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ABSTRACT 

Introduction: Research in the field of Maternal and Child Health (MCH) has grown over the 

past decade and has become a global topic of interest and debate for health professionals, 

policy-makers, government entities, and academics.  

Objectives: The aim of the study was to identify levels of influence United Arab Emirates 

healthcare professionals and practitioners have on policy influence on involvement for 

improving and lowering MCH mortality rates.  

Methods: The theoretical framework focused on how to utilize the Andersen model in 

exploring the factors associated with MCH care professionals and practitioners who are 

involved in policy-making and development. A correlational research design was used to 

determine whether healthcare employees and practitioners exert influence in the policy-

making and adoption process for the improvement of MCH.  

Results: The enabling factors such as the level of perceived organizational support and, the 5 

phases of policy-making process helped to determine whether or not there was a relationship/ 

association existing. 
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Conclusion: Organizational support was statistically significant with each of the policy-

making stages and may be considered in the future of responding to the United Nations 

Sustainable Development Goals 2030.  

Keywords: Health Policy, Maternal and Child Health, United Arab Emirates, Andersen 

Model, Perceived Organisational Support 

INTRODUCTION 

In recent years, improving maternal and 

child health (MCH) has increasingly 

become a global mandate with increased 

emphasis being placed on research related 

to interventions for reducing the mortality 

rates of mothers and children.1Annually, 

over 3 million babies die worldwide, 

primarily due to complications during birth, 

prematurity, and preventable or treatable 

diseases, including infections.1,2Within 

developing countries, over 40 million 

women give birth in the premises of their 

home without any assistance from health 

professionals and practitioners.1,2,3Daily, 

over 800 women die during pregnancy or 

delivery, and there are 8,000 deaths of new-

born babies.3The aim of the study was to 

identify levels of influence United Arab 

Emirates healthcare professionals and 

practitioners have on policy influence on 

involvement for improving and lowering 

MCH mortality rates. 

History of Maternal and Child Health 

In the 19th century, the Eastern 

Mediterranean Region (EMR) countries 

such as Bahrain, Kingdom of Saudi Arabia 

and Oman and also cities such as Cairo, 

Istanbul, and Levant, which all embraced 

the concept of public health to improve the 

health status of the citizens. However, 

research studies1, 2, 3 have shown improving 

public health policy and practices were 

successful as the movement towards the 

adoption of international measures occurred 

during the 20th century.  

In the first half of the 20th century, there 

was a growth of healthcare establishments 

across the EMR. By 1948, a main priority 

of the World Health Organisation (WHO) 

focused on the MCH policies and still 

remains as such. In the mid-1980s, a series 

of critical MCH issues were highlighted, 

including haemorrhage, abortion, infection, 

eclampsia, obstructed labour, pneumonia, 

prematurity, birth asphyxia, and diarrhea.4 

Several international conferences such as 

the 1985 World Conference to Review and 

Appraise the Achievements of the United 

Nations Decade for Women and forums 

such as 2013 Saving Mothers and Children 

created an initial awareness of the 

challenges. This raising of awareness 

resulted in the launch in 2000 of 

Millennium Development Goals (MDGs) 4 

and 5 to improve MCH and then later in the 
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United Nations 2030 Sustainable 

Development Goal number 3. 

Maternal and Child Health Research 

In the last twenty years, research in the 

field of MCH has grown over the past few 

decades.5 According to the Eastern 

Mediterranean Health Journal editors, 

within the EMR, MCH has become a topic 

of debate among governments, policy-

makers and academics 5,6,7. MCH 

researchers have primarily focused on 

health services and care 5. There has been 

limited research on the role of health 

professionals in the MCH policy-making 

and development process 3,5,8,9. 

Consequently, there is a gap in 

understanding the role and importance of 

MCH professionals in policy development 

and implementation, in addition to the lack 

of research on the subject.5Results from 

this study help to bridge the gap between 

health practitioners and applied research in 

understanding whether and how health 

professionals play a role in the MCH 

policy-making process. Across EMR 

countries, statistics show that over 39,000 

women die because of pregnancy-related 

complications, while approximately 

923,000 children under the age of 5 die 

every year 4,10. Addressing this problem 

was critical within the EMR in addressing 

the underlying problem of elevating 

maternal and child mortality rates.  

Current Trends and Debates 

Ten MDG 4 and MDG 5 priority countries 

within the EMR are struggling with 

adoption of the policies and strategies 

towards improving MCH. These include 

Afghanistan, Djibouti, Egypt, Iraq, 

Morocco, Pakistan, Somalia, South Sudan, 

Sudan, and Yemen.4These countries have 

over 90% of maternal deaths in the 

region.4From these maternal deaths, 70% 

are caused by pregnancy-related 

complications, such as haemorrhage, 

abortion, infection, eclampsia, and 

obstructed labor.4,1160% of the child 

mortality rates are due to preventable 

causes within the EMR, such as 

pneumonia, prematurity, birth asphyxia, 

and diarrhoea.4,11 The countries of the EMR 

have adopted a number of strategies for 

improving MCH as reported in conjunction 

with the MDG 4 and MDG 5 Countdown 

Initiatives 4,12. 

Governments across the EMR were 

encouraged to implement health systems, 

policies, and mandates to promote better 

maternal and childcare. At the recent 2013 

Saving Mothers and Children conference 

held in Dubai, UAE, many of the ministers 

of public health within the EMR expressed 

their commitment and dedication towards 

improving MCH care in relation to health 

system performance, policies, and 

strategies, trends of health status, disease 

surveillance, and routine reporting 13. At 
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the recent 2013 Saving Mothers and 

Children conference held in Dubai, UAE, 

many of the priority countries within the 

EMR are experiencing a shortage of health 

professionals and practitioners such as 

doctors, midwives, and nurses, in addition 

to an unequal distribution of financial 

investments for training and development 

in policy-making 5,7,10. The Countdown 

Initiatives 7 were developed almost a 

decade ago, with the purpose of supporting, 

driving, and monitoring the implementation 

of the MDGs with a particular focus on 

improving the MCH. The first Countdown 

Conference launched its initiatives in 

London, England in 2005. Implementation 

of these Countdown Initiatives occurred 

across the EMR through policies and 

strategies in favour of improving the 

MCH.14 

Research Inquiry 

The aim of this study was to identify levels 

of influence health professionals and 

practitioners have on policy involvement10, 

12for improving and lowering MCH 

mortality rates. Therefore, the research 

question was: “To what extent, if any, does 

the level of support from the institution of 

employment of the MCH professional 

relate to the level of influence in policy-

making?” 

Ho: There is no relationship 

between the level of support from 

the institution of employment of the 

MCH professional and the level of 

influence in policy-making. 

Ha: There is a positive relationship 

between the level of support from 

the institution of employment of the 

MCH professional and the level of 

influence in policy-making. 

The level of support from the institution of 

employment was another IV and was 

measured as a categorical variable adapted 

from the perceived organizational support 

model established by Eisenberger et al. 

(1986). Four items were selected from the 

Survey for Perceived Organizational 

Support (POS)15 where prior studies have 

provided evidence of reliability and validity 

of this instrument 16. In a recent study, the 

level of organizational support, an IV, was 

found to have a relationship with the 

policy-making process.17Four items of the 

POS survey questions for the study were 

included as follows: 

1. The organization takes pride in 

my accomplishments. 

2. The organization really cares 

about my well-being. 

3. The organization values my 

contributions to its well-being. 

4. The organization strongly 

considers my goals and values.  

Each of the four items had scale anchors 

from 1 (strongly disagree) to 5 (strongly 

agree) 18. This variable was associated with 

the enabling factors phase of the Andersen 
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model 19, 20, 21. The Andersen model of 

healthcare services utilization was 

developed by Andersen (1968) to examine 

healthcare settings and processes 19,20,21. 

There are limited research on the study 

topic of policy-making and development 

and its’ influence on reducing mortality 

rates in relation to the use of the Andersen 

model. This theoretical framework focused 

on how to utilize the Andersen model in 

exploring the factors associated with MCH 

care professionals and practitioners 

involved in policy-making and 

development. There were four phases 

involved in the making of the Andersen 

Model. Therefore, for the above research 

question and hypotheses, the dependent 

variable (DV) was the same, where the 

level of policy-making influence was on the 

range of the scale of 1 to 5. This DV was a 

discrete variable where the respondents 

entered only values of 1, 2, 3, 4, and 5. The 

research question and hypotheses were 

used to determine whether a 

relationship/association existed between the 

IV and DV sets. 

MATERIALS & METHODS 

The IVs within the study included the 

perceived organizational support of the 

health professionals and practitioners 

within UAE. The DVs included the five 

phases of the policy-making process and 

development, that is, policy preparation, 

policy formation, policy adoption and 

legitimization, policy implementation, and 

policy assessment and evaluation.  

Study population 

The quantitative methodology included the 

data collection of a sample of the 

population of health professionals and 

practitioners involved in the MCH care and 

management across the UAE. According to 

reports from the UAE National Bureau of 

Statistics data for 2011, the total population 

of the UAE health professionals and 

practitioners was 34,603.22 The population 

in 2011 was comprised of 2,796 health 

professionals and practitioners working at 

health centers affiliated with the UAE 

Ministry of Health, 5,624 working at 

hospitals affiliated with the UAE Ministry 

of Health, 5,580 working at government 

health establishments, and 20,603 working 

at private health centers and hospitals. 

From these 34,603 healthcare professionals 

and practitioners, there were 7,850 working 

within the field of MCH and, therefore, this 

was the study population. Based on the 

statistical sample size table 21,22and 

reference to a sample size calculator (with a 

5% margin of error), 23,24 confidence level 

as 95% and study population size as 7,850 

and the response distribution as 50%, the 

minimum sample size for the study was 

366 health professionals and practitioners 

involved in the MCH care across the UAE.  

Database 



Immanuel Azaad Moonesar R.D.                                                                                           Research Article 
 

 
1660 

IJBPAS, September, 2019, 8(9) 

A database was developed identifying 

MCH professionals and practitioners in the 

UAE. The database development complied 

with similar steps as exhibited by Chan et 

al. (2011)25 included establishing a set of 

standardized data set elements. The MCH 

professionals’ information was gathered 

into one repository. This database was not 

made public to anyone except me. A survey 

instrument was designed along the 

constructs of allowing many of the 

participants to provide answers to the 

questions with a result of producing a large 

number of variables. The participants were 

surveyed voluntarily. The data information 

collected from the surveys in the form of 

the IV and DV sets were then analysed 

using statistical approaches of correlations 

such as multivariate analysis and multiple 

regressions from the SPSS program. 

Instrumentation 

The instrument survey questionnaires were 

developed in English language only and 

disseminated via online mechanisms for the 

correlational research study. Initially, pilot 

testing of the survey instrument included 

information about the informed consent 

form, the survey’s objectives, benefits and 

any potential risks. The Cronbach’s Alpha 

was conducted using SPSS to determine the 

reliability of the survey instrument. The 

reliability coefficient of all the items was 

higher than 0.80 which is considered as 

"acceptable" in most social science research 

situations.  

Statistical Analyses 

Qualtrics software was used for collecting 

the data of the survey. Qualtrics software 

provided the flexibility to design the 

survey. The data collected was exported in 

file formats such as SPSS, Microsoft Word, 

and Microsoft Excel and were exported in 

both forms as coded values or coded text. 

Within the Qualtrics survey system, the 

data were exported in a format as the 

Statistical Package for the Social Sciences 

(SPSS). Data cleaning and screening 

procedures were applied to the exported 

SPSS survey data. One way that the data 

were cleaned was through the scanning of 

data for errors or unexpected characters 

through the checking of the ‘frequencies’ 

for each variable.26 

The frequency was found using the SPSS 

program and proceeding to Analyze 

Descriptive Statistics Frequencies. The 

variables of the survey were to be checked 

in terms of frequencies. One way for 

screening the data was through the 

‘Crosstabs’ function within the SPSS 

program and proceeding to 

AnalyzeDescriptive 

StatisticsCrosstabs. This function 

displayed a matrix of the frequency of two 

variables.  These descriptive statistics 

frequency tables were used to illustrate the 



Immanuel Azaad Moonesar R.D.                                                                                           Research Article 
 

 
1661 

IJBPAS, September, 2019, 8(9) 

quantitative descriptions into manageable 

forms. 

A correlational research design was used to 

determine whether health professionals and 

practitioners exert influence in the policy-

making and adoption process for the 

improvement of MCH. The enabling 

factors (IV) such as level of perceived 

organizational support and, the 5 phases of 

policy-making process (DVs) helped to 

determine whether there was a 

relationship/association existing or not, 

between IV & DV sets. The sample size of 

the study was 380 MCH practitioners and 

professionals of the UAE. A survey 

instrument was developed and pilot testing 

was conducted. The final survey was 

approved; this was then disseminated to the 

participants for their responses. The data 

were collected via online survey system, 

Qualtrics. Ethical procedures followed and 

adhered to the IRB guidelines and the IRB 

application was submitted. 

Ethics Approvals 

The survey instrument included an 

application for ethics adherence, and 

clearance and approval of the Institutional 

Review Board (IRB) in the United States of 

America. 

RESULTS 

The organizational support was valued as 1 

= strongly disagree, 2 = disagree, 3 = 

neutral, 4 = agree, and 5 = strongly 

agree.With reference with Table 1, the 

average total mean for the perceived 

organizational support level was M = 3.87, 

thus indicating at least 77.4% of 

respondents agreed that their respective 

place of employment provided some level 

of organizational support. 

A Spearman correlation was used to 

determine the relationship between 

perceived organizational support (POS) and 

policy preparation (phase 1). For the policy 

preparation (phase 1), Table 2 shows that 

the significant Spearman correlation 

coefficient value of 0.507 was a moderate 

positive monotonic correlation between the 

policy preparation (phase 1) and POS, 

rs=0.507, n=378, p < 0.01 According to 

SPSS, the p-value for this test as being p < 

.001 in Table 2, there is moderate evidence 

to reject the null hypothesis (H0), that is, 

there is some evidence to suggest that POS 

and the policy preparation (phase 1) are 

positive monotonically correlated in the 

population. 

A Spearman correlation was used to 

determine the relationship between POS 

and policy formation (phase 2). For the 

policy formation (phase 2), Table 2 shows 

that the significant Spearman correlation 

coefficient value of 0.517 was a moderate 

positive monotonic correlation between 

the policy formation (phase 2) and POS, 

rs=0.517, n=378, p < 0.01. According to 

SPSS, the p-value for this test as being p < 

.001 in Table 2, there is moderate 
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evidence to reject the null hypothesis (H0), 

that is, there is some evidence to suggest 

that POS and the policy formation (phase 

2) are positive monotonically correlated in 

the population. 

A Spearman correlation was used to 

determine the relationship between POS 

and policy adoption and legitimization 

(phase 3). For the policy adoption and 

legitimization (phase 3), Table 2 shows 

that the significant Spearman correlation 

coefficient value of 0.478 was a moderate 

positive monotonic correlation between 

the policy adoption and legitimization 

(phase 3) and POS, rs=0.478, n=378, p < 

0.01. According to SPSS, the p-value for 

this test as being p < .001 in Table 2, there 

is moderate evidence to reject the null 

hypothesis (H0), that is, there is some 

evidence to suggest that POS and the 

policy adoption and legitimization (phase 

3) are positive monotonically correlated in 

the population. 

A Spearman correlation was used to 

determine the relationship between POS 

and policy implementation (phase 4). For 

the policy implementation (phase 4), 

Table 2 shows that the significant 

Spearman correlation coefficient value of 

0.417 was a moderate positive monotonic 

correlation between the policy 

implementation (phase 4) and POS, 

rs=0.417, n=378, p < 0.01. According to 

SPSS, the p-value for this test as being p < 

.001 in Table 2, there is moderate 

evidence to reject the null hypothesis (H0), 

that is, there is some evidence to suggest 

that POS and the policy implementation 

(phase 4) are positive monotonically 

correlated in the population. 

A Spearman correlation was used to 

determine the relationship between POS 

and policy assessment and evaluation 

(phase 5). For the policy assessment and 

evaluation (phase 5), Table 2 shows that 

the significant Spearman correlation 

coefficient value of 0.436 was a moderate 

positive monotonic correlation between 

the policy assessment and evaluation 

(phase 5) and POS, rs=0.436, n=378, p < 

0.01. According to SPSS, the p-value for 

this test as being p < .001 in Table 2, there 

is moderate evidence to reject the null 

hypothesis (H0), that is, there is some 

evidence to suggest that POS and the 

policy assessment and evaluation (phase 

5) are positive monotonically correlated in 

the population. 

A Spearman correlation was used to 

determine the relationship between POS 

and the combined policy-making phases. 

For the combined policy-making phases, 

Table 2 shows that the significant 

Spearman correlation coefficient value of 

0.529 was a moderate positive monotonic 

correlation between the combined policy-

making phases and POS, rs=0.529, n=378, 

p < 0.01. According to SPSS, the p-value 
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for this test as being p < .001 in Table 2, 

there is moderate evidence to reject the 

null hypothesis (H0), that is, there is some 

evidence to suggest that POS and the 

policy-making phases are positive 

monotonically correlated in the 

population.  

Overall, the results for RQ indicate that 

POS moderately related to the policy-

making phases. There was a statistical 

relationship between POS and each of the 

policy-making phases according to Table 

3. There is moderate evidence to reject the 

null hypothesis (H0), that is, there is some 

evidence to suggest that POS and each of 

the policy-making phases and combined 

are positive monotonically correlated in 

the population. 

 
 

Table 1: Organizational Support Level Results of the Study Sample 
# Statement Strongly 

agree 
Agree Neutral Disagree Strongly 

disagree 
Total 

responses 
Mean 

1 My place of work/ 
organization takes pride in 

my accomplishments 

14.3% 66.6% 13.2% 4.2% 1.6% 378 3.88 

2 My place of work/ 
organization really cares 

about my well-being 

23.8% 50.0% 19.5% 5.0% 1.6% 378 3.89 

3 My place of work/  
organization values my 
contributions to its well-

being 

21.7% 50.5% 21.7% 4.2% 1.8% 378 3.86 

4 My place of work/ 
organization strongly 

considers my goals and 
values. 

18.2% 57.9% 17.4% 4.2% 2.1% 378 3.86 

 Overall Organizational 
Support Means 19.5% 56.3% 18.0% 4.4% 1.8% 378 3.87 

 
 
 

Table 2: Relationship Between Organizational Support And Policy-Making Phases 
Spearman's rho (rs) Correlations Perceived Organizational 

Support (POS) 
Policy preparation 

(phase 1) 
Correlation Coefficient .507** 

Sig. (2-tailed) .000 
N 378 

Policy formation 
(phase 2) 

Correlation Coefficient .517** 
Sig. (2-tailed) .000 

N 378 
Policy adoption and legitimization (phase 3) Correlation Coefficient .478** 

Sig. (2-tailed) .000 
N 378 

Policy implementation 
(phase 4) 

Correlation Coefficient .417** 
Sig. (2-tailed) .000 

N 378 
Policy assessment and evaluation (phase 5) Correlation Coefficient .436** 

Sig. (2-tailed) .000 
N 378 

Combined Policy-making Phases Correlation Coefficient .529** 
Sig. (2-tailed) .000 

N 378 
Note. **. Correlation is significant at the 0.01 level (2-tailed). 
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Table 3: Summary Of Relationship And Predictors Between Variables And Policy-Making Phase 
Spearman's rho (rs) Correlations Policy-making 

Phases 
Decision Regression Model 

Outcome Predictor 
Perceived 

Organizational Support 
(POS) 

Correlation Coefficient .529** RQ: Reject the H0 An Important Predictor 
(42%) Sig. (2-tailed) .000 

**. Correlation is significant at the 0.01 level (2
N=380 

Adjusted R2 = 0.411 

  

DISCUSSION 

The level of support from the institution of 

employment was another independent 

variable and measured as a categorical 

variable adapted from the perceived 

organizational support model established 

by Eisenberger et al., 1986 as mentioned 

earlier. The level of organizational support, 

an independent variable, found to have a 

relationship with the policy-making 

process in a recent study with the findings 

of a relationship.17This variable associated 

with the enabling factors phase of the 

Andersen Model.19,20,21Researchers have 

found that policy involvement may have 

very close meaning to the concept of 

influence on policy.27The research studies 

were limited mainly to health professionals 

and practitioners’ involvement and 

influence in health policy-making 

processes. In a recent study of Saudi 

Arabian physicians, 93% lacked research 

training which was perceived as a lack of 

organizational support.17 

Overall, the results for RQ indicate that 

POS moderately related to the policy-

making phases. POS and each of the 

policy-making phases were related. A 

recent study by Weber et al., (2011) 

shows that the introduction of a new 

breastfeeding policy is significant to 

enabling factors such as organizational 

support for the employees.28 The study 

also highlighted that having a positive 

attitude towards breastfeeding in the 

workplace is significantly improved by 

the likelihood of policy success.29,30 

The findings are consistent with prior 

assessments of perceived organizational 

support which influenced the 

advancement of evidence-based decision-

making in the field of MCH.31Klerman et 

al., (2007) found that availability of 

family planning facilities varied in 

structure and organization which impacted 

on policy reform across federal and state 

levels.32 Effective MCH policy and 

practice were found to have some 

significance on more scientific and 

organizational support to address the 

MCH needs effectively.33 

Therefore, this argument provides motive 

to consider that the perceived 

organizational support of health 

professionals and practitioners do not differ 

much at the various phases of the policy-

making process. In order for professionals 

to have a positive impact on the 
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development of policies it may be critical 

to understand and implement enabling 

factors such as organizational support, 

employing highly-skilled and competent 

healthcare professionals, and ensuring that 

professionals come from a variety of 

countries.  

The MCH leadership may transfer this 

knowledge across those priority countries 

within the EMR as best practice. It may 

critical to understand why practitioners’ 

involvement in the policy making process 

is important. Having the enabling factors 

embedded in organizational policy such as 

increasing organizational support, and 

employing highly-skilled and competent 

individuals from a variety of countries, 

practitioners may be more suited and ready 

to be involved in the policy-making 

process. Furthermore, the MCH leadership 

may review the current health policy 

systems in the UAE to include enabling 

factors for increased involvement and 

influence.  

Findings from the study clarified that 

nationality, education, and organizational 

support are contributing factors to the 

policy-making influence. The question for 

EMR government leaders and decision-

makers was to understand why the UAE is 

successful in lowering mortality rates and 

how can they learn from the UAE. 

Therefore, the knowledge gained, provides 

for policies and organizational awareness 

for healthcare professionals and decision-

makers to create an environment that 

encourages policy-making involvement via 

organizational support activities. 

Study Limitations 

One of the limitations was that the health 

professionals and practitioners had 

perceptions that their current leadership 

skills and competencies were being 

assessed and evaluated; therefore, they may 

have expressed more textbook theories than 

the actual reality of the policy-making 

process. Efforts were made to acquire 

participants’ involvement via online 

surveys, taking into account the ethical 

implications of the online survey research 

methodology. The advantages of the survey 

method as the measurement instrument 

were used for validity and reliability. This 

includes being inexpensive; valid for well-

constructed and substantiated surveys; 

superior to measuring attitudes and 

obtaining insights; and useful for 

exploration in addition to hypothesis testing 

research.34Additional limitations resulted 

from the research techniques employed 

since correlational research did not indicate 

causation. The correlational method only 

uncovered relationships between the IV and 

DV and, therefore, did not determine a 

conclusive reasoning as to why the 

relationship existed. From the data, some of 

the IVs such as nationality and 

organizational support had a positive effect 
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on the policy-making process. As a result, 

the data was unable to conclude which 

variables caused the other. Three ways in 

which the IV and DV may causally relate 

are through a particular IV causing DV 

(either directly or indirectly); DV causes a 

particular IV (either directly or indirectly); 

or a third variable causes both IV and DV. 

The focus of study was determining 

whether or not the IVs had influence on the 

policy-making process, rather than 

revealing which variables influence each 

other. Therefore, reasons for the 

relationships cannot be determined until 

further research is done. 

CONCLUSIONS AND PERSPECTIVES 

The research findings suggested that 

enabling factors such as the perceived 

organizational support had some level of 

influence in the policy-making process to 

inform policy and program efforts from the 

improvement of MCH. However, more 

research is needed to determine the 

additional factors to influence policy-

making. The researchers acknowledged the 

need for ‘future unpacking’ of the 

healthcare systems5 and processes to allow 

for a deeper understanding and the 

challenges use the Andersen Model 14. The 

findings of the study were successful in 

confirming the future need for a deeper 

understanding of the healthcare systems 

and processes particularly, policy-making. 

The research agenda was addressed from 

the results of this study which revealed that 

there were statistical correlations and that 

the significant predictor of policy-making 

was organizational support that uniquely 

explained the 42% of the variation in 

policy-making. The research adds value to 

decision-makers in considering the extent 

of maternal and child health policy, laws, 

and regulations that could assist in 

evaluating the success in realizing current 

challenges and strategies of health policies 

and legislation. The research findings could 

positively influence decision makers’ 

action plans in formulating new guidelines, 

and public policies and strategies for the 

development of maternal and child health 

across the UAE and its regions in light of 

responding to the Global Goals of the 

SDGs. Future research should nevertheless 

aim to include other factors such as gender, 

performance appraisals, training, 

knowledge and innovation, legal 

frameworks and institutional structures that 

may have an influence on the policy-

making process as a whole, or at each of 

the phases of the policy-making process. 
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