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Background 

The Millennium Development Goals (MDG) set a target of reducing 
maternal mortality ratios (MMR) by three-quarters between 1990 and 2015 
(UN 2005). This is a global health challenge of the highest importance for 
many reasons.  

CONTINUING HIGH AND PREVENTABLE MORTALITY AND MORBIDITY 

The World Health Organization (WHO) estimates that 536,000 women die 
in 2005 from pregnancy-related causes, and almost all of these deaths occur 
in developing countries (WHO 2007). In Niger, the lifetime risk of death is 
estimated at one in seven (WHO 2007). Maternal causes are responsible for 
18% of deaths in women in less developed countries (World Bank 1993). 
75% of these are estimated to be preventable with a basic package of 
maternity care delivered by the primary health care system (health centres 
and hospital). However, so far, relatively little progress has been made. A 
recent study of trends in MMR from 1990 to 2005 found a significant 
decrease of 2.5% per year globally, but with no significant decrease in sub-
Saharan Africa, which fell by 1.8% from 921 per 100,000 in 1990 to 905 per 
100,000 in 2005 (Hill et al. 2007). 

MATERNAL AND NEWBORN HEALTH INTRICATELY LINKED 

Of the 130 million babies born worldwide each year, about 4 million die in 
their first month of life and 98% of those deaths are in developing countries 
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(Women Deliver 2007). Lack of skilled care at delivery and maternal 
mortality and morbidity are key factors in these deaths. A long-term study in 
Matlab, Bangladesh, found a strong correlation between maternal survival 
and child survival to age ten. Increases in child mortality of 50 per 1,000 in 
sons and 144 per 1,000 in daughters were found to be associated with a 
mother's death (Over et al. 1992).  

WIDE INEQUALITIES, GLOBALLY AND LOCALLY 

Nearly all maternal deaths (99%) occur in the developing world, making 
maternal mortality the health statistic with the largest disparity between 
developed and developing countries (Safe Motherhood Initiative 2002). The 
high MMR, combined with high fertility rates, lead to a lifetime risk of dying 
in pregnancy of one in 16 in developing countries, compared to one in 2,800 
in developed countries (WHO 2005). However, internal inequalities are a 
huge challenge too. Using an adaptation of the sisterhood method, one 
study found a strong correlation between maternal deaths and poverty in ten 
countries (Graham et al. 2004). In some datasets, the risk of dying of 
maternal causes was four times higher for the poorest quintile, compared to 
the richest. By contrast, non-maternal deaths were less strongly correlated 
with poverty. 

This concern is reflected in inequalities of access to services too. Analysis 
of Demographic and Health Survey (DHS) data from more than 50 
developing countries found that an average of 34% of deliveries in the lowest 
quintile households were attended by skilled personnel, as compared to 84% 
of the highest quintile. This discrepancy was greater than for any other basic 
maternal and child health intervention (Gwatkin et al. 2005). 

CATASTROPHIC IMPACT ON HOUSEHOLDS AND COMMUNITIES 

There is increasing recognition of the risks of high out-of-pocket expenditure 
forcing households into, or deeper into, poverty (Xu et al. 2003). Maternal 
costs, especially when complications occur, can be very expensive and are the 
kind of catastrophic cost which can plunge a household into poverty or force 
it to rely on risky coping strategies (Ensor & Ronoh 2005). A recent review 
by WHO found that the direct costs of maternal health care range between 
one and five percent of total annual household expenditures, rising to 
between five and 34% if the woman suffers a maternal complication (WHO 
2006a). At the national level, the WHO estimates totals of $95 million and 
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$85 million are lost each year by Ethiopia and Uganda respectively due to 
poor maternal health (WHO 2006a). Globally, $15 billion is estimated to be 
lost every year due to reduced productivity related to the death of mothers 
and neonates (Gill et al. 2007). Country estimates range from $1.50 per 
person per year in Ethiopia to almost $5 in Senegal.  

COST-EFFECTIVENESS OF MATERNAL HEALTH CARE INTERVENTIONS 

The World Development Report 1993 estimates a cost of $60 per disability-
adjusted life year (DALY) for maternal services (ante-, intra-, and post-
partum), which could avert 3% of the global burden of disease. This estimate 
makes it one of the five most cost-effective health interventions in low 
income countries (World Bank 1993). A recent analysis of maternal and 
child health strategies suggests that preventive interventions at the 
community level for newborn babies and at the primary care level for 
mothers and newborn babies are extremely cost effective (Adam et al. 2005). 
Skilled attendance at all births is considered to be the single most critical 
intervention for safe motherhood, as it allows a timely response to 
potentially fatal emergencies (UNFPA 2007).  

Why is progress so slow? Challenges to providing access to 
appropriate care 

Lack of access to quality care is the main obstacle to reducing maternal 
mortality in low and middle income countries (Paxton et al. 2005). The 
average of skilled attendance at delivery for all developing countries was 42% 
in 1990, rising to 52% in 2000. However, the average for sub-Saharan Africa 
was 40% in 1990, rising to just 43% in 2000 (WHO 2006b). Some 
countries, like Ethiopia, have rates as low as 10%.  

Two types of barrier are critical: physical and financial. In poor 
countries, the density of health infrastructures equipped and staffed with 
competent, available and committed personnel is low (Koblinski 2006). For 
women this often means they are ‘too far to walk’ (Thaddeus & Maine 1994) 
and they prefer to deliver at home rather than embarking on a long and 
difficult journey to under-equipped health centres or poorly staffed district 
hospitals. When women or the family decision-makers decide to attend an 
appropriate health service, the next obstacle is money. In many settings, 
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patients have to pay out-of-pocket for everything, including a tip for the 
personnel, and this may result in delay, which can sometimes be fatal, and in 
catastrophic expenditure for the household (Borghi 2008). 

Access to a caesarean is also directly affected by household wealth. In a 
recent evaluation in Indonesia, less than 1% of the poor delivered by 
caesarean, compared to 4% of the rich (Immpact 2007). In a study of DHS 
data for 42 developing countries, caesarean rates were extremely low among 
the very poor: they were below 1% for the poorest 20% of the population in 
20 countries and were below 1% for 80% of the population in six countries 
(Ronsmans et al. 2006). Only in five countries did the very poor have 
caesarean rates exceeding 5%.  

Some countries have been classified as having ‘marginal exclusion’ (with 
only the poorest lacking access), while others have ‘massive deprivation’ 
(meaning that all but the richest lack access) (Koblinsky et al. 2006). Donors 
and governments are looking for cost-effective and sustainable approaches 
which can reduce persistently high maternal mortality and reduce 
inequalities in access and health. 

Approaches to reducing financial barriers to maternal care 

Physical barriers, quality of care barriers and financial barriers are often 
interlinked. Distance increases household access costs. Health facilities 
which lack basic supplies create knock-on costs for households which have to 
purchase items externally. Long-term investment in the health system is 
therefore urgent in many contexts both to increase effective coverage and to 
reduce the real out-of-pocket costs faced by households in accessing obstetric 
care. Reducing financial barriers makes no sense in the absence of the 
availability of services of adequate quality. 

A multivariate analysis of 40 low-income countries found that 
government health expenditure as a percentage of total health expenditure 
was significantly associated with utilisation of skilled birth attendants and 
caesarean section rates, but not antenatal care, allowing for factors such as 
per capita health expenditure (Kruk et al. 2007). This supports the view that 
public subsidies of various sorts are likely to be necessary to improve access 
and skilled attendance. 

Approaches to reducing financial barriers also require sensitivity to 
cultural barriers and gender relations. In many areas, women have less 
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decision-making power and less control over household financial resources 
than men (Witter et al. 2008a). Some studies have found that distance and 
user fees deterred women from seeking care to a greater extent than they 
deterred men (Mwabu et al. 1993). They should therefore benefit 
disproportionately from measures which reduce the costs that they face 
(Kutzin 2000; Nanda 2004). The UN Millennium Project has called for the 
elimination of user fees for basic health services as a “quick win” that can 
diminish health inequities related to poverty and gender discrimination (UN 
2005). 

Implementation of strategies to reduce financial barriers requires a 
careful balancing of ‘depth’ (the reduction of costs of various kinds) and 
‘width’ (the range of beneficiaries). The extent to which such a strategy 
should focus only on the poorest or be implemented universally varies by 
context. 

Aims and structure of this volume 

The aim of this book is to contribute to a better knowledge of current 
experiments at national and sub-national level in reducing financial barriers 
to skilled maternal care. Many of these are not yet formally documented, and 
the quality of evidence available varies, but it is crucial that early innovations, 
successful or otherwise, are made public. It is important that policy-makers 
can have access to these experiences at a time when investment in the MDGs 
is intensifying. 

The volume starts with an article setting the context, which gives an 
overview of the costs of obstetric care and their economic and social 
consequences for households (Borghi et al. 2008). The subsequent chapters 
present a variety of recent experiments in reducing financial barriers. In 
selecting these case studies, we aimed to reflect a variety of approaches and 
settings, ranging from fee exemption to cash assistance, from district-based to 
national, from Africa to Asia and Latin America, and from universal to 
targeted.  
The policies and programmes include: 
 a district-based obstetric cost-sharing scheme in Burkina Faso 

(Ouédraogo et al. 2008);  
 an essential obstetric care insurance programme in Mauritania 

(Renaudin et al. 2008);  
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 a community health insurance (CHI) scheme for obstetric care in 
Guinea (Ndiaye et al. 2008);  

 an overview of the application of CHI for obstetric care throughout 
Africa (Soors et al. 2008); 

 national policies for user fee abolition for deliveries in Ghana and 
Senegal (Witter et al. 2008b); 

 the development of a national social health insurance policy covering 
mother and child health in Bolivia (Pooley et al. 2008); 

 the use of targeted vouchers and health equity funds for delivery of care 
in selected districts in Cambodia (Por et al. 2008); 

 a national delivery incentive payment scheme targeted at poor women in 
India (Devadasan et al. 2008).  

The concluding chapter looks at lessons learned and policy implications of 
these case studies (Witter et al. 2008c). 

 
The lessons they generate are important, as part of a wider picture. It is 

now widely recognised that ‘functioning, responsive health systems are an 
essential prerequisite for addressing maternal and child health at scale and in 
a sustainable way’ (UN Millennium Project 2005). This in turn implies 
tackling the political, social and economic environments in which those 
systems are embedded, which are national and international in nature. If we 
look at the successes stories of Sri Lanka and Malaysia in reducing maternal 
mortality, financing is only one of the pillars in all the interdependent 
strategies needed to decrease maternal deaths (Pathmanathan et al. 2003). It 
is however a core component for ‘functioning, responsive health systems’ 
and for healthy women and healthy communities. 
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