FORUM: World Health Assembly
QUESTION OF: Efforts to Reduce Maternal Mortality Rates Through Improved Healthcare Access
MAIN SUBMITTER: Kazakhstan
CO-SUBMITTER: Finland, Pakistan, Saudi Arabia, India, France, Haiti, Iran, South Africa, China
THE WORLD HEALTH ASSEMBLY,
Reaffirming Sustainable Development Goal (SDG) 3.1, which aims to reduce the global maternal
mortality ratio (MMR),
Recognizing that maternal mortality—defined as deaths of women from pregnancy or childbirth complications—disproportionately affects developing countries,
Noting critical gaps in healthcare access driven by poverty, gender inequality, limited education, and fragile healthcare systems, exacerbated by conflicts and the Coronavirus Disease pandemic,
Acknowledging successful initiatives like India’s Janani Suraksha Yojana (JSY) and the WHO- United Nations Population Fund (UNFPA) “continuum of care” partnership,
Convinced that urgent, coordinated global action is needed to address systemic barriers to maternal healthcare and ensure equitable access to quality services for all women,
Emphasizing implemented programs such as the Lady Health Worder Program and Basic Health Units Initiative to expand access to maternal healthcare in rural areas，
1. Requests all member states to undertake reforms within the World Health Organization (WHO) to strengthen national healthcare systems and ensure impartial maternal healthcare access, in such ways, but not limited to:
a. constructing and expanding public healthcare infrastructure, in developing regions, and conflict-affected regions by:
i. establishing community-based health centers equipped with modern maternal and neonatal facilities,
ii. improving transportation networks and emergency response systems to reduce maternal emergency travel time,
b. increasing investments in the training, recruitment, and maintenance of skilled birth attendants, and nurses in such ways:
i. offering government-funded scholarships, exchange programs, and mentorship opportunities for maternal health professionals,

ii. promoting institutional partnerships among WHO, United Nations Population Fund (UNFPA), and national medical universities to develop sustainable training systems,
c. creating a WHO-managed “Global Maternal Supply Reserve”, funded by pharmaceutical companies and donor nations, to provide emergency supplies during conflicts, natural disasters, or pandemics,
d. establishes and administers the WHO-managed “Global Maternal Care Fund”, which shall:
i. fund free maternal care for undocumented women, refugees, and support
maternal healthcare programs in high-MMR states,
ii. accepting contributions from donor nations, international organizations (e.g., UNICEF, UN Women), and private sector partners (pharmaceutical companies, corporate foundations),
iii. publishing annual transparency reports (disclosing contributions, fund allocation, and MMR impact) to be submitted to the WHA and made publicly available;
2. Encourages member states, in cooperation with the WHO, UNFPA, and relevant non- governmental organizations, to actively adopt and integrate digital and mobile health technologies into national maternal healthcare systems as a sustainable strategy to reduce maternal mortality, in such ways, but not limited to:
a. establishing nationwide digital health infrastructure by:
i. developing secure and compatible health data platforms that enable real- time monitoring of maternal health indicators, and importance of building and upgrading healthcare facilities, including hospitals and clinics in less medically advanced areas,
ii. implementing electronic medical record (EMR) systems accessible to both primary and tertiary care facilities to track maternal health history,
b. advocating for regular progress reports to share successful practices and identify areas that need improvement by offering the use of mobile health (mHealth) solutions in rural and underdeveloped regions by:
i. distributing mobile devices and applications for remote diagnosis, appointment scheduling,
ii. improving maternal health apps that provide educational content on prenatal care, safe delivery, and emergency symptom recognition,

iii. making a global website where each countries share their results from the monitoring tools and understand which countries need improvement;
3. Calls upon member states to enhance healthcare infrastructure, particularly in regions with high maternal mortality rates but not limited to:
a. the importance of building and upgrading healthcare facilities, including hospitals and clinics in less medically advanced areas,
b. constructing and expanding public healthcare infrastructure, in developing regions, and conflict-affected regions by:
i. conduct evaluations of existing healthcare centers to identify what needs upgrading such as equipment and supplies,
ii. getting professionals to make sure every hospital arranges a yearly budget that they can spend on new upgraded equipment,
c. asks organizations such as the World Health Organization (WHO) and The United Nations Fund for Population Activities (UNFPA) to help fund these hospitals and give access to necessary healthcare to pregnant women;
4. Enhances women’s education and decision-making power to lower maternal mortality risks by:
a. urging member states with female secondary enrollment - 70% United Nations Educational, Scientific and Cultural Organization, to:
i. launch a “Girls ’Education for Maternal Health” Initiative, providing free tuition, textbooks, and transportation stipends to girls in rural/marginalized communities,
ii. integrating mandatory reproductive health modules into secondary curricula (covering pregnancy risk identification, legal safe abortion, postpartum care, and skilled birth attendance),
b. partnering with the WHO, United Nations Children’s Fund (UNICEF), and local non-governmental organizations (NGOs) to train 500,000 female peer educators in Sub-Saharan Africa/Southern Asia, to raise maternal health awareness in remote areas with limited school access:
i. enacting “Maternal Healthcare Autonomy Laws”, guaranteeing women independent decision-making rights (e.g., choosing providers/facilities) without spousal/family consent,
ii. establishing “Women’s Maternal Health Advisory Boards” (50% rural/low-income members) to advise on policy design (e.g., service location, cultural sensitivity) and monitor program implementation,

iii. funding a UN Women-led “Maternal Health Leadership Program”, training 10,000 women/year from high-MMR regions to advocate for maternal health policies and address restrictive cultural norms,
iv. increasing investments in the training, recruitment, and maintenance of skilled birth attendants, and nurses,
v. offering government-funded scholarships, exchange programs, and mentorship opportunities for maternal health professionals;
5. Improving prenatal and postpartum care protocols, through methods such as, but not limited to:
a. imposing the integration of evidence-based prenatal care protocols into existing training protocols, aiming to reduce the global incidence of maternal mortality:
i. putting new and clear prenatal care steps in medical school lessons,
ii. giving regular training to health workers about safe pregnancy care,
b. emphasizing the importance of early detection of high-risk pregnancies, adequate nutritional support, and routine health check-ups to improve birth outcomes:
i. teaching women in villages about healthy food and check-ups,
ii. offering free health tests for pregnant women,
c. establishing and maintaining postpartum care modules to address the cause of maternal mortality, with a focus on postpartum hemorrhage:
i. training nurses and midwives to act fast in emergencies,
ii. making follow-up visits for new mothers, especially in rural areas,
6. Expands equitable access to quality maternal healthcare in underserved regions by:
a. assigning member states with MMR >100 per 100,000 live births to:
i. developing a 5-Year Regionalized Maternal Care Plan, prioritizing rural,
conflict-affected, and low-income areas,
ii. establishing tiered care networks (Level I: basic antenatal/postnatal care; Level II: emergency obstetric care including Cesarean sections; Level III, high-risk care with Neonatal Intensive Care Units (NICUs)) to ensure no woman lives >2 hours from a Level II facility,
iii. allocating 30% of national health budgets to infrastructure upgrades (e.g., maternity wards, blood banks, fetal monitors), supervised by national health ministries and WHO regional offices,

b. directing all member states to:
i. implementing universal maternal healthcare subsidies, covering 100% of costs for antenatal checkups (≥4 visits), skilled birth attendance, postpartum care (≤6 weeks), and emergency interventions (e.g., postpartum hemorrhage treatment) for women below the national poverty line,
ii. revising citizenship-based healthcare exclusion laws to guarantee free maternal care for undocumented women, refugees, and internally displaced persons (IDPs)—funded by the WHO-managed “Global Maternal Care Fund”
iii. publishing annual “Maternal Healthcare Cost Transparency Reports” (disclosing out-of-pocket expenses, investigating low-income discrimination) and submit findings to the WHA for accountability;
7. Urges the expansion of specialized training programs for healthcare workers in areas with a high concentration of maternal mortality rates through steps such as, but not limited to:
a. asking to create partnership programs with specialized organizations that involve medical school students and healthcare professionals to teach and participate:
i. medical schools can develop mentorship programs where experienced healthcare professionals guide students in maternal health practices,
ii. students can create simulations with the professional in order to have real- life training,
b. strengthening maternal healthcare workforce capacity and supply chains by:
i. requiring member states with <1 skilled birth attendant (midwife/nurse/obstetrician) per 1,000 women of reproductive age (WHO 2023) to,
ii. launching a “Maternal Healthcare Workforce Expansion Plan”, doubling trained providers,
iii. offering financial incentives (student loans, housing allowances, salary bonuses) to providers serving rural/conflict areas for ≥3 years—funded by the WHO and regional development banks (e.g., African Development Bank (AfDB)),
c. directing the WHO to establish regional “Maternal Healthcare Training Centers” in Sub-Saharan Africa, Southern Asia, and Oceania, offering 6-month certifications in emergency obstetric care (e.g., postpartum hemorrhage management, eclampsia treatment) and culturally competent care for marginalized groups,

d. requesting all member states to:
i. developing a “Maternal Health Supply Chain Resilience Plan”, ensuring a consistent stock of essential supplies (antibiotics, oxytocin, blood transfusion kits, clean delivery kits) in Level I/II facilities, with real-time tracking via a WHO digital platform,
ii. conducting annual “Supply Chain Audits” (investigating delays/stockouts, holding officials accountable) and reporting results to the WHA.
