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This article is based on a monograph “Reducing Financial barriers to obstetric care in low-

income countries” edited by the 3 authors (Richard et al. 2008) and published by ITG press in 

the series Studies in Health Services Organisation & Policy (www.itg.be/shsop). 

Background 

The Millennium Development Goals (MDG) set a target of reducing maternal mortality ratios 

(MMR) by three-quarters between 1990 and 2015 (UN 2005). 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 is also 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 (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).  
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Maternal ill-health not only affects household welfare but also national productivity. The 

WHO estimates totals of $95 million and $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.  

Maternal health care is cost -effective. 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). 

Maternal mortality is both sizeable and preventable. 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). 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). The concept of ‘skilled attendance’ is more 

ambitious than just ensuring deliveries with trained personnel, implying also the presence of 

an ‘enabling environment’, encompassing appropriate equipment, supplies, drugs and 

transport for referral (Graham et al. 2001), which are challenging to achieve in resource-poor 

environments 

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 for 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 barriers are critical: physical and financial. In poor countries, the density of 

health infrastructures equipped and staffed with competent, available and committed 

personnel is low (Koblinsky et al. 2006). For women, this often means that facilities are ‘too 

far to walk’ (Thaddeus & Maine 1994); as a result they prefer to deliver at home rather than 
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embarking on a long, expensive and painful journey from under-equipped health centres to 

poorly functioning district hospitals.  

When women or their families decide to seek health care, the next obstacle is the cost of the 

services. In many settings, women have to pay out-of-pocket fees and this may result in delay 

– sometimes fatal – and catastrophic expenditure (Borghi et al. 2008). 

Access to caesarean sections is also directly affected by household wealth. In a recent 

Immpact 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. 

Reducing financial barriers to maternal care 

Developing health systems with an appropriate number of quality health services is a priority 

and the direct benefits for women and their families would include maternal and newborn 

mortality and morbidity reduction. This is a long-term investment, which in itself will not 

necessarily decrease the financial burden faced by many women during pregnancy. It must be 

addressed urgently to increase the coverage of maternal health services (Borghi et al. 2008). 

A multivariate analysis of 40 low-income countries found that government health expenditure 

as a percentage of total health expenditure was significantly associated with utilization 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. 

There is too a gender-related equity argument that women face higher access costs and 

barriers (such as lack of control over cash), relative to men, in many regions, and would 

therefore benefit disproportionately from measures which reduce the costs that they face 

(Kutzin 2000, Nanda 2004). 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). The 
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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). 

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). From a poverty 

reduction point of view, there is therefore a case for exempting maternity care. To what extent 

such a strategy should focus only on the poorest or be implemented universally is a matter of 

context. 

New initiatives  

Although national tax-based or social health insurance is considered the best approach to 

pooling risk for health financing, a lot of countries in sub-Saharan Africa or South Asia have 

to rely on a wider mix of financing mechanisms. In particular, compulsory insurance presents 

challenges in rural area because of low incomes, limited formal sector employment and 

minimal health care infrastructure (Borghi et al. 2006).  

In response, a number of new policies have been adopted to selectively target increased access 

on maternal and, especially, obstetric care. In Senegal and Ghana, national exemption 

strategies for delivery care were adopted in 2004-5. Evaluations have found that costs for 

households, although reduced, are still high because of a range of implementation problems 

(including under-funding of the policy, in the case of Ghana, and, in Senegal, a very limited 

provision of support, especially for normal deliveries) (Witter et al 2008). Exemption 

strategies by definition are also limited to facility-based costs (Witter 2009). Community 

health insurance (CHI) could play a complementary role by taking additional costs not 

covered by the national fee exemption policy (such as transport). However coverage of CHI 

remains low and access is not guaranteed if households cannot afford the premium (Soors et 

al. 2008). In Guinea, a CHI was developed to specifically protect women and their families 

from excessive expenditures (Ndiaye et al. 2008). This system called MURIGA is 

progressively scaling up in terms of district coverage. The results – in terms of access to basic 
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and comprehensive obstetric care – appear encouraging, although the proportion of adherents 

remains as low as in more general CHI. 

Some new initiatives have tried to be more comprehensive and to encompass the costs of 

transport, laboratory tests and costs for the child (Ouédraogo et al. 2008, Renaudin et 

al.2008). This is the case for the cost-sharing system for Emergency Obstetric Care in Burkina 

Faso where women have to pay a flat-fee that covers all the costs of the c-section. Costs are 

shared among four actors: local authority, ministry of health, household, and management 

committee of health centres. This system is district-driven and cannot be implemented without 

the willingness of the district team and local authority (Ouédraogo et al. 2008). In Mauritania, 

with the Obstetric Risk Insurance, women are encouraged to prepay a flat fee early in 

pregnancy that covers antenatal care consultations and all the costs of normal or complicated 

deliveries. A large proportion of the benefits returns to the personnel as incentives to 

compensate for the lost of unofficial payment (Renaudin et al. 2008).  

New approaches target the poorest pregnant women. In Cambodia, a vouchers system and a 

Health Equity Funds (HEF) were implemented with the aim of protecting the poorest. The 

number of vouchers and HEF beneficiaries represented a large share (32.5% in 2007) of total 

reported facility deliveries and increased sharply over time. But an evaluation study questions 

the effectiveness of targeting of the poor. When the selection process (individual targeting) is 

too complex (61% of the expected home visits were performed), poor woman can be 

excluded, leading to inequity (Por et al. 2008). In India, in 2005 the government introduced a 

conditional cash assistance programme called the Janani Suruksha Yojana (JSY) to promote 

institutional deliveries. Under this program, poor women who have attended 3 antenatal 

clinics and who delivered in a health facility were to receive money soon after delivery to take 

care of their indirect costs (Devadasan et al. 2008). A process evaluation shows us the 

difficulty of assuring cash flow and an efficient distribution of the benefits, when 

implementation is taking place on such a large scale. It also highlights the important gaps 

between the original objective of the scheme and the implementation process. While the 

central government developed broad guideline, each state has modified it: home deliveries 

included, private excluded, difference of cash amount, etc. 

In the case of Bolivia, a variety of packages for free care have been developed over the past 

decade, promoting access for priority groups such as mothers and children. Although these are 

called social health insurance, they are funded not by membership but by national and local 

revenues, and to that extent are similar to the national exemption policies. A significant and 

sustained increase in access has been achieved, but overall coverage of services remains 
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relatively low and indicators for rural areas still lag far behind those of urban areas (Pooley et 

al. 2008). 

Learning lessons from local innovations 

The aim of book on which this article is based was to contribute to a better knowledge of 

current strategies to reduce financial barriers to maternal health care. We have tried to select 

different experiences, ranging from fee exemption to cash-assistance, from district-based to 

national, from Africa to Asia, from policies covering all pregnant women to those targeted at 

poor households. This selection gives a range of different experiences and of the lessons we 

learned from them.  

At the same time we are aware that: (1) financial barriers are not the only barriers and that 

social, cultural, quality and physical barriers should be addressed at the same time, (2) 

initiatives have to take account of wider health system, national and global developments. 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. 

This study focuses on financial barriers because of the growing international sense that 

without addressing these, progress will never be made towards the Millennium Development 

Goals and better health for women (especially, but not only, those in poorer households). 

Evidence is needed on what works, and where. If we look at the successes stories of Sri Lanka 

and Malaysia in reducing maternal mortality, equitable access and the move towards universal 

coverage is a key component in the interdependent strategies needed to decrease maternal 

deaths, as well as being an important health systems goal in its own right (Pathmanathan et al. 

2003). 
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