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While there is an extensive array of literature examining the impacts of neoliberal
markets on population health and social outcomes, few studies have focused on the
impact of neoliberalism on maternity care and women’s health in the United States.
We provided a critical review of the literature by examining mechanisms linking the
emergent neoliberal market systems to maternity care, infant health and women’s
health outcomes while assessing the population-wide shifts in risk exposures associated
with contexts of emergent neoliberalized markets in the country over the last thirty
years. The findings from studies showed a correlated pattern of increasing poor health
outcomes among women in the United States compared with other industrialized
countries over the past three decades. Overall, the health system in the country does
not make provisions for some of the most important determinants occurring prior to
pregnancy, and often fails to place these concerns in the context of women’s health
across the life course. Increasing medicalization of pregnancy and birthing processes
reflect a dominance of the market-oriented approach of the country’s health system.
We conclude that many aspects of the emergent neoliberal market influences bear
greatly on maternity care and women’s health in particular. We further propose that it
is only the collective decisions of society (particularly governments at different levels)
that can consciously redirect and modify policy interventions to benefit women over
the life course rather than on specific periods of pregnancy and childbirth.
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Introduction
An extensive array of literature has examined the impact of
neoliberal market policies on population health and social outcomes
in the past three decades in the United States and elsewhere.1−5 A quick
assessment of the literature would show a net negative effect on health
and social outcomes. However, few studies have examined the impact
of neoliberalism on maternal and women’s health in the United States,
focusing instead on investigating maternal health and maternity care
in other regions of the world.1 Complications and concordant health
conditions during pregnancy are major life changing experiences for
over four million mothers and families annually in the United States.2,6
Although these are often considered ‘private matters’ for women and
their families they have become very prominent in public policy
discourse given the escalating cost of childbirth and worsening of
women’s health in the country.7 While there is little consensus among
scholars on how best to apply public policy to address women’s health
issues, there is an ongoing debate that the dominant neoliberal market
economy has eroded social resources and safeguards for women living
in poverty.8−11 However, numerous studies have shown availability
of social services, including creating public sector jobs, has been a
stronger predictor for women’s health outcomes than for men.12−14
Unfortunately, the general public and health professionals are often
not aware of ‘the shifting sands beneath our feet’ regarding the nature
of the emergent neoliberalism and changing socio-political landscapes
of the public’s health in the country. Over the past three decades,
restructuring of welfare as workfare, increased healthcare expenditure
and soaring health disparities, resulting in emerging prominence of
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poor health outcomes among disadvantaged population groups can be
correlated with the type of political context that has emerged in the
country.2−5 For example, income inequality has widened to such an
extent that the top one percent of American earners currently receive
22% of pretax income.15,16 The coinciding trends of adopting neoliberal
economic policies and the general decline of social and population
health outcomes in the country over the period provide an important
context for assessing the linkages between emergent neoliberalism
and its’ impact on maternal and women’s health. Unfortunately, the
majority of public health and social policies ignores the importance
of these economic trends when assessing population health and
wellbeing.5,17,18,19
The aim of this paper is to review the evidence for associations
of the emergent market systems (neoliberalism) as major contextual
determinants of maternity care, infants’ health and specific women’s
health indicators in the U.S. applying with population-based prevention
strategies as proposed by Rose.20,21 We first present the evidence for
the association between the emergent markets (neoliberalization) and
maternity care; assess some indicators of women’s health outcomes
in the context of Geoffrey Rose’s concept of population-based
prevention.20,21 Next, we analyze the nature of the emergent market
systems, social context of population health, and the challenges facing
the U.S. healthcare system. Finally, we discuss interrelated issues
linked to maternity care and women’s health by demonstrating how
the emergence of neoliberal economic policy greatly shapes maternity
care, delivery, and pregnancy outcomes in the country. We conclude
with discussion of the implications of these findings for public policy,
research, and healthcare design.
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Despite its widespread use in the scholarly literature, the term
neoliberalism is not easily defined in part because the term reflects
a complex blend of ideology, institutional reforms and economic
policies. However, neoliberalism is an ideology of free market
capitalism extended through market-based competitiveness and
commodification of previously protected public goods and populations
services.4,5,23 This market discipline extends to state institutions in
different policy arenas including labor, monetary systems, social
protections, education, housing, health.15,16 Neoliberal ideology
asserts the supremacy of individual action against collective social
responsibility. The ideology is conceptualized as limited government
responses to the socio-political processes of the nation. In particular,
a government’s involvement in regulating markets in a neoliberal
regime is considered unwanted state interference and often viewed
as intrusion into private lives of the citizenry. Neoliberalism is also
described as anti-social in terms of socioeconomic policy reforms that
would benefit marginalized populations.
To describe the process of transition into a neoliberal-dominated
market economy, we used the term neoliberalization. An overwhelming
consensus expressed by many scholars is that the emergence of
neoliberalism has eroded numerous gains made in publicly supported
social interventions in health and social welfare. Neoliberalism as an
ideology opposes government interference in markets, which is easily
reflected in much of the American health care system. Understanding
this is useful because the context by which public policy operates
to influence population health is directly lined to political ideology
and bureaucratic transformations of governments.24 Evidence
that neoliberal economic policies have had adverse consequences
for health and social wellbeing is incontrovertible in numerous
studies,2,3,4,26 but the extent to which these differentially translate
to poor maternal and child health outcomes in the United States
remains unclear. As an economic regime, neoliberalism emerged in
much of the industrialized world towards the latter part of the 1960’s
and early 1970’s in response to stagnation and inflation of world
economies induced by the oil crisis. Neoliberal economic policy
and governance systems first emerged in the U.S. in the latter part
of the 1970s around the election of Ronald Reagan as 40th president.
Reagan vigorously applied neoliberal ethos in all areas of public
policy including education, health, labor relations, social services and
many more but greatly supported affluent business groups to manage
cheap labor supply as well as providing favorable tax waivers.26
This shift in policy discourse affected many facets of wellbeing and
social outcomes. Consequently, the organized labor, which hitherto
has been crucial in constraining income earning differentials in jobs
and advocating for redistributive policies, faced neoliberal onslaught
on its ability to mobilize communities on important women’s issues
including paid maternity leave.12 Our primary thesis is that the
gradual shift to a neoliberal subordination of collective responsibility
(inherent in primary prevention) to an individual’s responsibility (a
core value in the current market systems) created more risk exposures,
to differentially impact on women’s health. Within neoliberal market
environments, a major explanatory stream for poor population health
is increasing income inequality and denial of social safety nets to
vulnerable populations.3,27 Income or wealth inequalities across states,
counties and geographic census tracts are strong predictors of low
birth weight, preterm births, maternal mortality and perinatal poor
health.3,28
Public health principles of population-based prevention embodied
in the seminal work of Geoffrey Rose20,22 distinguishes risk exposure
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variations for individuals and variations across the whole population.
According to Rose, assessing risk exposures across population groups
provides an in-depth understanding of disease etiologies for highrisk individuals.22 This is particularly important for groups whose
shared social and historical experiences make them highly prone
to disease exposures and ill health than the average population.29,30
Furthermore, the life course perspective of women’s health suggest
social, economic, political and legal forces uniquely shape women’s
health through influences on education, reproduction, social services,
family composition and household socioeconomic status.31 These
forces contribute to women’s predisposition to poor health through
gender-based embedded beliefs and health behaviors, limited access
to healthcare from childbirth to adulthood. Although Rose did not
explicitly state the factors of social determinants of health or emerging
markets as a major driving force for sick populations, his concept of
population exposures leading to emergence of high-risk individuals
is self-evident. We revisit Geoffrey Rose’s concept of population risk
exposures and emergence of sick individuals in the light of increasing
evidence that individuals characteristics interacts positively with
market systems to shape maternity care outcomes in the United
States.2,15,16 According to Rose, focusing on high risk individuals alone
(typical of the emerging markets style of individualism) to prevent
diseases in a population yields limited benefits compared to applying
preventive interventions across the whole population instead of
targeting individuals.22 This understanding further alerts the public’s
attention to early warnings reflecting changes in risk exposures and
poor health outcomes observed only at the population level.32

Neoliberalism and population health in the
U.S
The dominance of neoliberal ethos also reflects a conversion
of market virtues to individual competitiveness, deregulation,
privatization, commodification of public goods and other forms of
social disengagement to a variegated global environment. The market
virtues associated with the emergence of neoliberalism have generally
decimated the Keynesian welfare model, which has been a major
socio-economic system in many industrialized countries since the
Second World War. A defining moment of neoliberalization occurred
with the ascendance of Ronald Reagan as President of the U.S. (19811989) and Margaret Thatcher as the Prime Minister of the United
Kingdom (from 1979-1991). Both regimes, considered as vanguards
of neoliberalism pursued economic liberalization, privatization
of state institutions, and deregulation of public policies impeding
corporate capital accumulation, fragmented labor and eroded social
entitlements.23
These efforts are intended to assert the primacy of competitive
markets as the ‘engine of economic growth’ as well as to rollback the frontiers of the Keynesian welfare model. According to
Abramovitz,1 The New Right attack on welfare was a strategy
to redistribute wealth to the upper echelon of society. The gradual
dismemberment of the welfare state and commodification of health
care and other social safety nets thus provides a cogent framework to
analyze the emergence of poor maternal and child health outcomes in
the country. From the era of “New Deal” to “the Great Society”, the
federal government’s support, entitlements and services to families
guaranteed some minimum standards of living and family stability.
The Keynesian model of welfare thus sustained poor families and
women, providing them with more safety nets against the vagxaries
of the emerging market1 under neoliberalization. Neoliberalism on
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the other hand brought about major shifts in the economic status of
women, and simultaneously has created a gap in funding for essential
welfare services. In addition to these funding gaps, there has been a
decrease in public sector jobs.33 These decreases have had detrimental
effects on both women’s employment and support systems for the
unemployed.34 Low income, single mothers’ employment has dropped
precipitously, even lower than overall employment rates in 2000. In
addition, the funding for services targeted at mothers has lowered
since 2003 to record levels.33 Studies also acknowledge that with each
of these systems collapsing at gradually, it is less surprising population
health outcomes of the most vulnerable populations are adversely
affected. For example, following the collapse of communism
neoliberal market has dominated countries previously under state
regulated the market systems, however the global financial crisis and
credit crunch in 2008 brought to the forefront dangers of relying on
markets with limited public intervention. These crises also led to an
emergent health system shock, resulting in dramatic cuts in public
expenditure on health, although these shocks were not due to health
system failures. Finally, these cuts greatly destabilized the health of
the most vulnerable populations in many industrialized countries.35
Undeniably, federal government’s supported public health
interventions over the past century have led to improved population
health outcomes; unfortunately, these gains have not been translated
equitably to all populations in the country.29,36 Substantial evidence
also suggests that increased life expectancy alone is not commensurate
with good quality health indicator reporting. As described, a growing
literature also suggests public health and other social policies have
neglected the role of the neoliberal paradigm as a determinant of
health for vulnerable populations and have ignored women’s health in
this context in particular.4,37 In this analysis, we argue that this in part
reflects an unfavorable attitude towards social programs paired with
an increased skepticism about the role of government engendered by
emergent neoliberal market environment. A related consequence is
growing wealth and health inequalities over the past three decades in
the U.S. and other countries. Even though these inequalities have been
occurring in the past decades, much of the public health literature
continues to downplay the important role of social contexts in
preference to a risk-based approach as a dominant model of curative
and preventive care rather than population-based strategies.4,22
These relationships are best captured by applying Geoffrey Rose’s
concept of causes of diseases at the individual level and “causes of
the causes” at the population level. Overall, Rose showed through
a series of systematic investigations of cardiovascular diseases that
risk for hypertension or coronary heart disease at the population
level is completely different from risks at the individual level.20 He
argued that the distribution of individual risks in the population is
a consequence of societal forces acting on the whole population
and that the context of individual’s risks and diseases is meaningful
when the whole population is considered.22 Just as Rose showed that
it is almost impossible to demonstrate any relationship between salt
intake or saturated fat consumption and cardiovascular diseases at
the individual level, it may be equally daunting to find relationships
between emergent neoliberal socio-political economic systems
and health at the individual level in any given population. Thus,
“determinants of incidence are not necessarily the same as causes of
cases”20 in the emergent market economy for individual women or as
a population group.
Corollary shifts from public investments in social programs for
maternity care, women, children and other vulnerable groups to
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private enterprise have raised considerable doubts on successful
improvement in health and social outcomes of women in the
United States and other countries adhering to neoliberal systems of
governance. This shift has undermined the public health infrastructure
to deliver interventions at multiple levels across the life course of
many women.38 Rose’s analyses of population-based epidemiological
strategies to prevention is at odds with neoliberal economic policies,
which put more emphasis on applying market principles to meet
an individual’s needs rather than the social wellbeing of the whole
populations. Rose’s model encompasses the idea that improved overall
population health is more than the sum of improved individual’s health
outcomes.39 This is because risk factors for diseases or mortality
are not normally randomly distributed in any given population, but
follows a clearly defined pattern of susceptibility that might manifest
as high risk groups.40 Contextual exposures leading to individual’s
poor health has a prominent place within Rose’s population health
prevention strategies, although other investigators have suggested
the strategy might create population health inequalities.30 The extent
to which the market systems put higher emphasis on individual
market performance is at odds with Rose’s ideals and approach to
population health may well explain increased risk exposure among
poor individual women, and might also shed light on future directions
to correct these exposures.

Challenges of the U.S. public health system,
maternity care and neoliberalism
The health system of the United States is complex and highly
fragmented with a myriad of different stakeholders seeking to
strengthen their self-interests.41−43 This is evident in range of insurance
premiums, finances and tremendous resource outlays within the
healthcare system. The cost of the U.S. healthcare system is estimated
at almost $3 trillion in 200142 and projected to increase rise to 5.4
trillion a year by 2024.44 The federal government’s share of the
expenditure has increased substantially, more than 10 times since
the 1980s.45 Americans also pay much higher prices for the same
health service compared with citizens of other countries.43 Despite
considerable healthcare resource expenditures, the United States
consistently ranks at the bottom of the industrialized world in terms
of health outcomes. In 2014, female life expectancy in the United
States was the lowest and infant mortality the highest among eight
industrialized nations.46 Furthermore, maternity care and the health
of citizens in the country experience disparities across ethnic, class,
and socioeconomic lines are considered as unnecessary, unfair and
unjust.12 The United States is the only industrialized country in the
world with no definable national health insurance, and is therefore not
surprising that the country ranked 37th the among the OECD countries
for life expectancy at birth in 2014 (Figure 1).47 Even here there are
considerable geographical and racial disparities within the country.
The infant mortality rate (IMR) for example in the most deprived
region of the country compared with the least deprived ones showed
an increasing pattern of 1.43, 1.49 and 1.63 times higher in 1980, 1990
and 2000 respectively.48 One report showed the gap in life expectancy
between the least deprived and most deprived areas of the United
States as widening from 2.8 years in 1980-82 to 4.5 years in 19982000.48 Additional statistics show other inequities remain. Infants and
maternal deaths are the worst among the industrialized countries of
the world, although infant mortality declined by 12% from 2005-2011
to 6.05 infant deaths per 1000 live births.49 Data from the Pregnancy
Mortality Surveillance System indicates that the pregnancy related
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mortality ratio dropped from 10.9 per 1000 live births (LB) in 1979 to
7.4 in 1986 and then showed upward rise to 9.1 in 1987-1990, 11.5 in
1991-1997, and 16.8 per 1000 LB in 200350,51 While life expectancy
has risen in the country overall, in some counties it has actually
declined for many women in the past two decades.7,52 The graph
below Figure 2 indicates trends in pregnancy-related mortality ratios
in the United between 1987-2012. More astonishingly, according to
1990-2008 United Nations data, while maternal deaths decreased by
34% worldwide, reporting of maternal mortality almost doubled in the
United States.53 Black women were at almost four times greater risk
of maternal deaths than their white counterparts. Overall, the health
system in the country does not make provisions for some of the most
important determinants occurring prior to pregnancy, and often fails
to place these concerns in the context of women’s health across the
life course.54 Wealth inequality in the U.S. has increased over the last

Figure 1 Maternal mortality in the United States from 1900 compared with
other industrialized countries and Malaysia
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four decades as the real income of the poorer 40% in the U.S. has
declined precipitously, resulting in almost 15.1% (≈46 million people)
of the population living in poverty in 2010. As Figure 3 data suggests,
the share of before tax income among the richest 1% has shown
significant gains since the latter part of 1970’s and currently parallels
the level of 1920’s.55 Another 46million people were either uninsured
or underinsured, before implementation of new health care reform
laws, which has decreased this number significantly. It is important
to examine the context of these statistics. Since the emergence of
poor health outcomes associate with the onset of neoliberal economic
policies in the U.S. and elsewhere an argument could be made for the
occurrence of the widening inequalities in the country. These findings
also reflect the weakness of the public health infrastructure not only to
support the delivery of the major essential public health services, but
in addition to improve specific MCH outcomes.56

Figure 3 Trends of income inequality across the country from 1920-2010

Figure 2 Trends of pregnancy related mortality in the United States

Neoliberal idealism has also changed the decisions that individuals
make in the health care market, as well as which options are presented
in the first place. Increasing medicalization of pregnancy and birthing
processes, such as requiring sophisticated scientific technologies
and specialized aids, is criticized as reflecting a dominance of the
market-oriented political economy of the country’s health system.2,57
This in part reflects the empowered status of medicine in determining
a mothers’ choice of maternity care and service delivery options.58
The overbearing dominance of medicine in the healthcare system is
evidenced by creation of rhetoric that natural birthing processes need
extraordinary care from a specialist.59−61 Even though a large percentage
of infants in the country are delivered by uncomplicated vaginal
delivery, the use of midwifery services is greatly underutilized.43
Within the neoliberal medical model, pregnancy and maternity care
are viewed as pathological events needing specialized care. These
developments are also accompanied by significant changes in the
delivery of maternity care services. One of these changes is the

significant rise in cesarean section (CS) rates in the country over the
last three decades. The World Health Organization (WHO) suggests
the best outcomes for mothers and babies are a CS rate of 5-10%,
and a rate above 15% is harmful.62 In the United States in 2003, one
mother in three (32.7%) gave birth by CS. The overall CS delivery
rate increased almost 60% from 1996-2009 reaching 32.9% however
the rate for black mothers remained unchanged at 35.9%.63 Given that
most women in the country are healthy at the time of delivery, there
are no clear medical rationales for these increases. In the neoliberal

context, medicine is seen as an applied instrument of social control
and increasing medicalization of pregnancy and childbirth reinforces
limited choices of birthing mothers. The result is escalating cost of
maternity care without commensurate improvement in the health
of mothers in the country.57,59,60 In addition, much of the focus on
women’s health is also directed at pregnancy to the neglect of other
critical periods of life such as pre-conceptual, inter-conceptual and
menopausal periods. This narrow focus thus excludes childless
women with other health issues in later years.31
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Further, the health and healthcare strategies in the country are
intricately linked to the political structure and culture of the American
exceptionalism. These systems including political structure (divided
government, federalism and weak national political systems),
along with a culture of strong protection of private interests and a
population suspicious of a government’s intervention, have reinforced
the direction of healthcare in neoliberal periods.64 These political
influences are reflected in the history of the Medicare program in
the United States since the passing of the bill in 1966.65 A lack of
strong organized labor and persistent political influences of interest
groups linked to the market systems have combined to derail attempts
of the federal government to take collective responsibility for the
overall population health and a health insurance option in particular
for the country. Evidence from Tope and Jacobs’ historical data
analysis shows that traditionally unions have been vanguards for
public policies particularly those serving great interests of vulnerable
and less privileged populations,66 yet the U.S. labor movement has
decreased in size and influence in the era of neoliberalism.24,66,67
To sum, numerous studies show that by population health
indicators, the United States ranks far lower than almost all
countries belonging to the Organization of Economic Cooperation
and Development –OECD.15 More intriguing is the revelation that
declining population health emerged in the latter part of 1970’s, a
period that also coincides with the dominance of neoliberal economic
governance in the country.67 It is obvious that the wider determinants
of these are directly linked to the socio-political systems disinvesting
in social programs to the detriment of vulnerable population groups
likely to benefit from such public support.26 The challenge for the
public health system in the United States is to re-focus on Rose’s
population level prevention strategies of identifying higher number of
people at low risk vs. low number high risk individuals.

Neoliberalism, maternity care, personal
responsibility and increasing health
inequalities
The above analysis suggests the emergent neoliberal market in
the socio-political landscape is associated with marked differences in
population health in the United States, and women are more likely
to be affected negatively. These are not simply the result of a series
of disconnected individual’s behaviors over time,50 but are largely
congruent with adoption of neoliberal political ethos of governance, in
both republican and democratic administrations68 Indeed, the notion of
personal responsibility for health in the face of enormous socio-cultural
challenges including poverty, lack of insurance, unemployment, nonexisting social supports, social networks or social exclusion and
gender status is described as façade by many health scholars.4,39,69,70
In actuality, the idea of personal responsibility for health ignores
the complex interactions of the role of broader social contexts for
making decisions on health or to engaging in health related behaviors.
Most women in poverty or living in deprived communities have
little or no control on the environmental factors affecting personal
health behaviors and circumstances of their pregnancies. However,
a renewed emphasis on personal responsibility for health greatly
cohere with emerging neoliberal proclivity of holding individuals
responsible for their health behaviors and ill-health. This attitude thus
ignores governments role in mobilizing collective social resources
for improved population health and on contrary health and disease
becomes the responsibility of individuals. Nonetheless, there have
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been a range of federal government policy responses and other policy
interventions to these negative health outcomes. The Millennium
Development Goals (MDGs) of the United Nations called for a 75%
reduction in maternal mortality by 2015, this was not met globally.
The Healthy People 2010 and the follow up
Healthy People 2020 policy documents also called for considerable
reduction of women who die during childbirth and pregnancy.
Even though some progress has been reported, the general trend
is that these targets are unlikely to be met. A report by Amnesty
International,71 “Deadly delivery”, described maternal deaths in the
United States as a serious scandal. A major policy response from the
federal government to improve population healthcare is enactment of
“The Patient Protection and Affordable Care Act of 2010 (ACA).”
This legislation promised increased access to preventive healthcare
and screening services without an upfront payment for services,
however, the law is described as windfall benefitting the insurance
including mammograms, screening for cervical cancer, prenatal
companies. Under the legislation, women’s preventive health services
care and pregnancy do not require any form of cost sharing with
insurance companies. This means covered women face zero dollars
out-of-pocket spending for these services. Based on the policy and
implementation guidelines of the ACA, the US Department of Health
and Human Services’ Assistant Secretary for Planning and Evaluation
tasked the Institute of Medicine (IOM) to evaluate recommendations
for women’s preventive services.72 The aim was to guide the
development of a comprehensive package of policy and program to
be implemented under the ACA. Although this was a laudable effort
of the federal government to improve the health care of women in
the country, critics point to the process as more treatment-focused
approach rather than preventing avoidable health conditions early
in the lives of women. To gain some deeper insights on worsening
maternal and child health outcomes in the country over time, it is
pertinent to revisit the question Rose asked in his paper: “Why did this
person, get this disease at this time?” This could be asked differently
as: “Why is the United States recording worsening maternal and child
health outcomes at this time?” To answer these questions requires
careful analyses of major socio-political exposures leading to the
emergence of high risk individuals’ maternal health care outcomes.
It also requires deeper understanding, as Sakala & Correy,6 explains,
“effective maternal care with least harm is optimal for childbearing
women and newborns.” Inequities in health have been a longstanding
social issue in the country greatly influenced by key political agendas
and sectional interests linked to neoliberal market forces.22,58,73 Yet it is
important to recognize the socio-political developments that occurred
prior to the passing of the law, which mandates increased access to
health insurance in the country.
At the beginning of the 20th century, federal and state publicly
funded health programs were mainly instituted to target periods of
pregnancy, postpartum care and childcare. These policies missed
inter-conceptual periods and prior pregnancy periods despite higher
maternal mortality and morbidity in the country. During this era of
policymaking, the focus was on improving the wellbeing of children
as future leaders, workers, and parents of the country. A major
challenge was the increased recognition that the hazardous working
conditions of children posed considerable threats to their educational
and social developments. Maternal and women’s health issues
became peripheral to improved infant and childhood wellbeing.74 The
assumption during this time was that improving child health outcomes
improves maternal health, and this idea underpinned all federal and
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state support on health programs.75 One of the earliest legislation
specifically targeting the health and wellbeing of women and mothers
in 1918 was strongly opposed for reasons of inappropriate institutional
placement by opponents.76 The Sheppard-Towner Act of 1921 was the
first progressive agenda focusing on health and social wellbeing of
women, mothers and maternity care in the country.77 This Act was the
first of its kind to build the Maternal and Child Health infrastructure
in the country. However, the Act was vigorously assailed by various
interest groups as a threat to American democracy, a form of socialized
medicine and a violation of constitutional rights. Core to these
criticisms was the feeling of overreach by the federal government
in the lives of women and mothers. When the Act was repealed in
1929, maternal death rates had reduced from about 68 per 1000 LB
in 1921 to 62 per 1000 LB in 1927.77 Subsequent consideration of
maternal and infancy care came with the emerging developments of
the social security legislation of the ‘New Deal’ in 1935. The Social
Security Act of 1935 includes public assistance, Aid to Dependent
Children and the enactment of Title V (currently administered by
the Health Resources and Services Administration, Department of
Health and Human Services). The opponents of welfare characterized
the program as incipient socialism, and women recipients became
the assailable character in the 1960s. These patterns demonstrate the
important roles of socio-political forces of governments in shaping
the population health outlook particularly for women and other
vulnerable populations.70 However, in the U.S. and Britain, the
adoption of neoliberal political ethos by neoconservative governments
of respective countries was followed with the revival of some of the
19th century Victorian era moral values and controls.78 This attitude
was further exemplified as a major challenge to women’s health when
neoconservatives in the 1980’s attempted to deny women’s rights to
sexual and reproductive health services in the country, even though
the Roe vs. Wade verdict of the US Supreme Court had legalized
abortion in 1973.
Fine & McClelland10,11 have argued that eroding state resources for
health and social programs undermined women’s sexual wellbeing.
We propose that the neoliberal rhetoric of personal responsibility and
self-determination is at least in part to blame for public perception
around abortion decisions. The individual responsibility engrained
in neoliberal ethos is one factor that leads many women to selfblame in situations of sexual vulnerability and as victims of male
sexual aggressions. Women’s behaviors in these circumstances are
constructed as an individual’s choices and thus leave the broader
society to conclude that poor health is the result of poorly informed
decisions, ignoring underlying social contexts and interrelated factors,
which contribute greatly to these decisions. Market fundamentalism
now represents a system for restructuring state institutions that used to
provide social and economic protections for vulnerable populations at
the national level and shifting these responsibilities to local entities.79
The devolution has shifted responsibility for social wellbeing
to individuals and households, thereby undermining the idea of
collective responsibility for population health. Indeed, for many
Americans health is seen as more of an individual’s responsibility
rather than as collective responsibility of the broader society and
its political institutions. Finally, many American citizens, including
health professionals, do not readily grasp the notion that root causes
of health inequalities are deeply embedded in the American societal
structures and institutions.15 To sum up, the observed cases reflect
patterns of neoliberal public policy decisions and ideals affecting
overall health and wellbeing of women and children.
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Welfare and maternal health in the era of
neoliberalization
Provision of social welfare has been an integral part of the
American values since the establishment of the colonies.80 Consistent
with this historical antecedent, the welfare state is expected to provide
its citizens with economic security and social protections against
uncertainties or calamities emerging from the operation of capitalism.
Originally, this was intended to improve the wellbeing of deprived
and marginalized populations of the society.
However, the emergence of neoliberalism has created a system
in which welfare recipients are often disparaged as the undeserving
poor and met with hostility.81 During the Progressive Era of the
1930’s, welfare was perceived as more than relief. Welfare was seen
as a form of economic security or buffer for population wellbeing.
Critical areas of economic security included unemployment, old
age, sickness and expanded healthcare costs.79,81−83 The neoliberal
paradigm ended the historical standard for American social welfare,
with President Clinton signing into law the Personal Responsibility
and Work Opportunity Reconciliation Act (PRWORA) in 1996. The
consequence was lowered funding in welfare systems for women,
along with stark declines in public sector jobs. These changes have
created entry points for many women ‘to go into and stay’ in poverty.84
Government rollbacks have also cut funding in education and health
services aimed at helping women and children.33,85−87 Welfare historian
Michael Katz,81 points out that the history of the rates of women in
poverty has stayed consistent over the years and welfare systems in
the country have consistently failed to increase the income of mothers
and women at large over time.88 Further, Katz81 points out that societal
issues with the welfare state in labeling people as the ‘undeserving
poor’ based on moral objections to the use of public benefits and in the
process classify single, unemployed mothers as a prime ‘undeserving’
poor. The stigma towards beneficiaries has drawn the United States
into imposing reforms of instilling ‘workfare’ where people are
required to work whilst receiving benefits, rather than welfare systems
without the means-testing for recipient population79,81
Esping-Andersen89 has demonstrated that welfare-state regimes
(although a contested term) are important determinants of human
health and distribution of social wellbeing but are often in direct
conflict with the prevailing market systems. The clustered typologies
of welfare regime types; conservative, liberal and social democratic;
may also represent a system mix directly linked to a country’s social
policy and contexts of political economy. The mix in the U.S, includes
an increased role of private insurance markets and publicly financed
Medicare and Medicaid programs. These typologies, categorized on
principles of decommodification (reliance on market determinants),
social stratification (roles of the welfare states in creating or removing
unequal positioning of subgroups) and the private-public mix (relative
roles of states, groups, families and markets in the welfare state),
serve as the main systems for the “production and distribution of
social wellbeing.”89 Although these typologies have been criticized
among others as being ‘gender-blind’ in regards to analyses of
women’s unpaid family care and reproduction,90,91 they provide a
reasonable basis for understanding distinct pathways leading to the
emergence of different modern welfare nations92 and how these have
been greatly influenced by political ideologues. The United States
provides minimal welfare benefits and social insurance contingent
on means testing, but importantly the system disregards gender and
unique needs of women in particular.93 Some scholars assert that the
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original idea of the US welfare system appears to be targeting males
to provide transient support as a way out of poverty.39,70 In this regard,
the needs of single mothers including child support was not factored
into the original design of the welfare program. According to Katz, the
‘end of welfare’ in the United States signaled a great triumph for three
great forces: the war on dependence, the devolution of public policy,
and the commodification of public policy.81 The switch from the ‘war
on poverty’ to ‘war on welfare’ led to reform policies that required
working commitments of mothers. Since most women who take
in benefits were unemployed mothers, this immediately took away
from the support system for many of the country’s most vulnerable
populations. It is also important to note that the discriminatory
practices of the welfare program from the outset towards people of
color denied these families the needed resources and support.

Contextualizing discourse of neoliberalization
and women’s health
In this section, we examine how women assessed both as
individuals and collectively exposed to risk factors of diseases, illhealth, and poverty since the ascendance of neoliberalism in the
United States. According to Link & Phelan,94,95 one of the fundamental
causes of diseases linked to social conditions involve denial of access
to resources assisting individuals and groups to avoid exposure to
health risks. Analyses of the framework suggest even when disease
conditions or individually focused behaviors are modified, to eradicate
diseases or adverse social conditions, the relationship between the
disease or the social ill-health and the fundamental social factors
would “re-emerge”. Link & Phelan94 thus the authors assert insofar
as the fundamental causes linking behaviors or diseases to a particular
social condition endures, efforts to eliminate the intermediate links
would not yield desirable outcomes. In other words, to address major
discrepancies in health outcomes, change in the social determinants
of health is necessary for lasting change. Importantly, relationships
among social conditions and patterning of diseases96 are modified by
the availability of resources95 on “human-directed agency.” Humandirected agency in neoliberal discourse asserts self-determination,
informed or free choice as inherent values of personal responsibility.
Additionally, neoliberalism erodes social and environmental
resources through government cuts in safety and regulatory standards,
labor deregulation and disinvestments in publicly subsidized goods
and services. Each of these key areas of public policy provides a
contextualized impact on human behavior.5,8 Understanding the
context of neoliberalization as systems of influences on human
behaviors (particularly for women) provide contexts for understanding
how relationships of human behaviors are shaped or influenced by the
unique socio-political processes. Indeed, human behavior cannot be
solely attributable to an individual’s responsibility and choice,69 ideas
that run counter to the prevailing market systems.

Concluding comments
Neoliberalism has emerged as a dominant form of socio-political
market economy. It reinforces pricing systems for commodifying
public goods and accompanying policies that reduce public
expenditures on health, education and other social programs. While
some have argued that the dominance of neoliberalism has improved
efficiency of social systems, the overall evidence suggests this form of
market system might have had negative impacts on population health.
A major critique of neoliberalism is increasing inequalities in health
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and other social systems as well as medicalization of reproductive
lives of women, particularly in the United States. This critique aligns
with Rose’s population strategy, which presumes that the occurrence
of risk exposures is determined by contextual socio-political and
economic forces and individual cases emerge as a consequence of
average risk exposures of the overall population.57 Furthermore,
choice as an embedded concept in neoliberalism is problematic
due to the uneven distribution of health-enhancing resources across
all population groups. Importantly, maternity care decisions are
made in the context of the larger social processes shaping choices
and pregnancy outcomes.58 Rose’s analysis of different strategies
for improving population health serves as an important heuristic
approach for public health interventions to recognize the role of
contextual market systems as strong determinants of health for the
whole population rather than individuals. This alternative concept
of disease causation reflects a complex pattern of underlying social
determinants of poor health and other behaviors giving rise to sick
individuals.97,30 Neoliberal policy regimes have been found to correlate
strongly with a series of poor population health outcomes (income
inequality, maternal mortality, low birth weight, preterm births,
reduced life expectancy) and women’s health in particular.14 However,
it is not always clear the precise mechanism through which neoliberal
economic systems influence maternal and child health outcomes.
Neoliberal economic policies emphasize the importance of
individualism against claims of collective responsibility, and further
co-modifies social relationships as market values and prices. However,
individual actors are more complex than simple market actors are,
and social influences hold large weight on their behavior and choices.
Market deregulation of services, products and business practices
result in non-adherence to standards and possibly compromise
quality.98 A major factor contributing to poor obstetric practice in the
country is the absence of national standards for managing obstetric
emergencies and complications in maternity care.99 Those standards
must also reflect benefits to be accrued to women over the life course
rather than corporate interests in the healthcare system alone. Changes
in social contexts that influence health risks are the most important
predominant factors to reducing risk across the whole population
rather than isolating individuals at risk for treatment. This requires
systems thinking to recognize that declining poor health among
specific population groups are consequences of complex interacting
socio-political processes since emergence of neoliberal-style of
governance.
A key question relates to mechanisms accounting for the effects
of disinvestment of social programs on maternity care and long term
mental health of women. The welfare state has been under assault with
the rise of global capitalism as typified by emergent neoliberalism in
the United States and elsewhere. Some scholars have suggested the
need to reform social policies, particularly unfair punitive treatment
against pregnant women or postpartum mothers who test positive to
illegal drugs.100,101
Third, identifying high risk individuals for treatment is consistent
with the neoliberal focus of individualism and medicalization of
health as a commodity. In the United States the high rate of caesarian
section applied in maternity care delivery is unnecessary and could
be reduced by employing midwifery models of care and appropriate
standards of practice. Rose contends that identifying high risk
individuals provides motivation for treatment but has very limited
application to improved overall population health.20 Indeed, the
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lifestyle approach typically used in the medical system may actually
exacerbate the existing social gradient in health through benefits
accrued to populations in the higher social hierarchy.102 This focus
thus reinforces the idea of health as a social issue. Because a high risk
approach is palliative and temporary, treatment of individuals with
low risk might continue almost indefinitely. The underlying causes
of these risks as embedded in the societal structures and institutions
are managed only superficially.25 Given the downstream approach
associated with identifying high risk groups, individuals from the
whole exposed population will continue to emerge for treatment as
a consequence exposure burden on the whole population. This is
consistent with the evidence suggesting increased medicalization of
maternity care in the United States and elsewhere is directly linked to
the variegated forms of intensified market systems.57, 103−110

4. Navarro V. Neoliberalism as a class ideology; or, the political causes of
the growth of inequalities. Int J Health Serv. 2007;37(1):47–62.

Reducing population health inequalities in neoliberal regimes will
require increased understanding of societal collective responsibility
towards the underlying social determinants of health embedded in
societal structures and institutions. The current maternity care practice
in the country is disjointed and lacks coherent strategic policy direction
111−117
. The design is more favorable to the interests of corporate bodies
than to women and their families. Shifting focus of pregnancy and
maternity care as pathological events to natural reproductive events
will require changing societal norms and the provision of a high quality
primary care system towards collective good of women and their
families. More research is needed to recognize the population-based
needs of pregnancy and maternity care and the extent to which these
reflect the emerging markets among key stakeholders in the healthcare
and public sectors. The main policy implication of this paper is that
a reversal of neoliberal economic policies as the framework for
decisions around maternal and child health would benefit the health
outcomes of mothers in children in the United States.

10. Fine M, McClelland SI. Sexuality education and the discourse of
desire: Still missing after all these years. Harvard Educational Review.
2006;76(3):297–338.
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