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uality maternal health care is a fundamen-

tal right for all women. lIts links to child

survival and development, to health care

strengthening and environmental sustain-
ability e it imperative for broader development
goals, including the achievement of the Millennium
Development Goals (MDGs).

Each year between 350,000 (Hogan et al., 2010,
estimate from 2008) and 500,000 (UN, 2011, estimate
from 2005) women die as a result of pregnancy and
childbirth. Nearly all of these deaths — 99% — are in
developing countries, with the vast majority in sub-
Saharan Africa. For every woman who dies, ‘at least
30 more suffer a debilitating illness or permanent dis-
ability’ (BADAS/Ekjut, 2011). Each year, up to 100,000
women develop obstetric fistula, primarily as a result
of prolonged, obstructed labour; up to two million
women in Africa and Asia are thought to need treat-
ment (WHO, 2010).

Finance, orthe lack of it, is key to women’s reproduc-
tive health care. In 2007, 37% of all health official devel-
opment assistance (ODA) went to maternal, newborn,
and child health (Huntington, 2010). Funding for family
planning has, however, plummeted over the past dec-
ade, despite a 25% increase in the number of women
of reproductive age (UNFPA, 2009), leaving healthcare
users with severe financial burdens. A normal hospital
delivery in Nepal, for example, costs 26% of average
yearly earnings; complications in rural Bangladesh can
cost 90% to 138% (Borghi et al., 2006).

Understanding the so-called ‘three delays’ is vital

to grasp the obstacles that women face in obtaining
the care that is often needed to save their lives and
those of their infants (Thaddeus and Maine, 1994).

The first is recognising the need for care and decid-
ing to seek out that care. In poorly educated communi-
ties the early signs of complications may be missed.
Moreover, in the context of social institutions and cul-
tural practices that devalue women, deciding to spend
scarce resources to protectwomen’s reproductive health
may, at best, take time and, at worst, be inconceivable.

The second delay is women’s ability to access care.
Poor infrastructure, lack of transportation and long
travel times prevent care even for those women, and
their families, who seek it.

Third, many women face delays in obtaining qual-
ity care even if they reach a clinic or provider. Low
funding, or mismanagement of funds, has left many
hospitals short of staff and vital supplies.

Awidevariety of programming has aimed to minimise
these three delays. Community-based initiatives have
built community support for women’s health, training
local midwives and providing clean delivery kits. Social
marketing approaches have educated women about
their health care needs — and targeted men to change
their attitudes on gender equity. Cost-sharing schemes,
including subsidies and obstetric insurance, have
spread financial risk. Indeed, evidence increasingly
suggests that maternal health interventions should be
highly contextualised and embedded in an integrated
service package (USAID and HSSII, 2011).

Cash transfers, long used in Latin America to improve
children’s health and education outcomes, have taken
on a new role. Conditionalities on antenatal care (ANC)
and facility delivery are being built into programmes
to improve uptake of maternal health care. Such pro-
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grammes often offer broader support with more inte-
grated benefits, and have the potential to assume a
critical role in addressing maternal health care deficits.

This Background Note reviews the evidence on con-
ditional cash transfers (CCTs) to promote safe mother-
hood (Figure 1) — a concept that spans not only care
during pregnancy and childbirth, but access to family
planning and equitable health services (UNFPA, 2011)
— comparing them to other approaches to maternal
health programming in developing countries.

Conditional cash transfers to promote
safe motherhood

Conditional Cash Transfers (CCTs) — regular social
transfers for vulnerable households if they comply
with certain conditions (especially service uptake and
behavioural change) — have been used for decades
to improve health and educational outcomes for chil-
dren. Cash transfer programmes can be conditional
or unconditional, but we are unaware of any uncon-
ditional programmes related to maternal health with
one exception: a pilot by Interact with ODI, funded
by the UK Department for International Development
in 2011 (Samuel et al., 2011). This Background Note,
however, focuses on conditional programmes.

CCTs are becoming increasingly widespread in the
developing world, including in low-income countries,
and are seen as a mechanism to mitigate immediate
disadvantage, and a way to improve the longer-term
development of human capital and reduce the inter-
generational transmission of poverty. Most CCTs have
emphasised child nutrition, immunisation and school
attendance rather than safe motherhood (SM), but
many do target pregnant/lactating women, thereby
encompassing SM objectives. India and Nepal have
recently rolled out CCTs that have SM at their core.

As de Brauw (2011) notes, CCTs may impact mater-
nal health through a variety of mechanisms (see
Table 1 overleaf). First, programmes such as Mexico’s
Oportunidades include free health care to incentivise

service use. Second, programmes that build maternal

health care into CCT conditionalities engage women in

a contract to use health care. Third, CCTs that include

training in nutrition, sanitation and health mainte-

nance may stimulate demand for health care services.

Fourth, CCTs may address supply-side constraints;

geographical targeting often includes investments in

community health infrastructure. Finally, CCTs not only
improve a family’s financial status, but — as women
usually receive the benefit — they may also impact on
women’s status within the family and their ability to
make decisions about their reproductive health care.

While CCTs are diverse in terms of who qualifies and
what they receive, programmes have some similari-
ties. By definition, all issue a cash benefit in exchange
for recipients meeting conditionalities that encourage
behaviour changes ranging from appropriate infant
weight gain to attendance at prenatal clinics. There is
evidence that the success of a CCT depends on three

main features (Elamon, 2010: 4):

e the money must be transferred to women as directly
as possible (not to the family in general or men in the
family), and with the least number of intermediaries

e the amount of money should equal about 30% of
total household income to provide adequate posi-
tive incentives while minimising perverse incen-
tives and dependency

e the woman should get the money from the time
her child is born until the child is 36 months old
and preferably also during pregnancy (with her first
ANC visit as the qualifier).

Supply-side incentives to promote quality service
provision can be critical. Some CCTs, for example
Brazil’s Bolsa Familia (‘Family Grant’), provide munici-
palities with funds for administration to partially
reimburse them for implementing the scheme, with
the amount conditional on the municipality’s score
on a decentralised management index (Lindert et al.,
2007). There is a risk, however, that this could create
perverse incentives for municipalities to take short-
cuts in reporting to get the subsidy, pointing to the
need for better oversight of this element.

In India and Nepal, providers also receive incen-
tives: from $4 to $13 for facility deliveries in India,
with rural deliveries reimbursed at higher rates than
urban deliveries. In Nepal, on the other hand, trained
health workers receive an incentive whether the deliv-
ery takes place in a facility or at home, and facilities
also receive institutional delivery incentives.

Evidence suggests, however, that CCTs can be
costly in terms of time, money and effort (Elamon,
2010). This is especially true of conditionalities
related to ‘antenatal care, exclusive breastfeeding,
and maternal care’, which involve complex monitor-
ing procedures (ibid: 4). Given that lack of money is
only one of the reasons for not following SM practices,
CCTs that lack explicit conditionalities to encourage
behaviour change may have limited impact.



CCTs also struggle to address birth spacing.
Pregnancies that are too early and too close together
are neglected even though young mothers are more
vulnerable than older mothers to maternal morbidity
and mortality. To avoid incentivising pregnancy and
to encourage healthier birth spacing, it is suggested
that CCTs add both family planning benefits and birth
spacing incentives (Elamon, 2010).

A third key challenge is supply-side deficits. Where
healthcare delivery systems are weak, there is a clear
need for additional and well-resourced supply-side
measures to ensure the availability and quality of
relevant services in response to increased demand
from social transfers or other community mobilisation
initiatives. This is recognised by some CCT schemes
(Brazil’s Bolsa Familia, India’s Janani Suraksha Yojana
and Nepal’s Service Delivery Incentive Programme).

CCTs with safe motherhood elements

A considerable number of CCTs include SM elements
as part of a broader set of conditionalities to improve
maternal and child well-being (Table 1 overleaf). Many
require pre- and postnatalappointments, clinic-based
deliveries and training sessions covering aspects
of maternal health and nutrition. Pregnant women
are required to attend meetings about prenatal care
consultations, with clinical content including care,
maternal nutrition and other reproductive health
information (Barber and Gertler, 2009).

Brazil’s Bolsa Familia programme, for example,
requires pregnant and lactating women to attend
educational workshops and have regular check-ups.
Mexico’s Progresa requires education and train-
ing sessions, while CCT programmes in El Salvador,
Guatemalaand Nicaragua provide regular but optional
information sessions where topics include maternal
health and nutrition (de Brauw and Peterman, 2011;
Gaia, 2009; Maluccio and Flores, 2004). Others
make additional stipulations related to delivery. The
Pantawid Pamilyang Pilipino CCT programme in the
Philippines states that ‘childbirth shall be attended
by skilled/trained health personnel’ (Pablo, 2009).

Targeting

Various targeting methods are used by such CCTs,
with most programmes combining (1) a first stage of
geographical targeting with (2) some form of mean
testing to confirm selected households meet poverty
criteria, and (3) demographic eligibility criteria, most
commonly the existence of a pregnant/lactating
woman and young children.

In the Philippines, for example, the Pantawid
Pamilyang Pilipino programme covers a total of
700,000 households, representing nearly 15% of
all poor households in the country. The three-stage
selection process targets first the poorest provinces,
using the 2006 Family Income and Expenditure
Survey; next the poorest municipalities, based on
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Small Area Estimates (SAE) of the National Statistical
Coordination Board (NSCB); and finally the poorest
households ascertained through a proxy means test
(Department of Social Welfare and Development,
n.d.). Peru’s Juntos programme also follows a three-
stage targeting scheme. First, districts are selected on
the basis of criteria ranging from rates of extreme pov-
erty to exposure to violence. Second, a census is taken
of all households and a proxy means formula ascer-
tains eligibility based on poverty; eligible households
are then screened for demographic fit (i.e., pregnant
women or children under the age of 14). Third, a com-
munity validation exercise is undertaken (Perova and
Vakis, 2009).

There are pros and cons to different methodologies.
More complex procedures carry a higher opportunity
cost in time and money and can be subject to elite
capture despite their intention to focus programme
benefits on the most deserving. Universal approaches
can be useful for political buy-in, but benefits are
often skewed towards higher socioeconomic groups
(Lim et al., 2010).

Impacts on maternal health

There is a wealth of evaluative material available on
the human capital-related dimensions of many of
these broad CCTs, but surprisingly little documentation
on their impacts on maternal health. There are excep-
tions. Mexico’s Oportunidades programme requires
the completion of holistic prenatal plans that include
nutritional supplements and health classes as part of
programme conditionalities, and this has been shown
to increase uptake of ANC, skilled delivery, institutional
birth, postnatal care, vaccinations and micro-nutrients.
Programme participation is also linked to improve-
ments in the quality of care that women receive, and in
women’s status — engendering decision-making skills
and the space in which to use those skills (Freedman
et al., 2007). However, Urquieta et al. (2009) found
that Oportunidades had no significant impact on the
probability of using a skilled birth attendant except
among women who had one birth before programme
enrolment and another after: women who had experi-
enced a difficult birth were more likely to use skilled
care when they had the funding to do so.

While Barber and Gertler (2009) found no pro-
gramme impact on the number of antenatal visits,
they found that beneficiaries received 12.2% more
prenatal procedures than non-beneficiaries: 20.1%
more procedures for history-taking and diagnostics,
11.3% more for physical examination, and 8.8% more
for prevention and case management They attribute
the former to supply-side limitations and the latter
to the fact that women in the programme are more
active in their consumption of health care and have
more disposable income. Lastly, Rivera-Dommarco
et al. (2006) found a significant reduction in anae-
mia between 1999 and 2006 among programme
participants living in extreme poverty as a result of




Background Note

edi

‘paddols

SIJajsuel) 3y} sSujuIRM M3y B Ja)je
suonipuod yym Aldwod o3 sjiey juaidial e
3] *S]00Y2S pue S3IAIDS Yleay Aq pariodal
$921A19S 9)qedljdde jo asn-uou ay|
*32140 3s0d 1B20] 3y} Je Pajda||0d Jajsuel}
Apapenb e se uanIS s1 yse) 'sadueISWNIIID
Jenoiped 119y} Uo paseq 1aysuel) B aA|9dal
sjualdiday *s1sIA aled |ejeusod om (7)

*(s98e snoueA Jo uaip|iyd SuiAey 0] pajejal

G102 Aq spjoyasnoy ood Ajjesiuoiyd
uoljiw §'9 yoeas 03 swie swwesSoid
9Y] "1Yauaq ay) dAIIAI ||IM
SP]OYasnoy uol|jiw T eyl palew|isa

J1ayjow

3uneoe)/iueudaid e aAey 10 ‘sieak
9-0 pase piyYd e aAeY {|oOYIS
Aewnd paja)dwod jou sey oym
siead g1 1apun piyd e aAey sieak

'$92IM9S
y3eay pue uoeanpa 4o Ayjenb
pue 0] 553228 pue fspjoyasnoy
jua1diDal Ul 3AY JapUN uaIp|IYd

(o102) "|B 1D feuolssajoud SJUNOWE SNOLIBA JO SI9jSUBI] |RUONIPPE S111 0T0Z U] PUB J9JSUBI] dY} PIAIdIAI G1-9 pase p|IyYd e dARY :SUOI}PUOD pue ‘uswom Jejeuisod ‘uswom
sojuallleg yyjeay pauiel) e Aq paisisse Aiaaljaq (€) f{(gooz ‘01l) Aep sad 95°1¢ jo aul) Auanod sasulnoid 71 ul spjoyasnoy Jood SuIMO]]04 9] JO BUO }93W pue jueusald jo snieys jeuonINU
£{(6007) eISy ‘foueusaid Suunp s1a1qe) uoll Supiel (2) |euoljeu e snsian) Jauenb uad Z9¢ o1 ‘dy 000°‘02/ ‘6002 U| *71-0 UBIMID] “(unysiw 3pbups bbbub| ypuiny) pue yjjeay {s]aAa] jeuoljeanpa updpipy
ul uo1}2330.d £SUOIINYIISUL Yl|eay Je udwom 000008 — Jaylow Suljeldel/jueusaid uaIpIyd pue uswom Jueusaid yum 1ood Ajeatuoiyd se payissed £SUOIJIPUOI JIWOU0I0II0S pbupnjay
1eos jueuSaid 10 s3ISIA d1ed Jejeuaid ino4 (1) B 9ARLY OYM S3l|Iwey 100d 10j J9jsuel| spjoyasnoy uol)jiw 59 sasie| 9q )snw spjoyasnoy 3)q11|3 Sployasnoy aroidwi of wpiboid elIsauopu|
‘ployasnoy sood ‘uoneindod
(o102) "|e 19 *SIIAIDS 21BD U)|BaY PlIyd-|euidlew | awalixa ue jo uonidwnsuod Ajyjuow aSeiane 1830} 9Y3 JO %9°ET pue Jood dWaIIXd *sia1ow Sulpasy-jsealq *Aj1jenow p)iyd adnpal
sojualleg aAnuaald pue jeuonuinu jo ageyoed 9y} JO %01 "9 ‘(091 S3]BZIAND) 81$ pUNoIe 9y} J0 %29 sI s1y) — 600z ul 0} pue uawom jueusaid 03 ‘xis Jo pUE UOJIRINP? JISB( |BSIDAIUN psalboid
{(6007) elED 2ISeq B A1 0] S3IIUDD Y}y puany J0 J3jsuel} uonLINU pue yjeay Ajyiuow v spjoyasnoy Arejoyauaq 9L 4Ly age ay] Japun uaIp)Iyd Jo SIBYIoN ‘Y3eay jeusdlew anordwi o b 1 eleWaleny
1JIunwwo? |eins 3satood
3y} 0} sjuswanoidwi peos pue
(o102) "|B 1D *Aiejes |eins wnwiujw ayj jo A101399)9 ‘uonjelIueS ‘Ialem
sojuallieg %81 puB %St usamiaq "ol ‘Ajuo Jusuodwod Supjulp pue ‘uoneINpa diseq (oLipbpijos
{(1102) uo13eINPa 10j 31q18119 J1 01§ pue sjusuodwod fUo1ILINU pUe Y}|eay |eusdlew pay Auawiioy)
mneig aq uo1eINpPa pue yljeay y1oq 1oy 31q181e ‘S|enplAIpul *A11anod awallxs Ul SaljIwe) Woly pue pjiyd ul suswarosdwy sajpiny
f{(£ooT) *s1020304d s,4y3jeaH Jo A1isiulp 03 Suipiodde oz¢ “Ajuo Jusuodwod yjjeay oy 9)qiSid 000°08€ Jnoge ‘spjoyasnoy uawom jueydadxa pue Stiapun wial-1oys ysnoiyl spjoyasnoy SDLIDPIIOS
onug S99 yj|eay |eusajew Suipusny sa|]iwey 0] S1¢ Jo S1aysues] Alyjuowig Arepyauaqg 00008 :g00z uaipiyd Aq paaiadal puadns yljesH 100d Ajpwalixa 1sIsse o Sapppiunwo) JopeAjes |3
*Sployasnoy a|qesau|na
*(@wodul Ajlwey pjoyasnoy pue jood jo Juswiamoduwa
0 %8 "xoidde) pjoyasnoy ayj ul Arejpysuaq Suieynoey Ag uoisn)axa e120s
J1ad Gz°9¢ 10 ‘Gz°g1$ 01 dn ‘Dwodul pue ‘uonisodwod 92npal () {S92IAI9S UoLINU
(o102) "|B 1 (Burpaajiseaiq/iueusaid s)ayjow ayy ‘uofjeindod 119Y3 Jo Ssa|pieSal ‘saljiwe) pue yjeay ‘uoijeanpa o3 paull
sojuallieg *91ep-03-dn suoijeuiddea pue sdn-}2ayd 1ayaym pue aa1y) Je padded ‘uaip|iyd jo 3y} JO %Sz punole 0} sajenba 1ood Ajpwaixa ||e pue St jo aSe s1ajsuel} awodul ysnoayl
{(£oo7) "|e Jeingal ‘sdoysdiom |euolieonpa Suipualie Jaquinu) uoisodwod Ajiwey 03 Suipiodde S1Y} — SpPjoyasnoy uoljjiw I1 :800¢ ay3 03 dn ualp|Iyd Y3Im sal)iwey Ayenbaui pue Ausaod “4a8uny
19 Uapul :uswom Suieioe| pue jueusaid io4 ‘9]qelIRA pUB |Se(q :S1Yauaq Jo sadA) om| ‘spjoyasnoy uoljiw §°z1 :6002 100d ||e s19A02 dwwesSosd syl | 2INPpal (1) :$9A1129(q0 [RIJUI OM| pJjjwb4 bsjog lizeig
‘(yuow
Jad souelAljog 005°T-00€ JO SaWO0IU| 9ARY
og ul saljiwey Jood) syjuow €€ Suunp
12101 Ul (092¢$ xoidde) soueiAllog 028‘T e
fom} Jo ase a3 |iun
salqeq J19y) Jo JoJu0d Jejeuisod Alyiuowiq
yoea je (7814 ~xoidde) soueialjog Szt e
£sa11udd yleay jedpiunw
Wo1) 3IURISISSE YUIP]IYD SUIAIDIL ‘plo sieah z-0 DjlIpbd ap
*(,paAI923l JUNoOWe, JI3pun auljINo uaym (Lt$ xoidde) soue| “Jedk e sale|dYauaq 00005 JuelS Sulpasjisealq UaJp]IYd Ul uoljLINUeW J1UO0IYD Anpunzy buonf
(o102) e 3 1ad se) swexa |ejeuisod pue A1aaljap ‘papinoid swexs |ejeuaid unoy Jo yoes punoue :uoneindod ayj Jo %72 1910 29U} 0] S$922B 10 3dURINSU| |BIIPSW J0 9)e4 pue sajes Ajjenow ouog pue oulN
sojualleg Jeuonnyiisul ‘swexa |ejeuald Suipuany 1e paaladal (71°£¢ ‘xoidde) soueiajog 05 e 0] SWE ‘9pIMUO[I_U PaLIUNE] 3dUQ INOYIIM SI]IWR 11DY] PUB UBWOA |euJalew pue Juejul Inpal o) aipoyy ouog eiAlog
EXIIEIETEN | saljljeuoiipuo) PaAIaIal Junowy aSesan0) sjuaidpay saA1)29[qQ swweiSoid Anuno)

sjuawa)d WS Suissedwodua s])) T 3)qel




Background Note Q&le|

T=MeISisn *(Anenuue
-noqe/dyd 000°0Z1d 10 000°01d J0 dwodUl Ajyjuow
*xapul/yd e aaey Aay) J1 J00d paIapisuod s| aAY Jo *1102 Jo pud Aq ‘|eyded uewny
*NOS*pMSp *SIBUIWIS Ajlwey e ‘spiepue)s gooz Aq) pjoyasnoy | spjoyasnoy uoljjiw €'z 190D 0} sy uj sjuswisaAul ysnoayy a)ahd
‘pimejued pooyjualed 3)qisuodsay pue sieujwas 12d 1eah e (99°£z18) 00°000°9dyd 10 *sa1}1d A9y 29 pue sanyiedpiunw €L Apanod jeuonjesauasiajul ayy
//:dny SS3UDAIJIDYT Judied pualie Jsnw sjualed yiuow Jad (¥9°-01$ Aj21eWIX0IddR) Supanod saduinoid og uj sajesado yealq 0} — JuawdojaAap |e1os
:9)ISqam *S9SSE|I ,S19YJ0W pudlje ISnu SIdYIoW 00°005dUd JO (M0]aq pue pjo s1eak aAy MmoN'sannedniunw S5z pue sajd pue ‘(uoneiaa)e Auanod wia) awwpiboid
swuweliSoid *a1ed |ejeulsod 198 Jsnw pue juepusjie pase uaip)iyd pue uswom jueusaid jo St ‘saoulnoid St ul spjoyasnoy tood -Joys) 1ood ayj 0] ddue)sisse ourdijid
(6002) yuiq pa)nis e Aq pasaAnap aq isnw sauldIeA pue sdn-29yd yjjeay aanuanaild 18101 83 JO % 8'¥7T 10 Sployasnoy ‘uswom jueusSaid 1o/pue 71 0} dn awodul apinoid 0} — ddue)SISSY buvAjwog
ojqed ‘a1e3 |ejeuald 198 Jsnw uswom jueusald ayj Joj) aSeyped Jo Jueis ysed yjjesay 00000/ ‘6002 JO pua 3y} Iy URIPJIYd YIm Sployasnoy }sa100d 181206 :saA1323(qo |eng pimpjund sauiddniyd
*(UB4p]IY? JO JBqUINU JUBIDYIP B YIM
(ot02) "|B J9 *8°9) Sp|OYasSNOY SS0IIL IBY)Ip JOU SIOP pue *uo1}eIYIIUSPI pUB UoIIeIISISAL
sojuaiueg *(syr9yd ayisesed-nue pue syusawajddns juswAed wns-dwny e s1 s1y) sawwesSoid *S1OUISIp ajowoud pue ¢synodoip jooyds
{(6002) uoJ| pue pIJe 21]0J ‘UOIJRUIIIBA SNUR)D)) 12D 48y30 ayjnun ‘yuow sad (0€$ 1sa100d ay) Jo 088 )& 0} pualxa ‘uewom jueusaid asealdap {snyeys yjjeay piiyd
SD|eA pue $y29Yd |ejeulsod pue jejeussd pusny Aj@1ewix01dde) s9)0S 00T JO J9)Suel) ysed 0} pauue)d Aja1eWnN ‘6002 Ul e Jo/pue s1eah 71 sapun uaipiyd pue Jeuwssjew arosdwi “jended
BAOIRd :s1ayjow Suipasy-)sealq pue Jueusaid 104 Alyuow paxy e aA1ada1 spjoyasnoy 31qiSh3 S)OUISIP 899 Ul Sployasnoy 000*fSh Y3Im spjoyasnoy paysuanodu| uewny pjing pue Auaaod aanpay sojunf niad
*(0€6 SN) (ua1piyd 80w 10 1IN0 Yim
Ajlwey) 000°08TS *O JUNOWE WNWIXR o
(57$ sn) (P11yd duo
yum Ajiwe)) 000406 *9 :JuNoWe WNWIUIW o
*ployasnoy Jad uaip)iyd 7 03 120§
(9002) Jo13u0d wnyed-}sod pue dn ‘pjo sieah 1 01 0 pase pjiyd sad (S$ sn) *Aj1anod swa1Ixd Ul uswom *saljiwey Ateppysuaq ul jeyded uonowold
9|yoid sdn-yayd Aoueusaid 1oj Aioey yyeay oy 000°0€S "D :SNUOQ UOIJEINPS PUR Y)|B3H o ‘9002 jueusSaid pue ‘(uaip)iyd 19313 1e120s pue uewny Suisealdul A uor333)01d
AenSeieq SHSIA :uswom Suljejde) pue Jueusaid 104 (01$ SN) 000°09S "D :SNUOQ P00 o u1 spjoyasnoy Areidyauaq 0006 Supnpouy) #1-0 pase uaip)iy) pue Apanod awaxa padnpay ap pay Aengeleq
‘UdWOM 10 BIED
Jereuisod pue jeyeuasd anoidwi
pue ‘6 1apun uaipjiyd }sSuowe
(ot02) "|B J9 snjejs Jeuoijinu pue uoisiroid
sojuaileg a1ed Yjjeay aseasnul 0} ‘€r-L
{(Looz) paSe uaipjiyd Suowe aduepuaye
nSeiseg *(2wodul pjoyasnoy Jo %0z punoie *s1eak 9a1y) Jo)e pUE JUBW)0IUD |00YIS BSEAIIUI
‘(ooz) PaIaA0D SI9JSURI]) SIIIAIDS paje]al-yjjeay PanuIjuoISIp Sem Jng spjoyasnoy pue ¢pooj uo ainypuadxa 120§
sal0]4 pue Jo s1apinoid ajeand oy syuswdhed 1anod 0} 000°‘0€ punoie 1o uoijejndod ‘uswom jueusaid Jo/pue asealnu] 0} sieah aa1y} 03 dn 1oy U01223)01d
[JERIN =] *sdn-yayd yjjeay pusyje uswom jueusald | teahsad Ajjwey sad 06S 01 dn jo Juess yjjesy 3Y3 JO %€ 19A02 0) pajewiisy Ua.PIIYd YIm spjoyasnoy 1ood awodui pjoyasnoy jusws)ddng ap pay enSeledIN
*so1ud
211qnd je uo13edyi}ad elA duendwod snoid
(ot02) 1Snw spjoyasnoH *s21doy jeuoniiinu pue *S|eJaulWw pue SulWweA Y3im
|e1apa4 yjeay noqe swweiSoid jeuojeanpa sjuswajddns jeuonunu ‘(Zooz ‘nSeiseg ‘(syuawayddns)
oua1qo9 ue Sujpuale pue ‘syusws)ddns — 3Wodu} ployasnoy Jo %,0¢) yuow ‘010z JO Se spjoyasnoy P10 s1edh -z uaip)iyd paysunou ‘uaIp|yd? (VS3¥90¥d
{(0002) Jeuoninu Suiuieyqo ‘ueyd aied jeyeusid 12d ployasnoy sad St¢ Ajerewixoidde 1)iw 8°S 0} S3ljIWeyj 000°00€ Jo -19pun pue z Iapun uaipjiyd J100d Jo snjeys JeuouNu pue Apaunioy)
JEINIED) paquasaid e Suijajdwod uswom jueusald 1e paxy si puadns yneay Ajyjuow 251902 |el}iul ue wouy papuedx3 ‘uswom Suljeyde) Jo Jueusald yyeay ‘jeuoryeanpa ayy aroidwy| | sapopiunyiodo 0d1Xa




edi

Background Note

nutritional supplementation (a fortified beverage for
pregnant women).

El Salvador's Comunidades Solidarias Rurales
(CSR) has also had positive impacts on maternal
health. De Brauw and Peterman (2011) found that
even though the programme did not condition either
ANC or delivery details, CSR impacted birth location
and skilled attendance. They attribute these effects,
to some extent, to supply-side improvements in
health systems and, to a larger degree, to increases in
women’s empowerment.

Common programming challenges

There are a number of common challenges among
these programmes. One key concern is women’s time
poverty and the risk that CCTs may exacerbate this. In
the case of Guatemala’s Mi Familiar Progresa, ben-
eficiaries face significant time burdens as a result of
having to attend events as part of the programme’s
conditionalities (Gaia, 2009).

Another challenge is that women are often the
only programme targets when other household
members may play a key role in decisions on repro-
ductive health. There is, therefore, scope to expand
strategies to include other household members, as
evidence suggests that a woman’s delivery decisions
are ‘heavily influenced by significant others, espe-
cially her mother-in-law, her mother, or her husband’
(Freyermuth, 1999, in Urquieta et al., 2009).

While service uptake may increase as a result of
CCT conditionalities, impacts on outcomes such as
maternal malnutrition or anaemia appear more limited
in some cases due to an inadequate supply of comple-
mentary health services. An evaluation of Peru’s Juntos
programme, which includes attending prenatal and
postnatal checks as part of its conditionalities, found
minimal change in maternal nutrition and health largely
because of the limited supply (quantity and quality) of
health services (Perova and Vakis, 2009).

CCTs with safe motherhood as their core
focus

A smaller number of CCTs have SM as their core
focus. Nepal’s Safe Delivery Incentive Programme
(SDIP) and India’s Janani Suraksha Yojana (JSY, ‘Safe
Motherhood Scheme) have common goals of reduc-
ing maternal and neonatal deaths by incentivising
poor women to give birth in a health facility, but also
have some key differences. The SDIP was initially con-
ditional on giving birth in a public health facility but
that criterion was later relaxed (see Table 2 overleaf)
(Powell-Jackson et al., 2008, 2009), whilst JSY also
requires attendance at three antenatal and post-birth
check-ups, with benefits also extended to women giv-
ing birth in private facilities (Lim et al., 2010).

The national JSY is the largest CCT in the world in
terms of numbers of pregnant women served, with
a budget to cover 9.5 million pregnancies a year

(ibid.). It is implemented at grassroots level through
community-level health workers, such as accredited
social health activists (ASHAs) who identify pregnant
women, help them get to a health facility for antenatal
and postnatal care visits and to get their new babies
immunised (ibid.). In Nepal, the programme issues
guidelines to decentralised health offices and hos-
pitals, and trains and contracts private providers to
deliver the health services required (Powell-Jackson
etal., 2008, 2009).

Targeting

Initially, the Government of Nepal targeted all preg-
nant women with no more than two living children or
an obstetric complication in its Safe Delivery Incentive
Programme, rather than targeting the poorest, to gain
political popularity (ibid.). In India, the transfer is
received by allwomen in the ten high-focus states and
those below the poverty line in low-focus states. The
JSY transfer is given for the first two live births only,
unless women have a government-issued below-the-
poverty-line card or are from a scheduled (low) caste
or tribe. In both cases, the amount provided varies
geographically. In Nepal it ranges from $7 in the low-
lands to $21 in the mountains, reflecting differences
in the accessibility of health care facilities. In India it
varies from $13 for urban women in low-focus states
to $31 for rural women in high-focus states. Providers
also receive incentives, ranging from $4 to $13 (Lim et
al., 2010; Powell-Jackson et al., 2008, 2009).

Impacts on maternal health

Impacts have been positive, given the age ofthese pro-
grammes. In Nepal, women exposed to the SDIP were
24% more likely to use government health institutions,
5% less likely to deliver at home and 13% more likely
to have a skilled attendant at delivery (Powell-Jackson
et al., 2008). Impacts varied by wealth quintile, with
the greatest effect found amongst those in the middle
quintile, who were 93% more likely to use government
delivery care services and 66% more likely to use a
skilled attendant at delivery (ibid.). Encouragingly,
while the impact was slightly less among the poorest
two-fifths of women, they were still 64% more likely to
use a skilled attendant at delivery (ibid.).

There were clear impacts even though the pro-
gramme struggled initially with publicity; only 27% of
surveyed women knew about the SDIP during preg-
nancy, with the figures higher for women who were
wealthier, more educated and less marginalised by
caste (ibid.). Popularawareness has grown, enhanced
by the restructuring mentioned above in 2007, and the
overall percentage of women receiving the incentive
increased from an estimated 34% in the first year to
59% by the third year of implementation, alongside a
substantial decrease in late payment (Powell-Jackson
etal., 2008, 2009).

Evaluation of the JSF scheme showed a positive
impact on receipt of antenatal care and in-facility births,



Table 2: CCTs with SM core focus
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Country | Programme | Objectives :rv::s;:::lves Coverage Amount received Conditionalities Reference

India Janani Reduce Allwomen in 2009-2010 The benefit varies Pregnant women must Lim (2010)
Suraksha number of high-focus states financial year: geographically. receive three antenatal
Yojana maternal and those below funding available Urban women in check-ups. Women

and neonatal the poverty line in for 26 million low-focus states must give birth in a
deaths by low-focus states. women. receive $13, rural health facility; both
incentivising Benefit covers women in low-focus public and private
low socio- first two live births states receive $15. clinics are permissible.
economic only, unless the Urban women in New mothers must
status women mother has a high-focus states receive one postnatal
to give birth poverty card or is receive $22 and check-up.
in a health from a scheduled rural women in high-
facility. caste. focus states receive

$31. Providers also

receive incentives

for facility deliveries.

Nepal Safe Increase use Initial criteria: all Covers all women. The benefit varies Initially women Powell-
Delivery of professional pregnant women SDIP increased the geographically had to give birth Jackson
Incentive care at with no more than probability of a to account for in a public health (2009,
Programme childbirth and two living children woman delivering differences in facility. However, 2008)

skilled birth or an obstetric in a government accessibility. In the programme was
attendance. complication. health institution the mountains the expanded in 2007 to
From 2007 by 24% (4 percent- benefitis $21, in include not-for-profit
this condition age points) and the hill areas it hospitals in order
was removed increased the is $14 and in the to address concerns
to simplify the probability of a lowlands it is $7. about the availability
programme. woman delivering Providers also of obstetric services.
with a skilled receive incentives More recently,
attendant by 13% for deliveries — both the government
(3.4 percentage in facility and at announced further
points). home. changes, including
removing user fees
for delivery care at all
public health facilities
while continuing
to provide the SDIP
conditional cash
transfer to women.

which rose from 30% to 38% after implementation
(Lim et al., 2010). One midwife noted, ‘Everyone goes
to the institutions now — not because of the money, but
because they are afraid of complications’ (Blake, 2011).
Rates of postnatal care and advice on breastfeeding
are also increasing (Gol, n.d.). Even more encourag-
ingly, ethnic minority populations appear to be using
services at rates similar to non-minorities, with the
highest uptake among first-time pregnant adolescent
mothers who had less than a secondary education (Lim
et al., 2010). There was less variation between rural
and urban areas and with distance to a health facility,
although the highest rates of payments were to women
living in rural areas but close to a health facility. State
variability, on the other hand, was significant — the per-
centage of women receiving a transfer varied from 5%
to 44% (Lim et al., 2010).

Challenges

Both the Nepali and Indian maternal CCTs are young
and suffering from growing pains. The formerhas been
characterised by delays in transferring central funds
to the districts and lack of clarity amongst implement-
ers, due to a combination of programme complexity
and the lack of a national media campaign to raise
awareness. Consequently, there have been ‘variations
in the interpretation of the eligibility criteria and the
administration of the cash. The formerincluded cases
where health facilities simply ignored the eligibility
criteria altogether’ (Powell-Jackson et al., 2011).

Since 2007 programme changes have been made,
including expanding the programme to include not-for-
profit hospitals to address concerns about the avail-
ability of obstetric services, and a national information
campaign and district-level training of staff to improve
awareness and understanding of the programme.
Central procedures to manage and disperse funds have
also been streamlined (Powell-Jackson et al., 2009).

In India, Paul (2010) notes that ‘JSY implementation
is still immature’. The programme suffers from a lack
of information availability, state-by-state variation in
eligibility guidelines and uptake, delays in payments,
quality control issues in health infrastructure, and
impeded access to health facilities in some districts
due to difficult terrain. Targeting is weak, with the
poorest and least educated women not always most
likely to receive payments (Lim et al., 2010). Finally,
Blake (2011) notes that JSY implementation needs to
balanceincentivisinginstitutional births with ensuring
respect for women’s birthing traditions. Many Indian
women return to their families of origin for childbirth
—and a break from their wife/daughter-in-law duties —
but JSY does not yet accommodate this flexibility.

Complementary programmes

While CCTs address maternal health by embed-
ding interventions in larger packages that aim for
changes in broader well-being and service uptake,
the economic and political conditions are not always
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right for such ground-breaking schemes. There are,
however, other options, including voucher schemes,
cost-sharing mechanisms, social marketing and
community based initiatives. These can be used as
stand-alone alternatives to CCTs, or can support a
larger CCT programme.

Voucher schemes

Voucher schemes provide women with vouchers
that they can exchange for a service. A recent meta-
analysis of reproductive health voucher programmes
across Latin America, Asia and Africa found that they
are effective in increasing health service use, quality
of care, and health outcomes (Bellows et al., 2010).

They have varied designs. In Bangladesh, Kenya
and Uganda they focus on SM and cover pregnancy
care and, variably, sexually transmitted infections
(ST reduction, long-term family planning, and
recovery from gender-based violence. In Kenya and
Uganda clients pay a small co-payment. In Kenya, the
SM voucher, which covers costs ranging from hospi-
tal transport to caesarean section, is billed at $2.70
to women. In Uganda, the Healthy Baby voucher
costs $1.50 and covers all pregnancy-related care.
Both programmes start with geographical targeting
and then use poverty grading tools within areas to
identify the poorest and most vulnerable.

In contrast, the Honduran Programa de Asignacién
Familiar (PRAF, ‘Family Allowance Programme’) goes
further in approach (supply-side interventions are
included) and aim. It was originally intended to target
poor households only, but has evolved to focus on
general human capital development.

In Bangladesh, the Demand-Side Financing
scheme covers all normal maternity care and provides
an allowance for transport, food and a baby gift. All
women in the poorest sub-districts are eligible, with
women in other districts subject to means testing.
Vouchers are only distributed to women for first and
second births and who use family planning to ensure
two years between births to avoid introducing an
incentive to conceive. These conditions have been
criticised as being difficult to monitor and penalising
women who have the most vulnerable pregnancies
(Helal and Saikhul, n.d.).

Evaluation data on the impacts of voucher schemes
on maternal health outcomes are extremely limited.
The Bangladeshi scheme, while suffering from target-
ing problems, appears to have doubled the rate of
skilled attendance and increased the rate of postnatal
care, even though it did not eliminate out of pocket
expenditures (Schmidta et al., 2010). In Kenya, anec-
dotal evidence suggests that women purchased the
vouchers as insurance against delivery complications
rather than to use for normal deliveries (RHVouchers,
2011). However, other evidence shows that facility
deliveries are universally up and quality of care has
increased, as providers use voucher income to invest
in infrastructure and staff.

Fee exemption policies

Delivery fee exemption schemes, such as those of
Ghana and Senegal, have addressed financial bar-
riers prohibiting SM (Ghana’s programme ended
in 2008 with the goal of providing maternity care
through the new National Health Insurance System).
Both schemes were piloted initially in the poorest
regions before being scaled up nationwide. Both
set reimbursement rates based on the type of deliv-
ery (Witter et al., 2008). In Ghana, private facilities
were reimbursed at a higher rate as they received
fewer public subsidies. In Senegal, kits, rather than
money, were provided for caesarean sections carried
out in district hospitals.

Senegal saw a rise in both institutional deliveries
and caesarean sections. Quality was maintained, with
no increase in the stillborn rate (3.3% in 2004; 3.1%
in 2005) (Witter at al., 2008). In Ghana, a household
survey found a significant — more than 25% — fall in
mean delivery fees for caesarean sections and normal
deliveries after the policy was introduced (Asante et
al., 2007; Witter at al., 2008).

While the removal of user fees can have dramatic
results, it is crucial to prepare the health system in
advance. Adequate funding is vital to replace the loss
of health system revenue and ensure adequate sup-
plies and medicines to deal with increased demand
(Borghi et al., 2006). User fee removal alone will not
address physical and indirect financial barriers (such
as the cost of transport) that prevent the poorest
women accessing services.

Cost-sharing mechanisms

Cost-sharing mechanisms, such as community health
insurance, have the advantage of flexible comple-
mentarity with other interventions. As Soors (2008)
notes, ‘risk sharing eases the financial burden for
the individual household and prepayment ensures
quick access at the time of need’. Burkina Faso’s
cost-sharing system covers all major emergency
interventions related to pregnancy, with costs shared
between four parties: 1) the woman and her family, 2)
the management committees of health centres, 3) the
local authorities, and 4) the health district. Surplus
funds are used to treat the district’s poorest inhabit-
ants. It is a success: skilled attendance, the number
of interventions and the percentage of recovery have
all soared and early perinatal mortality has declined
(Ouédraogo et al., 2008).

Obstetric risk insurance programmes, such as
the Mutuelle de Santé Communautaire de Dar-Naim
(MSCDN) in Mauritania, also aim to improve access
to — and the quality of — emergency obstetric care.
MSCDN began by estimating local needs and costs
and provides all women with care throughout preg-
nancy for a flat-rate ticket of $22, which is between
two and ten times lower than the fees in other public
sector maternity wards. All patients attending their
first ANC consultation are informed of their options.



MSCDN has had ‘a highly positive impact: the popu-
lation’s massive adherence in all four areas has led
to a growing number of services delivered and a con-
sequent twofold increase in assisted deliveries in
rural areas’ (Renaudin et al., 2008). Maternal deaths
are also decreasing.

Social insurance schemes have achieved wide-
spread coverage, enhanced the uptake of services,
and reduced the financial burdens of maternal health
care for women in some countries (Immpact, 2007;
Borghi et al., 2006). However, such schemes are not
well developed in poorer regions of sub-Saharan
Africa and South Asia, due to issues of the geograph-
ical dispersion of households, low incomes that
preclude payment of premium rates, limited formal
sector employment and minimal health care infra-
structure to support insurance scheme members. In
these contexts, equity and sustainability issues are
significant in rolling out medical insurance schemes
(Borghi et al., 2006).

Social marketing approaches

Social marketing approaches to behaviour change in
maternal, reproductive and sexual health address SM
issues by targeting both pregnant women and their
partners. In Southeast Asia a programme promoting the
weekly use of preventive supplementation of iron-folic
acid to women of reproductive age took a social mar-
keting approach, through information, education and
communication materials and events, and mobilising
community leaders. Positive results highlight the need
for strong public/private partnerships to maintain con-
sistent educational messages (Nguyen et al., 2005).

In Jordan, the Mabrouk! (Congratulations!) initiative
targets newlyweds and new parents, intervening at
critical decision-making moments. It combines a mul-
timedia campaign with interpersonal and community
empowermentapproaches. Information kits on spousal
communication, gender equity, child care, family plan-
ning, spacing between pregnancies and breastfeeding
reach over 70,000 couples each year (JHCP, 2011).

In Indonesia, a campaign to increase the involve-
ment of husbands in maternal care and SM calls on
husbands to attend to their wives’ needs during preg-
nancy and delivery and work with them to prepare a
plan in case of an obstetric emergency. Evaluation
indicates that knowledge acquisition and taking
action were more likely among men engaged in inter-
personal communication about the campaign mes-
sages than those simply exposed to the campaign
(Shefer-Rogers and Sood, 2004).

Community-based initiatives

Community-based initiatives (CBIs) to enhance SM
include programmes to train community-based health
personnel, using information, education and commu-
nication (IEC), and more recently behaviour change
communications (BCC) materials, mobilisation
through women’s groups and developing transport
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systems to get women to emergency delivery facilities
and pre-/postnatal care.

The 2006 Lancet series on maternal survival
asserted that the ‘best bet’ was health centre-based
intrapartum-care by midwives supported by a team
of assistants, with access to effective referral level
care. Improvements in midwifery training, educa-
tion, supervision and remuneration are seen as key
to ensuring the improvement of service coverage and
quality (UNFPA and ICM, 2009).

The Midwife in the Village programme, imple-
mented in Indonesia in 1989, aimed to reduce mater-
nal death by assigning a residential midwife to each
village. By 1996, 54,000 midwives had been trained
and deployed. An evaluation, however, found that only
29% of villages in the surveyed areas actually had a
resident midwife, with much higher coverage in urban
areas. Midwives preferred to live in urban areas, sug-
gesting the need forincentives, such as increased pay-
ments, to entice them to more remote areas (Immpact,
2007). Furthermore, as the cost of a midwife was three
times the cost of a traditional birth attendant (TBA),
women were still delivering at home and only used a
midwife in the event of complications.

Clean delivery kit (CDK) interventions in Egypt and
Tanzania represent successful CBls. Aimed at reduc-
ing mortality due to infection, CDKs were found to be
highly effective in low-resource settings where home
birth is common and clean delivery supplies are
scarce. Free kits were distributed through health cen-
tre staff. In Egypt birth attendants received training in
their use, in Tanzania mothers were trained directly
through Mother and Child Aides.

In Pakistan, the Population Council-led SMART pro-
gramme was an operations research study to test the
hypothesis that reducing ‘the three delays through a
combination of community-based interventions (CBI)
and health systems interventions (HSI), would be
more effective than reducing the ‘third delay’ alone’.
Female Health Workers were used to train TBAs, edu-
cate and mobilise communities, and establish trans-
port systems for emergency obstetric and neonatal
care. They emphasised their work with men and cre-
ated community savings schemes to make emergency
funds available to women in need. Wajjid et al. (2006)
found that prenatal mortality declined by about 22%
after this intervention.

A fourth approach with a growing evidence base in
South Asia is mobilisation through women’s groups
to improve maternal and infant health. Programmes
in Bangladesh, India and Nepal have worked with
women’s groups to raise awareness, provide preg-
nant women with advice and support, establish
emergency funds to cover transport and medical fees,
and promote CDKs. In India, there has been a 45%
drop in newborn deaths and a reduction in maternal
deaths (Rath et al., 2010), and declines in neonatal
and maternal mortality in rural Bangladesh (Azad et
al., 2010).
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Conclusions and policy and practice

implications

Meeting women’s needs for safe motherhood is a

critical development goal — both as a human right

and in terms of the key role that healthy mothers play
in reducing child mortality, fighting poverty and keep-
ing children in school. MDG 5 requires a reduction in

maternal mortality rates (MMR) of 75% between 1990

and 2015 but, as of 2008, MMR had fallen by only 35%

(UN, 2011). The vast majority of these deaths are pre-

ventable, stemming from haemorrhage during delivery,

eclampsia or infection. Most happen in sub-Saharan

Africa and South Asia, where women are undervalued,

contraceptive use is low, health and transport infra-

structure is weak, and poverty rampant.

Recognising the inter-related problems that women
face, Bhutta et al. (2005) emphasise that interven-
tions must be integrated with ‘ancillary measures
such as poverty alleviation, improved opportunities
for female education and improvement of women’s
social status’. While these go beyond SM program-
ming, a recognition that motherhood does not take
place in a vacuum leads to more robust interventions.
There is growing recognition of the interdependence
between community and individual attitudes towards
maternal health; health workers’ location, motiva-
tion and competency; management and supervisory
structures; and policy and regulatory frameworks.
Addressing one strand of this relationship ‘web’ is not
enough to overcome barriers elsewhere, and may end
up wasting inputs over time.

Depending on the context, CCTs may offer a value-
added approach to meeting SM needs. While evalu-
ative data are slim, there is evidence that CCTs can
and do have significant impacts on SM goals and on
broader human development goals. The ‘basket’ of
CCT services reflects the inter-relatedness of today’s
needs and those of tomorrow. CCTs typically offer nutri-
tional support, antenatal care and access to skilled
delivery, all of them critical to infant and maternal
health, and invest more broadly in the development
of household human capital through access to, and
supply of, improved education and health services.

This review of evidence suggests a number of prac-
tice and policy implications:

* Programmes should be contextualised, given the
sensitive cultural-linguistic, social and economic
supply-side barriers that women face, and vary-
ing levels of human resources, capacities, health
systems and policy and regulation frameworks.
Interventions that succeed in one context may not
be transferable to another. A strong vulnerability
and needs assessment on which to build interven-
tions and to scale up is, therefore, critical. It may
also be wise to be cognisant of the political culture
surrounding social protection in a given context —
in countries with a history of rights/equity/social
cohesion agendas the options for programme
design and roll-out may be distinct from those

where social protection is more of a donor-led and
funded intervention.

Appropriate infrastructure — including personnel -
processes and systems are critical. In several
countries the introduction of conditionalities for
ANC has had no impact on uptake because of a lack
of skilled providers and convenient health clinics.
Systematic reporting, monitoring and evaluation,
training of health staff and appropriate drug sup-
plies and transport are all essential to maximise
the benefits of CCTs. Increasing demand without
increasing supply will have limited results at best.
Adequate funding is critical. A major impediment
to meeting SM goals remains finance, which needs
urgent action. As the population of women of
childbearing age grows, existing budgets are over-
stretched. Social protection initiatives are already
vulnerable and, as the recent financial crisis lim-
its donor budgets and pushes more families into
extreme poverty, programming for SM could fall
further behind without coordinated efforts to keep
maternal health on the development agenda.

The nature of funding matters. At least two streams
are necessary and complementary: (1) donor fund-
ing for piloting, identifying best practices and suc-
cess stories, relatively rapid development and scale
up; (2) domestic funding for long-term stability.
Targeting is crucial. Given budgetary constraints,
careful consideration of how, when and whom to
target is necessary, especially to reach the most
vulnerable women. An approach combining geo-
graphic location and means-testing seems promis-
ing in many countries.

Conditionalities, if included, need to be tailored
to context. Given the lack of evidence on uncon-
ditional transfers for maternal health, further work
is needed to assess the relative contribution of
conditional transfers. If conditions are included,
the sequencing of conditions and transfers should
be considered carefully. For instance, rather than a
simple requirement of three antenatal visits, it may
be better to specify that one visit should be during
the first trimester of pregnancy when developmen-
tal risks are highest. Or, to avoid incentivising preg-
nancy, tighter requirements for family planning may
need to be woven into programming in ways that
avoid penalising the most disadvantaged women.
Complementary programmes are important, espe-
cially those linked to behaviour change (e.g. social
marketing and women’s groups). These may repre-
sent an easier route into CCT schemes, which may
be politically sensitive in many countries, but may
also provide complementary services and skills,
vital to maximise the potential benefits of a CCT for
maternal health.

Government ownership and political commitment
are critical. To ensure that CCTs for safe maternal
health outcomes are effective, scale-able and
sustainable, national-level structures should



be involved from the beginning and supported
through capacity-strengthening initiatives. The
scale of problems in many countries has exerted
pressure to develop and scale up visible single
interventions rapidly on the basis of limited situ-
ation analyses and without a focus on monitoring
and evaluation. The lack of coordination between
interventions, the exclusion of the poorest and
most vulnerable women, and lack of focus on the
interdependence of supply and demand can lead
to widening inequalities and poor quality services.
The challenge is to integrate an equity approach
(UNICEF, 2010) that ensures the most vulnerable
are reached, and develop interventions within a
coordinated health-systems strengthening frame-
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work that can tackle demand and supply barriers
simultaneously (Freedman et al., 2007).

¢ Monitoring, evaluation and learning are integral to
progress. To maximise learning among the array of
actors in maternal health interventions (from NGOs
to national and local governments to donors), it
is critical that all programmes are monitored and
evaluated carefully, and research evidence dis-
seminated as widely as possible across countries.
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