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disproportionately affects women in low- and middle-income countries (LMICs),
highlighting the deep-rooted gender related inequities in healthcare access, quality,
and outcomes. Despite being largely preventable and treatable, PPH continues
to claim the lives of thousands of women annually, because of systemic failures,
including inadequate maternal health infrastructure, under-resourced healthcare
systems, and sociocultural norms that devalue women's health. Gender inequity is
manifested in delayed care-seeking, a lack of decision-making autonomy, limited
access to skilled birth attendants, and emergency obstetric care. Moreover, implicit
biases and structural discrimination often limit investment in women-centered health
interventions. This issue is compounded by socioeconomic disparities, educational
gaps, and the underrepresentation of women's health priorities in policy and research
agendas. Addressing PPH through a gender-equity lens is imperative to improve
maternal health outcomes and achieve global health equity. This paper underscores
the urgent need for integrated, gender-sensitive public health strategies to mitigate

the burden of PPH and protect the rights and lives of women.
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The FIGO Committee on Childbirth and PPH demonstrated the need to refocus PPH management using a gender lens. It focuses on the gender influence on the ‘three-delay’ model and
recommends addressing this gender inequity through empowering women to make decisions for their own health. This means challenging healthcare provider bias and communication,
focusing on sociocultural factors that hinder women's access to care, defining male partners' roles and family support, and using a gender lens in all policies and programmatic
interventions.
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1 | BACKGROUND

Too many women have had their lives cut short due to avoidable
deaths during pregnancy and childbirth.! Although the number of
maternal deaths has declined globally, sub-Saharan Africa (SSA) has
shown minimal progress in reducing maternal deaths.? Globally,
postpartum hemorrhage (PPH) accounts for over 27% of all maternal
deaths, and approximately 38% among women in low- and middle-
income countries (LMICs).® Despite being generally preventable and
treatable, an estimated 70000 women continue to die annually from
PPH, with 99% of these deaths occurring in LMICs, and an estimated
two-thirds in SSA.* Substantial progress has been made toward im-
proving maternal and child health outcomes, including the adoption
of evidence-based policies and legal frameworks, promoting male
involvement in maternal healthcare, strengthening the role and ca-
pacity of midwives and the wider workforce, improving education
and access to family planning, and adopting community-based inter-
ventions to improve the demand for healthcare services.

However, all these efforts have not yet yielded the desired re-
sults, highlighting the need to refocus on PPH as a gender issue.’
Several studies have identified gender as a fundamental driver of
maternal and child health,> with many citing a potential relationship
between gender inequality (as captured by the Gender Inequality
Index [GlI]), maternal mortality, and health expenditure per capita.”
Gender inequity and discrimination, which often manifest in ineg-
uities in household decision-making, labor, caregiving, and social
norms dictating the status of women,’ impede women's access to
health care, thereby contributing to poor health outcomes.® An anal-
ysis of trends in maternal mortality and morbidity indicates a higher
number of maternal deaths in countries where women are least likely
to have skilled attendance at birth.’? Similarly, within these countries,
the poorest and least educated women are the most vulnerable to
maternal death and disability.10 Therefore, a woman's chances of
dying or becoming disabled during pregnancy and childbirth are
closely connected to her socioeconomic status, cultural norms and
values, and the geographical remoteness of her home.!!

This paper explores gender biases and their relationship with ma-
ternal mortality, particularly in SSA. While many investments have
been made to strengthen health systems for women, available evi-
dence points to the need to complement these health investments
with broader interventions aimed at shifting social ‘norms’ and ad-
dressing gender inequalities at the macro, societal, and household
levels.” The contextual gender-related issues contributing to excess
maternal mortality from PPH in Africa can be applied to the ‘three-

delays’ model through a gender-equity lens.”

2 | DELAY 1: DECIDING TO SEEK CARE

Despite well-defined societal gender roles, men and women often
have different expectations that affect how they negotiate health-
care decisions and utilize health services at the household level.
Societal ‘norms’, cultures, and traditions reinforce gendered roles,

lowering women's status and limiting their autonomy, which nega-
tively affects maternal healthcare utilization.*>*2

Sociocultural factors, such as traditional beliefs, cultural prac-
tices, and gender ‘norms’ related to childbirth and menstruation, can
impact how PPH is perceived, prevented, and managed within com-
munities.** Men who make these healthcare decisions are typically
unaware of holistic maternal health information; thus, their deci-
sions are not always in the best interest of women or their infants.'*
Similarly, studies indicate that low literacy levels and a lack of equita-
ble job opportunities among women in LMICs have resulted in a high
dependency on men in healthcare-seeking decisions.*

Because male partners and family members can play a support-
ive role in PPH prevention and management, it is necessary to en-
gage men in broader maternal health education, encouraging their
involvement in antenatal care and childbirth for better maternal out-
comes.* This is especially true in largely patriarchal societies, where
women need to seek the consent of their male partners to access
healthcare services and interventions.

3 | DELAY 2: REACHING AN
APPROPRIATE FACILITY

Women need appropriate access to antenatal care during pregnancy,
skilled care during childbirth, and support during the weeks following
childbirth.*> However, many women are unable to access high quality
maternal healthcare because of low socioeconomic status and the
inability to meet childbirth-related costs. Financial autonomy and
access to resources can be crucial for enabling women to seek and
obtain the care they need.'®

Timely access is also hindered by difficult terrain and long dis-
tances to travel to healthcare facilities. These challenges are harder
to navigate when the woman lacks control over her financial or
transport resources. Consequently, births often occur at home or on
the way to the healthcare facility, because the decision to seek care
is made when it is already too late.

4 | DELAY 3: RECEIVING ADEQUATE
CARE

Access to skilled birth attendants is not always feasible in low-
resource settings. Additionally, essential medicines and supplies
for life-saving interventions may be unavailable. Disempowered
women face potential delays when seeking care, and ineffective
referral systems can result in late hospital arrivals. Women with
life-threatening complications such as PPH may not survive if they
encounter an unresponsive health system. Even after overcoming
the first two delays, women may face financial barriers, including
the need to purchase essential medical supplies that are unavailable
at the hospital.

Furthermore, while long waiting times at health facilities pres-
ent a key barrier to receiving adequate care,'® gender biases among
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BOX 1 Recommended approaches for addressing gender inequity in PPH care.

Empowerment and decision-making: Women's empowerment and decision-making autonomy are crucial for positive maternal health
outcomes, including PPH prevention and management. Women must be empowered to make decisions about their health and
childbirth, especially regarding the identification of danger signs, seeking timely care, communicating their needs and preferences,

and exercising their autonomy.S’9

Healthcare provider bias and communication: Women constitute over 70% of the healthcare workforce at all levels of the health
system. However, globally, they hold less than 30% of leadership and governance positions.*®'? Addressing this gender disparity is
crucial, as empowering women to occupy managerial or senior executive positions can significantly improve health system outcomes.
Women in these roles have qualifications, experience, and perspective based on their lived experiences related to pregnancy and
childbirth. The inclusion of gender-sensitive communication, respectful maternity care, and empathy in healthcare worker training,

both in- and pre-service, is key to improving patient-provider interactions and outcomes.'”2°

Sociocultural factors: Sociocultural factors such as traditional beliefs, cultural practices, and gender norms related to childbirth and
menstruation impact how PPH is perceived, managed, and prevented within communities.** Understanding and addressing these
factors are essential for effective interventions.

Role of male partners and family support: Male partners and family members can play supportive roles in PPH prevention and

t.2* Men should be engaged from the outset, starting with family planning, to promote respectful partnerships and

managemen
support women's choices regarding the timing of birth. Their involvement should continue through antenatal care, birth, and the

postpartum period to improve outcomes.

Data collection and research: Gender-disaggregated data collection and analysis are critical for understanding the gender-specific
factors influencing PPH incidence, outcomes, and access to care. Research incorporating gender perspectives can inform
targeted interventions and policy recommendations. Research should incorporate both quantitative and qualitative methods,
such as participatory action research (PAR), to generate evidence for local decision-making. A significant problem in many low-
resource settings is the reliance on manual hospital records and filing systems, which results in missing case records and patient
data. Therefore, more attention should be paid to gender mainstreaming in women's health research. While women are affected
disproportionately, differently, and uniquely, reports on clinical trials, interrogation of their life experiences, and employment of
technologies and innovations are limited. Additionally, increasing funding opportunities and successful grant awards for female

educators and researchers are essential.?

Policy and programmatic interventions: Integrating gender-equity and equality in maternal health policies, guidelines, and programs
is essential for addressing the underlying determinants of PPH and promoting gender-equity healthcare delivery.” This includes
nutrition to prevent anemia among pregnant women and ensuring equitable access to life-saving interventions, such as uterotonics,

blood transfusions, and surgical interventions.

Healthcare policies should include the promotion of emergency obstetric care services, development of primary and secondary
levels of health care, adequate maternity staffing, training and retraining of maternity staff. They should also prioritize good road and
transportation networks to curb the three phases of delay that prevent women from accessing effective and timely PPH preventive

and treatment care.

healthcare providers (HCPs) can influence the quality of care pro-
vided to women experiencing PPH. Training healthcare providers
in gender-sensitive communication, respectful maternity care, and
empathy can improve patient-provider interactions and outcomes.'’
For example, understanding the relationship between the gender
of the HCP providing clinical care to the patient and the patient's
experience with the services is crucial for designing and deliver-
ing gender-responsive care. Training local midwives, ensuring that
health centers are suitably equipped to provide safe and family-
friendly births, and improving referral systems between health cen-
ters and hospitals are key strategies for improving maternal health
care, including PPH management. PPH is a time-sensitive condition

that requires timely access to skilled providers, appropriate equip-
ment, and compassionate, motivated care.
To effectively address gender inequity, the following approaches

are recommended (Box 1).

5 | CONCLUSION

Increasing evidence now points to a relationship between gender
inequity, women's empowerment, health expenditure, and maternal
mortality. In particular, countries with higher expenditure on health
tend to have a lower Gll and maternal death rate.
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While direct factors such as distance to health centers, lack of
health insurance, and unaffordable fees, are significant contributors
to maternal deaths, broader societal interventions are also crucial.
Increasing financial resources for education, reproductive health,
sanitation, and transportation, are likely to improve gender equity
and reduce maternal deaths. Empowering women through educa-
tion, providing them with resources, and ensuring their autonomy
in decision-making are essential for improving access to life-saving
interventions in PPH management. Therefore, these measures are
crucial in reducing maternal mortality and morbidity.

Eradicating gender inequity in PPH is not only a moral impera-
tive, but a public health necessity. Every woman, regardless of her
location or social status, deserves a safe birth and a healthy future.
Let us commit to a world where no woman dies from preventable

causes in childbirth.
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