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Maternal Mortality, Social Determinants 

and Sustainable Development Goals 

Policy Position Statement 

Key messages: Maternal mortality continues to be a major challenge to global health systems 
and the vast majority of maternal deaths are preventable. 

Maternal mortality is impacted by the social determinants of health such as 
poverty, income, education, gender inequity, racism, access to healthcare and 
health status. Investments in prevention to mitigate the impacts of the social 
determinants on maternal mortality is required.  

Maternal mortality remains a major health and human rights issue for women 
and girls globally. Australia should use its international authority to work 
towards reductions in maternal mortality globally.  

Key policy positions: 1. The implementation and extension of existing commitments to gender 
equity. 

2. Support for comprehensive provision of accessible and affordable sexual 
and reproductive health including abortion access, antenatal and postnatal 
care, and abortion in global development aid programmes. 

3. Capacity building of the health workforce and resourcing to ensure 
acceptable quality of care. 
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Maternal Mortality, Social Determinants and 

Sustainable Development Goals 

Policy position statement 

PHAA affirms the following principles:   

1. Maternal mortality rates which includes the death of women and girls during pregnancy, after the 

termination of pregnancy and following childbirth are unacceptably high.1 These deaths also 

disproportionately affect women and girls in low and lower-middle income countries.2 

2. The “three delays” that impact on maternal mortality are: 

a. Delay in seeking appropriate medical help for an obstetric emergency due to cost, 

lack of recognition of an emergency, poor education, and gender inequality. 

b. Delay in recognising and reaching an appropriate facility for reasons of distance, 

infrastructure and transport. 

c. Delay in receiving adequate care when a facility is reached, due to shortages in 

staff, or in electricity, water and medical supplies.3 

3. Most maternal mortality is preventable if the mother has timely and affordable access to a skilled 

health professional.4 Experiences and perceptions among women of poor-quality maternity care also 

influences care-seeking behaviour.5, 6  

4. There are a range of other social determinants beyond access to appropriate health care which 

significantly impact maternal mortality rates, including poverty, income, education, gender inequity, 

racism and health status. A continued shift away from the biomedical approach is required to tackle 

maternal mortality in order to achieve Sustainable Development Goal (SDG) 3.1.2, 7  

PHAA notes the following evidence:  

5. The World Health Organization (WHO) estimates that 287,000 maternal deaths occurred worldwide in 

2020. The maternal mortality ratio in developing countries, at 430 deaths per 100,000 live births, was 

approximately 33 times higher than in developed countries, at 13 per 100,000 live births.2 The lifetime 

risk of maternal death in low-income countries is also 1 in 49, compared to 1 in 5,300 in high-income 

countries.4 In 2020, almost 95% of all maternal deaths occurred in low and lower middle-income 

countries.2 

6. The Programme of Action of the United Nations International Conference on Population and 

Development in 1994 first made explicit the right of every woman to safe pregnancy and childbirth.8 

7. The global community failed to fulfil Millennium Development Goal 5a: to reduce the maternal 

mortality ratio by three quarters by 2015.9 Progress has remained slow in relation to ongoing global 

targets with SDG Goal 3.1: to reduce maternal mortality to less than 70 deaths per 100,000 live births 

by 2030 also not on track to be met.2, 10  

8. The maternal mortality ratio declined globally by about 34% between 2000 and 2020. However, from 

2015 to 2020 the maternal mortality ratio only reduced from 227 to 223 deaths per 100,000 live 

births.11 Specifically, during this period maternal mortality rates remain stagnant in Western Europe 
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and North America, and there was an increase in the mortality rates in Latin America and the 

Carribbean.4 

9. Poor quality of care is a major factor in maternal mortality. Two reports from 2018 suggest that up to 

60% of maternal deaths occurred due to poor quality of care rather than a lack of healthcare 

utilisation.12,13 

10. Equity of access to caesarean sections is crucial to prevent maternal morbidity and mortality, however 

inappropriate usage, or provision with poor quality, can be a contributor to maternal and child 

morbidity and mortality.12-14 

a. A population caesarean section rate that appears adequate can mask inequity, where some 

groups experience overuse and others a dire lack of access; in some countries the disparity is 

increasing between the richest and the poorest women. Audits of facilities with high 

caesarean section rates have found both a significant proportion of unjustified use, as well as 

within-facility disparities in use between different populations. Inappropriate use of a 

caesarean section can direct scarce healthcare resources into relatively healthy populations, 

increasing morbidity and mortality elsewhere.14 

b. Women who undergo caesarean sections in low and lower-middle income countries 

experience maternal and neonatal mortality rates of up to one percent, which is 40 to 100 

times higher than rates seen in high-income countries.14 

c. The timeliness of caesarean sections also affect mortality: the majority of caesareans 

performed in sub-Saharan Africa are done as emergencies, despite the increased risk of 

complications in emergency caesareans; in particular when performed later in labour they 

have up to 12 times the mortality of scheduled caesarean sections.14 

11. Accurate measurement of maternal mortality is important in achieving targets for mortality reduction 

and many countries still lack a complete civil registration and vital statistics (CRVS) system.15 

12. Common causes for maternal injury and mortality include excessive blood loss, infection, high blood 

pressure, unsafe abortion and obstructed labour. Indirect causes include anaemia, malaria and heart 

disease.16 Though the biomedical complications of pregnancy, childbirth and postpartum cause 

maternal mortality. Research has highlighted that reducing the mortality rate can no longer be 

constrained by the biomedical causes and attention needs to be given to societal factors, including the 

systematic, environmental, cultural, economic, and political factors.6, 7, 17 These factors contribute to 

the vulnerability of women to maternal mortality.17 

13. Maternal mortality is impacted and influenced by the social determinants of health such as poverty, 

income, education, gender inequity, racism, access to healthcare and health status.2,7 The 

intersectionality of these factors continues to exacerbate the maternal health inequalities 

experienced.6 

a. Gender inequity: Due to power structures in society and reflected in the neglect of 

reproductive  rights, which leads to an unmet need for family planning and increased unsafe, 

emergency  practices.18 The rights of women and girls to access safe, timely, quality and 

affordable reproductive and sexual health care services are not prioritised.2 Progress made 

towards achieving SDG 5: gender equality will have significant flow on effects to achieving SDG 

3.1.19 

b. Violence against women: Impacts maternal mortality through physical and sexual violence, 

lack of contraceptive choice, risk of sexually transmitted infections and HIV, and more frequent 
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unwanted pregnancies.2, 20  

c. Racism: Impacts maternal mortality through poorer access to and standard of care and there is 

a need for culturally appropriate services for women.6 States have a core obligation to fulfil the 

right to non-discriminatory access to maternal health services. Black women also have 

significantly higher death rates compared to White and Hispanic women in the USA.21 

d. Education and employment: Educated women and girls have more stable employment, higher 

incomes, better nutritional status, are better able to identify danger signs during pregnancy, 

bear fewer children and are more likely to marry later.7  

e. Access to health care and commodities (i.e. contraception) and health status: South Asia has 

the lowest proportion of women who are attended at least once during pregnancy or birth by 

a skilled health professional.22 Obstetric violence plays a significant role in health care 

outcomes for women before, during, and after pregnancy and it also impacts future utilisation 

of health services.23 Poor quality of health care has been evidenced to cause more maternal 

deaths compared to non-utilisation of services.11 Women’s perceptions and experiences of 

utilising health services during and after pregnancy need to be improved.5 Women and girls 

with pre-existing health conditions such as malaria, hypertension and HIV/AIDS are also at a 

higher risk of mortality.16 

f. Health status, poverty and food insecurity: The poor are more likely to die when compared to 

the affluent.4 Maternal deaths are not proportional and instead occur more commonly 

amongst women and girls of lower socio-economic status in low and lower-middle income 

countries.2 Malnourished women have a mortality risk that is two times higher than well-

nourished women, and food insecurity was heightened during the covid pandemic.24 Lack of 

access to family planning leads to unplanned pregnancies and increases the probability of 

other poor pregnancy outcomes including newborn deaths.18 

14. Additional contributing factors in recent years include: 

g. Humanitarian emergencies: 100 million people were forcibly displaced in 2022 alone and 

the numbers have been increasing rapidly due to violence, conflict and weather-related 

events. 42 million of these displaced people were women and girls. A lack of access to 

sexual and reproductive health services and information is a leading cause of morbidity and 

mortality in this population group, as around “60% of maternal deaths or childbirth among 

adolescent girls occur in conflict or disaster contexts.”25 

h. COVID-19 pandemic: an analysis of the effects of the pandemic on maternal and perinatal 

outcomes found that maternal outcomes worsened during the pandemic with an increase in 

maternal deaths.26 

15. In 2023 the UN Women reported global progress towards achieving  for SDG 5. The report 

highlighted that there are still a number of data gaps, meaning the progress snapshot is incomplete.  

16. Implementing this policy would contribute towards the achievement of UN Sustainable Development 

Goal 1 – No Poverty, Goal - 2 Zero Hunger, Goal 3 – Good Health and Wellbeing and Goal 4 – Quality 

Education, Goal 5 – Gender Equality, Goal 15 – Peace, Justice and Strong Institutions, Goal 17 – 

Partnerships for the Goals. 

PHAA seeks the following actions:  

17. The Australian government should continue to implement its current commitments to gender 

https://sdgs.un.org/goals
https://sdgs.un.org/goals/goal1
https://sdgs.un.org/goals/goal2#targets_and_indicators
https://sdgs.un.org/goals/goal3
https://sdgs.un.org/goals/goal4
https://sdgs.un.org/goals/goal4
https://sdgs.un.org/goals/goal5#targets_and_indicators
https://sdgs.un.org/goals/goal16
https://sdgs.un.org/goals/goal17#targets_and_indicators
https://sdgs.un.org/goals/goal17#targets_and_indicators
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equity in policies and programs, but these commitments should also be expanded to accelerate 

progress. Focus also needs to be given to improving data collection and monitoring of targets and 

indicators related to gender equality to ensure that progress can be effectively measured.   

18. The Australian government should focus on improving quality of care through capacity building and 

increasing access to high-quality and affordable sexual and reproductive health services and 

resources (including abortion access, antenatal and postnatal care).  

19. The Australian government should also prioritise supporting and building the capacity of low and 

lower-middle income countries in the Asia/pacific region and beyond to improve their quality-of-

care provision.  

PHAA resolves to:   

i. Strengthen links with Global Reproductive Rights Associations and People’s Health Movement 

groups, especially in neighbouring countries in the Asia/Pacific region. 

ii. Advocate to promote Australia’s role in improving the safety, access to services, and opportunities 

for leadership for women, especially in the developing world, through increases in Foreign Aid. 

iii. Provide information and education on voluntary family planning and reproductive health through 

family planning associations in each state and through the UNFPA. 

iv. Advocate for skilled birth attendance at antenatal care and access to emergency postnatal care. 

v. Assist in building capacity for health service delivery and workforce retention in the health sector in 

developing countries. 

vi. Assist the Government in improving their data collection systems in relation to maternal, infant and 

child health and mortality as outlined in the WHO Strategies toward ending preventable maternal 

mortality.28 

vii. Advocate for global initiatives to intensify policy intervention for maternal mortality. These need to 

focus on maternal health in developing countries, supporting the right of every woman to safe 

pregnancy and childbirth, family planning, safe abortion and reduction of the maternal mortality 

rate.7 

(Adopted 2011 and revised 2015, 2018, 2021 and 2024) 
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