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In 2000, the United Nations Millennium Summit brought together world leaders from 189 countries who committed to 8 Millennium Development Goals (MDGs) to be completed by 2015 (1). MDG-3 pledged to promote gender equality and empower women.  MDG-5 set out to improve Maternal Health and its primary target was to reduce global maternal mortality by 75%. By 2004, it was clear that this laudable goal would be impossible to reach unless universal access to reproductive health was achieved and specific goals to reduce the global unmet need for contraception and the prevalence of unsafe abortion were belatedly included in MDG-5. Despite this intervention, MDG-5 fell short of its target and only succeeded in lowering maternal mortality from 380 to 210 maternal deaths per 100,000 live births, equating to a reduction of only 45%. (1) As a result, the UN General Assembly announced a new global strategy for Women, Children and Adolescents Health in September 2015. (2)

On January 1st 2016 the Sustainable Development Goals (SDGs) were launched, a set of 17 targets expanding on the MDGs and designed to end poverty, protect the planet and ensure prosperity for all (2). Two of these 17 SDG goals explicitly recognise the importance of girls, women and their health in achieving these ambitious aims. SDG-3: ‘Ensuring healthy lives and promoting wellbeing for all at all ages’ - includes a commitment to ‘reduce the global maternal mortality ratio to less than 70 per 100,000 live births’ and to ‘ensure universal access to sexual and reproductive health (SRH) care services, including the integration of family planning and SRH information and education into national strategies and programs. SDG-5: ‘Achieving gender equality and empowering all women and girls’ - again underlines the importance of SRH, while also including directive commitments to ‘eliminating all forms of violence directed at women and girls, including trafficking, sexual and other types of exploitation’ and ‘eliminating all harmful practices, such as child, early and forced marriage and female genital mutilation’. Unlike its MDG-3 predecessor, SDG-5 calls on governments to achieve, rather than just promote, gender equality and the empowerment of all girls. 

At the launch of the SDG’s the scale of the problem in global maternal health could be summarised as follows:- during 2015  there were 213 million pregnancies worldwide, 85 million of these pregnancies were unplanned and at least 50 million ended in abortion with 50% being unsafe procedures. In total 303,000 maternal deaths had occurred and adolescent girls made up 25% of this total. The greatest burden of maternal mortality is suffered by women in Sub-Saharan Africa, South East Asia and South America (3). In 2017, World Bank data illustrated the wide regional variation in the lifetime risk of maternal death: 1 in 12,600 for Sweden compared to 1 in 38 for Sub-Saharan Africa, rising to 1 in 15 for Chad, which means that a woman has more chance of dying by pregnancy than finishing her secondary education in Chad (4). 

What underlies this stark global variation in maternity safety and why do these women still die in the 21st century, particularly from causes that are potentially preventable.? The top 5 causes of maternal death in order of magnitude are haemorrhage, sepsis, unsafe abortion, hypertensive disorders and obstructed labour. And although the 9% of maternal deaths caused by obstructed labour require specialist services and facilities, current day medical interventions that are relatively cheap, portable and heat stable are available to significantly reduce the other 90% of lethal obstetric complications. But these are salvage interventions or  firefighting tactics and only applicable to women who reach the delivery unit or birthing hut. It is clear that if we really want to prevent maternal mortality, we must move back upstream to prevent unplanned pregnancies and focus our efforts on the 225 million girls and women globally with no access to family planning services – both contraception and safe abortion.  

Historically, we have described the reasons for high maternal mortality as lack of access to care, poor quality care, cultural barriers, economic constraints, with health interventions tending to focus on improvements in clinical training and implementation of services. However, the real determinants of maternal mortality are political will, female literacy and gender status - the societal implications of being a ‘female’ in that country.  Female empowerment, health and socio-political status are entwined and their consequences dictate the health and life chances of women across the world. As Professor Mahmoud Fatallah has said: "Women are not dying because of diseases we cannot treat. They are dying because societies have yet to make the decision that their lives are worth saving”(5). If a society values the life of a woman, it will invest in her health and those around her will also benefit. The UN has recognised how crucial the advancement of women is to realise its ambitions across economic, political, humanitarian, social and health arenas. 2010 saw the creation of UN women, which merged four different strands of the UN effort to accelerate improved outcomes for women. The former UN secretary general Ban Ki Moon stated in 2013 that “the empowerment and rights of women must be at the heart of everything we do” (6). 

The power of political will to improve women’s health is well illustrated by the transformation of the maternal mortality statistics that Sri Lanka achieved. Responding to public pressure, the government drove an initiative which ensured that 85% of births were attended by skilled personnel. This reduced maternal deaths from 600 per 100,000 in 1950 to 60 per 100,000 in recent years (7). It is also clear that when women are educated and empowered to access healthcare, they and those around them do better. Female literacy rates in the Northern Indian state of Uttar Pradesh are less than 40% and accompanied by a very high maternal mortality ratio (8). Whereas in the southern state of Kerala, a government policy to increase the female literacy rate to 85-90%, has seen a major societal triumph and been accompanied by a low maternal mortality ratio. 

Maternal mortality is also an indicator of civilian safety as well as literacy. In Iraq, maternal mortality rates leapt from 50 to nearly 400 per 100,000 births during the chaos that followed the toppling of Sadaam Hussein’s regime. The universal literacy Iraq achieved in 1990 fell to levels worse than Zambia by 2008 (9). Importantly, the physical impact and threat to women of conflict cannot be overstated. In war zones and refugee camps women and children are vulnerable to sexual abuse, receive little or no health support and are most likely to be displaced to live in hazardous places. We know that 65% of all current emergencies in the Middle East conflict zones and refugee camps are Obstetric and Gynaecological cases (10). 

In order to succeed and achieve SDG-5 by 2030, it is imperative that we learn the lessons from our failure to deliver MDG-5 by such a large margin. Documenting how a country’s female citizens are dying is essential if national interventions are to be implemented to address them and yet at the end of 2015, only 51% of countries were collecting data on maternal causes of death (1).  Perhaps we should also reflect on the fact that maternal mortality is not just a number. It is an indicator of the extent to which a society values women and prioritises their reproductive health. In short, it is a metric for the social determinants of disease: the status of girls in that society, their level of empowerment and their ability to make healthy choices (11). There is a significant social gradient in health, the lower the social position, the poorer the health of that individual. However, it is the completion of secondary education and not that individual’s available wealth that is the most important determinant of good health (12). 

If SDG 5 is to be realised by 2030, it is essential that women and adolescents have access to comprehensive sexual and reproductive healthcare. Again it is political will that plays such a critical role in ensuring the provision of contraceptive and abortion services for women. Increasing contraceptive use in Low and Middle Income Countries (LMIC’s) has been shown to reduce the number of maternal deaths by 40% simply by reducing the number of unintended pregnancies (13).  These services are not logistically difficult or expensive to establish as experience from the RCOG Leading Safe Choices (LSC) program which ran from 2015 – 2019 in Sub-Saharan Africa demonstrated. This program offered women in the Western Cape of South Africa post partum long acting reversible contraception (LARC) and safe abortion care. The improved birth spacing prevented maternal deaths and increased infant survival, as did the expansion of the safe abortion services and as a result, the Western Cape Health Department formally adopted the RCOG training and implementation program into their health service in 2019. 

Indeed, contraception has been cited as the single most cost effective intervention in healthcare, making it unique among medical interventions in the breadth of the positive outcomes it provides (13). Which is why the persistent unmet need for contraception in over 200 million women worldwide represents a massive, wasted opportunity to improve maternal health and this needless shortfall needs to be resolved as a matter of urgency. 

However, it is the global provision of abortion services where women are faced with the biggest problems in accessing safe care.  Abortion rates in countries where it is legally available are roughly the same as where it is banned (14). But restrictive abortion laws lead to unsafe abortion, maternal deaths and serious morbidity, because legal restrictions have little effect on the number of women requesting an abortion. Where access is made difficult for women, the problem does not go away, instead it becomes a taboo subject and goes underground, often with tragic consequences. To prevent these disasters , politicians need to be convinced that the lives of nearly 50,000 women dying annually from unsafe abortions could be saved (15,16). 
It is important to recall that the introduction of the 1967 Abortion Act in the UK was due to the collaborative expertise and commitment of politician David Steele and gynaecologist David Paintin. Before the 1967 Act,  unsafe abortion was a leading cause of maternal mortality in the UK, responsible for 14% of maternal deaths, a similar figure to the current annual worldwide death toll from unsafe abortion (15).  More recently, the work of the Royal College of Obstetricians and Gynaecology’s (RCOG) in lobbying politicians to support decriminalising abortion in the UK shows the importance of influencing government. Over two years from 2017 to 2019, support for the decriminalisation of abortion rose from 28% to 49% in the UK parliament (16). 
In the Republic of Ireland, Savita Halappanavar died following a miscarriage in Galway University Hospital in 2012. Her membranes had ruptured at 17 weeks of gestation and she developed sepsis. Because a foetal heart could be heard on the ultrasound, no clinician would empty her uterus. Her tragic story galvanised public feeling and a public dialogue about a topic that many find challenging, produced a mind-set shift in both the government and society of Southern Ireland. Leo Varadkar the then Taoiseach of Ireland spoke of his practical experience as health minister and how his personal views on abortion had been forced to change when he realised that Ireland was exporting its abortion problems to England and importing the solutions. Regardless of personal values and opinions, it was openly acknowledged for the first time that women were, regardless of law, travelling abroad to source abortion care. On May 26th 2018, the 8th Amendment to the Constitution of the Republic of Ireland was repealed. 
At the start of the COVID-19 pandemic, the Guttmacher Institute published their predictions for the inevitable impact on women’s SRH services in 132 LMIC’s. They estimated that a 10% decline in use of short and long acting reversible contraceptives would result in a further 49 million women with unmet need and result in an excess of 15 million more unintended pregnancies They further predicted an additional 10% shift in abortion from safe to unsafe procedures, resulting in 3.3 million more unsafe abortions and an additional 1000 maternal deaths (17). 
In many countries these fears have been realised. A recent report has documented that elective abortions were banned in 6 European countries and suspended in one (18). In the USA, numerous states have used Covid-19 as an excuse to ban all forms of abortion by classifying abortion as non-essential healthcare services. These actions follow on from the aftermath of the reintroduction of the ‘Global Gag Rule’ by former President Trump in January 2017 when he entered the White House.  This has been used as a tool by each Republican administration in the US since it was first imposed by President Ronald Reagan in 1984. It is not a coincidence that maternal mortality is increasing in the US, and now ranks in 67th place globally. The Global Gag Rule bans overseas healthcare providers receiving US government funding if they offer any information or services related to abortion care and invariably restricts the delivery of contraceptive services as well.  
In the UK, fears that women and girls would become disproportionately disadvantaged by the national lockdown preventing them accessing abortion clinics, emergency legal orders led to measures being put in place to allow for Early Medical Abortion (EMA) services to be accessed from home in England, Scotland and Wales. This meant that prescribing the two EMA drugs (mifepristone and misoprostol), which would have previously required the woman to attend a clinic consultation in person, could be prescribed by a doctor and dispensed to her by post following a phone or video consultation with a qualified health care professional who concluded that she was suitable for EMA.   This was the first step to promote safe abortion by telemedicine and over the subsequent months it has provided a wealth of robust and objective data to illustrate its success (19).

Aiken and colleagues (20) compared the outcomes of more than 50,000 EMAs accessed via the 3 largest abortion providers (British Pregnancy Advisory Service, MSI Reproductive Choices and the National Unplanned Pregnancy Advisory Service) in England from January to June 2020. This included EMAs before and after the telemedicine service was introduced and enabled the study team to see how the services compared. The authors concluded that there was no difference in safety or efficacy, but waiting times from consultation to treatment were reduced in the telemedicine group, and 80% of women said that telemedicine abortion was their preferred option. While telemedicine abortion was set up as an emergency measure, the evidence suggests that there are significant medical benefits arising from it (19, 20).  Furthermore, if the initiative was implemented globally, it is likely that it would contribute to reducing the number of women who put themselves in danger every year by undergoing illegal and unsafe abortions.
It is interesting to note that SDG 3 Good Health and Well-Being for All precedes SDG 5 of Gender Equality. Progress since the MDG’s has meant that fewer girls are forced into early marriage (21). In Southern Asia, a girl’s risk of marrying in childhood has dropped by over 40 % since 2000 (22). However, of the girls that remain unmarried, they are less likely to attend school, more likely to experience domestic violence as well as become pregnant (23). Pregnancy and childbirth remains the number one killer of young women aged 15 -19 globally, and 1 million babies born to adolescents die in the first year (23,24). The ramifications of gender equality affect ‘Health and Well-Being for All’. Women have a strategic role to play in the success of all the SDGs. They are key for implementation and are often a large target for their attainment. For instance, SDG 2 sets out to end hunger: it is women who prepare 90% of meals globally. SDG4 aims for better education: it is women who make up 60% of the world’s illiterate (25).  
To achieve SDG 5: Gender Equality for All by 2030, the 90% of global maternal mortality that is potentially preventable needs to be addressed. This can be done by focusing upstream to avoid unplanned pregnancies. Women must be able to choose when they get pregnant and therefore avoid their biggest risk factor for an early death (24). For this to happen, high quality and widely available contraception and abortion services are essential. Underpinning each arm of this strategy is the importance of influencing governments to provide and support services for women’s health. This will help ensure gender parity, so that pregnancy, childbirth and unsafe abortion no longer threaten the lives of girls and women across the world. Empowering women and girls will bring us closer to realising all of the SDGs, not just SDG 5 (26). There is much to do, but also much to gain, and not just for women. The Chinese proverb; “Women hold up half the sky” visualises the truth that when you strengthen the arms of women, you ease the load for everyone.
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