenous factors that can affect an 

individual’s view of their own capacity to carry out a particular health behavior even if 

the behavioral intent is present.  It can either facilitate or constrain action. xciv 
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Figure 3.2: Theory of Planned Behavior 

Source: "Theory of Planned Behavior: An HC3 Research Primer” Health 

Communication Capacity Collaborative (HC3) xcv 

 

As maternal health interventions are in some way attempting to initiate behavioral 

change that leads to a set of desired health outcomes, TPB investigations can help health 

professional specifically target attitudes or subjective norms that are constraining 

individuals from positive health behaviors and desired health outcomes.  For example, 

Galvez et al. 2001 utilized TPB to identify predictors that influence whether Peruvian 

mothers seek medical help for their children who are showing signs of pneumonia. To 

understand Peruvian mothers perception about the awareness of pneumonia and the 

government’s pneumonia campaign, this study also required a qualitative component to 

identify mothers’ attitude, subjective norms, and perceived behavioral control. xcvi The 
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strongest predictor of mothers seeking medical care was the perception of how others in 

their social group would respond (subjective norm), followed by their perceived difficulty 

in accessing medical care.  Mothers’ individual attitudes about the behavior registered as 

the weakest. xcvii  

Edberg (2013) points out that there are limitations within the TPB model that 

health professionals should be aware of and could present challenges in the future. First, 

the model assumes that individuals are aware for the need for behavioral change. The 

Galvez et al 2001 study mitigated this challenge by including the awareness of 

pneumonia and its consequences as part of its study.  Secondly, TPB does not account for 

how the passage of time can lead to inaction even when behavioral intent and perceived 

behavioral control are present. For example, a Peruvian mother’s active pursuit of 

medical services for her child may be more likely if she acts today as opposed to a week 

from now.  A third limitation of TPB is its use of perception-based constructs such as 

“subjective norms” and “perceived behavioral control” to measure an individual’s ability 

to exercise control when pursuing a course of action in the presence of exogenous factors.   

Edberg (2013) argues that these constructs reflect more about an individual’s belief then 

their ability to exercise control.  Moreover, he points outs, the number of factors that can 

influence the perception of social norms and the numerous types of norms themselves 

(e.g. religious, peer, workplace, etc.) may be difficult to capture.xcviii  Lastly, as an 

individual-oriented model, TPB does not factor in the role socioeconomic attributes can 

have on health behaviors. Despite these limitations, TPB presents an opportunity to 

understand the intrapersonal dynamics that contribute to an individual’s decision-making 

process that determines health behaviors and outcomes.  Furthermore, the application of 

this model can provide a foundation for a bottom-up perspective of contextually relevant 
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attitudes and social norms that may be constraining women’s capacity to pursue health 

behaviors that protect/nurture their maternal well-being.   

 

Bronfenbrenner’s Ecological Systems Theory  

Bronfenbrenner’s Ecological Systems Theory (EST) external-oriented model 

made an important contribution to the construction of the ecological model to the health 

context.xcix The EST model is distinct from TPB’s internal perspective in that it places 

greater emphasis on the physical and social environments an individual resides in. See 

Figure 3.3. Bronfenbrenner argues that human development and behavior are “outcomes 

[resulting from] the interaction between an individual and several levels or layers within 

the surrounding system (ecological systems).”c 
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Figure 3.3: Bronfenbrenner’s Ecological Theory 

Source: “The Ecological Perspective of Development,” WSU CHF 1500 Human Development ci 

 

As a multi-level ecological model, the EST model introduces the idea that the 

different environments (ecological systems) in which the individual resides can interact 

with each other, having a combined effect on the individual’s behavior and development.  
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These interactions are characterized as proximal and distal processes. Proximal processes 

are the interactions between the individual and her immediate environment.cii  Distal 

processes are the dynamics that happen within or between the different environments 

(ecologies) and have subsequent effects on the proximal interactions.ciii  For example, the 

legalization of divorce may alter the interactions between an individual and her spouse.civ  

The EST model identifies five ecological systems. The microsystem contains the 

relationships and structures an individual has direct and immediate contact with. (e.g. 

family, community, etc.).  The mesosystem are connections between two or more of the 

individual’s microsystems. (e.g. religious affiliation connects an individual with her 

community peers). The exosystem is the social system within which the previous two 

levels reside. Unlike the microsystem, the individual does not have a contact with the 

social system. However, structures within the exosystem indirectly affect an individual’s 

behavior. The fourth level, the macrosystem, contains the overarching influence of 

culture (e.g. values, customs, and laws). Lastly, the chronosystem introduces the 

dimension of time where there can be changes in the other ecosystems over time and 

changes in how the individual interacts with those different systems. 

Traces of Bronfenbrenner’s EST model can be found in the recent international 

discourse on social determinants of maternal health. In United Nations Development 

Programme’s (UNDP) 2011 discussion paper, A Social Determinant Approach to 

Maternal Health, the authors argue 

The fundamental rationale of the social determinants of health approach is 

not only that social determinants shape health outcomes but that it is 

possible to improve health outcomes and reduce health inequities by 

analyzing and acting on the most influential of those social determinants. 

This has important implications for how health programs are 

conceptualized and delivered.cv 

 

Figure 2: Bronfenbrenner’s Ecological Theory – From The 

Ecological Perspective of development 
(http://faculty.weber.edu/tlday/human.development/ecological.htm) 
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The Social Determinants Approach to Maternal Health framework identifies 

social, economic, political, cultural and environmental factors that can influence health 

outcomes.cvi See Figure 3.4. These factors are grouped in one of two categories of 

determinants, following the EST model’s distinction between proximal and distal 

process: (1) structural determinants of health inequalities and (2) intermediary 

determinants of health. Structural factors collectively affect the overall distribution of 

wealth and power that is often unequally allocated among individuals and social groups 

within society. cvii 

Figure 3.4: A Social Determinants Approach to Maternal Health 

Source: “Discussion Paper: A Social Determinants Approach to Maternal Health”, UNDP, 

2011cviii 
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The framework identifies governance/political and social/cultural factors as key 

structural determinants that lead to health inequalities.  Policies that guaranteeing access 

to sexual and reproductive health, or those that address harmful gender norms, are 

examples that fall into this category. Intermediary determinants of health are factors that 

may directly affect the capacity of individuals or groups to access resources they need for 

their well-being with respect to health.  This framework focuses on attributes related to 

health services, the community context, family and peer influences and individual 

attributes.  For example, Brighton et al. (2013) study findings revealing a cultural 

tendency for family and community members to drive the decision-making process 

regarding a woman’s health care during pregnancy would fall under this category.cix 

The Social Determinants Approach to Maternal Health framework broadens our 

view of maternal health, tracing back to disparate factors that collectively contribute to 

both desirable and undesirable maternal health outcomes.  Maternal health outcomes are 

no longer considered a simple function of biology, but a complex function of 

infrastructural, cultural and socioeconomic factors that contribute to health outcomes. As 

a result we see a balance between established guiding principals as to what determinants 

may affect maternal health outcome while making allowance for contextual flexibility to 

ensure the relevance of resulting interventions.  However, the main limitation with 

Bronfenbrenner’s Ecological System theory and related theories such as the Social 

Determinants of Maternal Health framework is its complexity.  Change in one ecological 

level can have multiple affects in the other levels.  Thus, it is difficult to identify causal 

chains with which to design interventions that would produce the desired outcome.cx 

Nonetheless, this framework does offer multi-level strategic opportunities for various 

actors within the different ecologies to coordinate efforts to improve maternal health 

outcomes.  
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Both the Theory of Planned Behavior (TPB) and Bronfenbrenner’s Ecological 

Systems Theory (EST) offer promising models through which we can gain insight into 

the contextually relevant mechanisms that could be influencing a woman’s decision-

making process, which in turn shapes maternal health behavior and lead to a variety of 

health outcomes. Distinctively, TPB offers an intrapersonal perspective, offering an 

insider’s look as to how culture and social norms play an influential role on an 

individual’s health behavior. This insight can provide a basis of a bottom-up approach to 

improve maternal health by applying TPB model to a targeted population, strategically 

focusing on the prevailing attitudes and subjective norms that arise. However, it fails to 

acknowledge exogenous factors such as socioeconomic attributes that could also affect 

behavior. Conversely, EST offers an interpersonal perspective that provides a bird’s eye 

view of the various environments that coexist in an individual’s life, from the macro- 

down to the micro- level. This provides a more comprehensive perspective of the 

cultural, structural, socioeconomic and interpersonal interactions that could be at play in 

affecting maternal health behavior and outcomes. Moreover, maternal health intervention 

programs can identify relevant actors to coordinate action among the different ecologies 

to improve maternal health outcomes. However, there is a risk of losing sight of the 

individual perspective that the TPB model offers.  To leverage the benefits of both 

models, while simultaneously mitigate their limitations, this paper presents the concept of 

resilience. 

 

The Concept of Resilience 

The concept of resilience offers a unified paradigm that can capture the 

intrapersonal and interpersonal dynamics influencing maternal health outcomes. 
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Emerging as a new buzzword in the international development community, an initial 

survey of resilience leaves us inundated by a wide range of applications, from resilience 

in individuals or single objects to complex adaptive symptoms.cxi This report looks to 

resilience expert Michael Unger (2012) who describes resilience as a process of dynamic 

interactions between individuals and their social environments (ecologies). 

In the context of exposure to significant adversity, resilience is both the 

capacity of individuals to navigate their way to the psychological, social, 

cultural, and physical resources that sustain their well-being, and their 

capacity individually and collectively to negotiate for these resources to be 

provided in culturally meaningful ways.”cxii 

 

Ungar posits that resilience is not solely an individual trait nor fully determined 

by the social and/or physical ecologies, but its a "shared quality of the individual and the 

individual's social ecology." cxiii The author places greater importance on the social 

ecology over individual attributes for improving the well-being of those who face great 

adversity. However, Ungar carefully points out that the individual “trait” and the social 

“ecological” perspective should not be considered as “mutually exclusive…[or] 

antagonistic.  They simply emphasize different aspects of the process associated with 

resilience.”cxiv Combined, both offer a holistic perspective that integrates conceptual 

components similar to that of Bronfenbrenner’s Ecological Systems Theory (EST) and 

the Theory of Planned Behavior (TPB) into a contextually rich unified model.   

The very definition and arguments laid down by Ungar harken back to the work 

of Bronfenbrenner’s. In Ungar’s 2012 article, Social Ecologies and Their Contribution to 

Resilience, he argues that the capacity to negotiate and navigate for resources not only 

occur between the individual and their mesosystems (e.g. family, school, community, 

etc.), but also between the mesosystem and other systems.cxv  
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Resilience is, therefore, the ecological complex (multi-dimensional) 

process that people engage in that makes positive growth possible (e.g. 

engaging in school, resisting prejudice, creating networks of support, 

attending religious institutions), all of which are dependent upon the 

capacity of social and physical ecologies to provide opportunities for 

adaptation (preferably in ways that express pro-social collective norms).cxvi 

 

Extending this ecological-based concept for resilience to the context of maternal health, 

practitioners can potentially design interventions targeting social and physical 

environments and provide opportunities that lead to desired maternal health behavior in a 

culturally meaningful way. 

 

Ungar quantifies resilience with the following model with RB representing a set of 

observable behaviors.cxvii See Figure 3.5. 

 

 

Figure 3.5: An Ecological Expression of Resilience 

Source: “Social Ecologies and Their Contribution to Resilience, Michael Ungar, 2012cxviii  

 

f(PSC, E) captures the strengths and challenges (SC) that the individual, P, experiences 

within the different environments (ecologies), E, they reside in. cxix   (OAV, OAC) captures 

the opportunity structure that determines the capacity of the individual’s social and 

physical environments to provide resources. cxx   The opportunity structure includes the 

f(PSC, E) 

(OAV, OAC) (M)   
RB (1,2, 3 . . .) = 
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availability of the resources (OAV) and the accessibility of the resources (OAC). cxxi Lastly, 

the meaning systems (M) represent a set of beliefs and meanings that an individual and 

their communities adhere to. They “…determine the decisions [the individual makes 

regarding] which resources (opportunities) they value and access and which resources 

their family, school, community and nation provides.”  cxxii    

The meaning systems construct is quite similar to the TPB model in that it 

recognizes the influential role social norms have on which resources/opportunities are 

available to an individual and what opportunities her society is willing to extend to her.  

Such opportunities can range from resource allocation within the family to government 

policy decisions that make access to sexual and reproductive healthcare available to all 

women.  Secondly, resilience recognizes that social norms are culturally and 

socioeconomically defined and can either serve to enhance or hinder behavioral 

outcomes. cxxiii Lastly, the meanings systems component recognizes the ability for an 

individual to influence her own behavior and resilience based on her relationship to those 

perceived meanings. cxxiv Conceptually, this is not too different from the TPB model’s 

“subjective norms” and “perceived behavior control” that reflect the extent an 

individual’s willingness to conform to social norms and whether they have a sense of 

control of their ability to take action and acquire the desired and/or needed resources.  

Thus, a resilience-oriented framework of maternal health has the potential to provide 

contextually rich understanding of the mechanisms that affect women’s decision-making 

and maternal health behavioral outcomes. 

Applying the concept of resilience to maternal health, this report introduces 

maternal resilience as a new concept.  Maternal resilience can be defined as a woman’s 

capacity to navigate through various environments (e.g. cultural, institutional, political, 

etc.) as she attempts to negotiate for and access maternal health resources and engage in 
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maternal health behaviors amidst adversity. Interactions within each environment, 

including existing barriers, could serve to enhance or hinder her capacity to progress 

forward in accessing the resources for her maternal well-being. 

Figure 3.6 below is an adaptation of the Edberg’s Levels of Influence within a 

Social Ecology of Behavior model, highlighted previously in this chapter.  To reflect the 

resilience-oriented framework of maternal health, this conceptual framework focuses on 

relevant maternal health behaviors and outcomes. Figure 3.6 also highlights where 

maternal health services tend to reside (e.g. at the structural/institutional level and at 

varying degrees at the community level).  The maternal resilience framework also 

introduces a dimension of time that conveys that these processes can occur over the 

lifespan of women (including their age-bearing years).   To limit the visual complexity of 

the framework, we can rely on Ungar’s (2012) equation to quantify resilience.   
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Figure 3.6: Maternal Resilience Framework 

Source: Modified from the “Levels of Influence within a Social Ecology of Behavioral Model,” 

Essentials of Health Behavior, 2nd Edition,” Edberg 2013cxxv 

 

Individual

Time 

Adversity 

Political/Economic/Structural 

Cultural/Societal 

Community/Population Group 

Family/Social Group 

Behavior Influences Behavior Influences 

B
eh

a
v

io
r 

In
fl

u
en

ce
s 

 

 

Denotes possible Maternal Health Service locations 



 39 

Finally, the conceptual framework of maternal resilience highlights the required 

presence of adversity.  According to Ungar (2012), at least one stressor5 (an element of 

adversity) must be present to observe resilience.  Adversity can serve as a barrier beyond 

the individual’s control and hinder her capacity to improve her well-being. Extended to 

the societal level, Ungar’s conceptualization of resilience can expand its purview to the 

“recovery and sustainable well-being for populations under stress.” cxxvi This explicit 

inclusion of adversity is particularly resonant in populations affected by extreme poverty 

and bare highest maternal death burden.  For example, seventy-four countries that include 

49 low-income countries accounted for more than 95% of all maternal deaths resided in 

developing countries in 2011.cxxvii  

 

APPLYING RESILIENCE TO MATERNAL HEALTH 

Applying a resilience-oriented framework to maternal health in this manner is 

new territory. First, the literature regarding the form of resilience Ungar speaks of 

currently focuses primarily on the youth populations.cxxviii However, there is emerging 

resilience research on young adults and older demographics. cxxix Secondly, current 

applications to maternal health focus are based on a structural definition of resilience 

(e.g. the ability for physical maternal health infrastructure to withstand disruptions from 

natural disasters.)cxxx  

Nonetheless, a resilience-oriented framework to maternal health has great 

potential.  It allows interventions “to consider strength among groups usually thought in 

terms of problems and failures”cxxxi Secondly, the framework acknowledges the existence 

                                                 
5 According to Almeida (2005), stressors are subjectively defined by the individual and can vary across 

individuals. Threat to financial situation, physical health and safety, and plans of the future are examples of 

stressors included in his study. 
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of protective mechanisms (e.g. internal factors, family characteristics, and external 

institutions) in the presence of existing barriers that can be strategically targeted to 

further enhance resilience.cxxxii  

A maternal resilience framework also overcomes some of the limitations of the 

MDG 5 framework previously discussed in Chapter 2.   MDG 5 operates under one-

dimensional perspective of maternal health driven by the overemphasis of maternal 

mortality and a select number of proxies that are medical service-oriented. Equating the 

reduction of maternal mortality as a primary measurement of improved maternal health 

captures only one extreme outcome.  The other selected proxies of MDG 5 focus on 

medical service delivery, which do not explicitly consider underlying behavioral and 

cultural dynamics that may be at play in maternal health. In contrast, maternal resilience 

conceptually allows for the presence of maternal health services in distinct environments 

(ecologies) and a wide array of observable outcomes (biological and behavioral). 

Maternal resilience also offers a comprehensive framework that takes into the 

consideration of the attributes of the individual and those of the various environments 

(ecologies) she resides in. In this manner, this framework provides contextually rich 

insights into the interpersonal and intrapersonal dynamics influence by cultural and 

socioeconomic factors.  Such multidimensional, holistic insights into the population of 

interests are essential to promoting behavioral change when needed and can inform the 

design of maternal health interventions.  Furthermore, maternal health practitioners can 

also strategically coordinate with key relevant actors among different ecologies to 

improve maternal health.  

Lastly, operationalizing maternal resilience avoids limiting stakeholder 

involvement. As discussed in Chapter 1, Von de Hoven (2012) criticized the construction 

of MDGs as an extension of the western-perspective that is dominant among aid 
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development practitioners and donors.  He found the voices of the global “South” notably 

absent in the discourse, arguing that  

Development organizations lobbied to get their specific concerns tagged 

onto one or more MDGs or to have indicators of specific targets extended 

to get their concern explicitly mentioned. Challenges explicitly covered in 

the MDGs trumped other development concerns that arguably were 

equally important. In order to avoid this process in the post-2015 agenda, 

one important first lesson is to avoid a donor-driven process of preparing 

and implementing a new agenda. The post-2015 framework has to include 

more reflections of Southern thinkers and activists.cxxxiii 

A resilience-oriented framework elevates the voice of the affected population by placing 

their interpersonal, bottom-up perspective on equal footing with the macro-level concerns 

that tend to be the focus of the international development community and lead to top-

down strategies. Similar to the World Bank’s Voice of the Poor project6, a resilience-

orientation to maternal health presents an opportunity for women to define aspects of 

their environment that hinder and enhances their maternal well-being. Maternal resilience 

values both the individual perspective and ecological perspective. Thus, the framework 

can also inform multi-level strategies that address both affected women and various 

actors within different ecologies to coordinate interventions designed to improve 

maternal health. As a newly constructed concept, this project proposes operationalizing 

maternal resilience through the Maternal Resilience Project as the next step towards 

advancing the application of the ecological-based framework.   

The Maternal Resilience Project would start as a pilot study involving a select 

number of countries facing persistent maternal health challenges.  One such country is 

South Africa. South Africa is an interesting case, in that it committed to reduce maternal 

                                                 
6 Voices of the Poor was a study under the 2001 Consultations with the Poor project that purposed to 

understand poverty from the perspective of the poor. Findings were used to inform the World Development 

Report 2000/1 on Poverty and Development. (http://www.ids-uva.nl/wordpress/wp-

content/uploads/2011/09/1-Voices-of-the-Poor.pdf) 
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mortality to 38 maternal deaths per 100,000 live births as a signatory of the MDGs.cxxxiv 

Prior to South Africa’s commitment to MDGs, the country experienced 150 maternal 

deaths per 100,000 live births.  To achieve this ambitious goal, South Africa’s macro-

level polices for maternal health focused on increasing maternal health care access and 

education.cxxxv Over the next decade, however, there was a dramatic increase in maternal 

deaths to 312 deaths per 100,000 live births then a slight decline to 269 deaths per 

100,000 live births in 2009 and 2010 respectively. cxxxvi  See Appendix G. These trends 

reflect the persistence of high maternal death rates despite the government’s macro-level 

policies that focus on increasing the provision of maternal health care services and 

education.cxxxvii 

In addition to the Demographic and Health Surveys that already capturing useful 

data with respect to maternal health related issues, a research team can conduct a pilot 

phenomenological case study in the Western Cape. Though there are less maternal health 

services in other regions, such as the Eastern Cape, the institutional presence of maternal 

health services makes the Western Cape an ideal setting. The project’s objective would 

be to engage with the women themselves to identify from their perspective their 

experiences in accessing maternal health resources.   This would allow for gathering 

contextually rich information regarding cultural and socioeconomic influencing maternal 

behavior as well as the interpersonal dynamics between women in the various 

environments that they interact in. The qualitative process would also facilitate the 

identification of relevant themes that can be operationalized into proxy indicators, 

measured and analyzed to determine if these factors significantly hinder or enhance 

women’s capacity to navigate to and negotiate for maternal health resources the need for 

their maternal well-being.  Studies, such as Burke et al (2009) that explores how social 
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context influences women’s health behavior, their experiences and perceptions of self-

efficacy, can help inform the projects methodological approach.cxxxviii 

If such studies are conducted over a period time, maternal health researchers can 

begin identifying overarching themes can be applied to multiple contexts while still 

allowing for the introduction of elements that are contextually relevant for a particular 

subpopulation.  Similar work is in progress in the study of resilience where resilience 

experts have progressed in balancing the need to retain the contextually rich 

understanding it can provide while also providing opportunities to identify overarching 

themes that can be applied cross-culturally.cxxxix This ultimately would satisfy both the 

need for a high-level perspective of maternal resilience essential for its adoption by the 

international development community, while also offering a more comprehensive 

programmatic framework that can inform future interventions involving key relevant 

actors among different ecologies to improve maternal health. 
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Chapter 4: Maternal Health in the Post-2015 Agenda 

Global goals cannot themselves resolve complex and high-stake challenges. But if 

well designed, targeted and measurable, the can make a substantial contribution 

to global collaboration on sustainable development. cxl 

~ International Institute for Environment and Development (IIED) 

 

This chapter shifts the conversation towards the Sustainable Development Goals 

(SDGs), the successors of the Millennium Development Goals (MDGs) that will be 

finalized and adopted at the United Nations special summit meeting in September 

2015.cxli Specifically, the chapter explores whether we are moving towards a better 

operationalization of maternal health in the SDGs or if the SDGs relevant to maternal 

health continue to focus on a few proxy measures that restrict our understanding of 

maternal health. By contrasting the SDGs with their predecessors, this chapter first 

introduces the currently proposed SDGs and how they incorporate maternal health. Next, 

this chapter briefly traces how the current presentation of maternal health in the SDGs 

resulted from the proliferation of competing goals and targets caused by unprecedented 

level of participation by various stakeholders. Lastly, this report concludes by advocating 

for maternal resilience as a new concept that can help foster a course correction towards 

a more comprehensive ecological-based framework.   

 The mixed results from the maternal health interventions designed to improve 

maternal health (MDG 5) prompts us to rethink how we approach maternal health. As 

previously discussed in Chapter 2, the parsimony of the MDG framework, which 

facilitated its adoption by the international development community, also limited the 
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framework’s scope. cxlii Under this construct, the MDG 5 worked with a very narrow and 

limited definition of maternal health that drove the focus of measurement to be concerned 

with maternal mortality and a select number of other proxies that fail to capture the 

multidimensional aspect of maternal health.  Paradoxically, as the following section will 

show, an overly prescriptive SDG framework places maternal health back under the same 

limited paradigm of the MDG 5. 

 

MDGS VS. SDGS: INCORPORATING MATERNAL HEALTH 

In contrast to the eight goals and 60 targets define within the MDG framework, 

the current proposal of the SDGs consists of 17 goals and 169 indicators charged to be 

accomplished by 2030.cxliii Maternal health is no longer a stand-alone goal in the SDG 

framework, but absorbed into the currently proposed SDG 3 goal that “ensures healthy 

lives and promote well-being for all at all ages.”cxliv  (See Table 4.1) Notably the first 

target listed under SDG 3 is Target 3.1 that proposes to “reduce the global maternal 

mortality ratio to less than 70 per 100,000 live births” by 2030.cxlv Other relevant targets 

to maternal health are Targets 3.7 and 3.8 that aim to establish universal access to sexual 

and reproductive healthcare and universal healthcare coverage.cxlvi (Universal access to 

sexual and reproductive healthcare emerges again as a declared right under SDG 5 that 

proposes to “achieve gender equality and empower all women and goals.”cxlvii) Target 3.c 

has some relevance, as it seeks to “increase health financing and the recruitment, 

development, training and retention of the health workforce in developing 

countries…”cxlviii  
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GOALS 

MDG 5: Improve Maternal Health SDG 3: Ensure healthy lives and promote well-being 

for all at all ages 

TARGETS 

Target 5a: Reduce by three quarters, 

between 1990 and 2015, the 

maternal mortality ratio 

 

Target 5b: Achieve, by 2015, 

universal access to reproductive 

health 

Target 3.1: By 2030, reduce the global maternal 

mortality ratio to less than 70 per 100,000 live births 

Target 3.7: By 2030, ensure universal access to sexual 

and reproductive health-care services, including for 

family planning, information and education, and the 

integration of reproductive health into national 

strategies and programmes 

 

Target 3.8: Achieve universal health coverage, 

including financial risk protection, access to quality 

essential health-care services and access to safe, 

effective, quality and affordable essential medicines 

and vaccines for all 

 

Target 3.c: Substantially increase health financing and 

the recruitment, development, training and retention of 

the health workforce in developing countries… 

INDICATORS 

5.1 Maternal mortality ratio 

5.2 Proportion of births attended by 

skilled health personnel 

5.3 Contraceptive prevalence rate 

5.4 Adolescent birth rate 

5.5 Antenatal care coverage 

5.6 Unmet need for family planning 

No indicators proposed at this time. 

Table 4.1 MDGs vs. SDGs: Incorporating Maternal Health 

Source:  “Official List of MDG Indicators,” United Nations Statistics Division; “Open 

Working Group Proposal for Sustainable Development Goals,” United Nations, 

Department of Economic and Social Affairscxlix 

Based on this proposal by the United Nations Open Working Group of the 

General Assembly on the Sustainable Development Goals, there is insufficient evidence 

to suggest that there has been a change in the stance towards the improvement of 

maternal health. Maternal health’s absorption into the broader SDG 3 goal may risk the 
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nuances of maternal health being overlooked, leaving room for maternal health 

practitioners and researchers to fill in the gap. Thus, there may be a return to what has 

traditionally been used to gauge improvement of maternal health.  With maternal 

mortality highlighted as the first target of SDG 3, it is likely this proxy will continue on 

as the primary measurement to gauge progress.  

The proposed incorporation of maternal health in SDGs can be traced back to the 

participatory approach that led to the construction of the SDG framework.  Where the 

MDGs led to an unprecedented level of global mobilization towards agreed upon targets, 

SDGs promoted an unprecedented level of stakeholder participation in the discussions 

regarding the construction of the SDGs. This process has included 193 governments from 

the global “north” and “south”, as well as businesses with foreign investments in 

developing countries, academics and scientists.cl Additionally, the United Nations is 

facilitating an online survey, MyWorld2015, through which more than seven million 

participants have voted for six issues from a list of 16 global issues, or submitted their 

own suggestions regarding what matters most to them in addressing global poverty. (See 

Appendix H) cli MyWorld2015.org statistics show that about 39% of the survey 

respondents are from low HDI7 countries.clii  

Opinions regarding the participatory strategy to construct the SDGs are mixed. 

Authors like Bhattacharya and Kharas (2015) applaud the record-level of participation by 

various stakeholders, viewing the political process as a benefit as opposed to an 

impediment.  Furthermore, they argue that the increased number of goals and targets is 

essential to increase the likelihood of addressing poverty.cliii Bhattacharya and Kharas 

(2015) argue that ecologically,  

                                                 
7 Human Development Index (HDI) is a composite measure of three dimensions: health, education and 

standard living. 
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It is inconceivable to think today about ending poverty without 

simultaneously achieving peace, dealing with natural disasters, connecting 

people to a market economy via better access to infrastructure, or reducing 

the impact of climate change. None of these are addressing the MDGs, but 

the have to be tackled because an integrated agenda is so critical to ending 

poverty.cliv  

 

In contrast, the critics argue that the discourse surrounding the SDGs has become 

a political overture played mostly by lobbyists and governments alike.clv The 

participatory approach may be an over-correction to the MDGs limited discourse 

dominated by the western perspective of aid development workers that favored the 

position of donors.clvi Furthermore, the proliferation of stakeholders leads to the 

politicization of the SDGs by special interests and unwillingness to concede their 

proposed targets without a concession from others.clvii  One critic goes so far as to 

speculate that some governments of developing countries are working under the 

assumption that any increase in the number of goals and targets included in the SDGs 

will lead to an increase in aid allocation by donors.clviii Negotiators reduced the original 

212 proposed SDG targets to the current number of 169 targets by combining separate 

targets.clix  The increased number of participating stakeholders and the advocacy for an 

extensive list of targets shifts maternal health from being a stand-alone MDG goal to a 

reduced set of SDG targets and inadequately recognizes the influential role contextual 

realities can have on maternal health outcomes. 

 

CONCLUSION  

With no clear indication of the SDGs moving towards a better operationalization 

of maternal health, the currently proposed SDG targets relevant to maternal health are at 

risk of continuing the MDG5 legacy: focused attention on maternal mortality and a select 
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number of proxies that failed to capture the multidimensional aspects of maternal health. 

The continued prominence of maternal mortality in the SDGs is disconcerting as it may 

risk the tailoring of maternal health interventions to avert maternal deaths as opposed to 

improving maternal health.   

This report does not refute the achievement of reducing maternal mortality by 

45% over the past 15 years world.clx However, this progress should not be confused 

with achieving the goal of improving maternal health.  Maternal mortality and maternal 

health are not synonymous. Maternal mortality is only one extreme outcome among a 

wide array of maternal health outcomes that are susceptible to the influence of cultural 

and socioeconomic realities within the environment women reside in.  Furthermore, the 

remainder of the SDG targets relevant to maternal health perpetuates the macro-level, 

top-down perspective as they focus on structural provision of maternal health services.  

This report favors a more comprehensive, multi-dimensional framework of maternal 

health that captures the underlying cultural and behavioral drivers that affect maternal 

health outcomes.   

In absence of multidimensional framework for maternal health, this report 

explored behavioral change theory and presented maternal resilience as a 

new ecological-based framework to approach maternal health. Maternal resilience 

captures both interpersonal and interpersonal dynamics that influence a woman’s capacity 

to navigate towards and negotiate for the maternal health resources she needs for her 

maternal well-being.  Moreover, this resilience-oriented framework offers a contextually 

rich perspective currently lacking in the SDG framework, balancing both the individual 

perspective of the target population and the macro-ecological perspective. Thus, maternal 

resilience can inform multi-level strategies that address both affected women and various 
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actors within different ecologies to coordinate interventions designed to improve 

maternal health. 
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APPENDIX A: 1990-2013 MATERNAL MORTALITY RATIO TRENDS 
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APPENDIX B: 1990-2012 PROPORTION OF BIRTHS ATTENDED BY SKILLED HEALTH PERSONNEL  
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APPENDIX C: 1990-2012 CONTRACEPTIVE PREVALENCE RATE  
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APPENDIX D: ADOLESCENT BIRTH RATE  
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APPENDIX E: 1990-2012 ANTENATAL CARE COVERAGE  
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APPENDIX F: 1990-2012 UNMET NEED FOR FAMILY PLANNING 
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APPENDIX G: SOUTH AFRICA’S MATERNAL DEATH RATE (2002-2010) 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: “Millennium Development Goals Country Report 2013,” The Republic of South Africa 

clxi 
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APPENDIX H:  MYWORLD2015.ORG ONLINE SURVEY 

Below is the list of global issues that the United Nations presents on its MyWorld2015 

online survey. A survey participant can expand each goal for a detailed description. Each 

participant can vote choose 6 six issues including the option to suggest an issue as a 

global priority.  

 

 

Source: Adapted from MyWorld2015.orgclxii 

 

1. Better Healthcare 

2. Political Freedoms 

3. Affordable and Nutritious Food 

4. Protecting Forests, Rivers and Oceans 

5. Support For People Who Can’t Work 

6. Freedom From Discrimination and Persecution 

7. Protection Against Crime and Violence 

8. Better Job Opportunities 

9. Access to Clean Water and Sanitation 

10. Action Taken On Climate Change 

11. Phone And Internet Access 

12. Reliable Energy At Home 

13. A Good Education 

14. Better Transport And Roads 

15. An Honest And Responsive Government 

16. Equality Between Men and Women 

17. Suggest A Priority (Optional) 
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