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Abstract

Background Despite the resources and personnel mobilized in Latin America and the Caribbean to reduce the
maternal mortality ratio (MMR, maternal deaths per 100 000 live births) in women aged 10-54 years by 75% between
2000 and 2015, the region failed to meet the Millenium Development Goals (MDGs) due to persistent barriers to
access quality reproductive, maternal, and neonatal health services.

Methods Using 1990-2019 data from the Global Burden of Disease project, we carried out a two-stepwise analysis
to (a) identify the differences in the MMR temporal patterns and (b) assess its relationship with selected indicators:
government health expenditure (GHE), the GHE as percentage of gross domestic product (GDP), the availability of
human resources for health (HRH), the coverage of effective interventions to reduce maternal mortality, and the level
of economic development of each country.

Findings In the descriptive analysis, we observed a heterogeneous overall reduction of MMR in the region between
1990 and 2019 and heterogeneous overall increases in the GHE, GHE/GDP, and HRH availability. The correlation
analysis showed a close, negative, and dependent association of the economic development level between the MMR
and GHE per capita, the percentage of GHE to GDP, the availability of HRH, and the coverage of SBA. We observed the
lowest MMRs when GHE as a percentage of GDP was close to 3% or about US$400 GHE per capita, HRH availability of
6 doctors, nurses, and midwives per 1,000 inhabitants, and skilled birth attendance levels above 90%.

Conclusions Within the framework of the Sustainable Development Goals (SDGs) agenda, health policies aimed

at the effective reduction of maternal mortality should consider allocating more resources as a necessary but not
sufficient condition to achieve the goals and should prioritize the implementation of new forms of care with a gender
and rights approach, as well as strengthening actions focused on vulnerable groups.
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Background

Sustained progress toward health equity is essential
for the adequate performance of health systems [1, 2]
to achieve the aspirations of universal health coverage
(UHC), particularly in low- and middle-income coun-
tries [3, 4]. Despite the progress observed in these coun-
tries since the Millennium Development Goals (MDGs)
went into effect in 2000, a blueprint agreed to by all
the world’s countries and leading development institu-
tions, —by which all world countries agreed to improve
maternal health by reducing the maternal mortality ratio
(MMR) by 75% and achieve universal access to reproduc-
tive health by 2015, among other commitments—, health
inequities persist among the most socially disadvantaged
populations [5, 6]. This occurs mainly in countries that
have failed to achieve universality of health care, includ-
ing some in the Latin American and Caribbean region
(LAC) [7-9].

Maternal mortality reflects the inability of health sys-
tems to ensure effective access to essential health ser-
vices [10-13] and is one of the most sensitive indicators
of the persistence of health inequities [14—17] and the
social inequality that societies experience [18]. The social
determinants of health are the social conditions into
which people are born, grow, live, work, and age [17]; the
structural determinants, in turn, shape the distribution
of social determinants; the multiple pathways between
structural and social determinants can lead to higher
maternal and infant mortality rates and socially defined
inequities [12]. Maternal health policies and programs
implemented in LAC over the past three decades have
brought with them modest and heterogeneous progress
in reducing maternal mortality [11, 19, 20] that is at risk
of being lost due to the effects of the COVID-19 pan-
demic [21].

Public policymakers have emphasized the need to
review and guide the actions undertaken by the countries
in the region to analyse the design, implementation, and
viability of health policies; and increase their capacity
to reduce the structural mechanisms of exclusion from
effective access to health services (e.g., structural dis-
crimination) [22]. Similarly, they have emphasized the
reduction of the asymmetries of economic and social
power that would allow the modification of their struc-
tural causes to effectively close the gaps in the economic,
social, cultural, and political inequality of women and, at
the same time, favour the protection of vulnerable popu-
lations [23]. A key element in this change is strengthening
the timely, efficient, and equitable response capacity of
health systems and services, including allocating required
human, financial, and technological resources [16, 19].

Guiding the actions to be undertaken in the immediate
future and the medium and long term requires updated
and comprehensive information on LAC countries’
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performance in sustainably and effectively reducing
maternal mortality. However, few regional studies pri-
marily focused on analysing observed trends in mater-
nal mortality document this situation [21, 24-27]. This
study aimed: (1) To describe the differences in the MMR
temporal patterns (1990-2019) in the LAC region, (2)
to assess the relationship between MMR and selected
indicators: government health expenditure (GHE), GHE
as a percentage of gross domestic product (GDP), the
availability of human resources for health (HRH), the
coverage of effective interventions to reduce maternal
mortality, and the level of economic development of each
country.

Methods

Design and data

We conducted a multi-country longitudinal study for
LAC during the period 1990-2019. We analysed second-
ary data from the Global Burden of Disease (GBD) study
[28], publicly available at http://ghdx.healthdata.orgsite.
Following the GATHER guidelines [29], this study gen-
erates historical information on the burden of disease at
the country level. These data’s methodological details and
analytical scope can be consulted in other publications
[28, 30]. Of the 33 countries in the region, we excluded
Saint Kitts and Nevis due to a lack of data in all the indi-
cators analysed.

Variables

We evaluated the MMR (maternal deaths per 100 000 live
births) in women aged 10-54 years in terms of govern-
ment health expenditure per capita (in thousands of US$
of purchasing power parity 2020); GHE as a percentage of
gross domestic product (GDP) (GHE/GDP); availability
of HRH (number of physicians, nurses and midwives, and
pharmacists per 1,000 population); percentage coverage
of births attended by skilled health personnel (SBA); and
a socio-demographic index (SDI) (range 0-1) as an eco-
nomic development proxy variable of each country [31].
The SDI is calculated as the geometric mean of the total
fertility rate before the age of 25, the average schooling
for those over 15 years of age, and the per capita income.
Higher SDI values reflect greater development relevant
to health [31]. We classified countries into five levels
of development in 1990 (baseline) using the Dalenius-
Hodges method [32].

Statistical analysis

We performed data processing and analysis using the
Stata statistical package version 17MP. We describe the
differences in the temporal patterns (1990-2019) of the
MMR in the LAC region, presenting the smoothed tem-
poral evolution of the indicators of interest (considering
a bandwidth=0.6) adjusted for annual fixed effects [33];
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and the levels and percentage change (relative change
between 1990 and 2015 and 1990-2019, and the aver-
age annual growth rate 1990-2019) of MMR in analyzed
countries ranked according to baseline (1990) SDI level.
We emphasized our description in two relevant moments
of the period analyzed: 2000 —the beginning of the
MDGs era—, and 2015 —the end of the MDGs and the
beginning of the SDG era—.

To evaluate the relationship between the MMR and
the indicators mentioned previously, we first graphed the
results estimated by nonlinear regression models with
polynomial-fractional function [34] (with 95% CI) for
the association between MMR, GHE, HRH availability,
and SBA coverage. We adjusted these models by coun-
try and annual fixed effects and evaluated their good-
ness of fit using the respective variation coefficients (R?).
Each country was represented by a circle weighted by the
size of the female population aged 10-54 years concen-
trated in each country (as a proxy for potential demand
for maternal health services). Second, we analysed the
evolution between 1990 and 2019 of absolute inequal-
ity in the MMR by SDI level (also emphasizing the years
2000 and 2015 as they relate to the MDGs and SDGs).
Third, we conducted a performance analysis of national
health systems in terms of GHE/GDP (input) and MMR
(result). To this end, we defined performance quadrants,
placing the standardized average annual exchange rate of
input (GHE/GDP) on the abscissa axis and the standard-
ized average annual exchange rate of the result of interest
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(MMR) on the ordinate axis. Thus, each quadrant com-
bines investment and health achievements, suggesting
areas in which a country should focus. We categorized
countries according to their SDI level.

Results
We observed a sustained overall decline in MMR, with
stagnation patterns during the last years of the MDG
period (2010-2015) extending to the first five years of
the SDG period (Fig. 1). However, Haiti stood out as
an isolated case, registering triple-digit levels, 20 times
higher than the lowest observed in the region, followed
by Bolivia, Dominica, Guyana, Suriname, and Hondu-
ras. In contrast, Chile, Uruguay, and Costa Rica were
the three countries with the lowest MMR (<30). Some
English-speaking Caribbean countries recorded signifi-
cant MMR increases, most notably Dominica, with an
increase of 134.0% from 1990 to 2019. In this period,
Chile, Peru, and El Salvador registered the largest reduc-
tions (63.3%, 59.7%, and 58.2%, respectively), although in
smaller quantity concerning the 2015 goals, and which
were equivalent for 2019 to MMRs of 21.8, 69.1, and
40.2 respectively. These three countries also recorded the
highest rate of MMR reduction (3.3%, 3.0%, and 2.9% per
year), followed by Honduras (2.6%) and Bolivia (2.3%)
(Table 1).

National GHEs grew steadily according to their devel-
opment level (Fig. 2). The countries with the highest
growth from 1995 to 2019 in the GHE as a percentage
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Fig. 1 Temporal trends in the maternal mortality ratio (MMR) in Latin American and Caribbean countries, 1990-2019. (Note: Elaborated by the authors

using data from the Global Burden of Disease study [72])
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Table 1 Levels and change of maternal mortality rate in Latin American and Caribbean countries, 1990-2019
LAC countries according to baseline Maternal deaths per 100,000 live births in women Relative change (%) Average
(1990) SDlI level aged 10-54 years annual
1990 2000 2015 2019 1990-2015 1990-2019 growth
rate (%)
Lowest
El Salvador 96.4 383 419 40.2 -56.6 -58.2 -29
Guatemala 1604 1349 93.1 106.4 -42.0 -33.7 -14
Haiti 460.5 4074 3304 326.2 -282 -29.2 -1
Honduras 248.7 170.0 116.2 1115 -533 -55.2 -2.6
Nicaragua 93.0 106.1 59.8 538 -35.7 -42.2 -1.8
Low
Belize 332 428 73.6 73.0 1215 119.8 2.7
Bolivia 302.2 236.8 159.6 148.6 -47.2 -50.8 -23
Dominican Republic 920 60.5 117.0 103.2 272 12.2 04
Guyana 1114 1245 1286 119.2 155 7.0 0.2
Middle
Brazil 106.1 68.4 69.1 66.3 -34.8 -37.5 -1.6
Colombia 67.6 75.7 76.7 49.0 13.5 -27.5 -1
Ecuador 124.8 98.1 822 74.3 -342 -40.5 -1.7
Grenada 624 49.1 99.7 99.6 599 59.7 1.6
Paraguay 1354 1299 735 73.2 -45.7 -459 -2.0
Peru 1714 1624 72.6 69.1 -57.7 -59.7 -3.0
Saint Lucia 60.0 489 85.0 814 416 355 1.0
Saint Vincent and the Grenadines 539 69.7 116.5 89.5 1164 66.2 1.7
Suriname 983 82.0 107.7 111.2 9.5 13.0 04
High
Costa Rica 252 39.1 283 285 126 134 04
Jamaica 423 62.8 76.1 73.6 80.0 74.2 1.9
Mexico 67.1 56.7 436 445 -350 -33.7 -14
Panama 659 59.7 733 66.0 1.3 0.2 0.01
Venezuela 67.1 61.4 68.1 68.1 1.5 1.5 0.05
Highest
Antigua and Barbuda 49.9 375 679 580 36.2 16.3 0.5
Argentina 70.3 555 525 492 -25.2 -29.9 -1.2
Barbados 57.3 527 84.0 75.0 46.6 30.7 09
Chile 59.3 29.1 254 218 -57.1 -633 -33
Cuba 59.1 543 534 46.2 -9.8 219 -0.8
Dominica 63.3 80.5 1794 148.7 1833 134.8 29
Trinidad and Tobago 70.5 68.5 549 62.2 -22.1 -11.8 -04
Uruguay 36.6 316 269 239 -264 -34.6 -14

Note: Elaborated by the authors using data from the Global Burden of Disease study [72]

of GDP were the Dominican Republic (160.0%, from
1.0 to 2.6%), Bolivia (144.0%, from 1.8 to 4.4%), Cuba
(125.0%, from 5.2 to 11.7%), Chile (108.0%, from 2.4 to
5.0%), and Suriname (90.0%, from 3.0 to 5.7%). In con-
trast, the countries that reduced this percentage in the
same period were Venezuela (58.6%, from 2.9 to 1.2%),
Grenada (53.7%, from 4.1 to 1.9%), Haiti (45.5%, from 1.1
to 0.6%), Barbados (32.5%, from 4.0 to 2.7%), and Domi-
nica (18.9%, from 3.7 to 3.0%) (Fig. 2, Panel a). From
1995 to 2019, the countries that increased their GHE per
capita the most were the Dominican Republic (567.5%,
from US$77 to US$514), Cuba (450.9%, from US$464

to US$2,556), Bolivia (314.3%, from US$98 to US$406),
Chile (289.0%, from US$328 to US$1,276), and Trinidad
and Tobago (263.7%, from US$251 to US$913); while the
countries that reduced the level of their GHE per capita
were Venezuela (81.6%, from US$418 to US$77), Haiti
(43.5% from US$23 to US$13), and Barbados (18.0%,
from US$551 to US$452). In 2019, Cuba stood out for its
higher GHE per capita (US$2,556), followed by Uruguay
(US$1,581), Panama (US$1,482), Argentina (US$1,384),
and Costa Rica (US$1,297) (Fig. 2, Panel b).

The increasing trend in GHE and its heterogeneous
patterns corresponded with the overall growth in HRH
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Fig. 2 Temporal trends in government health expenditure (GHE) in Latin American and Caribbean countries, 1995-2019. Panel a. GHE per GDP. Panel b.
GHE per person. (Note: Elaborated by the authors using data from the Global Burden of Disease study [72])
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Fig. 3 Temporal trends in the availability of human resources for health (HRH) and in the coverage of skilled birth attendance (SBA) in Latin American
and Caribbean countries, 1990-2019. Panel a. Availability of HRH. Panel b. Coverage of SBA. (Note: Elaborated by the authors using data from the Global

Burden of Disease study [72])

availability and SBA coverage (Fig. 3). From 1990 to 2019,
the countries that increased their HRH availability by the
highest percentage were Bolivia (260.5%), Chile (214.7%),
Belize (209.4%), Cuba (198.3%), and Guatemala (186.2%);
while the countries with the lowest growth in this indi-
cator were Suriname (40.3%), Venezuela (52.7%), Costa
Rica (65.7%), Argentina (73.0%), and Haiti (79.8%). In
2019, Cuba was the country with the highest availability
of HRH in the region, with 26.2 doctors, nurses, and mid-
wives per 1,000 inhabitants, followed by Barbados (12.5),
Uruguay (10.9), and Antigua and Barbuda (10.2). On the
other hand, the countries with the lowest availability of
HRH in 2019 were Haiti (2.1), Nicaragua (2.4), Honduras
(3.3), Guatemala (3.5), and Paraguay (4.0) (Fig. 3, Panel a).
We also observed a clear regional convergence towards
universality in SBA coverage, except for Haiti (which reg-
istered a coverage level in 2019 of 47.3%), with notable

growths such as those registered in Guatemala (from
32.1% in 1990 to 96.8% in 2019), Honduras (49.2-96.7%),
Bolivia (45.1-87.0%), and Peru (51.2-85.2%) (Fig. 3, Panel
b).

The correlation analyses showed a close, negative,
and dependent association of the economic develop-
ment level between the MMR and GHE per capita, the
percentage of GHE to GDP, the availability of HRH, and
the coverage of SBA (Fig. 4, Panels a-d). We observed the
lowest MMRs when GHE as percentage of GDP was close
to 3% or about US$400 GHE per capita, HRH availability
of 6 doctors, nurses, and midwives per 1,000 inhabitants,
and SBA coverage levels above 90%. We also observed
a general trend toward reducing inequities in the MMR
between the region’s countries, especially during the
MDG era and between those located at medium, high,
and very high levels of economic development (Fig. 5).
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This trend was broken toward the end of the MDGs and
the beginning of the SDGs, delineating two large groups
associated with their development level: (a) countries
that in 1990 were at high or very high development

levels, with similar levels of MMR, and (b) countries that
at baseline were at medium, low or very low development
levels, characterized by their convergence towards higher
MMRSs.



Séaenz et al. International Journal for Equity in Health (2024) 23:96 Page 7 of 12
2020 —
e @ @
o900 —@
900 ——@0
2015 0o @ O
Endofthe MDGseraand — - -+ -+ -+ v v oo v ._.__.__. ........ O .....................................
start of the SDGs era ._._.—. O
—@ @ L O
o0 —0© @)
oo @ o
2010 — e @ 0
@O0 O @
e Oy
o8P o—0
. @@ — 00
> 2005 — © o O ®
. 0eo— 00
[ 2 2 O @
@ O @
2000 O .
. O @
Start of the MDGs era o0—@ A @
@ —0 00
e—0@ @
e—@ 00
@ —@ o0
1995 — @—0 O @
(O Q-0 @
@ @ @
@ oo @
(& @ @
1990 — ( 2 @ @
| | | | | | | | | | | | | | |
0 15 30 45 60 75 90 105 120 135 150 165 180 195 210

Maternal deaths per 100,000 live births in women aged 10-54 years

Socio-demographic index

® Lowest

©2nd @ 3rd @ 4th @ Highest

Fig. 5 Equity trends in maternal mortality ratio (MMR) according to the socio-demographic index (SDI) in Latin America and Caribbean countries, 1990-
2019. (Note: Elaborated by the authors using data from the Global Burden of Disease study [72])

Figure 6 (Panel a and b) shows the results of the quad-
rant performance analysis. 22.6% of LAC countries were
in the lowest performance quadrant (higher increase of
MMR and GHE), including Belize, Costa Rica, Domini-
can Republic, Guyana, Panama, Suriname, and Trinidad
and Tobago; 25.8% of countries were in the low perfor-
mance quadrant (higher increase in MMR and lower
increase in GHE); 35.5% of countries were in the high
performance quadrant (greater reduction in the MMR
and increase of the GHE); and 16.1% of countries were
located in the highest performance quadrant (greater
reduction in the MMR and lower increase of the GHE),

highlighting Argentina, Brazil, Honduras, Colombia, and
Haiti.

Discussion
The main results can be summarized as follows. Over the
study period in the LAC region, we observed: (1) a gen-
eral decline of MMR, (2) a notable increase in GHE and
its percentage of GDP, (3) a remarkable increase in HRH
availability, (4) a remarkable increase in the coverage of
skilled birth attendance.

The decline in the MMR observed in LAC enabled a
small group of countries to achieve MDG 5, consisting
in reducing the MMR by 75% between 1990 and 2015.
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However, while we observed a trend towards a reduc-
tion of the MMR during the MDG era, differences persist
across social groups, being more noticeable towards the
beginning of the SDG era.

The reduction of MMR in the MDG period could be
attributed to various interventions undertaken from 2000
to 2015, both systemic (such as strengthening the acces-
sibility to contraceptive methods, preventing unwanted
pregnancies, increasing universal access to maternal
health services, strengthening information and moni-
toring systems, increasing financial resources, or legal-
izing the termination of pregnancies) and those focused
on improving clinical practice in maternal health facili-
ties (such as the training of health personnel for prenatal,
childbirth and postpartum care, the correct use of pro-
tocols, the redesign of reference and counter-reference
systems, the promotion of quality of care, and the pre-
vention of infections, mainly) [35], in several countries
[36—-40]. Haiti also reduced its MMR in 2019 but is still
more than 170 points behind the second country with
the highest MMR (Dominica with an MMR=148.7). This
situation has been attributed to Haiti's historical process
of a chronic political crisis, its difficulty in implement-
ing sustainable social policies, and the scarcity of human
resources for maternal health care [41, 42].

The increase in GHE and its percentage of GDP
observed in the region, framed in a period of low eco-
nomic growth (around 2% per year for the region) [43],
can be related to the effect of the 1990s reforms that

involved the mobilization of public resources to expand
coverage and the provision of resources to the system [44,
45] as well as the focalization of a significant amount of
resources to comply with the MDGs related to the reduc-
tion of maternal mortality (MDG 5) [46]. The increase
in HRH availability in the region was also remarkable,
mainly in Bolivia, Chile, and Belize, with increases of
260.5%, 214.7%, and 209.4% respectively. English-speak-
ing Caribbean countries, which have traditionally had a
large availability of HRH, particularly nurses, managed
to increase their availability further, approaching the
WHO recommendation of 23 health workers per 10,000
inhabitants.

In addition to the increase in HRH density, countries in
the region increased the coverage of skilled birth atten-
dance, reaching more than 90% since 2000, regardless
of the volume of potential demand for maternal health
services. Guatemala and Honduras showed extraordi-
nary growth, particularly Guatemala, to attend more
than 95% of births with qualified personnel, followed by
Bolivia and Peru, with coverage levels greater than 85%.
This implies that most of the countries in the region have
made an enormous effort to ensure that childbirth care
is provided by qualified personnel, regardless of the exis-
tence of different strategies to achieve this goal. However,
without prejudice to the effort made, the distribution of
these human resources by geographical region within
each country and socio-demographic groups still show
significant inequalities [47].
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We found that both GHE and HRH availability is a nec-
essary but not a sufficient condition for achieving health
goals and equity in resource allocation. Both indica-
tors had an inverse and asymptotic relationship with the
MMR, registering (for the first case) the minimum MMR
of around 50 and US$3,000. For the second, a minimum
MMR about 75 with a density of HRH around 5, evidenc-
ing the limits of investment and the possibility that other
variables in the provision, organization, management,
or HRH endowment may be involved in a greater health
gain. This suggests the need to strengthen social protec-
tion systems and implement intersectoral and inclusive
social policies that transcend the health system and link
other sectors to address social and economic structural
causes, focusing on the most vulnerable and underserved
populations.

Equity as a guide in distributing government resources
for effective health care constitutes, in essence, a mecha-
nism for the redistribution of these resources in society.
It is important to note that the complementarity of social
and health investment makes it possible to confront the
false dichotomy between health efficiency and social
equity. While some authors raise the possibility of this
conflict [48], others consider it a fallacy [49]. We argue
that equity should guide the development of effective
public policies.

However, the results of these efforts to expand
resources were heterogeneous. The quadrant perfor-
mance analysis showed that insufficient public invest-
ment in about 40% of countries, especially in the
English-speaking Caribbean, resulted in smaller reduc-
tions in the MMR. In contrast, countries such as Cuba,
Chile, and Peru obtained the most significant reductions
from budget increases above the regional average, noting
that the increase in GHE faced challenges that could not
be met by translating the availability of these resources
into adequate care models to address a complex phe-
nomenon with structural determinants as profound as
maternal mortality. In financial terms, a small portion of
countries saw their public spending grow exponentially,
while in more than half, the growth was moderate. This
situation raises the need to innovate in the design and
implementation of policies, programs, and strategies
that consider the incorporation of approaches focused
on users and their needs, with a focus on human rights,
gender, and interculturality to achieve quality care for
all women, regardless of their ethnic affiliation or socio-
economic position. Likewise, it is essential to imple-
ment mechanisms to monitor their progress and to make
adjustments to achieve the proposed objectives [45].

The main teaching of our results is that we need to
move beyond the sole allocation of resources to imple-
ment innovative strategies and policies. First, health
equity policies must include in their design a holistic
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view of the reality they face [50]; that is, they must incor-
porate criteria of relevance of services and information
on the social, demographic, and historical profile [51] of
the target populations [52]. Second, these policies should
also seek a balance between accessibility and quality
[53] and a correct combination of incentives and regula-
tion that improves the quality of care while implement-
ing mechanisms for effective financing, stewardship,
empowerment, and exercise of sexual and reproductive
rights [54, 55], ensuring timely and respectful access to
maternal health services, particularly for population sec-
tors with the greatest lags in health outcomes. Likewise,
investment in education for women and the possibility of
entering the labor market must be part of a package of
policies targeting different inequality determinants in the
region’s populations.

There is no point in strengthening the availability and
supply of health services if they are not used [56], so
their success will depend on promoting access to qual-
ity services and synergies between effective supply and
demand interventions [57-59]. These strategies include
the improvement in population and/or geographical cov-
erage of available services, the allocation of subsidies to
cover indirect costs (i.e., transportation costs) involved in
seeking health services [60], especially among the poor-
est and geographically dispersed populations, stimulate
the use of services by delivering cash [61] and non-mon-
etary transfers [62, 63] aimed at women, the deployment
of community strategies [64—67] on the importance of
maternal health (e.g. through educational campaigns)
and improving the quality of care with a rights perspec-
tive and without discrimination [68]. These strategies
should rescue the importance of key community actors,
social support networks, and their role as promoters of
sexual and reproductive education, timely and safe access
to contraceptive methods, emergency oral contraception,
and safe abortion, as well as support for the identifica-
tion of obstetric complications and contact and frequent
use of health services [69]. Implementing these strate-
gies requires an endowment and composition of human
resources trained with high levels of quality, committed
to their role as agents of improvement of the populations’
health, particularly of the humanized-holistic care of
childbirth, including the prevention of unsafe abortion.
It is essential to train HRH capable of exercising leader-
ship in clinical, community, and managerial action and
consider health service users as the center of the health
system and rights holders [70, 71].

Achieving effective universal access to maternal health
and mitigating the risks of setbacks in the achieve-
ments observed in the reduction of the MMR due to the
COVID-19 pandemic requires the adjustment of social
policy innovations, including the rules of allocation and
execution of resources for health. Health policies should
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be designed with a comprehensive perspective to effec-
tively mitigate the structural segmentation of most LAC
health systems. In the same way, it is essential to coun-
teract those mechanisms that allow the reproduction of
structures of social inequality. The health system must
promote human rights, stewardship rights, and effec-
tive access to quality health services based on civil rights
criteria. This involves the implementation of public poli-
cies sensitive to gender and health rights—issues that are
pending in the implementation of political agendas in the
region.

In sum, this study provides evidence that increasing
government health expenditures and human resources
for health, including skilled birth attendants, are nec-
essary but insufficient conditions to reduce maternal
mortality effectively. It underscores the need for evi-
dence-based health policies that address the structural
determinants of maternal mortality based on a nuanced
understanding of the needs of the most vulnerable pop-
ulations in Latin America and the Caribbean. Finally,
innovative health policies should be designed with a
health equity perspective and promote women-centered
approaches that provide respectful care based on human
rights, gender, and interculturality.
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