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Abstract

Background: Maternal mortality has declined significantly since 1990. While better access to emergency obstetrical
care is partially responsible, women’s empowerment might also be a contributing factor. Gender equality composite
measures generally include various dimensions of women’s advancement, including educational parity, formal
employment, and political participation. In this paper, we compare several composite measures to assess
which, if any, are associated with maternal mortality ratios (MMRs) in low-income countries, after controlling
for other macro-level and direct determinants.

Methods: Using data from 44 low-income countries (half in Africa), we assessed the correlation of three composite
measures – the Gender Gap Index, the Gender Equity Index (GEI), and the Social Institutions and Gender Index (SIGI)
– with MMRs. We also examined two recognized contributors to reduce maternal mortality (skilled birth attendance
(SBA) and total fertility rate (TFR)) as well as several economic and political variables (such as the Corruption Index) to
see which tracked most closely with MMRs. We examined the countries altogether, and disaggregated by region. We
then performed multivariate analysis to determine which measures were predictive.

Results: Two gender measures (GEI and SIGI) and GDP per capita were significantly correlated with MMRs for
all countries. For African countries, the SIGI, TFR, and Corruption Index were significant, whereas the GEI, SBA,
and TFR were significant in non-African countries. After controlling for all measures, SBA emerged as a predictor of log
MMR for non-African countries (β = –0.04, P = 0.01). However, for African countries, only the Corruption Index was a
predictor (β = –0.04, P = 0.04). No gender measure was significant.

Conclusions: In African countries, corruption is undermining the quality of maternal care, the availability of critical
drugs and equipment, and pregnant women’s motivation to deliver in a hospital setting. Improving gender equality
and SBA rates is unlikely to reduce MMR in Africa unless corruption is addressed. In other regions, increasing SBA
rates can be expected to lower MMRs.
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Background
Maternal mortality remains a major public health chal-
lenge worldwide. It is also considered a social justice issue
because women alone suffer from maternal deaths, most
of these deaths could be prevented, and women of lower
socioeconomic status are at much higher risk [1–3].
Moreover, the global disparity is alarming – almost all ma-
ternal deaths (99%) now occur in developing countries,

more than half of which occur in sub-Saharan Africa [4].
To address this injustice, the international community
agreed that improving maternal health would be one of
the eight Millennium Development Goals (MDGs)
adopted in 2000. For MDG 5, countries pledged to attain
a 75% reduction in their 1990 maternal mortality ratios
(MMRs) by 2015. Unfortunately, most countries have
failed to reach this target. While the number of maternal
deaths worldwide has dropped by 44% since 1990, only
approximately 16 countries achieved a 75% reduction by
2015 [4], none of which were in Africa. The gap between
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the current average MMRs of 239 per 100,000 live births
in low-income countries versus 12 for high-income coun-
tries sparked a call for the Sustainable Development Goals
to set an absolute MMR ceiling of 70 by the year 2030
[5, 6]. This ceiling will be especially difficult for countries
in sub-Saharan Africa to reach, as their average MMR is
currently at 546 [5].
The causes of the decline in MMR globally since 1990,

and its persistence in some countries, are complex and
difficult to determine [7]. Interventions targeted at ma-
ternal mortality generally focus on increasing women’s
access to skilled birth attendance (SBA) and the avail-
ability of emergency obstetrical care [8]. However, a re-
cent WHO multi-country survey of maternal and
newborn health found that high coverage of essential ob-
stetric care services was not linked to maternal mortality
[9]. The study had defined coverage as the proportion of
the target population who received the indicated inter-
vention, e.g., the proportion of women with eclampsia
who received magnesium sulfate or the proportion of
women with sepsis who received a parenteral antibiotic.
The researchers concluded that more comprehensive
service delivery and early intervention was required. An-
other study that involved 287,035 inpatients giving birth
in health facilities in 24 low- and middle-income coun-
tries found that women with 6 years or less of education
had twice the risk of maternal mortality than those with
more than 12 years of education [10], suggesting that
holistic approaches, which include raising women’s sta-
tus, might be more effective in reducing MMRs.
In the past few decades, many changes have occurred

in women’s lives that may be affecting MMRs through
the mechanism of female empowerment. By empower-
ment, we mean increasing women’s agency and their
ability to make strategic life choices [11]. Among the
most noteworthy changes occurring globally that have
contributed to heightened women’s empowerment are
rising female educational levels [12], later ages of mar-
riage [13], more women in the formal labor force [14],
and more women in political positions such as Parlia-
ment [15]. These changes have elevated women’s status
and earning potential, such that their social worth is less
dependent on the number of children they produce.
This, in turn, has paved the way for women’s greater use
of contraceptive methods, which have enabled women to
have more control over their family size. Researchers
have found a strong correlation between total fertility
rates and MMRs – when women are able to limit their
absolute number of births, they reduce the number of
times they are exposed to the risk of mortality, as well as
their likelihood of having a life-threatening pregnancy
due to high parity [16, 17]; both of these factors could
make total fertility rate (TFR) a predictor of MMR. In
addition, more empowered women (based on education,

wealth, and autonomy) are more likely to use contracep-
tion, attend antenatal clinics, and utilize SBA – all factors
that could contribute to lower maternal deaths [18, 19].
Another mechanism by which female empowerment

could affect MMRs is in the political arena. When
women have more political power at the national or re-
gional level, they may try to ensure that services which
have been neglected, such as maternity care or access to
safe abortion, receive more funding and attention [20].
In seeking to understand the striking disparities in
MMRs, some researchers have recognized the import-
ance of political will [2, 8]. A case study analysis of five
low-income countries concluded that international fund-
ing and technical interventions were not sufficient to
achieve reductions in maternal mortality, since countries
have many competing priorities [2]. Instead, democratic
transitions and political leadership were strong influ-
ences on whether maternal health received adequate at-
tention. Other analysts have similarly determined that
political commitment is essential [21, 22]. Interestingly,
none of these studies specifically analyzed whether hav-
ing more women in political leadership roles had a bear-
ing on maternal mortality. However, evidence suggests
that female policymakers are more inclined to prioritize
health and social welfare programming, including mater-
nal healthcare [23, 24]. For instance, a study in India
found that, for every one standard deviation increase in
the number of female political representatives, a 1.5%
reduction in neonatal mortality occurred, because women
politicians were more likely to support antenatal care and
health facilities [25]. Similarly, in Rwanda, the rise of
women parliamentarians led to a major increase in na-
tional budget expenditures on healthcare, from 3% in
1998 to 12% in 2006, directly attributed to women parlia-
mentarians’ lobbying activities [26]. After countries intro-
duce gender quotas that increase political participation by
women, they tend to spend 3.4 percentage points more on
social welfare than countries without them [24].
The persistently high rates of MMR in most of sub-

Saharan Africa still are not well understood [27]. A pro-
vocative article by Mostert et al. [28] posits that corruption
in healthcare systems in African countries is hindering the
quality and accessibility of care to patients suffering from
cancer, thereby contributing to lower cancer survival rates.
The authors noted that corruption could lead to resource
misallocation, procurement of inferior equipment and
drugs, theft and resale of essential products, preferential
treatment to those who can afford care, and bribes for ser-
vices. All of these affect the overall quality of health ser-
vices, which could mean that corruption is also having an
impact on MMRs in Africa. A study focused on sub-
Saharan African countries found that three groups of vari-
ables, related to female education, national income, and an
effective health system, all seemed to be associated with
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MMR [1], with none more significant than the others.
However, the authors did not include corruption as a vari-
able, and it is therefore not known if it was influential.
To date, several ecological studies have sought to

assess whether measures of human development could
explain national MMRs. Two studies examined the Hu-
man Development Index and found that it was linked to
MMR [29, 30], but they did not assess whether women’s
empowerment was a factor. Another two studies specif-
ically used a composite indicator of women’s empower-
ment [31, 32] to assess if greater gender equity was
linked to lower MMR. In the Varkey et al. study [32], the
authors employed the Gender Empowerment Measure
(GEM) to examine the correlations between women’s
empowerment and a range of health indicators, includ-
ing maternal mortality, for the 75 countries in the 2006
Human Development Report. The GEM was developed
by the United Nations Development Program (UNDP)
to measure three dimensions of female empowerment,
namely economic participation and decision-making,
political participation, and power over economic re-
sources. After adjusting for gross domestic product
(GDP) per capita, Varkey et al. [32] found that the GEM
was not correlated with maternal mortality, although it
was associated with several other health indicators (low
birth rate, fertility rate, infant mortality rate, and child
mortality rate). In the Choe et al. study [31], the authors
used the Gender Gap Index (GGI) to assess the effects
of gender equality on MMRs in 134 countries using
2010 data. The GGI was developed by the World Eco-
nomic Forum and has four dimensions, namely educa-
tion, economic, political, and health. After controlling
for several economic and health systems variables, the
authors found that the GGI was not significantly corre-
lated with MMR.
Given the unexpected results of the Varkey et al. [32]

and Choe et al. [31] studies, we wondered whether their
conclusions that there were no macro-level associations
between female empowerment and MMR could be re-
lated to methodological or measurement issues. We felt
that their studies raised some critical questions. First,
since various indices of gender equality exist, none of
which has been universally adopted [33], might another
measure be more closely associated to MMR than the
ones previously tested? Second, could it be that gender
equality has a lagged effect; in other words, could
women’s empowerment –particularly in the political
arena – translate into lower MMRs later, rather than im-
mediately? Third, might there be regional differences in
how female empowerment affects MMRs, which are
masked when all low-income countries are examined to-
gether? Finally, given the political nature of maternal
mortality, could transparency and democratization be
important additional factors in accounting for MMRs?

To answer these questions, we designed a study that
would (1) compare the association with MMR of three
of the most widely-accepted composite measures of
women’s empowerment; (2) examine the correlations
with a contemporaneous measure of MMR as well as a
lagged measure; (3) compare African countries as a
whole to an equivalent set of other low-income coun-
tries, to determine if other factors could account for the
persistently low MMR in the sub-Saharan African re-
gion; and (4) investigate some measures of political ac-
countability, such as corruption, which have been
missing from previous studies. Our expectation was that
this approach would enable us to revisit the issue of
whether a composite measure of female empowerment
is associated with MMR after controlling for other fac-
tors, and possibly arrive at a different conclusion.

Methods
We employed an ecological study design to assess the as-
sociation between female empowerment indices, GDP per
capita, political indicators, health service indicators, and
MMRs among the low-income countries. Each country
served as a unit of analysis. The selected low-income
countries were those indicated as such by the World Bank.
Countries with missing data from the chosen variables
were excluded. This resulted in a total of 44 countries in-
cluded in the study, consisting of 22 sub-Saharan African
countries and 22 non-African countries. The sub-Saharan
African countries were Benin, Burkina Faso, Cameroon,
Chad, Cote d'Ivoire, Ethiopia, Gambia, Ghana, Kenya,
Lesotho, Madagascar, Malawi, Mali, Mauritania, Morocco,
Mozambique, Nigeria, Senegal, Tanzania, Uganda,
Zambia, and Zimbabwe. The non-African countries were
Armenia, Bangladesh, Bolivia, Cambodia, Egypt, El
Salvador, Georgia, Guatemala, Guyana, Honduras, India,
Indonesia, Kyrgyz Republic, Moldova, Nicaragua,
Pakistan, Philippines, Sri Lanka, Tajikistan, Ukraine,
Vietnam, and Yemen. All national data were drawn from
the 2016 annual report of the World Bank [34], unless
specified otherwise.

Measures of women’s empowerment
A number of indices of female empowerment have been
developed that aggregate multiple indicators from differ-
ent dimensions and provide a national score (Table 1). A
recent study assessed the reliability and validity of five
gender indices that are publicly available to researchers
and policymakers [33]. The measures assessed were the
UNDP’s GEM, the UNDP’s Gender-related Development
Index (GDI), Social Watch’s Gender Equity Index (GEI),
the World Economic Forum’s GGI, and the OECD’s Social
Institutions and Gender Index (SIGI). Of these, the GEM
and GDI were phased out by UNDP in 2009 and replaced
with the Gender Inequality Index (GII); however, because
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the GII includes maternal mortality as one of its indicators
of female empowerment, it cannot be used for our pur-
poses. This leaves three indices (GGI, GEI, and SIGI)
available for this study. For all of the gender measures, we
used the 2012 scores. According to Hawken and Munck
[33], each of these three indices has both strengths and
weaknesses, and none is recommended over another:

� The GGI examines the gap, or inequality, between
men and women in four categories: (1) economic
participation and opportunity – using data on salaries,
participation levels, and access to high-skilled
employment; (2) educational attainment – using
data on access to basic and higher levels of education;
(3) political empowerment – using data on
representation in decision-making structures; and
(4) health and survival – using data on life
expectancy and sex ratio at birth. The GGI aggregates
14 indicators that are intended to compare how
evenly countries are allocating their resources and
opportunities among their male and female populations.
The data is then scaled from 0 to 1, with 1 being no
inequality [35].

� The GEI computes a value for the gender gap in each
of the three areas: (1) economic participation – using
data on gaps in income and employment; (2)
educational attainment – using data on enrollment at
all levels and literacy; and (3) empowerment – using
data on gaps in highly qualified jobs, parliament, and
senior executive positions. Each item is scaled from 0

(when, for example, no woman is educated and all
men are) to 100 (perfect equality). The GEI score is
an average of these three dimensions, from 0 to 100,
with 100 being no inequality [36].

� The SIGI is a measure of discrimination against
women in social institutions (formal and informal
laws, social norms, and practices). It covers five
dimensions of social institutions, spanning major
socioeconomic areas that affect women’s lives:
discriminatory family code, restricted physical
integrity, son bias, restricted resources and assets,
and restricted civil liberties. The SIGI’s variables
quantify discriminatory social institutions such as
unequal inheritance rights, early marriage, violence
against women, and unequal land and property
rights. The measure is scored from 0 to 1, with 0
being the optimum. Unlike the previous two
measures, a lower score indicates less discrimination
against women [37].

Other measures
The outcome of interest for this study was the MMR,
which is the number of deaths among women from any
cause related to or aggravated by pregnancy or its man-
agement (excluding accidental or incidental causes) during
pregnancy, childbirth, or within 42 days of termination of
pregnancy, irrespective of the duration or site of the preg-
nancy, for every 100,000 live births in a given year or
period of time [38]. MMR data were obtained from the
World Bank [34]. We chose to test both MMR 2012 and

Table 1 Gender indices, components, and use in this study

Gender index Abbreviation Years data
available

Source Main components Scale Countries
in 2012

Used in
this study

Gender Empowerment
Measure

GEM 1995–2009 UNDP 1) portion of seats held by women in
national parliaments; 2) percentage of
women in economic decision-making
positions; 3) female share of income

0–1,
equality =1

–

Gender-related
Development Index

GDI 1995–2009 UNDP 1) life expectancy; 2) educational
attainment; 3) adjusted real income
– after taking note of inequalities
between women and men

0–1,
equality = 1

–

The Global Gender
Gap Index

GGI 2006–
present

World Economic
Forum

1) economic participation and
opportunity; 2) educational attainment;
3) political empowerment; 4) health
and survival

0–1,
equality = 1

135 √

Gender Equity Index GEI 2007, 2008,
2009, 2012

Social Watch 1) education; 2) economy; 3) political
empowerment

0–100,
equality = 100

168 √

Social Institutions
and Gender Index

SIGI 2009, 2012,
2014

OECD 1) discriminatory family code; 2) restricted
physical integrity; 3) son bias; 4) restricted
resources and entitlement; 5) restricted
civil liberties

0–1,
equality = 0

88 √

Gender Inequality
Indexa

GII 2010, 2011,
2014

UNDP 1) reproductive health; 2) empowerment
(political and higher education); 3) labor
market participation

0–1,
equality = 0

148

UNDP United Nations Development Program, OECD Organization for Economic Cooperation for Development
aGII was a new measure introduced in 2010 aimed to ameliorate some of the problems associated with the GEM and GDI
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MMR 2015 to assess if there appeared to be lag effect of
women’s empowerment on maternal mortality. Addition-
ally, we included MMR in 1990 to calculate which coun-
tries met the MDG 5 goal of 75% reduction in MMR from
1990 to 2015. However, among the countries included in
this study, only one country (Cambodia) achieved the
MDG 5, thus preventing us from performing sub-analyses
comparing the countries that met MDG 5 and those that
did not.
For our analyses, we included two health-related indica-

tors widely held to be linked to MMRs. SBA is the propor-
tion of births attended by skilled health personnel,
calculated by the proportion of total live births that are
attended by skilled birth personnel trained in providing
lifesaving obstetric care [39]. A limitation of this variable
is that the proportion is not collected routinely, so we
used the most recent figure available (from 2007–2014).
We also included TFR, which is an accepted fertility
measure, calculated by the number of children who would
be born per woman if she were to pass through her repro-
ductive years bearing children according to the current
schedule of age-specific fertility rates [40].
The remaining measures included in this study were

one economic variable and two separate composite polit-
ical indices of transparency and accountability. The GDP
per capita is a measure of total output of a country that
takes the GDP and divides it by the number of people in
the country. We chose to use per capita GDP because it
shows the relative performance of countries and is com-
monly used to estimate economic well-being [41]. GDP
was used to estimate well-being rather than the Human
Development Index, because the HDI incorporates
educational parity and would therefore overlap with the
gender composite measures under review. For political
measures, we relied on two indices that have been recog-
nized globally as measures of political accountability:

� The Corruption Perceptions Index ranks countries
and territories based on how corrupt a country’s
public sector is perceived to be. It is a composite
index, a combination of opinion surveys and expert
assessments of corruption, collected by a variety of
institutions specializing in governance and business
climate analysis. Transparency International reviews
the methodology of each data source and has been
publishing the Corruption Perceptions Index annually
since 1995 as an indicator of administrative and
political corruption. Corruption is defined as an
“abuse of entrusted power for private gain” [42]. The
index encompasses bribery, extortion, and nepotism.
A country or territory’s score indicates the perceived
level of public sector corruption on a scale of 0 to 100,
where 0 means that a country is perceived as highly
corrupt and 100 means it is perceived as very clean.

Although it focuses on perceptions of corruption
rather than the actual extent of corruption, the index
has been assessed to be a reliable and consistent measure
[43].We used the 2012 scores because they were available
for all countries in our review.

� The Freedom in the World survey, conducted by the
human rights organization Freedom House, provides
an annual evaluation of the state of global freedom
as experienced by individuals [44]. The Freedom
House Index consists of political rights, civil liberties,
and freedom. Political rights include the right to vote
freely for distinct alternatives in legitimate elections,
compete for public office, and join political parties
and organizations. Civil liberties consist of associational
and organizational rights, and the rule of law. Freedom
encompasses freedom of expression and belief, as well
as personal autonomy without interference from the
state. The elements of the survey were derived from
the Universal Declaration of Human Rights. Each
country and territory is assigned a numerical rating,
on a scale of 1 to 7, for each of the three categories,
with 1 indicating the highest degree of freedom and 7
the lowest. Total scores range from 3 to 21. For this
study, we recalculated the composite score so that
higher scores indicate more freedom and rights within
a country in 2012.

Data analysis
All statistical analyses were performed using SPSS (Statis-
tical Package for Social Sciences) software, version 23.
First, we calculated means and standard deviations of the
various measures, disaggregated by region. Second, we es-
timated Pearson correlation coefficients to examine the
relationship between the various macro-level measures
and the MMR. We tested the three composite measures
of women’s empowerment (GEI, GGI, and SIGI), SBA,
and TFR, as well as economic (GDP per capita) and polit-
ical (Corruption Index, Freedom House Index) measures
from 2012 to assess which measure seems most closely as-
sociated with MMRs in two time intervals, namely 2012
and 2015 (to examine lag effects). Sub-analyses were also
performed to determine if there were regional differences
between sub-Saharan African and non-African countries.
Third, we conducted a series of multiple regression
analyses to identify which variables were significant after
controlling for the others. We report the regression coeffi-
cients with their significance levels, as well the extent of
variance explained by each model.
For the regression analyses, we assessed normality of

residuals and appropriateness of other regression as-
sumptions using standard plots and tests of normality
[45]. When necessary, the indicator variables were
transformed to meet regression assumptions [46]. A loga-
rithmic transformation of MMR and GDP per capita were
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deemed appropriate. The scale of GEI was made compar-
able to the other two gender indices (SIGI and GGI) by
dividing the original score by 100, so that all would be on
the 0–1 scale.

Results
A summary of the mean values of the indicators for the
countries included in the study is provided in Table 2.
Sub-Saharan African countries, in comparison to non-
African countries, had significantly higher MMRs in
2012 and 2015 (518 vs. 125 in 2012; 480 vs. 113 in
2015). Among the three gender indices, SIGI was signifi-
cantly worse in African countries compared to non-
African countries (P = 0.02), while there was no differ-
ence in GEI and GGI. In addition, we found a statisti-
cally significant difference in GDP per capita between
the two groups, with average GDP per capita in sub-
Saharan African countries being approximately 50% less
than the other countries. SBA and TFR also differed by
region, with sub-Saharan African countries having much
lower SBA and higher TFR. However, there were no sig-
nificant differences by region in either of the political in-
dicators of civil liberties or corruption.
The correlation coefficients among MMR, gender em-

powerment measures, and the other indicators for the
entire sample of low-income countries are shown in
Table 3. In comparing the three gender indices, we
found that both GEI and SIGI were significantly corre-
lated with MMR (2012 and 2015), but not GGI. GDP
per capita was also significantly correlated with MMR in

both of the time intervals, as well as SBA and TFR, but
not with any other indicator. While neither of the polit-
ical indices was associated with MMR, the Freedom
House measure did correlate with two of the gender in-
dices (GEI and GGI). While all three gender indices
were strongly correlated, GEI and GGI had the highest
correlation (0.89). Not surprisingly, the Freedom House
Index was highly correlated with Corruption Index
(0.57). The MMRs for 2012 and 2015 were so strongly
correlated (0.99) as to suggest that they have not been
independently calculated.
Some of these correlations changed when examined by

region. The correlation coefficients among MMR, gen-
der empowerment measures, and the other indicators
for the sub-Saharan African countries are shown in
Table 4. Compared to when all the low-income countries
were present, for the sub-Saharan African countries, no
significant correlation was observed between MMR and
GDP per capita or SBA, which was unexpected. With re-
gard to the gender indices, only the SIGI was correlated
with MMR (in both time intervals). Of the political indi-
cators, MMR was found to be significantly correlated
with the Corruption Index. The correlations for the
non-African countries are shown in Table 5. Interest-
ingly, for these countries, only the GEI was correlated to
MMR. None of the other economic or political indica-
tors were associated with MMR, while both SBA and
TFR were highly correlated.
Based on the correlation results, we developed mul-

tiple regression models of log MMR 2012 and 2015

Table 2 Maternal mortality, women’s empowerment, economic, political, and health measures by region

Sub-Saharan African countries (n = 22) Non-African countries (n = 22) Total (n = 44) P value

Mean SD Mean SD Mean SD

Maternal mortality ratio

MMR 2012
MMR 2015

518
480

193
185

126
114

98
90

322
297

250
235

0.00
0.00

Gender empowerment measures

GEI 2012a

GGI 2012a

SIGI 2012b

0.51
0.65
0.32

0.13
0.05
0.12

0.59
0.67
0.24

0.15
0.06
0.11

0.55
0.66
0.28

0.14
0.06
0.12

0.07
0.44
0.02

Economic

GDP per capita 2012c 2485 1467 5881 2428 4183 2623 0.00

Political

Freedom House Index 2012a

Corruption Index 2012a
8.4
32.6

4.3
6.6

8.9
31.2

3.6
7.0

8.6
31.9

3.9
6.7

0.69
0.49

Health

Skilled Birth Attendance 2007–2014d

Total Fertility Rate 2015
59.0
4.9

17.4
0.9

82.6
2.6

19.2
0.8

70.8
3.7

21.7
1.4

0.00
0.00

MMR maternal mortality ratio, GEI Gender Equity Index, GGI Global Gap Index, SIGI Social Institutions and Gender Index, SD standard deviation.
aHigher score indicates more equality, less perceived corruption or more freedom
bLower score indicates more equality
cGDP per capita is in USD
dUsing most recent survey available for each country, percent of births attended by skilled provider
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using all of the variables that had previously been found
associated with MMR in bivariate correlations, be they
with all low-income countries, sub-Saharan African
countries only or non-African countries only (Table 6).
We only show the regression models with MMR 2015,
because MMR 2012 had the same outcomes. When
examining the countries as a whole, a higher proportion
of SBA and lower TFR were associated with lower levels
of MMR (β = –0.02, P = 0.02; β = 0.41, P < 0.01, respect-
ively) after controlling for the other variables. This
means that, if women overall had one less child, MMR
would decrease by 41%. Additionally, for every 1% in-
crease in SBA overall, MMR would decrease by 2%. The
model explained 75% of the variance in MMR. None of
the gender composite measures were significant. When
examining sub-Saharan African countries, none of the
measures were significant expect for the Corruption Per-
ceptions Index (β = –0.04, P = 0.04), which suggests that
a lower perceived corruption predicted lower MMR.
Among non-African countries, only SBA remained

significant after adjusting for other variables in the
model (β = –0.04, P = 0.01). This indicates that increas-
ing SBA rates in non-African countries would be influ-
ential in lowering MMR, with every 1% increase in SBA
likely to decrease MMR by 4%.

Discussion
There is a burgeoning literature suggesting that women’s
health is affected by their unequal status in society,
whether in the form of limited access to educational and
economic opportunities, through gender discrimination
in society, or through lack of voice and agency in public
and private settings [47]. The findings of the current
study suggest that, for the 44 low-income countries
included in the study, higher female empowerment as
measured by gender composite indices was not as-
sociated with lower MMRs after controlling for other
measures. This finding held when the countries were
disaggregated by region. However, a surprising result
was that SBA was only predictive of MMR in non-

Table 3 Correlation coefficients and significance levels among selected variables in all low-income countries (n = 44)

1 2 3 4 5 6 7 8 9

1. MMR 2012

2. MMR 2015 0.99**

3. GEI 2012 –0.43** –0.43**

4. GGI 2012 –0.25 –0.24 0.89**

5. SIGI 2012 0.54** 0.55** –0.64** –0.55**

6. GDP per cap. 2012 –0.64** –0.63** 0.22 0.01 –0.30

7. Freedom House 2012 0.20 0.20 –0.28 –0.37* 0.16 –0.17

8. Corruption Index 2012 –0.17 –0.18 0.27 0.26 –0.05 0.23 –0.56**

9. Skilled birth attendance –0.67** –0.63** 0.58** 0.42** –0.52** 0.53** –0.20 0.22

10. Total fertility rate 2015 0.83** 0.83** –0.48** –0.29 0.56** –0.68** 0.14 –0.14 0.67**

MMR maternal mortality ratio, GEI Gender Equity Index, GGI Gender Gap Index, SIGI Social Institutions and Gender Index
*P < 0.05; ** P < 0.001

Table 4 Correlation coefficients and significance levels among selected variables in sub-Saharan African countries only (n = 22)

1 2 3 4 5 6 7 8 9

1. MMR 2012

2. MMR 2015 0.98**

3. GEI 2012 –0.30 –0.30

4. GGI 2012 –0.21 –0.21 0.91**

5. SIGI 2012 0.49* 0.50* –0.53* –0.44

6. GDP per cap. 2012 –0.20 –0.18 –0.19 –0.38 –0.23

7. Freedom House 2012 –0.38 0.35 –0.29 –0.37 0.03 –0.05

8. Corruption Index 2012 –0.48* –0.50* 0.37 0.33 –0.30 0.10 –0.69**

9. Skilled birth attendance 0.36 –0.27 0.28 0.31 0.28 0.09 –0.39 0.38

10. Total fertility rate 2015 0.52* 0.51* –0.26 –0.16 0.69** –0.43* 0.02 –0.31 –0.40

MMR maternal mortality ratio, GEI Gender Equity Index, GGI Gender Gap Index, SIGI Social Institutions and Gender Index
*P < 0.05; ** P < 0.001
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African countries. For sub-Saharan African countries,
perceived corruption as measured by the Corruption
Index was the only significant predictor of MMR.
Our results replicate the previous finding by Choe et al.

[31] that GGI was not a significant predictor of maternal
mortality after controlling for GDP per capita [31]. How-
ever, our results also suggest that GGI had less relation-
ship to MMR than the other two gender indices when
analyzing low-income countries from multiple regions.
Even though the three measures had overlapping compo-
nents and showed significant correlations among them-
selves, each measure had a unique focus that may have
affected its association with MMRs. GGI included health
and life expectancy components which may have diluted
the “ability to make strategic life choices” (i.e., empower-
ment) [11] aspect of the measure. SIGI focused on five
areas in which women and girls faced discrimination, but
discrimination may not be the main driver of MMRs, as
only women can die in childbirth. Moreover, as Hawken
et al. [33] noted, SIGI may be “a measure that holds much
promise but has been poorly executed” due to lack of ad-
equate data from most countries. The combination of

educational parity, economic opportunity, and political
power as measured by the GEI may encapsulate the di-
mensions of female empowerment most likely to enable
women – in the private and public spheres – to control
their fertility but, like SIGI, it was not linked to MMR
when other variables were controlled.
Our attempt to determine if there was a lag effect of

female empowerment on maternal mortality was weak-
ened by limitations of the national MMR data available
to researchers. The exceedingly high level of correlation
between the MMRs of 2012 and 2015 indicates that an-
nual MMRs are being mathematically calculated and
hence may be subject to considerable error. It is possible
that, if a longer lag interval were used, such as 5 years or
more, countries would have had time to conduct new
MMR surveys that would have yielded more divergent
MMRs. Our dilemma was that our first priority was to
compare recent gender indices, so we were not able to
structure the study to have a lag time longer than 3 years
between MMRs.
In seeking to assess if regional differences existed

between factors associated with MMRs, we found that

Table 5 Correlation coefficients and significance levels among selected variables in non-African countries only (n = 22)

1 2 3 4 5 6 7 8 9

1. MMR 2012

2. MMR 2015 0.99**

3. GEI 2012 –0.54** –0.54*

4. GGI 2012 –0.38 –0.38 0.89**

5. SIGI 2012 0.40 0.40 –0.67** –0.63**

6. GDP per cap. 2012 –0.40 –0.40 0.15 0.06 –0.01

7. Freedom House 2012 –0.02 < 0.01 –0.26 –0.38 0.33 –0.29

8. Corruption Index 2012 –0.40 –0.40 0.28 0.23 0.06 0.59** –0.44*

9. Skilled birth attendance –0.71** –0.68** 0.73** 0.52* –0.54* 0.40 0.02 0.30

10. Total fertility rate 2015 0.56** 0.57** –0.66** –0.51* 0.30 –0.29 0.36 –0.49* –0.54**

MMR maternal mortality ratio, GEI Gender Equity Index, GGI Gender Gap Index, SIGI Social Institutions and Gender Index
*P < 0.05; ** P < 0.001

Table 6 Multiple regression of logarithm maternal mortality ratio (2015) on empowerment measures, GDP per capita, Corruption
Index, skilled birth attendance, and total fertility rate by region

Sub-Saharan African countries (n = 22) Non-African countries (n = 22) Total (n = 44)

β P value β P value β P value

GEI 2012 –0.08 0.94 0.76 0.68 –0.73 0.45

SIGI 2012 0.59 0.65 –1.96 0.31 –1.26 0.25

GDP per cap. 2012a –0.28 0.20 –0.14 0.74 –0.29 0.21

Corruption Index 2012 –0.04 0.04 0.01 0.82 0.01 0.72

Skilled birth attendance 0.01 0.31 –0.04 0.01 –0.02 0.02

Total fertility rate 2015 0.13 0.45 0.32 0.23 0.41 < 0.01

R2 0.43 0.51 0.75

β Standardized beta coefficient, R2 adjusted R square
aGDP per capita was log transformed to meet regression assumptions
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none of the gender indices studied was robust enough to
continue to be significant when adjusted for other vari-
ables. In contrast, for countries in sub-Saharan Africa, the
Corruption Index was correlated with MMRs in bivariate
analysis and remained significant in multiple regression
analysis. We believe that this was a noteworthy finding.
The Corruption Index is a measure of national governance
and a proxy for effective health system stewardship. Even
though perceived corruption in the sub-Saharan African
region was not significantly higher than in non-African
countries, only in sub-Saharan Africa was it strongly asso-
ciated with MMR. The more corrupt a government was
perceived to be (i.e., the lower Corruption Perception
Index score), the higher its maternal mortality.
Corruption is a highly complex and multifaceted obs-

tacle for development across the globe [48]. There is
mounting evidence of the negative effects of corruption
on population health [49–51]. Indeed, the lack of good
governance and accountability, coupled with corruption,
has been called one of the biggest challenges in improving
health services delivery in the African continent [52, 53].
Although political leaders from African countries had
vowed to spend at least 15% of their annual budget to im-
prove the health sector by 2015 in the Abuja Declaration,
almost no African countries accomplished this Millen-
nium Development Goal [54]. Health workers in sub-
Saharan Africa have affirmed that primary care is highly
susceptible to corruption [55]. Studies from several Afri-
can countries, including Uganda, Tanzania, and Angola,
have documented how unauthorized user fees/informal
payments during pregnancy and childbirth deter poor
women, who are most susceptible to maternal morbid-
ity and mortality, from giving birth in health facilities
[56, 57]. Moreover, other forms of corruption in the
health sector, including hospital detention practices and
biased fee waiver procedures, hamper efforts to im-
prove population health in African countries [25].
Although traditional anti-corruption initiatives have

employed a gender-neutral approach, several civil society or-
ganizations are calling for women to take a more active role
in addressing health sector corruption, because corruption
appears to disproportionately affect them [48]. One strategy
is to increase women’s participation in healthcare govern-
ance and in monitoring service delivery. Another strategy is
to incorporate women’s organizations, such as associations
of women journalists, into mobilizing public action against
corrupt practices. For example, women’s organizations in
the Philippines have been at the forefront of anti-corruption
efforts, including exposing a high-level criminal network
that was trafficking in women and misusing public funds
[58]. In general, women seem more sensitive to corruption
and less corruptible when they are in positions of power
[58]. Thus, efforts to achieve gender equality in the political
and management spheres are also considered anti-

corruption strategies. Further research is needed to better
quantify and diagnose corruption and other problems in
basic service provision in developing countries. It may be
beneficial to augment the Corruption Index with household
or patient surveys to capture the experience-based indicator
of corruption within the country [59].
This study had several limitations. First, all ecological

studies have a potential limitation of ecological fallacy;
that is, associations observed at an aggregated level do
not necessarily represent associations that exist at an in-
dividual level [60]. Second, this study was a cross-
sectional analysis at the country level and therefore we
cannot draw causal inferences from the results. In
addition, the outcome is estimated using a large uncer-
tainty interval. As we have used countries as the unit of
analysis, we cannot provide any information about vari-
ation within each nation. Healthcare infrastructure and
the economic environment may vary throughout a coun-
try, and these differences could be masked by the country-
level data. Third, our selection of indicators and measures
was constrained by data availability by country, and there-
fore does not include a complete list of all low-income
countries. In addition, the gender indices and other mea-
sures used in this study rely on data of differing levels of
accuracy, which cannot be independently assessed.

Conclusions
Composite measures of female empowerment may be valu-
able tools in helping to set the development agenda and in
advancing women’s health and rights. However, in compar-
ing different gender indices’ associations with MMRs in
low-income countries, this study found that none of them
were robust. This suggests that either the gender indices
themselves require some re-calibration or that female em-
powerment’s effects on maternal mortality are not as sig-
nificant as has been theorized. Future studies are needed to
determine if these gender indices are associated with other
facets of women’s health such as maternal morbidities, de-
pression, and chronic conditions. If none emerge as consist-
ently predictive, it may be necessary to revisit how they are
constructed and to consider alternate elements.
This study’s key finding is that corruption, while not dif-

ferent in scale between sub-Saharan African and non-
African countries, is discouraging African women from
delivering in health facilities and reducing the quality of
maternal care offered. Unless concerted efforts to reduce or
eliminate corruption in healthcare systems in sub-Saharan
African countries are undertaken, including elimination of
unauthorized user fees [61], auditing of healthcare expen-
ditures, holding service providers accountable for quality of
care in public institutions, and greater civil society involve-
ment in health governance, women in African countries
will continue to suffer disproportionately higher MMRs.

The Author(s) BMC Pregnancy and Childbirth 2017, 17(Suppl 2):337 Page 29 of 158



Additional file

Additional file 1: Open peer review. (PDF 83 kb)

Abbreviations
GDI: Gender-related Development Index; GEI: Gender Equity Index;
GEM: Gender Empowerment Measure; GGI: Gender Gap Index; GII: Gender
Inequality Index; MDGs: Millennium Development Goals; MMRs: maternal
mortality ratios; SBA: skilled birth attendance; SIGI: Social Institutions and
Gender Index; TFR: total fertility rate; UNDP: United Nations Development
Program

Acknowledgements
We thank the attendees for their helpful feedback provided at the research
workshop organized by the Center of Expertise on Women’s Health, Gender,
and Empowerment.

Availability of data and materials
All data generated or analyzed during this study are included in this
published article.

About this supplement
This article has been published as part of BMC Pregnancy and Childbirth
Volume 17 Supplement 2, 2017: Special issue on women’s health, gender
and empowerment. The full contents of the supplement are available online
at https://bmcpregnancychildbirth.biomedcentral.com/articles/supplements/
volume-17-supplement-2.

Funding
This article is part of a special issue on women’s health, gender and
empowerment, led and sponsored by the University of California Global
Health Institute, Center of Expertise on Women’s Health, Gender, and
Empowerment. It also received feedback at a workshop partially funded by
the NIH NCATS UCLA CTSI Grant Number UL1TR000124.

Open peer review
Peer review reports for this article are available in Additional file 1.

Authors’ contributions
CL and PT conceptualized the research question. PT conducted the statistical
analysis, interpreted the results, and revised the draft manuscript. CL drafted
the manuscript, interpreted the findings, and revised the final draft. All authors
have read and approved the final draft of the manuscript.

Authors’ information
Chiao-Wen Lan and Paula Tavrow are contributed equally to this work.

Ethics approval and consent to participant
Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interest.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published
maps and institutional affiliations.

Published: 8 November 2017

References
1. Alvarez JL, Gil R, Hernandez V, Gil A. Factors associated with maternal

mortality in Sub-Saharan Africa: an ecological study. BMC Public Health.
2009;9:462.

2. Shiffman J. Generating political priority for maternal mortality reduction in 5
developing countries. AJPH. 2007;97(5):796–803.

3. Sundari TK. The untold story: how the health care systems in developing
countries contribute to maternal mortality. Int J Health Serv. 1992;22(3):513–28.

4. World Health Organization. Trends in Maternal Mortality: 1990 to 2015.
Geneva: WHO; 2015.

5. Alkema L, Chou D, Hogan D, Zhang S, Moller AB, Gemmill A, Fat DM, Boerma
T, Temmerman M, Mathers C, et al. Global, regional, and national levels and
trends in maternal mortality between 1990 and 2015, with scenario-based
projections to 2030: a systematic analysis by the UN Maternal Mortality
Estimation Inter-Agency Group. Lancet. 2016;387(10017):462–74.

6. Kassebaum NJ, Bertozzi-Villa A, Coggeshall MS, Shackelford KA, Steiner C,
Heuton KR, Gonzalez-Medina D, Barber R, Huynh C, Dicker D, et al. Global,
regional, and national levels and causes of maternal mortality during 1990-
2013: a systematic analysis for the Global Burden of Disease Study 2013.
Lancet. 2014;384(9947):980–1004.

7. Filippi V, Chou D, Ronsmans C. Graham W, Say L. In: Black RE, Laxminarayan R,
Temmerman M, Walker N, editors. Levels and Causes of Maternal Mortality and
Morbidity, Reproductive, Maternal, Newborn, and Child Health: Disease Control
Priorities, Third Edition (Volume 2). Washington DC: International Bank for
Reconstruction and Development/The World Bank; 2016.

8. Prata N, Passano P, Sreenivas A, Gerdts CE. Maternal mortality in developing
countries: challenges in scaling-up priority interventions. Womens Health.
2010;6(2):311–27.

9. Souza JP, Gulmezoglu AM, Vogel J, Carroli G, Lumbiganon P, Qureshi Z,
Costa MJ, Fawole B, Mugerwa Y, Nafiou I, et al. Moving beyond essential
interventions for reduction of maternal mortality: a cross-sectional study.
Lancet. 2013;381(9879):1747–55.

10. Karlsen S, Say L, Souza JP, Hogue CJ, Calles DL, Gulmezoglu AM, Raine R.
The relationship between maternal education and mortality among
women giving birth in health care institutions: analysis of the cross
sectional WHO Global Survey on Maternal and Perinatal Health. BMC
Public Health. 2011;11:606.

11. Kabeer N. Resources, agency, achievements: reflections on the measurement
of women's empowerment. Develop Change. 1999;30(3):435–64.

12. UNICEF. Every Child Counts: Revealing Disparities, Advancing Children’s
Rights. 2014. https://www.unicef.org/sowc2014/numbers/documents/
english/SOWC2014_In%20Numbers_28%20Jan.pdf. Accessed 13 Jan 2017.

13. United Nations. The World's Women. 2015. https://unstats.un.org/unsd/
gender/worldswomen.html. Accessed 13 Jan 2017.

14. World Bank. World Development Report 2012. Gender Equality and
Development. 2011. https://siteresources.worldbank.org/INTWDR2012/
Resources/7778105-1299699968583/7786210-1315936222006/Complete-
Report.pdf. Accessed 13 Jan 2017.

15. Inter-Parliamentary Union. Women in Parliament: 20 Years in Review. 2015.
http://www.ipu.org/pdf/publications/WIP20Y-en.pdf. Accessed 13 Jan 2017.

16. Hussein J, Mavalankar DV, Sharma S, D'Ambruoso L. A review of health
system infection control measures in developing countries: what can be
learned to reduce maternal mortality. Global Health. 2011;7:14.

17. Stover J, Ross J. How increased contraceptive use has reduced maternal
mortality. Maternal Child Health J. 2010;14(5):687–95.

18. Ahmed S, Creanga AA, Gillespie DG, Tsui AO. Economic status, education
and empowerment: implications for maternal health service utilization in
developing countries. PLoS One. 2010;5(6), e11190.

19. Corroon M, Speizer IS, Fotso JC, Akiode A, Saad A, Calhoun L, Irani L. The
role of gender empowerment on reproductive health outcomes in urban
Nigeria. Maternal Child Health J. 2014;18(1):307–15.

20. Downs JA, Reif ML, Hokororo A, Fitzgerald DW. Increasing women in
leadership in global health. Acad Med. 2014;89(8):1103–7.

21. Jat TR, Deo PR, Goicolea I, Hurtig AK, San SM. The emergence of maternal
health as a political priority in Madhya Pradesh, India: a qualitative study.
BMC Pregnancy Childbirth. 2013;13:181.

22. Smith SL. Political contexts and maternal health policy: insights from a
comparison of south Indian states. Soc Sci Med. 2014;100:46–53.

23. Brysk A, Mehta A. Do rights at home boost rights abroad? Sexual equality
and humanitarian foreign policy. J Peace Res. 2014;51:97–110.

24. Chen L-J. Do gender quotas influence women’s representation and policies?
Eur J Comparative Econ. 2010;7(1):13–60.

25. Bhalotra S, Clots-Figueras I. Health and the political agency of women. Am
Econ J Economic Policy. 2014;6(2):164–97.

26. Powley E. Rwanda: The Impact of Women Legislators on Policy Outcomes
Affecting Children and Families: The State of the World's Children 2007
Background Paper. United Nations Children's Fund (UNICEF). 2006.

The Author(s) BMC Pregnancy and Childbirth 2017, 17(Suppl 2):337 Page 30 of 158

dx.doi.org/10.1186/s12884-017-1492-4
https://bmcpregnancychildbirth.biomedcentral.com/articles/supplements/volume-17-supplement-2
https://bmcpregnancychildbirth.biomedcentral.com/articles/supplements/volume-17-supplement-2
https://www.unicef.org/sowc2014/numbers/documents/english/SOWC2014_In%20Numbers_28%20Jan.pdf
https://www.unicef.org/sowc2014/numbers/documents/english/SOWC2014_In%20Numbers_28%20Jan.pdf
https://unstats.un.org/unsd/gender/worldswomen.html
https://unstats.un.org/unsd/gender/worldswomen.html
http://www.ipu.org/pdf/publications/WIP20Y-en.pdf


https://www.unicef.org/policyanalysis/files/Rwanda_the_impact_of_
women_legislators.pdf. Accessed 20 Jan 2017.

27. Hansen CH, Schellenberg JR. Modest global achievements in maternal
survival: more focus on sub-Saharan Africa is needed. Lancet. 2016;
387(10017):410–1.

28. Mostert S, Njuguna F, Olbara G, Sindano S, Sitaresmi MN, Supriyadi E,
Kaspers G. Corruption in health-care systems and its effect on cancer care in
Africa. Lancet Oncol. 2015;16(8):394–404.

29. Ruiz JI, Nuhu K, McDaniel JT, Popoff F, Izcovich A, Criniti JM. Inequality as a
powerful predictor of infant and maternal mortality around the world. PLoS
One. 2015;10(10), e0140796.

30. Tajik P, Nedjat S, Afshar NE, Changizi N, Yazdizadeh B, Azemikhah A,
Aamrolalaei S, Majdzadeh R. Inequality in maternal mortality in Iran: an
ecologic study. Int J Prev Med. 2012;3(2):116–21.

31. Choe SA, Cho SI, Kim H. Gender gap matters in maternal mortality in low
and lower-middle-income countries: a study of the global Gender Gap
Index. Glob Public Health. 2017;12(9):1065–76.

32. Varkey P, Kureshi S, Lesnick T. Empowerment of women and its association
with the health of the community. Womens Health. 2010;19(1):71–6.

33. Hawken A, Munck GL. Cross-national indices with gender-differentiated
data: what do they measure how valid are they? SOCI. 2013;111:801–38.

34. World Bank. The World Bank Annual Report. 2016. http://www.worldbank.
org/en/about/annual-report. Accessed 15 Dec 2016.

35. World Economic Forum. The Global Gender Gap Report. 2012. http://www3.
weforum.org/docs/WEF_GenderGap_Report_2012.pdf. Accessed 28 June 2016.

36. Social Watch. Social Watch Report. 2012. http://reports.weforum.org/global-
gender-gap-report-2012. Accessed 28 June 2016.

37. Organization for Economic Cooperation and Development. The Social
Institutions and Gender Index. 2012. http://www.genderindex.org/.
Accessed 28 June 2016.

38. World Health Organization. Statistical Information System. 2015. http://www.
who.int/whosis/en/. Accessed 28 June 2016.

39. UNICEF. Skilled Attendant at Birth. http://data.unicef.org/topic/maternal-
health/delivery-care/. Accessed 15 Dec 2016.

40. World Bank. Fertility Rate, Total (Births Per Woman). http://data.worldbank.
org/indicator/SP.DYN.TFRT.IN?. Accessed 28 Nov 2016.

41. World Bank. GDP Per Capita. http://data.worldbank.org/indicator/NY.GDP.
PCAP.CD. Accessed 28 Nov 2016.

42. Transparency International. Global Corruption Report. 2012. http://www.
transparency.org/cpi2012/results. Accessed 28 June 2016.

43. Ko K, Samajdar A. Evaluation of international corruption indexes: should we
believe them or not? Soc Sci J. 2010;47:508–40.

44. Freedom House. Freedom in the World 2012: The Annual Survey of Political
Rights and Civil Liberties. Lanham: Rowman & Littlefield; 2012.

45. Shapiro SS, Wilk MB. An analysis of variance test for normality (complete
samples). Biometrika. 1965;52:591–611.

46. Mukaka MM. Statistics corner: A guide to appropriate use of correlation
coefficient in medical research. Malawi Med J. 2012;24(3):69–71.

47. Klugman J, Hanmer L, Twigg S, Hasan T, McCleary-Sills J, Santamaria J. Voice
and Agency: Empowering Women and Girls for Shared Prosperity.
Washington, DC: World Bank Group; 2014.

48. Gnocato K, Harford A, Jordan K, Shelley E. Women, Health and Corruption:
Redefining Partnerships for Social Change. 2014. Graduate Institute of
Geneva. http://graduateinstitute.ch/files/live/sites/iheid/files/sites/about-us/
discover-the-institute/geneva-challenge/docs/Women%20health%20and%
20corruption%20.pdf. Accessed 28 June 2016.

49. Azfar O. Corruption and the delivery of health and education services.
Spector B (ed.). Fighting Corruption in Developing Countries: Strategies and
Analyses. West Hartford, CT: Kumarian Press; 2005.

50. Lewis M. Governance and corruption in public health care systems. 2006.
Center for Global Development Working Paper. http://www1.worldbank.org/
publicsector/anticorrupt/Corruption%20WP_78.pdf. Accessed 28 June 2016.

51. Rose R. Corruption is Bad for Your Health: Findings from Central and
Eastern Europe. Global Corruption Report. Berlin: Transparency
International; 2006. p. 39–43.

52. Collier P. The Bottom Billion: Why the Poorest Countries are Failing and
What Can Be Done About It. New York: Oxford University Press; 2008.

53. Eshetu EB, Woldesenbet SA. Are there particular social determinants of
health for the world's poorest countries? Afr Health Sci. 2011;11(1):108–15.

54. World Health Organization. The Abuja Declaration: Ten Years On. 2011.
http://www.who.int/healthsystems/publications/abuja_report_aug_2011.
pdf?ua=1. Accessed 22 Nov 2016.

55. Moosa S, Wojczewski S, Hoffmann K, Poppe A, Nkomazana O, Peersman W,
Willcox M, Derese A, Mant D. The inverse primary care law in sub-Saharan
Africa: a qualitative study of the views of migrant health workers. Br J Gen
Pract. 2014;64(623):321–8.

56. McPake B, Asiimwe D, Mwesigye F, Ofumbi M, Ortenblad L, Streefland P, Turinde
A. Informal economic activities of public health workers in Uganda: implications
for quality and accessibility of care. Soc Sci Med. 1999;49(7):849–65.

57. Stringhini S, Thomas S, Bidwell P, Mtui T, Mwisongo A. Understanding
informal payments in health care: motivation of health workers in Tanzania.
Human Resour Health. 2009;7:53.

58. Hossain N, Musembi CN, Hughes J, Stern J. Corruption, Accountability and
Gender: Understanding the Connections. United Nations Development
Programme (UNDP) and United Nations Development Fund for Women
(UNIFEM). 2010. http://www.undp.org/content/dam/aplaws/publication/en/
publications/womens-empowerment/corruption-accountability-and-gender-
understanding-the-connection/Corruption-accountability-and-gender.pdf.
Accessed 20 Jan 2017.

59. Reinikka R, Svensson J. Using micro-surveys to measure and explain
corruption. World Dev. 2006;28;34(2):359–70.

60. Schwartz S. The fallacy of the ecological fallacy: the potential misuse of a
concept and the consequences. Am J Public Health. 1994;84(5):819–24.

61. Pettersson KO, Christensson K, de Freitas EG, Johansson E. Strategies applied
by women in coping with ad-hoc demands for unauthorized user fees
during pregnancy and childbirth. A focus group study from Angola. Health
Care Women Int. 2007;28(3):224–46.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

The Author(s) BMC Pregnancy and Childbirth 2017, 17(Suppl 2):337 Page 31 of 158

https://www.unicef.org/policyanalysis/files/Rwanda_the_impact_of_women_legislators.pdf
https://www.unicef.org/policyanalysis/files/Rwanda_the_impact_of_women_legislators.pdf
http://www.worldbank.org/en/about/annual-report
http://www.worldbank.org/en/about/annual-report
http://www3.weforum.org/docs/WEF_GenderGap_Report_2012.pdf
http://www3.weforum.org/docs/WEF_GenderGap_Report_2012.pdf
http://reports.weforum.org/global-gender-gap-report-2012
http://reports.weforum.org/global-gender-gap-report-2012
http://www.genderindex.org/
http://www.who.int/whosis/en/
http://www.who.int/whosis/en/
http://data.unicef.org/topic/maternal-health/delivery-care/
http://data.unicef.org/topic/maternal-health/delivery-care/
http://data.worldbank.org/indicator/SP.DYN.TFRT.IN?
http://data.worldbank.org/indicator/SP.DYN.TFRT.IN?
http://data.worldbank.org/indicator/NY.GDP.PCAP.CD
http://data.worldbank.org/indicator/NY.GDP.PCAP.CD
http://www.transparency.org/cpi2012/results
http://www.transparency.org/cpi2012/results
http://graduateinstitute.ch/files/live/sites/iheid/files/sites/about-us/discover-the-institute/geneva-challenge/docs/Women%20health%20and%20corruption%20.pdf
http://graduateinstitute.ch/files/live/sites/iheid/files/sites/about-us/discover-the-institute/geneva-challenge/docs/Women%20health%20and%20corruption%20.pdf
http://graduateinstitute.ch/files/live/sites/iheid/files/sites/about-us/discover-the-institute/geneva-challenge/docs/Women%20health%20and%20corruption%20.pdf
http://www1.worldbank.org/publicsector/anticorrupt/Corruption%20WP_78.pdf
http://www1.worldbank.org/publicsector/anticorrupt/Corruption%20WP_78.pdf
http://www.who.int/healthsystems/publications/abuja_report_aug_2011.pdf?ua=1
http://www.who.int/healthsystems/publications/abuja_report_aug_2011.pdf?ua=1
http://www.undp.org/content/dam/aplaws/publication/en/publications/womens-empowerment/corruption-accountability-and-gender-understanding-the-connection/Corruption-accountability-and-gender.pdf
http://www.undp.org/content/dam/aplaws/publication/en/publications/womens-empowerment/corruption-accountability-and-gender-understanding-the-connection/Corruption-accountability-and-gender.pdf
http://www.undp.org/content/dam/aplaws/publication/en/publications/womens-empowerment/corruption-accountability-and-gender-understanding-the-connection/Corruption-accountability-and-gender.pdf

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Measures of women’s empowerment
	Other measures
	Data analysis

	Results
	Discussion
	Conclusions
	Additional file
	Abbreviations
	Availability of data and materials
	About this supplement
	Funding
	Open peer review
	Authors’ contributions
	Authors’ information
	Ethics approval and consent to participant
	Consent for publication
	Competing interests
	Publisher’s Note
	References

