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ABSTRACT

Introduction Gender lens application is pertinent in
addressing inequities that underlie morbidity and mortality
in vulnerable populations, including mothers and children.
While gender inequities may result in greater vulnerabilities
for mothers and children, synthesising evidence on the
constraints and opportunities is a step in accelerating
reduction in poor outcomes and building resilience in
individuals and across communities and health systems.
Methods We conducted a scoping review that examined
vulnerability and resilience in maternal, newborn and
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child health (MNCH) through a gender lens to characterise
gender roles, relationships and differences in maternal
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material is published online only. and child health. We conducted a comprehensive search
of peer-reviewed and grey literature in popular scholarly
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databases, including PubMed, ScienceDirect, EBSCOhost
online (http://dx.d oi.org/10.
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and Google Scholar. We identified and analysed 17
published studies that met the inclusion criteria for
key gendered themes in maternal and child health
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vulnerability and resilience in low-income and middle-
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income countries.
Results Six key gendered dimensions of vulnerability
and resilience emerged from our analysis: (1) restricted
maternal access to financial and economic resources;
(2) limited economic contribution of women as a result
of motherhood; (3) social norms, ideologies, beliefs
and perceptions inhibiting women’s access to maternal
healthcare services; (4) restricted maternal agency
and contribution to reproductive decisions; (5) power
dynamics and experience of intimate partner violence
contributing to adverse health for women, children and
their families; (6) partner emotional or affective support
being crucial for maternal health and well-being prenatal
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develop meaningful strategies that will guide the design
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WHAT IS ALREADY KNOWN ON THIS TOPIC?
⇒ Socioeconomic inequalities place women and girls

in precarious positions that adversely affect their
vulnerability and resilience to health shocks.
⇒ Research on the gendered dimension of maternal
and child health vulnerability and resilience is needed to fully evaluate how gender expectations may
result in greater vulnerability for mothers, newborns
and children or impact their resilience.

WHAT THIS STUDY ADDS
⇒ This study provides new evidence on the gender dy-

namics of vulnerability and resilience in maternal,
newborn and child health (MNCH) and how this impacts health outcomes.

HOW THIS STUDY MIGHT AFFECT RESEARCH,
PRACTICE OR POLICY
⇒ This research informs programme managers and

researchers of the importance of embedding gender
perspectives in future design of interventions aimed
at addressing MNCH outcomes.
⇒ It also calls for further research aimed at generating
robust evidence on gender-transformative interventions that best address MNCH vulnerability and resilience across different contexts in low-income and
middle-income countries.

INTRODUCTION
Maternal and childhood mortality remains
key health challenges in several low-income
and middle-
income countries (LMICs). In
2019, approximately 5.2 million children
died before their fifth birthday, more than
80% of these deaths occurred in sub-Saharan
Africa and Central and South Asia.1 Maternal
mortality in sub-
Saharan Africa and South
Asia bore 86% of the estimated global burden
in 2017.2 Sub-
Saharan Africa’s maternal
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be impossible to achieve if the critical factors shaping
maternal and child health vulnerability and resilience are
not well articulated. The SDG agenda must operate with
gender as a cross-cutting aspect and therefore integrated
within design, resource allocation, implementation,
measurement and evaluation. Specifically, understanding
how health systems respond to critical factors that shape
being of mothers, children and
the health and well-
newborn is necessary.22
This scoping review illuminates how gender differences
and relations are relevant in providing important insight
into how power structures and roles aggravate vulnerability or strengthen resilience in maternal and child
health in LMICs. It provides new evidence on gendered
dynamics in MNCH research that must be considered as
we strive to programme interventions aimed at achieving
the SDG targets on maternal and child health.
METHODS
We conducted a scoping review in accordance with Arksey
and O’Malley’s framework to examine the gendered
dimension of vulnerability and resilience in MNCH in
LMICs.23 24 A scoping review was necessary for a broad and
comprehensive analysis without consideration of publication quality. The review followed five stages: (1) identifying the research question; (2) identifying the relevant
studies; (3) selecting the studies; (4) charting data and
(5) collating, summarising and reporting results.
Identification of relevant peer-reviewed literature
This gender analysis was based on a larger scoping review
aimed at developing a framework for vulnerability and
resilience in MNCH in LMICs. The initial pool of literature was retrieved from major databases (ie, Medline,
Embase, Scopus and Web of Science) based on a comprehensive and exhaustive search strategy that included
appropriate keywords (see online supplemental appendix
S1). This was supplemented by a grey literature search.
The initial search was conducted on 15 January 2021 and
updated on 1 March 2021.
The search strategy was structured around three blocks:
(1) population (ie, MNCH, health outcomes, healthcare
utilisation and social capital), (2) exposure (ie, vulnerability, resilience and high-risk) and (3) setting (ie, low-
income and middle-income settings). Critical keywords
and thesaurus heading terms were initially tailored to
Medline and Embase searches and then adapted in other
sources as necessary. Online supplemental appendix S1
shows the full search strategies for Medline and Embase.
We also reviewed reports and technical papers from
multilateral and bilateral organisations, foundations,
international and local non-
governmental organisations, such as the Bill & Melinda Gates Foundation,
Jhpiego, Clinton Health Access Initiative, International
Centre for Research on Women, Women’s Health and
Action Research Centre, Gender Watch and pharmacies. To gather as much evidence as possible, including
Sule FA, et al. BMJ Global Health 2022;7:e007426. doi:10.1136/bmjgh-2021-007426
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mortality ratio of 546 per 100 000 live births is estimated
to be the highest globally for any region.3
In Maternal, Newborn and Child Health (MNCH),
a vulnerable pregnant woman was defined as a woman
who is threatened by physical, psychological, cognitive
and/or social risk factors in combination with lack of
adequate support and/or adequate coping skills.4 On
the other hand, resilience has been described as the
capability of the public health and healthcare systems,
communities, and individuals to prevent, protect against,
quickly respond to and recover from health emergencies,
particularly those whose scale, timing or unpredictability
threatens to overwhelm routine capabilities.5 Thus in
MNCH, vulnerability and resilience are two divergent
terms that tend to complement each other by acting as
risk or protective factors, respectively, both at the individual level and at the health system. Pregnancy-related
morbidity and mortality in LMICs are often preventable
or treatable, but poverty, low maternal educational attainment and place of residence, among several other underlying factors, increase women’s vulnerability to adverse
maternal and child health outcomes.6–11
Although multiple studies have examined these vulnerabilities, more attention needs to be paid to how they are
patterned by gender to influence MNCH outcomes. Similarly, maternal resilience evidenced in women’s ability to
sustain life satisfaction, self-esteem and purpose amidst
emotional, physical and financial difficulties associated
with mothering and caregiving has been studied extensively.6 8 10–12 However, there has been limited focus on
how gender roles and norms may shape these factors.12
Institutionalised power, social, political and economic
advantages and disadvantages afforded to different
genders influence power relations. Gender also intersects with other social determinants of health, including
social class, race and ethnicity,13 determines the hierarchy of social structure and power dynamics, and influences health outcomes. Health inequalities conditioned
by gender are likely to put vulnerable populations at a
further disadvantage.14 Today, there is an increasing need
for a critical and systematic assessment of the effect of
gender norms, and gender inequality on the constraints
faced by and opportunities available to vulnerable populations regarding MNCH. Theoretical and conceptual
advances in global health have highlighted the importance of gender expectations, roles and relations in health
promotion interventions.15–17 For example, different
gender expectations may result in greater vulnerability to
mothers and children. Promising gender-sensitive practices in health have also emerged to address the HIV/
AIDS epidemic and influence maternal and child health
outcomes.18–21
The Sustainable Development Goals (SDG) aims
to reduce maternal deaths to less than 70 per 100 000
live births by 2030 (SDG 3.1), neonatal mortality rate
to at least as low as 12 per 1000 live births and under-5
mortality rate to at least as low as 25 per 1000 live births
(SDG 3.2). These maternal and child health targets may
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Study selection
We developed and validated a high-performance machine
learning classifier/algorithm (bidirectional encoder
representations from transformers) to identify relevant
studies focusing on vulnerability and resilience in MNCH
from an initial pool of search results. Previous studies
have reported the high predictive ability of machine
learning models in title and abstract screening.25–27 To
train the machine learning algorithm, we randomly
selected, screened and annotated the titles and abstracts
of 500 records from the database. The performance of
the model was evaluated against our classification based
on precision, recall, specificity and accuracy scores.
Subsequently, we applied the algorithm to review the
abstracts and titles of the remaining publications to
generate predictions to include or exclude them.
Covidence, an online systematic review software, was
used to manage the search outputs and screening of
eligible studies (https://www.covidence.org/). Two
researchers screened the identified manuscripts retained
from machine-
learning predictions using Covidence.
A third researcher reviewed and resolved all conflicts.
Titles and abstracts were first screened before a full-text
review for possible inclusion in the study. We included
studies based on four key criteria. First, if they focus on
women (pregnant/lactating and teenage mothers) and/
or children (male and female) under 5 years. Second,
if they focused on LMICs. We also included studies that
focused on vulnerability, frailty or high risk and resilience
in LMICs. Lastly, we included all study types including
peer-reviewed publications, programmatic reports, and
conference abstracts. There were no language restrictions nor exclusions based on the year of publication.
Charting data
To provide a holistic gender analysis, we adapted a
conceptual framework for gender analysis in health
systems research by Morgan et al.28 The framework
unifies several other frameworks focusing on health,
health systems and development.28 More importantly,
the framework’s unique focus on how power is constituted and negotiated makes it a valuable resource for
understanding gender in terms of power relation and a
source of disparity in health systems. The framework had
five focal areas, namely, access to resources, division of
labour, social norms, rules and decision-making, power
negotiation, and structure/environment. All the articles
Sule FA, et al. BMJ Global Health 2022;7:e007426. doi:10.1136/bmjgh-2021-007426

that met the inclusion criteria for this study were further
screened based on these five key gender dimensions.
Relevant data were extracted into a data collection
template developed on AirTable. Articles were screened
and extracted if they fit any of the five dimensions of
gender and power identified in the framework. We
extracted the publication metadata (ie, name of the
first author, year of publication, publication title and
publication country) and additional data (eg, publication type, research design and methods, study context,
indices of vulnerability and resilience, and key findings
from the research). Categories for the focal areas were
not mutually exclusive, which means that a study could
belong and be counted in more than one category where
evidence of such contributions exists. During the data
analysis, we grouped the articles by their specific focus on
the different dimensions of gender and power relations.
Table 1 presents the details of the classifications.
Collating, synthesising and reporting the results
This review describes, first, the characteristics of the
studies that meet the study inclusion criteria and, second,
the findings. We report the summary statistics describing
data collection methods, vulnerability/resilience context
(eg, maternal or child/newborn health), gender dimension (eg, access to resources, division of labour, social
norms, rules and decision making, power negotiation and
structure/environment). We did not assess the quality or
risk of bias for the included articles as the objective of this
review was to scope and describe the breadth of gender
dimensions in vulnerability or resilience in MNCH in
LMICs. This review followed the Preferred Reporting
Items for Systematic Reviews and Meta-Analyses extension
for Scoping Reviews (PRISMA-ScR) statement guidelines
to enhance transparency in reporting scoping reviews.29
Patient and public involvement statement
Patients were not involved in the conduct of this study.
RESULTS
We identified 76 656 records through the database search
(figure 1). We excluded 57 duplicate records and 73 638
abstracts that were flagged as potentially irrelevant to
this study. Thereafter, we screened the remaining titles
and abstracts (n=2871), we considered only 96 studies as
relevant and selected them for full-text review. Of these,
79 studies did not meet the inclusion criteria and were
excluded because of incorrect population, outcomes,
setting, and study design or the lack of a gender focus
in the analysis. Subsequently, 17 studies met our inclusion criteria for a promising gender-sensitive analysis of
vulnerability and resilience in MNCH in LMICs. Online
supplemental material S2 provides the details of these
studies, including the year of publication, country of
publication, context of the study, study design and key
findings related to gender as regards vulnerability and
resilience in MNCH.
3
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high-quality literature regarding vulnerable populations
in MNCH beyond the traditional sources, we incorporated the research from grey literature into this scoping
review. We supplemented the database search with a
bibliography search of key articles but found no relevant
articles beyond what had already been extracted. We did
not apply language restrictions in our search parameters
and, thus, engaged translators to translate non-English
publications.
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Illustrative gender analysis research question

Access to resources
(Who has what?)

Access to resources (education,
information, skills, income,
employment, services, benefits,
time, space, social capital, etc.)

Division of labour
(Who does what?)

Division of labour within and
beyond the household and
everyday practices

To what extent do women and men have the same access to
education, information, income, employment and other resources
that contribute to improvement in maternal, newborn, and child
health? Do women have sufficient means to make decisions and
access healthcare services without financial restrictions?
How do women’s social roles, such as childbearing, childcare, and
infant feeding, affect their economic opportunities and access to
health facilities?

Social norms (How
are values defined?)

Social norms, ideologies, beliefs How does stigma inhibit women’s access to maternal healthcare
and perceptions
services and are these available to unmarried women and teenage
mothers? How do cultural norms about motherhood put women at
risk of adverse health?

Agency and decision
making (Who
decides?)
Power negotiation
(How is power
enacted, negotiated
or challenged?)

Agency and decision making
(both formal and informal)
Critical consciousness,
acknowledgement/lack of
acknowledgement, agency/
apathy, interests, historical and
lived experiences, resistance or
violence

To what extent are women able to advocate for their health needs
and contribute to household decisions that shape their and their
children’s health?
How is power enacted and negotiated in relation to maternal,
newborn, and child health and how does power dynamics or
women’s experience of intimate partners contribute to adverse
health for women, children and their families?

Study characteristics
A total of 17 studies met the inclusion criteria for a gender
analysis. Out of these, 13 focused on maternal health and
four on child health (figure 2). Eleven studies focused on
sub-Saharan African countries (figure 2), of which three
were from Kenya. Resilience was a more dominant focus:
eight on maternal health and two on child health (online
supplemental material S2).
Figure 3 presents the distribution of gender themes
across maternal and child health contexts. Access to
resources and decision making was the most common
focus of the identified studies on both maternal (five)
and child (three) health. Three studies examined power
negotiation in relation to maternal (two) and child (one)
health. Two studies also highlighted partner emotional
or mental support in maternal health (two) and another
two on the decision-
making ability of mothers (two).
Only a few studies examined how social norms and division of labour intersect with maternal health.
Access to resources
Access to resources emerged as the dominant gender-
focused theme (8 of 17 studies).30–37 In most studies,
pregnant women or mothers lived in households characterised by low socioeconomic status and had lower levels
of education, all of which are potentially related to poor
access to maternal and child healthcare services. Among
pregnant women living in a community of metropolitan
Santiago, Chile,31 low socioeconomic status was found to
be related to deteriorating reproductive, maternal and
neonatal health. Warren et al supported this finding and
found that most women affected by fistula had secondary
education as the highest level of education and a very low
4

monthly income.36 Most primary caretakers, including
mothers, were not income earners and often relied
heavily on their spouses or other household members for
money.
Access to resources also emerged as an important
barrier to child healthcare. For example, Johnson et
al demonstrated that the classification as orphan and
vulnerable children (OVC) directly and indirectly influenced the risk of childhood morbidity (eg, diarrhoea,
fever and acute respiratory infection).30 This is because
OVCs were more likely to be found in households headed
by adults (40 years old), where the mother/caregiver had
inadequate access to socioeconomic resources, such as
inadequate education, and in urban areas.
Many women were often in precarious positions,
relying on their spouses for financial support to access
healthcare services even during emergencies. A study in
Kenya reported that irrespective of marital status, having
male support (eg, husband, brother or uncle), particularly financial support and help in securing transport
to hospitals for care, was critical.36 Some women failed
to attend clinics because of a lack of support from their
husbands. Most husbands did not provide their wives
with adequate funds for their needs during delivery.32
The lack of rapid access to money was another important
contributing factor to a child’s deteriorating condition;
it influenced the initiation of a treatment-seeking action,
including where and by whom (all households) the
action was performed. For instance, women in a study
made many references to ‘waiting to talk to my husband’,
‘waiting to be sent money from my husband,’ and
waiting for ‘his permission to pursue an action.’37 Such
Sule FA, et al. BMJ Global Health 2022;7:e007426. doi:10.1136/bmjgh-2021-007426
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Table 1 Illustrative examples of gender analysis
What constitutes gender power relations
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gender-reinforced inequality in access to resources could
subsequently affect the health-care-seeking behaviour of
mothers and, ultimately, affect childcare, especially in the
context of costly maternal healthcare services.
Division of labour
Only one study examined the dimension of the division
of labour and how it intersects with maternal and child
health.38 This study included 36 Ugandan women who
were admitted with obstetric near-miss and revealed that
women’s need to balance economic activities and reproduction often increased their vulnerability and ability to
recover from obstetric complications. In such circumstances, social networks or social capital was generally
perceived as an essential component of women’s resilience because it provides women with financial, material, and emotional assistance, including those related to
household responsibilities, such as childcare.38
Social norms
One study examined the dimensions of social norms
in maternal health.39 It explored how values related to
motherhood are defined and how this definition shapes
or inhibits women’s access to maternal healthcare services
Sule FA, et al. BMJ Global Health 2022;7:e007426. doi:10.1136/bmjgh-2021-007426

or places women at risk of adverse health. An in-depth
case study of a woman from Burkina Faso suggested that
structural impediments, including motherhood and
childbearing, limit individual resilience.39 This case study
noted that the high level of social pressure on women
to bear children as soon as possible, even when they are
not physically or mentally capable, and the stigma associated with childlessness exacerbate maternal mortality
and morbidity risks.39 These conditions contributed to
the death of women in the case study, who could not be
rescued from dying from childbirth-
related complications despite having access to skilled birth attendance
and emergency obstetric care.39
Agency and decision making
Two studies underscored the ability of women and
mothers to make informed choices and contribute to
decisions related to maternal and child healthcare.40 41
For example, Prates et al showed women’s inability to
adequately plan the timing of childbirth because of poor
socioeconomic status and inequalities in gender power,
all of which contribute to multiparity.41 More importantly,
the existing power imbalance motivates male partner
5
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Figure 1 Summary of the search, selection and inclusion process.* Women (including pregnant/lactating and teenage
mothers) AND/OR Children (male and female), 0-4 years OR under 5 years. (Include breastfeeding and childhood immunization
studies). **Include peer-reviewed publications, programmatic reports, conference abstracts.
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Geographical distribution of the 17 studies included in the scoping review.

resistance to condom use as a means of family planning.41 Additionally, Den Hollander et al in Ghana underscored women’s low negotiating ability and autonomy in
healthcare decision making.40 The study reported wide
power differences between health providers and women,
especially in a context shaped by authority. Women were
generally uninformed about their basic health information. A high level of therapeutic misconceptions was also
observed in this study. Women were also reported to rely
more often on a medical professional’s opinion rather
than being guided by their motivation.40
Power negotiation
Power negotiation also emerged as a dominant gender
dimension of vulnerability and resilience in maternal
and child health. This dimension refers to how power
is enacted and negotiated in relation to MNCH and
how power dynamics or women’s experience of intimate partner violence contributes to adverse health for
women, children and their families. Our analysis found
6

two studies that examined power negotiation in maternal
health42 43 and one in child health.44
Although seropositive status disclosure is a crucial
aspect of HIV programming, women living with HIV
were generally reluctant in disclosing their HIV status to
their partner to avoid negative reactions from the latter,
including intimate partner physical violence.44 Men were
often not in favour of having their wives tested, fearing the
indirect disclosure of their own infection.44 Nonetheless,
partner involvement is crucial for prevention of mother-
to-child transmission (PMTCT), especially because this
might require mothers to use antiretroviral therapy and
formula feeding for infants. The authors recommended
couple counselling and partner involvement in PMTCT
programmes, as only testing women can increase their
susceptibility to violence despite careful counselling.
Furthermore, women’s exposure to intimate partner
violence could also affect other aspects of their health.
For example, Vivilaki et al observed that the lack of or
disappointment with partner support, poor marital
Sule FA, et al. BMJ Global Health 2022;7:e007426. doi:10.1136/bmjgh-2021-007426
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Figure 2
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Summary of the 17 studies by gender focus and maternal or child health context.

relationship and emotional/physical abuse had been
associated with high levels of postpartum anxiety and
depression.43 Likewise, McNaughton Reyes et al found
that women exposed to intimate partner violence may be
likely to experience persistent poor mental health across
the antenatal and postnatal periods.42
Partner emotional or affective support
The two studies on partner emotional or affective support
were primarily related to maternal health.45 46 Families
and partners often reacted negatively by rejecting unwed
pregnant teenagers or teenage mothers.46 These rejections were expressed differently, including avoiding pregnant teenagers or verbal abuse.46 The analysis suggested
that low-
resilient women with threatened premature
labour reported higher pressures from child support
concerns after delivery, less active coping, less positive
affect and more negative affect.45
DISCUSSION
This scoping review illuminates the gendered dynamics
of vulnerability and resilience in MNCH research. Based
on the 17 studies reviewed, we found that gender norms,
roles and relationships significantly influence and reinforce vulnerability and resilience in maternal and child
health. The role of gender-transformative interventions
cannot be overemphasised in addressing these societal
structures and widely held social values that perpetuate
the gender inequities identified in this review. Our work
highlights some promising gender-transformative interventions that should be prioritised in addressing vulnerabilities in MNCH (see table 2 for the summary). These
Sule FA, et al. BMJ Global Health 2022;7:e007426. doi:10.1136/bmjgh-2021-007426

are potential interventions based on the problems identified. Most importantly, women should have unhindered
access to maternal and child healthcare services regardless of education, level of wealth, age or marriage.
As highlighted in this review, access to resources was
a dominant theme in 8 of the 17 reviewed studies.30–37
Mothers in most of the studies reported having to wait
for their husbands or other relatives for funds before
they could access healthcare services. This process could
pose a significant threat to them and their children’s
health and well-
being, especially during emergencies.
Women’s access to healthcare services is compounded
by socio-cultural stereotypes that impede maternal access
to healthcare services, including marriage and adolescent motherhood. Multiple studies have highlighted
how cultural stereotypes and stigma may hinder healthcare access for the same people who need the service
the most.47 In some cultural settings, unmarried women
and adolescent mothers are unable to access care, partly
because of the emphasis on marriage and motherhood
in many African societies. Many women in search of assistance have fallen victims of human trafficking rings in
baby factories where their babies are sold, and then they
have been held against their will, thereby compounding
their woes.48 49
However, these barriers to healthcare access can be
alleviated through a multisectoral intervention that
addresses sociocultural stereotypes and the high costs of
access to health services, including the cost of registration, treatment and care. For example, in Nigeria, the
removal of user fees and increased community engagement for the most vulnerable is associated with a higher
7
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Recommendations

Access to resources (Who ► Eliminate financial barriers in accessing maternal and child health services.
has what?)
► Empower mothers through formal and informal education to enhance their health awareness
and consciousnesss, efficacy and ability to make informed decisions about their health and
their child/children’s health.
Division of labour (Who
► Provide adequate support and affordable childcare for mothers to enhance their productivity
does what?)
and participation in the labour force.
► Incentivise programmes that motivate the involvement of men in childcare and house chores.
Social norms (How are
values defined?)

► Address issues regarding cultural stereotypes that impede maternal access to healthcare

Agency and decision
making (Who decides?)

► Provide universal access to safe and effective means of contraception, irrespective of the level

services, including those related to marriage and adolescent motherhood. This could be in the
form of providing a friendly and safe environment for adolescent and unmarried mothers to
access healthcare.
► Engage community leaders in alleviating social norms that put women and girls at risk of poor
health. This includes social norms that limit the contributions of women beyond motherhood.
of education and wealth.

► Strengthen the capacity of women and girls through education and job creation to contribute

significantly to household decision making.

► Empower women to make decisive decisions about whether they want to have a/another baby

and when they want to do so.
Power negotiation (How is ► Develop effective systems and strategies for the reporting and management of intimate partner
power enacted, negotiated
violence and abuse.
or challenged?)

level of maternal health-
seeking behaviour.50 Similar
findings have been reported in other LMICs, including
China, Zambia, Jamaica and India.51 52
Although the abolition of user fee policies is necessary to achieve universal access to quality healthcare,
multiple studies have underscored that such policies are
not sufficient to improve maternal healthcare utilisation.53 54 The removal of user fees may increase uptake
but may not reduce mortality proportionally if the quality
of facility-based care is poor.55 This may especially be
salient in settings where healthcare access is limited by
structural barriers related to the distance of health facilities or cost of transportation, waiting times and other
additional costs.56 57 Masiye et al emphasised that the
cost of transportation is mainly responsible for limiting
the protective effect of user fee removal on catastrophic
healthcare among the poorest households.57 This finding
is supported by Dahab and Sakellariou, who identified
transportation barriers as among the most important
barriers to maternal health in low-income African countries.56 In fact, one study in our review reported that
receiving financial support and helping in securing transport to hospitals for healthcare is critical.36
Previous studies have also highlighted that poorly
implemented user fee removal policies benefit more
well-off women than poor ones, and in cases where there
are significant immediate effects on the uptake of facility
delivery, this trend is not sustained over time.58 59 Given
these findings, there is an overarching need for comprehensive and multisectoral approaches to achieve sustainable improvements in maternal health. In some studies,
women who received financial incentives as a part of
8

neonatal care or conditional cash transfers reported
better healthcare-seeking behaviours than those who did
not.60 Morgan et al emphasised that financial incentives
can increase the quantity and quality of maternal health
services and address health systems and financial barriers
that prevent women from accessing and providers from
delivering quality and lifesaving maternal healthcare.60
There is also an increasing consensus on the need to
engage the community and religious leaders in challenging many of the cultural impediments to healthcare
access. Countries in which these have been attempted
have reported huge successes in improving healthcare
access and service utilisation.
In several LMICs, women are tasked with the responsibility of childbearing and child-
rearing; both could
significantly affect women’s economic productivity.
Empowering women through skill acquisition could also
offer a viable financial alternative and alleviate the high
cost of accessing healthcare services, especially for women
in low socioeconomic strata. Adequate incentives and
support for mothers of children could also significantly
ease the pressure on women to balance motherhood and
economic activities. Some studies have reported the positive effects of programmes that help women with childcare.61 62 Such empowerment programmes could also be
extended to single women and women in sole-based or
female-headed households, because these family types
are characterised by low levels of education and household wealth.
Another important gender dimension is the need for
women and mothers to make decisions about their health
and well-being. As highlighted in our review, women have
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of the bottlenecks for combating violence against women.
Some studies have reported the effectiveness of women’s
social empowerment combined with economic empowerment in reducing women’s vulnerabilities to intimate
partner violence.69 Such interventions may also provide
women with resources to access healthcare services
and alleviate maternal experiences of intimate partner
violence. However, these interventions could aggravate
experiences of intimate partner violence, especially in
settings where maternal empowerment is perceived to
threaten established gender norms.70–72 Nonetheless,
multiple studies in Tanzania have reported that maternal
empowerment has led to considerable reductions in
physical intimate partner violence and posed no additional adverse health risks.69
Watts and Mayhew73 and García-Moreno et al74 recommended a more active approach, that is, to integrate
health systems response into maternal and child healthcare. Today, there is a global consensus to strengthen
healthcare professionals’ ability to identify victims of intimate partner violence and provide first-line supportive
care and referral to other care services.74 A functional
and well-
financed health system is also important to
prevent violence against women and respond to victims
and survivors in a consistent, safe, and effective manner to
enhance their health and well-being.74 Health providers
could probe women about their experiences of violence
or evaluate them for any potential indicator of partner
violence, such as any history of unexplained injury or
maternal bleeding, preterm labour or birth, and foetal
injury or death.73 The healthcare system can also provide
women with a safe environment in which they can confidentially disclose experiences of violence and receive a
supportive response.
Although our review addresses an important gap in the
literature, it is not without limitation. The first is that the
inclusion of articles in this review is based solely on their
focus on vulnerability or resilience in LMICS. Therefore,
studies on vulnerability or resilience outside of LMICs, in
locations where pockets of vulnerable populations occur
in high-income nations have not been captured. Additionally, while we made every attempt to find all accessible
material, it is possible that we omitted some publications
with distinct perspectives that were not represented in
the review’s evidence from grey literature particularly,
given how broad it is.
CONCLUSION
Only a few studies have examined vulnerability and resilience in maternal and child health, especially in LMICs.
We have identified some gendered dynamics of vulnerability and resilience in MNCH through this scoping
review. Findings from this scoping review suggest that
there is a great need to continue to empower women
and mothers to access resources, contribute to decisions
about their own health, and eliminate structural or social
stereotypes that limit their agency.
9
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limited contribution to decision-making processes that
are related to healthcare and family planning.40 41 This
limitation is complicated by power imbalances between
women and their spouses and between women and
healthcare workers.40 41 One study found that women are
only aware of condoms as a means of contraception and
that their male partners resist to use condom. However,
they are unwilling to use other means of contraception,
perhaps because of the known or perceived side effects.
Family planning services must be integrated into existing
maternal and child health programmes, so that women
are adequately equipped with sexual and reproductive
health information and have the autonomy to choose
their preferred means of contraception with minimal
effects on pleasure.
Male partner involvement is also crucial for PMTCT
of HIV, especially because this requires mothers to use
antiretroviral therapy and feed the child using formula
feeding.44 Although the involvement of the spouse during
childbirth and child-rearing could alleviate some of the
economic implications of motherhood, unfortunately,
many male partners are not usually involved in childcare.63 A few studies in our review reported on women’s
experiences of intimate partner violence and how this
intersects with maternal and child vulnerabilities.42–44
Women’s exposure to intimate partner violence is associated with high levels of postpartum anxiety and depression and their experience of persistent poor mental
health across the antenatal and postnatal periods.42 43 The
fear of intimate partner violence has also been reported
to influence women’s disclosure of HIV status to their
spouses.44 This occurs especially because men are often
not favouring having their wives tested, fearing the indirect disclosure of their own infection. As recommended
by Gaillard et al44 and other scholars,64 the continued
counselling of women alone may not eliminate some of
the maternal risks of intimate partner violence. However,
MNCH programmes could alleviate these risks through
couple-counselling and partner involvement in PMTCT
programmes.
Aside from increasing male partner involvement in
reducing maternal risks of intimate partner violence,
the development of effective systems and strategies for
the reporting and management of intimate partner
violence and abuse is important. Many LMICs have
legal structures for seeking redress for intimate partner
violence; however, reporting the same has not been
effective. Multiple studies have examined women’s motivation to remain in violent unions.65–68 The findings of
these studies, among several others, have highlighted
the subsistence and stereotypes associated with being
divorced, among others. As a result, strong systems may
especially be important for women in low socioeconomic
status who must remain in violent marriages for survival.
Altogether, these findings have pointed to the need for
context and a women-centric perspective in developing
strategies to eliminate violence against women, as such
strategies may be inefficient if they do not address some
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Appendix 1: Database search strategies
Maternal Health
'maternal health'.ti,ab,kw.
('pregnancy'.ti,ab,kw. OR 'adolescent pregnancy'.ti,ab,kw. OR 'first trimester pregnancy'.ti,ab,kw. OR 'multiple
pregnancy'.ti,ab,kw. OR 'twin pregnancy'.ti,ab,kw. OR 'second trimester pregnancy'.ti,ab,kw. OR 'third
trimester pregnancy'.ti,ab,kw. OR 'unplanned pregnancy'.ti,ab,kw. OR 'unwanted pregnancy'.ti,ab,kw.
((pregnan*) adj3 (adolescen* OR teen* OR multip* OR twin* OR quad* OR quin* OR trip* OR trimester OR
early OR late OR unplanned OR unintended OR unwanted OR undesired OR intrauterine OR maintenance))
(twinning* OR 'multiple birth’ OR quadruplet* OR quintuplet* OR triplet* OR superfetation OR 'child bearing’
OR childbearing OR gestation OR gravidity OR 'labor presentation’ OR ((trimester) adj3 (first OR second OR
third OR 1st OR 2nd OR 3rd OR mid*)).ti,ab,kw.
Pregnancy in Adolescence/
(pregnan* adj2 (adolescen* or teen* or schoolchild*)).ti,ab,kw.
Pregnancy, unplanned/ or Pregnancy, unwanted/
pregnan* adj3 (prevent* or interrupt* or unplanned or unwanted or mistimed)).ti,ab,kw.
Prenatal Care/
(((antenatal or ante‐natal or prenatal or pre‐natal or antepartum or ante‐partum) adj3 (care or service* or
counsel* or test*)) or (birth adj3 prepar*)).ti,ab,kw.
Maternal Health Services/
((maternal or mother*) adj3 (health or service* or care)).ti,ab,kw.
Midwifery/
(midwi* or skilled birth or skilled attendan*).ti,ab,kw.
Postnatal Care/
Perinatal Care/
Postpartum Period/
((postnatal or post‐natal or perinatal or peri‐natal or postpartum or post‐partum) adj2 (care or
service*)).ti,ab,kw.
Maternal Nutritional Physiological Phenomena/
Prenatal Nutritional Physiological Phenomena/
Breast Feeding/
(breast feed* or breast fed or breastfeed* or breastfed).ti,ab,kw.
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Child health
(Infant health)) OR (Infant Services, Health)) OR (Service, Child Health)) OR (Infant Health Service)) OR (Neonate))
OR (Neonate)) OR (Neonates)) OR (Newborn Infants)) OR (Infants, Newborn) (Infant, Premature/ or Infant,
Newborn/ or Infant, Low Birth Weight/ or Infant, Extremely Low Birth Weight/ or Infant, Small for Gestational
Age/ or Infant/ or Infant, Very Low Birth Weight/ or Infant, Postmature/ or Infant, Extremely Premature/) and
Early Diagnosis/
(early adj1 diagnos* adj2 (infant* or neonat* or newborn*)).ti,ab,kw.
diagnosis.fs. and (infant* or neonat* or newborn*).ti,ab,kw.
(Immunization/ or Immunization, passive/ or Immunization schedule/ or Immunization, secondary/ or
Immunization Programs/ or Vaccination/ or Mass vaccination/) and (Infant, Premature/ or Infant, Newborn/ or
Infant, Low Birth Weight/ or Infant, Extremely Low Birth Weight/ or Infant, Small for Gestational Age/ or Infant/
or Infant, Very Low Birth Weight/ or Infant, Postmature/ or Infant, Extremely Premature/ or Child/ or Child,
Preschool/ or Adolescent/ or Pregnancy/)
((immuniz* or immunis* or vaccinat*) and (infant* or newborn* or neonat* or child* or adolescen* or
teen*)).ti,ab,kw.
Child health services/ or Maternal‐child health services/
exp child nutrition disorders/ or exp infant nutrition disorders/ or (exp nutrition disorders/ and (exp Infant/ or
Child, Preschool/))
‘Delivery of Health Care, Integrated’/
((integrat* adj3 (health care or healthcare or management or treat* or service*) adj3 (child* or schoolchild* or
infant* or neonat* or newborn or adolescen* or teen*)) or IMCI or IMNCI).ti,ab,kw.
(Guideline Adherence/ or Quality Assurance, Health Care/) and (exp Infant/ or Child, Preschool/)
((((guideline* or protocol*) adj3 (adher* or observ*)) or "prescribed care") and (infant* or newborn* or neonat*
or child*)).ti,ab,kw.
(Diarrhea/di, dt, ep, pc, th, tm or Diarrhea, Infantile/di, dt, ep, pc, th, tm) and (Infant, Premature/ or Infant,
Newborn/ or Infant, Low Birth Weight/ or Infant, Extremely Low Birth Weight/ or Infant, Small for Gestational
Age/ or Infant/ or Infant, Very Low Birth Weight/ or Infant, Postmature/ or Infant, Extremely Premature/ or Child/
or Child, Preschool/ or Adolescent/)
(diarrh* and (infant* or newborn* or neonat* or child* or schoolchild* or adolescen* or teen*)).ti,ab,kw.
Fluid Therapy/ and (Infant, Premature/ or Infant, Newborn/ or Infant, Low Birth Weight/ or Infant, Extremely Low
Birth Weight/ or Infant, Small for Gestational Age/ or Infant/ or Infant, Very Low Birth Weight/ or Infant,
Postmature/ or Infant, Extremely Premature/ or Child/ or Child, Preschool/)
Child Development/ or Adolescent Development/
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Health utilisation
health care system'.ti,ab,kw.
'health care access'.ti,ab,kw.
'health care availability'.ti,ab,kw.
'health care disparity'.ti,ab,kw.
'health care distribution'.ti,ab,kw.
'health care need'.ti,ab,kw.
'health care planning'.ti,ab,kw.
'healthcare system'.ti,ab,kw.
'health disparity'.ti,ab,kw.
'health care delivery'.ti,ab,kw.
'ambulatory care'.ti,ab,kw.
'hospital care'.ti,ab,kw.
'primary health care'.ti,ab,kw.
'secondary health care'.ti,ab,kw.
'tertiary care center'.ti,ab,kw.
'health care quality'.ti,ab,kw.
((health* OR service*) adj3 (access* OR availab* OR disparat* OR equit* OR inequal* OR plan* OR priorit* OR
resource* OR suppl* OR deliver*)).ti,ab,kw.
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Health Outcomes
Obstetric Labor Complications/
Pregnancy Complications/
stillbirth.ti,ab,kw.
stillborn.ti,ab,kw.
((obstetric* or pregnan* or labour or labor or parturition) adj3 (emergenc* or complication*)).ti,ab,kw.
('maternal morbidity'.ti,ab,kw. OR 'maternal mortality'.ti,ab,kw. OR 'perinatal death'.ti,ab,kw. OR 'perinatal
morbidity’/exp OR 'newborn morbidity'.ti,ab,kw. OR 'newborn death'.ti,ab,kw. OR 'child death'.ti,ab,kw. OR 'infant
mortality'.ti,ab,kw. OR 'small for date infant'.ti,ab,kw. OR 'low birth weight'.ti,ab,kw. OR 'extremely low birth
weight'.ti,ab,kw. OR 'very low birth weight'.ti,ab,kw. OR 'apgar score'.ti,ab,kw.
((maternal OR mother OR perinatal OR neonat* OR infant*) NEAR/3 (death OR mortality OR morbidity OR disease))
OR 'small for gestational age’ OR ((SGA OR 'small for gestational age’ OR 'small for date’ OR 'small for age’) adj3
(infant* OR neonat* OR newborn OR baby))
(('ELBW’ OR 'VLBW’ OR 'LBW’ OR (('birth weight’ OR birthweight OR 'LBW’ OR underweight) adj3 (infant* OR neonat*
OR newborn OR low))
((apgar OR APGAR) adj3 (classif* OR coeff* OR index* OR rating OR scale OR test OR timer OR score)).ti,ab,kw.
((child* or schoolchild* or adolescen* or teen*) adj2 (develop* or progress*)).ti,ab,kw.
Pregnancy in Adolescence/
Kangaroo‐Mother Care Method/
(kangaroo adj2 (mother or infant or care)).ti,ab,kw.
(Anemia/dt, pc or Anemia, Hypochromic/dt, pc or Anemia, Iron‐Deficiency/dt, pc) and Pregnancy/
((maternal or mother* or pregnan*) adj2 (nutrition* or folate or folic or iron or anaemi* or anemi*)).ti,ab,kw.
(Malaria/di, dt, pc or Malaria, Falciparum/di, dt, pc or Malaria, Vivax/di, dt, pc) and (Pregnancy/ or Pregnancy
Complications, Parasitic/)
((malaria* or falciparum or vivax) adj3 (pregnan* or mother* or maternal or postpartum or postpartum)).ti,ab,kw.
Mental health/ or Mental disorders/ or Mental health services/ or Community mental health services/
Maternal behavior/ or Mother‐child relations/ or Parenting/ or Paternal behavior/
Depression, Postpartum/
(((mental or behavio*) adj3 (health or disorder*)) or postpartum depression or post‐partum depression).ti,ab,kw.
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Social capital
'social determinants of health'.ti,ab,kw.
'neighborhood'.ti,ab,kw. OR 'community'.ti,ab,kw. OR 'religion'.ti,ab,kw. OR 'occupation'.ti,ab,kw.
'employment’/exp OR 'income'.ti,ab,kw. OR 'ethnicity'.ti,ab,kw. OR 'race'.ti,ab,kw. OR 'education'.ti,ab,kw.
'social status’/exp OR 'lowest income group'.ti,ab,kw. OR 'poverty'.ti,ab,kw. OR 'social background'.ti,ab,kw.
'social class'.ti,ab,kw. OR 'social network'.ti,ab,kw. OR 'social capital'.ti,ab,kw. OR 'health literacy'.ti,ab,kw. OR
'locus of control'.ti,ab,kw.
'attitude to health'.ti,ab,kw. OR 'health insurance'.ti,ab,kw. OR 'private insurance'.ti,ab,kw. OR 'public health
insurance'.ti,ab,kw. OR
'social stigma'.ti,ab,kw. OR 'stigma'.ti,ab,kw.
'risk perception’ OR 'medically uninsured'.ti,ab,kw. OR 'risk factor'.ti,ab,kw. OR 'relative risk’
((health*) adj3 (knowledge OR attitude* OR practice OR accept* OR barrier))
'HLC’ OR 'health locus of control’ OR uninsured OR 'insurance status’
neighborhood OR neighbourhood OR 'poverty areas’ OR 'religious belief’ OR spiritual* OR profession OR
'employment status’
income OR 'social network’ OR 'sociocultural class’ OR 'socioeconomic class’ OR residenc*
(education*) adj3 (achievement OR attain* OR level))
((social*) adj3 (determin* OR factor))
((underserve*) adj3 (neighborhood OR neighbourhood OR area))
((social* OR socio* OR religious OR gender OR politic* OR econom*) NEAR/3 (barrier OR threshold)).ti,ab,kw.)
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Resource limited setting
'developing countries'.ti. OR 'low-income countries'.ti. OR 'middle-income country'.ti. OR lmic.ti. OR lmics.ti. OR 'less-developed countries'.ti. OR 'under-developed nations'.ti. OR 'third-world country'.ti. OR 'third-world
nations'.ti.
(afghanistan OR albania OR algeria OR american samoa OR angola OR "antigua and barbuda"
OR antigua OR barbuda OR argentina OR armenia OR armenian OR aruba OR azerbaijan OR bahrain OR bangladesh OR barbados OR republic
of belarus OR belarus OR byelarus OR belorussia OR byelorussian OR belize OR british honduras OR benin OR dahomey OR bhutan OR bolivia OR "bosnia and herzegovina"
OR bosnia OR herzegovina OR botswana OR bechuanaland OR brazil OR brasil OR bulgaria OR burkina faso OR burkina fasso OR upper volta OR burundi OR urundi OR cabo verde OR
cape verde OR cambodia OR kampuchea OR khmer republic OR cameroon OR cameron OR cameroun OR central african republic OR ubangi shari OR chad OR chile OR china OR colombia OR comoros OR comoro islands
OR iles comores OR mayotte OR democratic republic of the congo OR democratic republic congo OR congo OR zaire OR costa rica OR "cote d’ivoire" OR "cote d’ ivoire" OR cote divoire OR cote d ivoire OR ivory coast
OR croatia OR cuba OR cyprus OR czech republic OR czechoslovakia OR djibouti OR french somaliland OR dominica OR dominican republic OR ecuador OR egypt OR united arab republic OR el salvador OR equatorial guinea
OR spanish guinea OR eritrea OR estonia OR eswatini OR swaziland OR ethiopia OR fiji OR gabon OR gabonese republic OR gambia OR "georgia (republic)" OR georgian OR ghana OR gold coast
OR gibraltar OR greece OR grenada OR guam OR guatemala OR guinea OR guinea bissau OR guyana OR british guiana OR haiti OR hispaniola OR honduras OR hungary OR india OR indonesia OR timor OR iran OR iraq OR isle of
man OR jamaica OR jordan OR kazakhstan OR kazakh OR kenya OR "democratic people’s republic of korea" OR republic of korea OR north korea OR
south korea OR korea OR kosovo OR kyrgyzstan OR kirghizia OR kirgizstan OR kyrgyz republic OR kirghiz OR laos OR lao pdr OR "lao people's democratic republic" OR latvia OR lebanon OR lebanese republic
OR lesotho OR basutoland OR liberia OR libya OR libyan arab jamahiriya OR lithuania OR macau OR macao OR republic of north macedonia OR macedonia OR madagascar OR malagasy republic
OR malawi OR nyasaland OR malaysia OR malay federation OR malaya federation OR maldives OR indian ocean islands OR indian ocean OR mali OR malta OR micronesia OR federated states
of micronesia OR kiribati OR marshall islands OR nauru OR northern mariana islands
OR palau OR tuvalu OR mauritania OR mauritius OR mexico OR moldova OR moldovian OR mongolia OR montenegro OR morocco OR ifni OR mozambique OR portuguese east africa OR myanmar OR burma OR namibia OR nep
al OR netherlands antilles OR nicaragua OR niger OR nigeria OR oman OR muscat OR pakistan OR panama OR papua new guinea OR new guinea
OR paraguay OR peru OR philippines OR philipines OR phillipines OR phillippines OR poland OR "polish people's republic" OR portugal OR portuguese republic OR puerto rico OR romania OR russia OR russian federation
OR ussr OR soviet union OR union of soviet socialist republics OR rwanda OR ruanda OR samoa OR pacific islands OR polynesia OR samoan islands OR navigator island OR navigator islands OR "sao tome and principe"
OR saudi arabia OR senegal OR serbia OR seychelles OR sierra leone OR slovakia OR slovak republic OR slovenia OR melanesia OR solomon island OR solomon islands OR norfolk island OR norfolk islands OR somalia OR
south africa OR south sudan OR sri lanka OR ceylon OR "saint kitts and nevis" OR "st. kitts and nevis" OR saint lucia OR "st. lucia" OR "saint vincent and the grenadines" OR saint vincent OR "st. vincent" OR grenadines
OR sudan OR suriname OR surinam OR dutch guiana OR netherlands guiana OR syria OR syrian arab republic
OR tajikistan OR tadjikistan OR tadzhikistan OR tadzhik OR tanzania OR tanganyika OR thailand OR siam OR timor leste OR east timor OR togo OR togolese republic OR tonga OR "trinidad and tobago"
OR trinidad OR tobago OR tunisia OR turkey OR turkmenistan OR turkmen OR uganda OR ukraine OR uruguay OR uzbekistan OR uzbek OR vanuatu OR new hebrides OR venezuela OR vietnam OR viet nam OR middle east OR
west bank OR gaza OR palestine OR yemen OR yugoslavia OR zambia OR zimbabwe OR northern rhodesia OR global south OR africa south of the sahara OR sub-saharan africa OR subsaharan africa OR africa, central OR
central africa OR africa, northern OR north africa OR northern africa OR magreb OR maghrib OR sahara OR africa, southern OR southern africa OR africa, eastern OR east africa OR eastern africa OR africa, western OR
west africa OR western africa OR west indies OR indian ocean islands OR caribbean OR central america OR latin america OR "south and central america" OR south america OR asia, central OR central asia OR asia, northern OR
north asia OR northern asia OR asia, southeastern OR southeastern asia OR south eastern asia OR southeast asia OR south east asia OR asia, western OR western asia OR europe, eastern OR east europe OR eastern europe OR
developing country OR developing countries OR developing nation? OR developing population? OR developing world OR less developed countr* OR less developed nation? OR less developed population? OR less developed
world OR lesser developed countr* OR lesser developed nation? OR lesser developed population? OR lesser developed world OR under developed countr* OR under developed nation? OR under developed population?
OR under developed world OR underdeveloped countr* OR underdeveloped nation? OR underdeveloped population? OR underdeveloped world OR middle income countr* OR middle income nation? OR middle
income population? OR low income countr* OR low income nation? OR low income population? OR lower income countr* OR lower income nation? OR lower income population? OR underserved countr* OR underserved
nation? OR underserved population? OR underserved world OR under served countr* OR under served nation? OR under served population? OR under served world OR deprived countr* OR deprived nation? OR deprived
population? OR deprived world OR poor countr* OR poor nation? OR poor population? OR poor world OR poorer countr* OR poorer nation? OR poorer population? OR poorer world OR developing econom* OR less
developed econom* OR lesser developed econom* OR under developed econom* OR underdeveloped econom* OR middle income econom* OR low income econom* OR lower income econom* OR low gdp OR low gnp OR
low gross domestic OR low gross national OR lower gdp OR lower gnp OR lower gross domestic OR lower gross national OR lmic OR lmics OR third world OR lami countr* OR transitional countr* OR emerging economies OR
emerging nation?).ti,ab,sh,kf.
(afghan OR afghans OR afghani OR albanian? algerian? OR american samoan? OR angolan? OR antiguan? OR barbudan? OR argentine? OR argentinian? OR argentinean? OR armenian? OR aruban? OR azerbaijani?
OR bahraini? OR bangladeshi? OR bangalees OR bajan? OR belarusian? OR byelorussian? OR belizean? OR beninese? OR bhutanese OR bolivian? OR bosnian? OR botswana OR batswana OR brazilian? OR brasilian?
OR bulgarian? OR burkinabe OR burkinese OR burundian? OR cape verdean? OR cabo verdean? OR cambodian? OR khmer OR cameroonian? OR central african? OR chadian? OR chilean? OR chinese OR colombian?
OR comorian? OR congolese OR costa rican? OR ivorian? OR croatian? OR cuban? OR cypriot? OR czech? OR djiboutian? OR dominican? OR ecuadorian? OR egyptian? OR salvadoran? OR equatorial guinean?
OR equatoguinean? OR eritrean? OR estonian? OR swazi? OR swati? OR ethiopian? OR fijian OR gabonese OR gabonaise OR gambian? OR georgian? OR ghanaian? OR gibraltarian? OR greek? OR grenadian? OR guamanian?
OR guatemalan? OR guinean? OR bissau guinean? OR guyanese OR haitian? OR honduran? OR hungarian? OR indian? OR indonesian? OR iranian? OR iraqian? OR iraqi? OR manx OR jamaican? OR jordanian? OR kazakhstani?
OR kenyan? OR kirabati OR kirabatian? OR north korean? OR korean? OR kosovar? OR kosovan? OR kyrgyz* OR lao OR laotian? OR latvian? OR lebanese OR lesothan? OR lesothonian? OR mosotho OR basotho OR liberian?
OR libyan? OR lithuanian? OR macanese OR macedonian? OR malagasy OR madagascan? OR malawian? OR malaysian? OR maldivian? OR malian? OR maltese OR marshallese? OR mauritanian? OR mauritian? OR mexican?
OR micronesian? OR moldovan? OR mongolian? OR mongol OR montenegrin? OR moroccan? OR mozambican? OR burmese OR myanma OR namibian? OR nauruan? OR nepali OR nepalese OR netherlands antillean?
OR nicaraguan? OR nigerien? OR nigerian? OR northern mariana islander? OR mariana? OR omani? OR pakistani? OR palauan? OR panamanian? OR papua new guinean? OR paraguayan? OR peruvian? OR philippine?
OR philipine? OR phillipine? OR phillippine? OR filipino? OR filipina? OR polish OR pole OR poles OR portuguese OR puerto rican? OR romanian? OR russian? OR soviet people OR soviet population OR rwandan?
OR rwandese OR ruandan? OR ruandese OR samoan? OR sao tomean? OR santomean? OR saudi arabian? OR saudi? OR senegalese OR serbian? OR montenegrin? OR seychellois OR seychelloise? OR sierra leonean?
OR slovak? OR slovene? OR solomon islander? OR somali? OR south african? OR south sudanese OR sri lankan? OR ceylonese OR kittitian? OR nevisian? OR saint lucian? OR vincentian? OR sudanese OR surinamese?
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Supplementary file 2: Full details of the 17 studies included in the scoping review

S/N

Author
Year

Publication Title

1

RotheramBorus et al.
(2009)

Maternal HIV does not affect
resiliency among
uninfected/HIV exposed
South African children from
birth to 5 years of age

Country
[Context]

Main-Theme

Main Findings

South Africa
[Child health]

Access to resources
[Who has what?]

Resiliency was significantly associated with lower income, food
security, not having a live-in partner, and the absence of maternal risk
(i.e. not being depressed, using alcohol, or being a victim of intimate
partner violence).

2

Jana et al.
(2013)

Mental health predicted by
coping, social support, and
resilience among young
unwed pregnant Malaysian
women and mothers living in
shelter homes

Malaysia
[Maternal
health]

Partner emotional or
mental
support/acceptance

Families and partners often reacted to the pregnancy by rejection of
the unwed pregnant teenagers or teenage mothers. These rejections
took different expressions in terms of avoiding them or verbal
harassment.

3

Vivilaki et
al. (2016)

Maternal screening for early
postnatal vulnerability

Crete [Maternal
health]

Power negotiation
[How is power
enacted, negotiated, or
challenged?]

The lack of or disappointment with partner support, poor marital
relationship, and emotional/physical abuse have been associated with
high levels of postpartum anxiety and depression.

4

Nie et al.
(2017)

The impact of resilience on
psychological outcomes in
women with threatened
premature labor and spouses:
a cross-sectional study in
Southwest China

China [Maternal
health]

Partner emotional or
mental
support/acceptance

The analysis suggested that low resilient women with threatened
premature labour reported higher pressures from concerns of child
support after delivery, less active coping, less positive affect, and more
negative affect. High resilient women reported more social support.

5

Scheidell et
al. (2018)

Socioeconomic vulnerability
and sexually transmitted
infection among pregnant
Haitian women

Haiti [Maternal
health]

Access to resources
[Who has what?]

The study findings highlighted how socioeconomic vulnerabilities,
such as low levels of women’s education, increase their risk of early
sexual debut.
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6

7

8

Author
Year

Kaye et al.
(2014)

Johnson et
al. (2010)

Gaillard et
al. (2002)

Publication Title

Survivors’ understanding of
vulnerability and resilience to
maternal near-miss obstetric
events in Uganda

Orphanhood and vulnerability:
a conduit to poor child health
outcomes in Rwanda

Vulnerability of women in an
African setting: lessons for
mother-to-child HIV
transmission prevention
programmes

Country
[Context]

Uganda
[Maternal
health]

Rwanda [Child
health]

Kenya [Child
health]

BMJ Global Health

Main-Theme

Main Findings

Division of labour
[Who does what?]

The study highlighted how women’s need to balance economic
activities and reproduction increased their vulnerability and ability to
recover from obstetric complications. In such circumstances, social
networks or social capital was generally perceived as an essential
component of women’s resilience because it provided women with the
financial, material, and emotional assistance, including those related to
household responsibilities, such as childcare.

Access to resources
[Who has what?]

The study showed that the orphan and vulnerable children (OVC)
status directly and indirectly influenced the risk of childhood
morbidity (e.g., diarrhoea, fever, and acute respiratory infection [ARI]
symptoms). This is because OVCs were more likely to be found in
households headed by older adults (40 years old) and females, where
the mother/carer has inadequate access to socioeconomic
infrastructures (e.g. inadequate education), and that are more likely to
be in urban areas.

Power negotiation
[How is power
enacted, negotiated, or
challenged?]

Women were generally reluctant about disclosing their HIV status to
their partner. Violence against women living with HIV was reported in
this study. This was primarily linked to women’s disclosure of their
seropositivity status. Men were often not in favour of having their
wives tested, fearing the indirect disclosure of their own infection. The
authors recommended couple-counselling and partner involvement in
mother-to-child-transmission (MTCT) prevention programmes, as
only testing women can increase their susceptibility to violence despite
careful counselling. Partner support is crucial for preventing MTCT,
especially because this requires mothers to use antiretroviral therapy
and feed the child using formula feeding.
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9

10

11

Author
Year

Publication Title

Zakayo et
al. (2020)

Vulnerability and agency
across treatment-seeking
journeys for acutely ill
children: how family members
navigate complex healthcare
before, during and after
hospitalisation in a rural
Kenyan setting

Storeng et
al. (2012)

Too poor to live? A case study
of vulnerability and maternal
mortality in Burkina Faso

Den
Hollander
et al. (2018)

Power difference and risk
perception: mapping
vulnerability within the
decision process of pregnant
women towards clinical trial
participation in an urban
middle-income setting

Country
[Context]

Kenya [Child
health]

Burkina Faso
[Maternal
health]

Ghana [Maternal
health]

BMJ Global Health

Main-Theme

Main Findings

Access to resources
[Who has what?]

The lack of rapid access to money was an important contributing
factor to a child’s deteriorating condition; it influenced the initiation of
a treatment-seeking. For instance, women made many references to
“waiting to talk to my husband,” “waiting to be sent money from my
husband,” and waiting for “his permission to pursue an action.” Most
primary caretakers, including mothers, were not income earners, and
often relied heavily on their spouses or other household providers for
money. At times, this social support was reported to be a burden and to
cause delays in care-seeking or create an additional financial burden
for households.

Social norms [How are
values defined?]

The study highlighted how structural impediments, including those
related to motherhood and childbearing, limit individual resilience. For
example, the social importance of bearing a child as soon as possible
[amidst being physically or mentally capable] and the stigma
associated with childlessness contributed to the death of the study
actor who, despite having access to skilled birth attendance and
emergency obstetric care, could not be rescued from maternal
mortality.

Agency and decisionmaking [Who
decides?]

This study found a wide power difference between health providers
and patients, and a different perception of risk through externalisation
of responsibility of risk management within a religious context and a
context shaped by authority. Therapeutic misconception was also
observed, leading women to rely on the opinion of the medical
professional, rather than being guided by their own motivation to
participate. On their decision to participate in clinical trials, four
women said that they would want to consult their husbands (or other
family members living with them) before agreeing to participate. They
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Author
Year

Publication Title

Country
[Context]

Main-Theme
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Main Findings
claimed that they would not be able to say they would participate
without discussing it with the partner.

12

13

14

15

Arcos et al.
(2011)

Vulnerability of pregnant
women living in a community
of metropolitan Santiago

Chile [Maternal
health]

Access to resources
[Who has what?]

It was observed that reproductive, neonatal, and mental and family
health deteriorates when women have precarious jobs, with
pregnancies without social security, informal and insecure habitability
of housing, low schooling, psychosocial risk, absence of a partner in
the home, and high dependency ratio.

Power negotiation
[How is power
enacted, negotiated, or
challenged?]

Consistent with the research hypothesis, this study found that the
strength of the association between exposure to intimate partner
violence and postpartum distress was stronger for women who
reported greater levels of distress during pregnancy and weaker for
women with greater socioeconomic assets. Intimate partner exposure
impacts were greater for women reporting higher levels of emotional
distress during pregnancy suggests that IPV-exposed women may be
particularly likely to experience persistence (vs. discontinuity) of poor
mental health across the antenatal and postnatal periods.

Reyes et al.
(2020)

Intimate partner violence and
postpartum emotional distress
among South African women:
moderating effects of
resilience and vulnerability
factors

Warren et
al. (2018)

“Sickness of shame”:
investigating challenges and
resilience among women
living with obstetric fistula in
Kenya

Kenya [Maternal
health]

Access to resources
[Who has what?]

Most women affected by fistula had secondary education and a very
low monthly income. It was reported that irrespective of marital status,
having male support (e.g. husband, brother, or uncle), particularly
financial support and help in securing transport to hospitals for repair
care, was critical. This was seen especially in cases where facilities
denied care to women who were unaccompanied by their husbands.

Lavender et
al. (2020)

Journey of vulnerability: a
mixed-methods study to
understand intrapartum
transfers in Tanzania and
Zambia

Tanzania and
Zambia
[Maternal
health]

Access to resources
[Who has what?]

Women were usually not in control of their own finances, making
them reliant on their partners for support; this made it difficult for
them to be ready for emergency situations. Some women failed to
attend clinics as a result of the lack of support from their husbands.

South Africa
[Maternal
health]
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Main Findings
*Most husbands did not give their wives adequate funds for the needs
during delivery.

16

17

Pourette
(2012)

Prates Cde
et al. (2008)

Haitian women living with
HIV in Guadeloupe:
pregnancy between medical
issues, social benefits and
administrative vulnerability: a
qualitative study

Gender power, poverty and
contraception: multiparous
experiences

Guadeloupe
[Maternal
health]

Brazil [Maternal
health]

Access to resources
[Who has what?]

In one interview with a respondent, the woman received financial
support (e.g. rent fee, feeding) from her sexual partner.

Agency and decisionmaking [Who
decides?]

The authors illuminated the challenges of multiparity in poorest
sections of the population, where precarious living conditions,
including inequalities in gender power, resulted in reduced potential
empowerment of women to organise their lives, including planning
childbirth. *Male resistance to condom use appeared to be prominent
in the testimonials. The decrease in this autonomy affected the
reproductive life, reducing its power to control one’s fertility, which
resulted in multiparity.
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