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analysis

Background: This article provided an analysis of gender inequality, health expenditure and its
relationship to maternal mortality.

Objective: The objective of this article was to explore gender inequality and its relationship
with health expenditure and maternal mortality in sub-Saharan Africa (SSA). A unique analysis
was used to correlate the Gender Inequality Index (GII), Health Expenditure and Maternal
Mortality Ratio (MMR). The GII captured inequalities across three dimensions — Reproductive
health, Women empowerment and Labour force participation between men and women. The
Gll is a composite index introduced by the UNDP in 2010 and corrects for the disadavanatges
of the other gender indices. Although the GII incorporates MMR in its calculation, it should
not be taken as a substitute for, but rather as complementary to, the MMR.

Method: An exploratory and descriptive design to a secondary documentary review using
quantitative data and qualitative information was used. The article referred to sub-Saharan
Africa, but seven countries were purposively selected for an in-depth analysis based on the
availability of data. The countries selected were Angola, Botswana, Malawi, Mozambique,
South Africa, Zambia and Zimbabwe.

Results: Countries with high gender inequality captured by the gender inequality index were
associated with high maternal mortality ratios as compared with countries with lower gender
inequality, whilst countries that spend less on health were associated with higher maternal
deaths than countries that spend more.

Conclusion: A potential relationship exists between gender inequality, health expenditure,
and maternal mortality. Gender inequalities are systematic and occur at the macro, societal
and household levels.

L’inégalité entre les sexes, les dépenses de santé et la mortalité maternelle en Afrique
subsaharienne : Analyse des données secondaires

Contexte: Cet article propose une analyse de l'inégalité entre les sexes et de sa relation aux
dépenses de santé et a la mortalité maternelle.

Objectif: L'objectif de cet article était d’étudier 1'inégalité entre les sexes et sa relation aux
dépenses de santé et a la mortalité maternelle en Afrique subsaharienne. Une analyse unique
a été utilisée afin de corréler I'indice d’inégalité de genre (IIG), les dépenses de santé et le taux
de mortalité maternelle (TMM). L'IIG a permis de déceler des inégalité dans trois domaines: la
santé reproductive, I’autonomisation des femmes et les différences de participation a la main-
d’ceuvre entre les hommes et les femmes. L'IIG est un indice composite introduit par le PNUD
en 2010 et permet de paliers les inconvénients associés aux autres indices relatifs au genre.
Bien que I'lIG intégre le TMM dans son calcul, il convient de ne pas le considérer comme un
substitut au TMM, mais plutét comme un complément de celui-ci.

Méthode: Une étude exploratoire et descriptive associée a une étude documentaire secondaire
utilisant des informations quantitatives et qualitatives a été réalisée. L article fait référence a
I’Afrique subsaharienne, mais sept pays ont volontairement été sélectionnés en fonction de la
disponibilité des données afin de procéder a une analyse approfondie. Ces pays sont 1’Angola,
le Botswana, le Malawi, le Mozambique, I’Afrique du Sud, la Zambie et le Zimbabwe.

Résultats: Les pays souffrant d'une forte inégalité entre les sexes, tel qu'indiqué par l'indice
d’inégalité de genre, étaient associés a de forts taux de mortalité maternelle, par rapport aux
pays présentant une inégalité entre les sexes moindre ; de leur c6té, les pays consacrant moins
d’argent a la santé étaient associés a des taux de mortalité maternelle supérieurs aux taux
rencontrés dans les pays ot les dépenses de santé étaient supérieures.

Conclusion: Une relation pourrait exister entre inégalité entre les sexes, dépenses de santé
et mortalité maternelle. Les inégalités entre les sexes sont systématiques, et se produisent au
niveau macro, de la société et du foyer.
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Introduction

The death of a mother is a heavy loss to the family, society
and the economy. Women play very important roles
including non-paid activities, such as caring for the family
and maintaining a healthy home environment. Women’s
work contributes indirectly to the economic growth of a
country and can be likened to investment in health and
economic growth.! Further, women also contribute directly
to economic growth when they form part of the labour
force and are gainfully employed. No cost can substitute
‘mother’s care’ for the children and home, which is a heavy
loss when women die from avoidable causes. Empirical
evidence highlights that the death of a mother harms the
overall wellbeing of her children. In Bangladesh, surviving
children of a deceased mother are 3-10 times more likely
to die prematurely; whilst in Tanzania, children who have
lost their mother spend half as much time in school as other
children.? In society, women build binding and bridging
social capital structures to assist each other, which translate
to societal development.?

Many women have had their lives cut short because of
avoidable deaths during pregnancy. Excess mortality of
women in Africa has been socially generated as a result
of gender bias in the distribution of health care and other
necessities.* Women are dying needless deaths because of
their unavoidable reproductive role coupled by gender-
biased allocation of health resources. In Afghanistan, the
shortage of health services for safe delivery has resulted in
pregnancy being likened to a death sentence.®

Though the number of maternal deaths has been declining
globally, sub-Saharan Africa (SSA) has shown little or no
progress. Approximately 358 000 women were dying each
year globally as a result of pregnancy according to 2008
estimates® and the latest 2010 estimate is 287 000 deaths.”
The global estimates for the year 2008 showed a 34% decline
compared with the 2005 estimate (539 358 deaths)?, whilst the
2010 estimates show a 20% decline from the 2008 estimates.
Despite this decline, SSA still constitutes 58% of all maternal
deaths in developing countries. One in every six pregnant
women dies in SSA as compared with one in 30 000 in western
countries.” These statistics suggest that women’s health
issues are not being taken seriously in developing countries.
Although the situation shows a steady decline, SSA still faces
problems that can be attributed to gender inequality and lack
of women’s empowerment, resulting in troublesome death
rates.

The objective of this article is to explore gender inequality
and its relationship with health expenditure and maternal
mortality in SSA. The analysis used in this article is a
unique dimension which tries to correlate the Gender
Inequality Index (GII), Health Expenditure and Maternal
Mortality Ratio (MMR). The GII will capture inequalities
across the three dimensions — Reproductive health, Women
empowerment and Labour force participation between men
and women. The GII is a composite index introduced by
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the UNDP in 2010 and corrects for the disadavanatges of
the other gender indices’. Although the GII incorporates
MMR in its calculation, it should not be taken as a substitute
for, but rather as complementary to, the MMR. Hence, the
relationship between health expenditure and MMR will
be analysed separately from the GII in order to establish
a potential relationship. The research area of maternal
mortality in SSA has received wide attention. However, no
study has considered a gender dimension with regard to this
problem.

In 1981, the Convention on the Elimination of Discrimination
against Women (CEDAW) came into force with efforts
to address all forms of discrimination against women.
Discrimination in education, employment, decision making,
gender-based violence and economic empowerment
widens the gender gap and impacts negatively on women’s
health. The safe motherhood initiative was one of the first
actions in response to the CEDAW following a meeting
held in Nairobi, Kenya in 1987. The intention of the safe
motherhood initiative was to address emergency pregnancy
complications in developing countries." A target of reducing
maternal deaths by 50% by the year 2000 was set, but this
failed because many developing countries had little access
to reproductive health services for women, yet the focus
was almost exclusively on skilled attendants at birth and
access to emergency obstetric care.”” The International
Conference on Population Development (ICPD) in 1994 gave
prominence to reproductive health and empowering women
in the definition of population policy", aiming to reduce the
number of adolescent pregnancies by making reproductive
health accessible to this group. Women empowerment in
reproductive health and control over their body emanated
from the ICPD, but gender-biased roles and the lack of
financial power kept women as subordinates who are unable
to make reproductive health decisions without consulting
their husbands.” By 1995, it became clear that inequalities and
inadequate expenditure on women’s health needs hindered
development. These conclusions came up at the World
Women’s Conference held in Beijing in 1995.° With the
intention to improve development for developing nations,
heads of state met in New York in September 2000 and drafted
the Millennium Development Goals (MDGs). Goal number 5
of the MDGs aims to improve maternal health, setting out
two Targets, namely 5a, to reduce maternal mortality ratio
by three-quarters by 2015, and 5b, which targets universal
access to reproductive health by 2015."® Some aspects of
universal access to reproductive health that empowered
women as agreed at the ICPD were not fully incorporated in
goal number 5. Following strong pressure from developing
countries and civic society, access to reproductive health
was incorporated in the year 2007 as target 5b (previously
discussed) in the MDGs goal number 5.7 Gender bias is
systematic and occurs at all levels, namely the macro, societal
and household levels. The allocation of resources at macro
level and household level suffer from gender bias. This adds
on to roles we play as a result of our biological differences
which put both men and women at risk, affecting their
health. The distribution of resources at the household level is




based on the contribution to income generation in monetary
terms, and as a result, very often more food and resources
are made available for men.”® Women in SSA constitute
80% of the poor and account for most of the unpaid work."
The nature of work includes taking care of the children at
home, preparing the fields, farming, producing vegetables in
small gardens, fetching water, collecting firewood, washing
clothes, and cooking whilst they get food of fewer calories
as compared to men, since women’s work is usually not
rewarded monetarily.'"®

Women lack the financial resources to allow them to use
modern methods of contraception, and lack the ability to
negotiate for contraception or safe sex, which increases the
chances of dying during pregnancy, because of increased
fertility or their contracting HIV.* Governments fail to
address the issue of making reproductive health accessible
through their responsible ministries. Their expenditures
prioritise other issues that do not directly benefit women
and save them from needless deaths. High unmet needs in
contraceptive usage in Africa signal lack of funds in the field
of reproductive health.” Social exclusion and lack of female
agency has been the leading cause of poor health states for
women. In his paper, ‘Missing Women’, Sen highlights the fact
that the lack of work outside the home, lack of education and
lack of participation in household distribution of resources
has resulted in high fertility and high infant mortality rates.”!
A study by Hobcraft? on the effect of women education
on child health found that women with more than seven
years of education have on average fewer children in Africa
than women with no education. Access to good quality
reproductive health care, women education and other
interventions may reduce maternal deaths.

Figure 1 shows the distribution of maternal deaths and health
expenditure per capita on two maps. Maternal mortality
ratios are higher in SSA (orange and brown colour), where
deaths range from 200-1000+ women per 100 000 live births.
On the other hand, SSA countries spend less than $100 per
individual citizen and the trend is similar for the Asian
countries. Australia, Europe and some parts of America have

Page 3 of 5 . Original Research

a high expenditure on health as compared to Africa and Asia
and their maternal deaths are less than 10 per 100 000 live
births. The interpretation that can be drawn from these two
maps is that countries that spend more on health are more
highly associated with reduced maternal mortality than those
that spend less on health. It is not always true that countries
that spend more on health are associated with lower maternal
deaths, but increased expenditure which is well distributed
and associated with more frequent and more intensive use
of health services in private and public sectors will have
positive health outcomes for women.* Income should be
spent equitably on better nutrition, food production capacity,
access to affordable reproductive health, transport, water
and sanitation, all of which have an impact on women’s
health. Failure to spend income equitably could manifest as
maternal death.

Design and methods

An exploratory and descriptive design to a secondary
documentary review using quantitative data and qualitative
information was used for an in-depth analysis of gender
inequality captured by the GII, MMR and government health
expenditure. Documentary reviews involve the analysis of
documents that contain information about the phenomena
that the researcher wants to study.”® The GII has three
dimensions which capture inequality between men and
women in a country and is interpreted as a percentage loss
in human development as a result of inequality. The three
dimensions captured by the GII are the reproductive health,
empowerment and labour market components. A descriptive
analysis of secondary data was used for the quantitative
data whilst content analysis of secondary information was
used for the qualitative information. The article focused
on SSA, but for in-depth data analysis, Angola, Botswana,
Malawi, Mozambique, South Africa, Zambia and Zimbabwe
were purposively selected based on the availability of data
to compare the relationship between health expenditure,
gender inequality and maternal mortality. The quantitative
data was obtained from the WHO data base?* (maternal
mortality ratios and health expenditures), whilst the GII was
obtained from the UNDP data base.”

not available

Maternal mortality ratio, by country, 2005 a

Total expenditure on health per capita, 2007* b
(in US dollars)

W <25
26-50
51-100
101 - 300

I 301 - 1000

I 1001 - 5000

M >5000
Not applicable
Data not available

Source: WHO, UNICEF, INFPA & WB (2007); WHO (2010)°

FIGURE 1: Global comparison of maternal mortality and per capita expenditure: (a) maternal mortality ratio by country, 2005 and (b) Expenditure on health per

capital, 2007.
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Results

The GII, which captures disparities between men and
women across three dimensions (reproductive health,
women empowerment and employment) is shown in Figure
2. Botswana had the lowest GII of slightly below 50%, whilst
Malawi had the highest GII of above 60%. No GII data was
recorded for Angola. Malawi, Mozambique, Zambia and
Zimbabwe had a GII of greater than 50%, representing more
than 50% loss in development due to gender inequality,
whereas Botswana and South Africa had a GII of below 50%.

Countries with a high GII also had a high MMR as compared
with countries withlower GlIs. Malawi, Mozambique, Zambia
and Zimbabwe had a higher MMR and GII than Botswana
and South Africa. An explanation for this association could
be because Botswana and South Africa invested in data for
decision-making approaches in order to investigate causes of
maternal deaths and identify possible solutions. This enabled
them to address health problems and to reduce fertility and
maternal mortality rates. Fertility and maternal mortality
rates are indicators of the reproductive health component,
which constitutes about 73% of the GII in SSA.” Thus efforts
to reduce fertility rates and maternal deaths reduce the GII,
whilst at the same time reducing the MMR.

Gender inequality and discrimination impede women’s
access to health, thus limiting their ability to respond to the
consequences of ill-health.? This will result in a high GII for
such countries and, since some of the inequalities hinder the
health-seeking behaviour of women, maternal deaths are
likely to increase. The patriarchal system which is prevalentin
Africa and SSA in particular feeds in to the high GII. Women
have low decision-making power, low education compared
with men and own less resources than men. The failure of
women to participate in decision making goes beyond the
household level to a macro decision-making level. This is
reflected in government policies that do not favour women’s
needs. Lack of access to water and sanitation, reproductive
health needs and girls” education reflect a lack of gender-
sensitive national policies, with an end result of high GII and
high MMR.

The variable Total Health Expenditure per capita in
purchasing power parity terms (THE/PPP) captures
preventative care, curative care, nutrition and reproductive
health per person. This indicator shows how much a
country spends on one person and this figure is adjusted for
purchasing power differences using the international dollar
to enable the figures to be comparable across countries. In
Figure 3, the countries are on the horizontal axis and MMR
and THE in $PPP are shown on the two vertical axes.

Botswana and South Africa have the highest health
expenditure per capita as compared against Angola,
Malawi, Mozambique, Zambia and Zimbabwe. Botswana
has the highest expenditure (close to $1400 per person)
whilst South Africa spent slightly above $800 per person.
As shown in Figure 2, Botswana and South Africa had
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FIGURE 2: Relationship between Gender Inequality Index and Maternal Mortality.
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FIGURE 3: Relationship between Total Health Expenditure (THE) in Purchasing
Power Parity (PPP) and Maternal Mortality.

lower GII and MMR compared with other countries. This
relationship seems to go beyond GII and MMR to show that
these countries spend more per person compared with the
other countries, thus bettering their GII and MMR statistics.
Angola is the third best, spending close to $300 per person,
whilst Malawi, Zambia and Zimbabwe spend less than
$100 per person. Countries that spend more on health had
lower maternal deaths than those that spend less. Botswana
and South Africa, with the highest expenditure, have lower
maternal deaths than Angola, Malawi, Mozambique, Zambia
and Zimbabwe. This is a general potential association
obtained from this data, but is not always true, as discussed
in previous section. Angola is a good example and spends
more on health than Malawi, Mozambique and Zambia, but
MMR is higher for Angola as compared with the other three
countries. This difference might be explained by improper
allocation of resources in areas of need, poor governance and
misuse of entrusted power for personal reasons other than
the country’s needs.

Ethical considerations

Ethical concerns are waived for review studies and the
documents incorporated in this study were screened based
on their authenticity, credibility and representativeness in
covering gender inequality, maternal mortality and health




expenditure. Furthermore, secondary data that was used for
analysis came from credible sources that have met ethical
requirements.

Discussion and conclusions

The findings indicate a potential relationship between
gender inequality as captured by the GII, maternal mortality
and health expenditure per capita. The article showed that
countries that had higher expenditure on health had lower
GII and lower maternal deaths. Lower expenditure and
discrimination against women, which were captured by the
GII, affect the health of women, with the worst-case scenario
being maternal deaths. However, it is acknowledged that the
potential relationships were based on the findings of seven
purposively selected countries only.

Hypotheses on potential relationships will require further
research in order to accept or reject established eventual
associations. Further caution needs to be observed in the
interpretation of findings since this review was not able to
obtain direct expenditures on reproductive health and other
factors affecting women’s health in the analysis of the gender
implication of these expenditures.

It is also acknowledged that important other factors may
affect women and contribute to maternal deaths, such
as distance to health centres, lack of health insurance,
unaffordable user fees, poverty, and lack of commitment by
African governments to place maternal mortality onto the
policy agenda. All of these factors fall into the category of
systematic gender problems, which could be at a household,
societal and/or macro level. Increasing financial resources
for education, reproductive health, water and sanitation,
transport, and increasing access to reproductive health may
reduce maternal deaths and improve gender equity. African
governments can scale up their efforts to increase enrolments
of girls in primary and secondary education, and completion
of these educational milestones, in order to improve the girls’
decision making skills, allowing for the likelihood of lowering
the pregnancy rate and reducing the risk of maternal deaths.
In summary, countries with high GII and MMR had lower
expenditure on health as contrasted against countries that
spent more on health.

Acknowledgements

I would like to express my sincere gratitude to my mentor
and advisor, Associate Professor Dr Stephen Atwood,
who provided technical and academic guidance in crafting
this piece of work. His timely response and tireless efforts
in reading more than 10 drafts of this article are highly
appreciated. This journey would not have been a success
without his technical support.

To the Global Health professors (Dr Nuntavarn Vichit-
Vadakan, Dr Marc Van der Putten, Dr William Aldis, Dr
Nitaya Vajanapoom, Mrs Therese Caouette and Mr Stephane
Rousseau), I would like to thank you for the valued addition
you made to my efforts in terms of knowledge you imparted
during courses and seminars. I have incorporated all of
your ideas in developing this article. I would like to thank

Page 5 of 5 . Original Research

http://www.phcfm.org . doi:10.4102/phcfm.v5il1.471

Thammasat University (Global Health School) for awarding
me a full scholarship to pursue my Global Health Studies.

This work was carried out with the support of the University
of KwaZulu-Natal, Health Economics and HIV and AIDS
Research Division’s young scholars programme.

Competing interests

The authors declare that they have no financial or personal
relationship(s) which may have inappropriately influenced
them in writing this article.

Authors’ contributions

S.A. (Thammasat University) was my advisor in this research.

References

1. Grossman M. The human capital model. Handbook of health economics.
2000;1:347-408. http://dx.doi.org/10.1016/5S1574-0064(00)80166-3

2. FamilyCarelnternational. The Safe Motherhood Initiative 1987-2005 A Review.
New York; 2007.

3. Szreter S, Woolcock M. Health by association? Social capital, social theory, and the
political economy of public health. Int J Epidemiol. 2004;33(4):650-667. http://
dx.doi.org/10.1093/ije/dyh013, PMid:15282219

4. Sen AK. Development as freedom. London: Oxford University Press; 1999.

5. Bartlett LA, Mawji S, Whitehead S, et al. Where giving birth is a forecast of death:
maternal mortality in four districts of Afghanistan, 1999-2002. The Lancet.
2005;365(9462):864-870. http://dx.doi.org/10.1016/50140-6736(05)71044-8

6. WHO. Trends in Maternal Mortality: 1990 to 2008. Geneva: WHO; 2010.
7. WHO. World Health Statistics 2012. Geneva: WHO; 2012.

8. Hill K, Thomas K, AbouZahr C, et al. Estimates of maternal mortality worldwide
between 1990 and 2005: an assessment of available data. The Lancet.
2007;370(9595):1311-1319. http://dx.doi.org/10.1016/50140-6736(07)61572-4

9. Africa ECF. Promoting Gender Equality and Women’s Empowerment in
Africa:Questioning the Achievements and Confronting the Challenges Ten Years
After Beijing; 2005.

10. Permanyer |. Are UNDP Indices Appropriate to Capture Gender Inequalities in
Europe? Soc Indic Res. 2011:1-24.

11. Thaddeus S, Maine D. Too far to walk: maternal mortality in context. Soc Sci Med.
1994;38(8):1091-1110. http://dx.doi.org/10.1016/0277-9536(94)90226-7

12. Starrs AM. Safe motherhood initiative: 20 years and counting. The Lancet.
2006;368(9542):1130. http://dx.doi.org/10.1016/5S0140-6736(06)69385-9

13. Mikhail SLB. Child marriage and child prostitution: Two forms of sexual exploitation.
Gend. Dev. 2002;10(1):43-49. http://dx.doi.org/10.1080/13552070215896

14. Pillai VK, Gupta R. Reproductive rights approach to reproductive health in
developing countries. Glob Health Action. 2011;4.

15. UN. Beijing declaration and platform for action Fourth World Conference on
Women. New York: UN; 1995.

16. UN. The Millennium Development Goal Report. New York: UN; 2010.

17. Zaman W. Plenary 1 Overview of population and development globally, ICPD at
15. Population and Development in the Pacific Islands; 2009; p. 7.

18. Irving M, Kingdon G. Gender patterns in household health expenditure allocation:
A study of South Africa. The Centre for the Study of African Economies Working
Paper Series; 2009; p. 312.

19. Points A. Gender and Economic Empowerment in Africa. OECD; 2007.

20. Christofides N, Jewkes R. Acceptability of universal screening for intimate
partner violence in voluntary HIV testing and counseling services in South
Africa and service implications. AIDS Care. 2010;22(3):279-285. http://dx.doi.
org/10.1080/09540120903193617, PMid:20390507

21. Sen A. Missing women. Br Med J. 1992;304(6827):587-588. http://dx.doi.
org/10.1136/bmj.304.6827.587, PMid:1559085, PMCid:1881324

22. Hobcraft J. Women’s education, child welfare and child survival: a review of the
evidence. Health Transit Rev. 1993;3(2):159-175. PMid:10146571

23. WHO. FactSheet on Health Expenditure: A Global View. Geneva: WHO; 2007.

24. Wagstaff A. Poverty and health sector inequalities. B. World Health Organ.
2002;80(2):97-105. PMid:11953787, PMCid:2567730

25. Mogalakwe B. The Use of Documentary Research Methods in Social Research.
African Sociological Review. 2006;10(1):221-30.

26. WHO database [homepage on the Internet]. No date [cited 15 Mar 2013].
Available from: http://apps.who.int/gho/data/node.main

27. UNDP database [homepage on the Internet]. No date [cited 15 Mar 2013].
Available from: http://hdr.undp.org/en/statistics/gii/

28. Hunt P. The UN Special Rapporteur on the right to health: key objectives,
themes, and interventions. Health Hum Rights. 1-27; 2003. http://dx.doi.
org/10.2307/4065415



http://dx.doi.org/10.1016/S1574-0064(00)80166-3
http://dx.doi.org/10.1093/ije/dyh013
http://dx.doi.org/10.1093/ije/dyh013
http://dx.doi.org/10.1016/S0140-6736(05)71044-8
http://dx.doi.org/10.1016/S0140-6736(07)61572-4
http://dx.doi.org/10.1016/0277-9536(94)90226-7
http://dx.doi.org/10.1016/S0140-6736(06)69385-9
http://dx.doi.org/10.1080/13552070215896
http://dx.doi.org/10.1080/09540120903193617
http://dx.doi.org/10.1080/09540120903193617
http://dx.doi.org/10.1136/bmj.304.6827.587
http://dx.doi.org/10.1136/bmj.304.6827.587
http://apps.who.int/gho/data/node.main
http://hdr.undp.org/en/statistics/gii/
http://dx.doi.org/10.2307/4065415
http://dx.doi.org/10.2307/4065415

