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ABSTRACT

Financial barriers can affect timely access to maternal health services. Health insurance can influence the use
and quality of these services and potentially improve maternal and neonatal health outcomes. We conducted
a systematic review of the evidence on health insurance and its effects on the use and provision of maternal
health services and on maternal and neonatal health outcomes in middle- and low-income countries. Studies
were identified through a literature search in key databases and consultation with experts in healthcare fi-
nancing and maternal health. Twenty-nine articles met the review criteria of focusing on health insurance
and its effect on the use or quality of maternal health services, or maternal and neonatal health outcomes.
Sixteen studies assessed demand-side effects of insurance, eight focused on supply-side effects, and the
remainder addressed both. Geographically, the studies provided evidence from sub-Saharan Africa (n=11),
Asia (n=9), Latin America (n=8), and Turkey. The studies included examples from national or social insur-
ance schemes (n=7), government-run public health insurance schemes (n=4), community-based health
insurance schemes (n=11), and private insurance (n=3). Half of the studies used econometric analyses while
the remaining provided descriptive statistics or qualitative results. There is relatively consistent evidence
that health insurance is positively correlated with the use of maternal health services. Only four studies
used methods that can establish this causal relationship. Six studies presented suggestive evidence of over-
provision of caesarean sections in response to providers’ payment incentives through health insurance. Few
studies focused on the relationship between health insurance and the quality of maternal health services
or maternal and neonatal health outcomes. The available evidence on the quality and health outcomes
is inconclusive, given the differences in measurement, contradictory findings, and statistical limitations.
Consistent with economic theories, the studies identified a positive relationship between health insurance
and the use of maternal health services. However, more rigorous causal methods are needed to identify the
extent to which the use of these services increases among the insured. Better measurement of quality and
the use of cross-country analyses would solidify the evidence on the impact of insurance on the quality of
maternal health services and maternal and neonatal health outcomes.

Key words: Access to healthcare; Antenatal care; Facility-based deliveries; Health insurance; Maternal
health; Maternity benefits; Postnatal care; Quality of service

INTRODUCTION to children aged below five years, 3.1 million were in
their neonatal period—within the first 28 days of life
(2). Given the approaching deadline for reaching the
Millennium Development Goals, the international

Every two minutes, a woman somewhere in the world
dies of pregnancy-related complications; yet, most of

the deaths could be prevented using proven interven- o . . .
, o X . community is encouraging low- and middle-income
tions (1). Of the 7.7 million deaths in 2010 attributed . . . .
countries to renew their commitment to reducing
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respectively (4-6). However, access to these services
and their quality remain low in many low- and
middle-income countries. While the proportion
of women who received at least one antenatal care
(ANC) visit increased from 64% to 81% between
1990 and 2009 in developing countries; only 36%
of women, on average, in low-income countries re-
ceived the recommended four or more ANC visits
between 2005 and 2010 (1). Financial barriers can
play an important role in affecting timely access
to maternal health (MH) services, which include
ANC, skilled care at delivery, access to facility-based
deliveries, and postnatal care (PNC). As a result, fi-
nancial incentives, including health insurance, can
address the demand-side and supply-side factors
which affect the use and provision of MH services,
thereby potentially influencing maternal and neo-
natal health outcomes.

While low- and middle-income countries are show-
ing increasing interest in using financial incentives
to encourage access to and quality of MH services,
governments need evidence-based information
on their effectiveness and sustainability. Conse-
quently, the United States Agency for International
Development and partners convened a Maternal
Health Evidence Summit in April 2012 to bring
together global experts on maternal health and
health economics to present a review of the existing
evidence regarding the effect of different financial
mechanisms on the use and provision of MH ser-
vices and maternal and neonatal health outcomes.
Economists and maternal health experts assessed
peer-reviewed and grey literature to answer the fol-
lowing questions:

1. What financial incentives, if any, are linked pos-
itively or negatively to maternal and neonatal
health outcomes, the provision and use of ma-
ternal health services, or to care-seeking behav-
iour by women?

2. What are the contextual factors that impact the
effectiveness of these financial incentives?

This paper focuses specifically on reviewing the
body of evidence on insurance and its effect on
the use and provision of MH services and on ma-
ternal and neonatal health outcomes. Given that
a number of different financial incentives may
similarly influence the provision and use of MH
services, other papers in this series have focused
on reviewing the body of evidence regarding
their effects. These incentives include: vouchers,
user fees, and conditional cash transfers (repre-
senting other demand-side financial incentives)

as well as performance-based incentives (repre-
senting supply-side incentives).

This paper presents a summary of the findings
from the literature taking into account both
demand-side and supply-side effects and as-
sesses the quality of the evidence. As such, the
paper highlights the main conclusions that can
be drawn from the literature, given the strengths
and weaknesses of the existing literature. In ad-
dition, the paper discusses contextual factors
which influence the effectiveness of insurance
policies. Finally, the paper ends with the main
conclusions drawn from the evidence and pro-
vides recommendations for both future research
needs and policy tools.

Description of the incentive

One of the main purposes of health insurance is
to provide protection against financial risk. As
such, health insurance can be defined as a finan-
cial mechanism that allows individuals to protect
themselves against the financial cost of illness by
pooling risks with others in the population (7).
Insurance coverage enables individuals to replace
the uncertain prospect of large financial losses with
the certainty of making small, regular payments; in
some cases, the payment is partially or fully sub-
sidized by the government or a donor agency for
low-income individuals.

Many middle-income and some lower-income
countries offer a social health insurance scheme or
national health insurance scheme. Typically, a so-
cial health insurance scheme has four features: (i)
independent management of insurance funds; (ii)
mandatory payroll taxes; (iii) a direct link between
the contributions and the benefits package for the
insured population; and (iv) a concept of solidarity
(8). Often, these contributions are matched by em-
ployers or the government. In some cases, social
health insurance provides access to public-sector
facilities as well as approved private-sector facili-
ties. In other cases, particularly in Latin America,
the social health insurance schemes operate their
own facilities, and members must use these facili-
ties for services to be covered. National health in-
surance is financed through general taxation and
may be mandatory for all citizens. In many cases,
the government directly provides the health ser-
vices (8). For the purposes of this study, schemes
are identified as national versus social insurance
schemes based on whether they are financed
through general tax revenue or through employ-
ees’ contributions.
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Governments may also offer health insurance of-
ten financed through general tax revenue and tar-
geted at specific populations, henceforth referred
to as ‘public health insurance’. Particularly in Latin
America and Asia, governments may offer public
health insurance schemes for low-income indi-
viduals. These schemes are often partially or fully
subsidized by taxpayers or cross-subsidized by con-
tributions of higher-income individuals to the na-
tional health insurance scheme (9). Separate public
health insurance schemes may also be specifically
designed for populations with a greater need for
medical care and more limited resources than the
average population, such as low-income pregnant
women and under-five children (10).

Individuals may choose to opt for private health
insurance from a commercial insurer which may
enable them to obtain better benefits or often gain
access to private health facilities with higher qual-
ity. Such policies are typically affordable only by
wealthier groups in low- and middle-income coun-
tries. However, private micro-health insurance is
also increasingly available to low-income individu-
als who may be excluded from schemes of the for-
mal sector. Some micro-health insurance products
are offered by large commercial insurers in partner-
ship with local community organizations or finan-
cial institutions. These schemes often offer a very
basic or subsidized benefits package to make pre-
miums affordable. One of the main differences be-
tween private insurance policies and micro-health
insurance schemes is that the former tend to be risk-
adjusted, meaning that higher risk groups (such as
the elderly or sicker individuals) are charged higher
premiums. However, there are also examples where
private micro-health insurance schemes impose
risk-adjusted premiums or exclude certain groups,
like individuals with pre-existing bad health condi-
tions. Other features of these schemes may include
covering transportation (such as in DEPROSC-
Dhading and NIRDHAN-Banke in Nepal) (11) or
offering per diems, sometimes known as “hospital
cash”, during hospital stays to offset associated hos-
pital fees and the cost of lost wages; one example is
MicroFund for Women's Ri'aya product offered in
Jordan (12).

Another type of micro-health insurance is com-
munity-based health insurance (CBHI) which is
usually non-profit and voluntary and emerges at
the community-level among those with social ties
through an organization or day-to-day interaction.
Group members of CBHI schemes underwrite the
financial risks collectively. Mutual Health Organi-

zations utilize similar principles as CBHI but are
usually much larger and are sometimes profession-
ally managed.

MATERIALS AND METHODS

The reviewed literature was identified in a two-step
process. First, studies published in English language
over the last two decades were identified through
searches conducted in key databases, using the fol-
lowing search terms: “maternal health outcomes”,
“health insurance in low- and middle-income
countries”, “maternity coverage”, “evaluation of
insurance schemes”, and “health insurance cover-
age.” After consultation with the panel of experts,
additional literature was added which had not been
identified through the initial search.

The final set of articles reviewed for this synthesis
included 29 articles which provide evidence on the
relationship between health insurance and the use
and provision of MH services as well as maternal
and neonatal health outcomes. Among the origi-
nal 32 studies that were identified in the literature
search and by the panel of experts, 11 studies were
excluded after full text review because these either
did not provide evidence specifically about insur-
ance, did not focus specifically on MH results, or
provided evidence on other financing mechanisms,
such as exemptions, free care, and vouchers. In ad-
dition, eight articles were added for review either
because these were identified in the reference list of
a reviewed article as a key source or because the au-
thors identified these as appropriate for inclusion.

RESULTS
Overview of studies

Eleven of the studies provided evidence from sub-
Saharan African (SSA) countries, including the
Democratic Republic of Congo (DR Congo), Gha-
na, Mali, Mauritania, Nigeria, Rwanda, and Senegal
(Table 1). Eight studies focused on low- and middle-
income countries in Latin America, including Bra-
zil, Chile, Colombia, and Peru. Nine studies used
examples of health insurance from Asian countries,
mostly China as well as India and the Philippines.
One article studied middle-income Turkey. No re-
views of cross-country evidence were included be-
cause these did not focus on the use or provision of
MH service and/or did not discuss insurance.

While 16 of the reviewed studies assessed the po-
tential demand-side effects of insurance, eight fo-
cused on the potential supply-side effects, and the
remaining addressed both potential demand- and
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supply-side effects. Almost half of the studies used
some type of econometric analysis to investigate
the relationship between insurance and the out-
comes of interest. Among these studies, 10 used
multivariate regression analysis, two used pro-
pensity score matching (PSM), two used PSM and
compared these results with results from an instru-
mental variable (IV) approach, one used PSM in
combination with difference-in-differences (DD),
one employed IV alone, and one study conducted a
spatial analysis. Among the remaining studies, two
tested for statistical differences in outcomes over
time (without control variables), and two tested for
differences in outcomes, using cross-sectional data
(without control variables). Finally, seven studies
presented descriptive statistics (with no statistical
analysis), and one study used qualitative evidence.

The studies can also be categorized according to
the type of health insurance scheme they evalu-
ated. The evidence includes examples from seven
national or social insurance schemes, four public
health insurance schemes, 11 CBHI schemes,
and three examples of private coverage. Half of the
studies concentrated on CBHI schemes (which we
assumed include mutuelles, typically found in West
Africa and which are similar to CBHI but are usually
larger and may employ professional management).
The majority of these schemes were from SSA and/
or target rural populations that are difficult to
reach through traditional health insurance distri-
bution channels. Several of these studies presented
evidence from across two or more geographic lo-
cations in the same country, and one study pres-
ents evidence from three countries in SSA. As the
schemes are often designed and operated at the re-
gional or community level, policies may vary from
one community to another, despite being part of
the same CBHI scheme.

Quality of evidence

The studies in this review which used econometric
analyses (in half of the studies) represent the set of
rigorous evidence that comes closest to establishing
the causal impact of health insurance on the out-
comes. One of the main challenges in identifying
the causal effect of health insurance is being able
to control for the endogeneity or selection bias in
insurance uptake. Individuals who enroll in insur-
ance tend to be different, on average, from unin-
sured individuals. This is a consistent challenge,
especially in contexts where wealthier individuals
are both more likely to enroll in insurance and
more likely to use MH services. Alternatively, sicker
individuals may be more likely to enroll in insur-
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ance as well as be more likely inclined to use health
services, resulting in adverse selection. Both these
selection effects could explain a positive relation-
ship between health insurance and the use of MH
services rather than demonstrate the causal effect
of insurance.

A randomized controlled trial design is the only
method that can eliminate this endogeneity be-
cause the treatment and control groups should be
similar, on average, both for observable and unob-
servable characteristics. However, none of the stud-
ies in the review used this methodology. Some of
the strongest studies attempted to control for endo-
geneity by using PSM (13-17) where they compared
insured and uninsured individuals by matching
them on observable characteristics. However, this
method assumes that, when matched on observ-
ables, individuals should be similar in unobserv-
able characteristics (18). These studies matched on
age, marital status, education, and asset ownership;
however, unobservable characteristics, like baseline
health status, could also differ between the insured
and the uninsured. Only one of the studies using
PSM included baseline health status as a matching
variable as well as distance to health facility (13).

Two studies conducted cross-sectional regressions
to compare outcomes between geographical areas
where insurance was introduced and control areas
without insurance (19,20). One of the concerns is
that characteristics at the district-level may differ
and be correlated with the introduction of insur-
ance, which would bias the results. Another set
of studies used multivariate regression analyses to
compare insured and uninsured individuals (10,21-
27). Omitted variable bias remains a concern here
since these studies may not have controlled for all
characteristics that may differ between insured and
uninsured individuals. Only one of the reviewed
studies used both PSM and DD to account for both
the endogeneity of insurance uptake and differ-
ences in county-specific unobservables (14). How-
ever, this study did not use DD as a way to assess
changes in outcomes over time due to insurance.
No study in the review used DD for that purpose.
The three studies which used an IV approach pro-
vided limited information on the instrument, mak-
ing it difficult to assess whether it provides an in-
dependent source of variation for insurance uptake
(16,17,28).

The remaining set of studies, which conducted
simple statistical tests either on an outcome over
time or on the difference in the outcome between

insured and uninsured individuals, cannot pro-
vide rigorous evidence for the impact of insurance,
largely because of omitted variable bias (29-32).
There are numerous potential confounders which
could explain differences in outcomes between the
insured and the uninsured. Moreover, any changes
in outcomes over time could be wrongly attributed
to the introduction of insurance because of other
changes that may also be occurring at the same
time. The studies that provided descriptive statis-
tics cannot be used for causal inference about the
effect of insurance. Finally, the qualitative evidence
can be used for obtaining a more nuanced under-
standing of the effect of insurance and comple-
ment quantitative data.

Potential pathways for the effect of
insurance

There are various pathways through which insur-
ance may ultimately affect maternal and neonatal
health outcomes (Figure). First, insurance may in-
fluence the use of MH services through the reduc-
tion in the price. In turn, greater use of MH ser-
vices, which are known to influence MH outcomes,
should reduce maternal mortality and other related
health outcomes. In addition, insurance may influ-
ence the quality of MH services through provider
accreditation processes, modes of provider pay-
ment, and, more generally, by ensuring consistent
flows of funding to providers. If women are access-
ing MH services and if these services are of poor
quality, the expected health benefits related to the
use of MH services may not occur. This review as-
sesses the evidence based on these different path-
ways.

Summary of findings
Effects of health insurance on the use of MH services

None of the studies can conclusively demon-
strate a causal relationship between insurance
and maternal healthcare-use because none relied
on randomized methods. The literature does con-
sistently indicate the expected associations be-
tween insurance and MH service-use. Among the
studies which focused on facility-based deliveries
and skilled attendance at birth, there was mostly
consistent evidence that health insurance is posi-
tively correlated with both measures. The studies
provided examples of this positive correlation in
different geographic areas, including SSA (Gha-
na, Mali, Rwanda, and Senegal), Asia (India and
China), Latin America (Peru and Colombia), and
Europe (Turkey).
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Figure. Pathways for effect of insurance on the use of MH service, quality, and health outcomes

Health insurance

Improved quality

Increased use of

of maternal
health services

maternal health
services

Improved
maternal and
neonatal health

The association between insurance and facility-
based deliveries and skilled attendance at birth
was also consistent across different types of insur-
ance schemes. One example of a national health
insurance scheme came from China where 100%
of women in the sample who were covered by
social health insurance scheme had skilled atten-
dance at delivery compared to 91% of enrollees in
the rural Co-operative Medical Systems (CMS) and
46% of uninsured women (30). There is conflict-
ing evidence from the National Health Insurance
Scheme (NHIS) in Ghana: one study found that
NHIS members were significantly more likely to
deliver in a hospital and deliver with professional
assistance (15) whereas another study failed to find
such an effect, using multivariate regression anal-
ysis on pre-post data (23). Evidence from public
health insurance schemes came both from Colom-
bia for the subsidized national health insurance
schemes targeted at the poor (17) and from Peru
for the Maternal and Child Health Insurance (SMI)
programme. In Peru, women who were eligible for
SMI had twice the odds of delivering in a facility
compared to ineligible women (20). In contrast,
another study which looked at the public health
insurance programme in Peru once it was scaled-up
nationwide found no detectable effects on deliver-
ies with skilled attendance (10). The discrepancy
between the findings could be due to factors, such
as quality of the programme after scale-up and the
quality of available providers. Alternatively, the ini-

tial implementation phase of SMI, which the first
study assessed, may have occurred in areas with
poorer baseline outcomes.

A number of studies also provided evidence from
CBHI schemes. For example, in Rwanda, CBHI
members were 1.6 times more likely to deliver in
a modern health facility compared to uninsured
women (25). Another study from Rwanda’s CBHI
scheme found that insured women are three times
more likely to deliver with professional assistance
compared to uninsured women who are more likely
to deliver at home alone (33). Similar evidence ex-
ists for studies of CBHI schemes in Nigeria (34,35),
Mali and Senegal (26), and India (31). However, evi-
dence from another study in India on the Yeshasvini
health insurance scheme in the state of Karnataka
found no detectable effect on facility-based deliv-
eries (13). The authors explain the absence of an
effect as likely due to deliveries being free of charge
in public facilities. This particular insurance, there-
fore, benefits enrollees through their increased ac-
cess to private providers rather than through cost
reductions. For comparison purposes, the other
studies do not provide information on the cost of
facility-based deliveries at non-affiliated providers.
Another factor that could explain the absence of
detectable effects is related to the baseline average
for these variables; an effect will be more difficult to
detect if outcome levels are very low or very high.
Aggarwal (2010) does not provide baseline esti-

Volume 31 | Number 4 (Suppl 2) | December 2013

89



Health insurance and maternal health services

Comfort AB et al.

mates for facility-based deliveries (13). Among the
other studies, there is significant variation in terms
of baseline estimates; in Mali and Senegal, the rates
of facility-based deliveries are 65% and 71% respec-
tively (26) compared to 27% in Rwanda (25) (Table
2 for baseline outcomes and effect-sizes).

Most of the studies found a consistently positive
relationship between health insurance and both
probability of women using any ANC and the prob-
ability of women receiving at least four ANC visits
during their pregnancy. The exceptions include a
study from China on the New Co-operative Medi-
cal Systems (NCMS) (32) and a study from India on
the Yeshasvini CBHI scheme (13) which found no
detectable effect. One reason for the absence of an
effect in China is the fact that, in all counties, only
1% or less of women did not have prenatal care
visits at baseline, making it unlikely to detect an
effect; no baseline outcome variables are presented
for the Yeshasvini scheme (13) (Table 2). In Senegal
and Ghana, there were also no detectable effects of
CBHI coverage on receiving at least four ANC vis-
its or receiving ANC during the first trimester (26).
Another study in Ghana found that NHIS coverage
did not affect the use of ANC (23). Examples for the
positive relationship between insurance and ANC
visits came from Mali (26), Nigeria (34,35), Rwanda
(33), Ghana (15), China (30), Colombia (17), and
Turkey (22). Similarly, these studies cover examples
of national health insurance schemes (15), CBHI
schemes (26,33-35), and public health insurance
schemes (17,30). Among the studies which report-
ed results for PNC, there was also a consistently
positive relationship between health insurance and
the use of postnatal care. Examples of this relation-
ship came from studies in Ghana (15), Mauritania
(36), and China (30). However, only Mensah et al.
(2010) used rigorous evaluation methods to iden-
tify this relationship, through PSM (15).

The majority of these studies which focused on the
relationship between insurance and the use of MH
services assumed that the main pathway for the ef-
fect of insurance was through the reduction in the
costs associated with seeking care. However, two
studies focused on an alternative pathway through
the effect of insurance on the quality of providers
(19,37). The example came from the Philippines
where the National Health Insurance Program ad-
ministered by PhilHealth required the simultane-
ous accreditation of public and private healthcare
institutions at all levels. Kozhimannil et al. (2009)
found that an increase in the number of PhilHealth
facilities per 10,000 births was associated with a sig-

nificant increase in the probability of receiving four
ANC visits during pregnancy and an increase in the
probability of receiving ANC visits during the first
trimester; no significant effect was identified for
deliveries in health facilities (19). These effects sug-
gest that access to higher-quality facilities, namely
facilities that meet a minimum of standards set by
the government, is related to greater use of certain
MH services.

The most rigorous studies among those that focus
on the use of MH services relied on PSM (13,15,16),
one of which also used an IV approach (17). While
an IV approach can provide rigorous evidence of a
causal effect, this study did not present any infor-
mation about the instrument used, thereby making
it difficult to evaluate its validity. Aggarwal (2010)
presents the strongest example of likely causality in
their study of the Yeshasvini CBHI scheme, given
that the matching includes not only demographic
and socioeconomic variables but also health status
measured by the presence of chronic disease and
distance to health facility (13). Nonetheless, this
study found no detectable effect from insurance
on the use of MH services. This suggests that, while
most of the evidences demonstrate a positive corre-
lation, there is a need for robust evidence to estab-
lish causal inference, given that the most rigorous
studies find no effect.

Overall, the evidence shows that health insurance
is correlated with greater access to key services, such
as ANC, facility-based deliveries, deliveries with
SBAs, and PNC, particularly in settings where ac-
cess to these services is low at baseline. The findings
from these studies are consistent with economic
theory which predicts that generous insurance cov-
erage (through lower co-insurance rates and lower
deductibles) lowers the cost of healthcare to con-
sumers and, thus, will lead to higher use of health-
care (38).

Effects of health insurance on the provision of MH
services, including quality of care

Health insurance could influence the volume and
quality of MH services provided by affecting pro-
viders’ behaviour. In some instances, increased
service volumes are a desirable outcome while, in
other instances, overprovision may be a concern.
Among the studies which focused on the potential
effect of insurance on the provision of MH services,
many provided suggestive evidence of overprovi-
sion of caesarean sections (C-sections), possibly
due to supplier-induced demand. This occurs when
the provider influences a patient’s demand for care
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against the provider’s own interpretation of the
patient’s best interest (39). In the context of MH
services, supplier-induced demand may occur if the
provider recommends a C-section when it is not
medically necessary. Patients may also request C-
sections for convenience or other cultural reasons.

Volume of C-sections provided

Studies which find a positive relationship between
health insurance and C-sections are not necessar-
ily identifying supplier-induced demand since this
positive relationship could be the result of previ-
ously high unmet need for C-sections or result
from clients’ demand for C-sections. Seven stud-
ies in the review found a positive relationship be-
tween health insurance and the rate of C-sections.
The evidence primarily came from Latin America
(Brazil and Chile) and Asia (China and India).
Evidence from Latin America focused on private
health insurance (29,40,41). Descriptive trend data
from Chile showed that the rate of C-sections in-
creased by one-third during the same period that
the proportion of women covered by private in-
surance increased substantially (40). Qualitative
data from Chile suggest that physicians preferred
serving private maternity patients because of the
higher financial remuneration (41). In China, one
study found that government employees with gov-
ernment insurance were five times more likely to
deliver by C-section, and women with social health
insurance were three times more likely to deliver
by C-section compared to women with cooperative
insurance. There was no difference in C-section
rates among women with social health insurance
in rural areas, women with cooperative insurance,
or women who self-paid (21). Evidence from the
implementation of NCMS in rural China, an ex-
ample of CBHI insurance, showed a substantial
increase in C-section rates associated with the in-
troduction of this insurance policy (42). The study
of the Yeshasvini CBHI scheme in India, however,
found that membership did not increase the num-
ber of C-sections and that, among lower-income
households, C-section rates were 30% lower than
in uninsured low-income households (13). In Gha-
na, higher rates of C-sections were found among
the insured NHIS population (23).

Although some studies demonstrate a positive cor-
relation between insurance and the provision of
C-sections, none of the studies conclusively proves
that supplier-induced demand is occurring. It is dif-
ficult to demonstrate that the rate of observed
C-sections is not medically necessary. A related
point is that there may exist adverse selection; in-

sured women may represent higher-risk women
who have a greater need for C-sections.

Nonetheless, the population-level estimates of
C-section rates presented in many of these stud-
ies are suggestive of overprovision, particularly in
Latin America and in China. For example, Barros et
al. (2005) show that C-section rates increased from
28% in 1982 to 31% in 1993 and 43% in 2003 for
representative cohorts of women in urban Brazil
(29). Murray and Pradenas (1997) present national-
level estimates of C-section rates in Chile, which in-
creased from 27.7% in 1986 to 37.2% in 1994 (40).
In rural China, county-level estimates for C-section
rates in five counties show increases, over three
years, from 8.3% to 19.2% in one county, from
12.2% to 18.6% in the second, 32.2% to 43.9%
in the third, 35.0% to 56.4% in the fourth, with
no increase in the fifth county (42). Each of these
studies shows examples of countries that exceeded
the WHO-recommended maximum expected rate
of C-sections of 15% (43). Overall, this evidence
is consistent with studies that have identified the
rate of C-sections by geographic region (44) as well
as identified which countries over- and underpro-
vide C-sections (45); this recent study finds that
40% of the countries fall beneath the 10% rate of
C-sections, considered to be the threshold for un-
derprovision, and the majority of these countries
are in sub-Saharan Africa. In contrast, 50% of the
countries fall above the 15% threshold, considered
to be the threshold of overprovision; China and
Brazil account for the majority of overprovided
C-sections (45).

Some of the studies suggested pathways through
which insurance could explain potential supplier-
induced demand. Cai et al. (1998) noted that phy-
sicians’ payment switched from salary-based to
quasi-fee for-service through which they received
higher payments for C-sections (21). In addition,
physicians’ bonuses were linked to hospital rev-
enue, where hospitals are reimbursed more for
longer lengths of stays (21,42). In contrast, the
evidence from India suggested that the schemes
set below market rates for the reimbursement of
C-sections, which led providers to avoid patients
potentially requiring C-sections (13). Most of these
studies presented descriptive statistics, including
trend data and qualitative data. Only two of the
studies used PSM (13,15). Aggarwal et al. (2010)
uses comprehensive matching variables, including
health status proxied by the presence of chronic
illness and was the one to identify a lower rate of
C-sections among low-income insured individuals
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(13). Overall, more rigorous research is necessary to
effectively demonstrate whether the observed rela-
tionship between insurance and C-section rates in
these low- and middle-income contexts is due fully
or in part to supplier-induced demand. It could
also be the case that insurance influences women'’s
requests for C-sections to avoid vaginal deliveries,
particularly if they do not bear the full cost through
insurance; the one-child policy in China has been
cited as a reason for women desiring C-sections
(21).

Quality of MH services

Four studies focused on the potential effect of in-
surance on the quality of MH services, and these
studies varied significantly in terms of how they
measured quality, making it difficult to compare re-
sults across studies. Theoretically, health insurance
could affect the quality of MH services through
various pathways, including accreditation require-
ments for reimbursement by insurers, providers
competing on quality to attract insured patients,
or greater revenue generation at the facility-level
which enables providers to invest in quality im-
provements. The evidence was inconsistent with
regard to the relationship between health insur-
ance and the quality of MH services.

Two studies focused on the types of tests conducted
during ANC visits as a measure of quality. In Gha-
na, members of NHIS were more likely to have their
weight and blood pressure measured but there was
no significant effect on insurance enrollment on
urine or blood testing, and contradictory findings
for blood pressure testing (15). In Brazil, privately-
insured patients were more likely than patients
insured through the national insurance scheme
to have blood testing, urine testing, ultrasounds,
and prescriptions for vitamins and iron. However,
they were not more likely to have uterine height or
blood pressure measured (27). A study from Mauri-
tania measured quality based on whether the par-
tograph was filled in and done correctly based on
a review of delivery records at facilities covered by
insurance; this study found a decrease, over time,
in the percentage of deliveries with a partograph
filled in (36). Another study measured quality by
the type of health personnel present at delivery;
this study found that, following the introduction
of national health insurance programme, a larger
proportion of births occurred with a medical doc-
tor in charge compared to a nurse or medical stu-
dent, and a larger portion of births occurred with a
paediatrician in the delivery room (29).

Some of the studies suggested possible explanations
for the observed quality changes. For example, in
Mauritania, the observed reduction in quality was
explained as being related to increased workload
for the direct service providers as a result of more
insured patients being seen while providers’ pay re-
mained constant (36). Adinma et al. (2010) suggest-
ed that quality improvements relating to the intro-
duction of insurance, in turn, motivated providers
to improve delivery of services in Nigeria (35).

Overall, the evidence on the relationship between
health insurance and the quality of MH service
provision is inconclusive because of the differences
across studies in the quality measures used, varia-
tion in the direction of the relationship, and reli-
ance on descriptive methods. Measuring the qual-
ity of maternal healthcare is generally problematic
and, to date, there is no consensus among maternal
health experts on the best quality care measures.
Only one study used multivariate regression analy-
sis (27); another used PSM but did not match on
variables, such as health status (15). Therefore, this
review was unable to identify evidence of a causal
relationship between insurance and the quality of
MH service provision.

Effects of health insurance on maternal and
neonatal health outcomes

There is little evidence available about the relation-
ship between health insurance and maternal or
neonatal mortality because few studies have mea-
sured these outcomes. Among the three studies that
focused on insurance and maternal mortality, only
one was rigorously conducted. That study found
no detectable effect from enrollment in NCMS in
China on pregnancy-related deaths, although the
study was not likely powered to detect such effects
(14). This was the only study in the review to have
used both PSM and DD, thereby controlling both
for endogenous insurance enrollment and differ-
ences in insurance availability by geographic area.
The other two studies both identified decreases
over time in the maternal mortality ratio as insur-
ance coverage increased; however, it was not pos-
sible to disentangle the role of insurance compared
to other concurrent sector-wide reforms or inter-
ventions (16,37).

The available evidence (in two studies) identified
a negative correlation between health insurance
and neonatal deaths (15,29). In Brazil, gestational
age-specific neonatal mortality and birthweight-
specific neonatal mortality decreased among birth
cohorts over time as insurance coverage expanded.
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However, it is not possible to disentangle the contri-
bution of other factors, such as concurrent quality
improvements over time unrelated to the changes
in insurance policy. Another study, which focused
on miscarriages and stillbirths, found that women
paying out of pocket were 4.54 times more likely
to experience these adverse pregnancy outcomes
compared to insured women in China (30). This
study presented trend data, without controlling for
potential confounders.

There is conflicting evidence on the relationship
between health insurance and birth complications;
one study in Ghana finds that, for certain specifica-
tions in the analysis, NHIS members are less likely
to have birth complications (15) whereas a study
in Colombia finds no detectable difference in birth
complications between those insured in the public
health insurance scheme and uninsured women
(17). While both studies used PSM, there is either
limited information about the matching variables
used or insufficient matching variables.

Similarly, the evidence available for the relation-
ship between health insurance and birthweight is
also contradictory. Insured women in Costa Rica
had a lower probability of having a baby with low
birthweight (28). In contrast, insured women in
Colombia were more likely to have a baby with
low birthweight; the authors do not explain this
finding (17). While both of these studies used IV,
neither provides sufficient information about the
instrument used. Over time, as insurance coverage
expanded, birth cohorts in Brazil were found to
have lower birthweight and lower gestational age
at birth (29). These results are based on descriptive
trend data, with no analysis of potential confound-
ing factors.

Most studies which identified a relationship be-
tween health insurance and these health outcomes
also provided suggestive evidence that this relation-
ship was mediated through the effect of insurance
on access to care. For example, NHIS members in
Ghana, who were less likely to experience infant
deaths or have birth complications, were more like-
ly to have ANC visits and more likely to have more
intensive testing during these visits (15). In contrast,
the decrease over time in birthweight observed in
Brazil, despite increases in insurance coverage, was
attributed to greater use of medical technology, in-
cluding ultrasound, which may have resulted in in-
ducing labour or performing C-sections earlier (29).
In the China example, the authors suggested that
the absence of an effect on maternal mortality is

linked to low reimbursement rates to cover enroll-
ees’ costs which would limit their use of health ser-
vices. Quality of MH services may also play a role in
influencing these health outcomes; one study from
Brazil mentioned that the low birthweight could be
related to the poor quality of ANC services, includ-
ing drug availability (29).

Overall, the evidence regarding the relationship be-
tween health insurance and maternal and neonatal
health outcomes is inconclusive, partly due to the
smaller number of studies focusing on these out-
comes, in addition to conflicting findings among
the studies. While some of the studies use rigor-
ous evaluation methods, including PSM and 1V,
the articles provide insufficient information about
their methodologies, making it difficult to evaluate
these approaches. Only one study provides a com-
prehensive description of the methodology, using
both PSM and DD; yet, this study fails to identify a
relationship between health insurance and mater-
nal mortality.

Contextual factors

The effect of insurance on MH service-use and
provision as well as on maternal and neonatal out-
comes may be influenced by contextual factors. We
draw from the literature the main examples of im-
portant contextual factors.

Geographic access to providers

One of the important contextual factors which
may influence the effect of insurance on the use of
MH services is the accessibility of providers within
the network of covered providers. Particularly in
rural locations, access to providers may be an im-
portant constraint that limits the ability of insured
populations to seek and receive care when needed.
In addition, the transportation costs (including
both direct costs and the opportunity cost of time
for seeking care far from home) may represent sig-
nificant costs, especially to low-income individu-
als. Most insurance policies do not include trans-
portation costs as part of their benefits package.
The reviewed studies provide conflicting evidence
regarding whether health insurance can overcome
geographic barriers to care. In DR Congo, there was
no difference in the rate of C-sections among the
insured population, regardless of individuals’ resi-
dential distance to facility; in contrast, the rate of
C-sections was lower among uninsured individuals
who lived further from the facility (46). In contrast,
a study in India found that, as distance from the
hospital increased, utilization of hospital services
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decreased regardless of insurance status (31). While
there was no mention of transportation benefits
included in the insurance coverage in DR Congo,
transportation was not included as a benefit in the
example from India.

Quality of care

The extent to which insurance provides access to
better-quality care might influence the magnitude
of its effect on demand for MH services as well as
its effect on maternal and neonatal outcomes. If in-
surance enables individuals to access services from
higher-quality providers because these providers
are included in the network of covered providers,
there may be an overall increase in demand for MH
services as they are more highly valued; in turn,
the use of higher-quality MH services could posi-
tively affect health outcomes. Reductions in neo-
natal mortality in Brazil may have been partly due
to insurance-related quality improvements over
time, including the availability of more trained
staff, increased bed-capacity, universal access to sur-
factants, and better respirators and lab techniques
(29). In contrast, the evaluation of Proyecto 2000
in Peru, which involved improvements in physical
infrastructure, improvements in the quality of care
provided, and expansion of social health insurance
coverage found that women who lived in areas
where quality improvements were implemented
were not more likely to deliver in a health facility
(20). However, the authors attributed this to a po-
tential lack of awareness among the target popula-
tion about these facility improvements.

Sustainability

There was limited mention of the sustainability of
the insurance schemes reviewed in this analysis.
Adverse selection (when higher-risk individuals
have a higher probability of enrollment) and moral
hazard (when insured individuals utilize more ser-
vices than they would if they were bearing the full
cost) are classic threats to the financial viability of
insurance. One example of adverse selection oc-
curred in the Obstetric Risk Insurance scheme in
Mauritania, a voluntary insurance scheme intend-
ed only for pregnant women with no waiting pe-
riod (36). Since the insurance only provides mater-
nity benefits, there is no broader risk-sharing with
non-pregnant women who may incur less costs for
the insurer, which would potentially threaten the
long-term financial sustainability of this scheme.
In Ghana, Chankova et al. (2008) found that high-
er-income women who had a delivery in the last
year wetre more likely to enroll in NHIS compared

to women who did not have a delivery (23). The
authors posited that this higher rate of enrollment
was socially beneficial; nonetheless, it has impor-
tant implications for the financial sustainability of
the scheme.

The high rates of C-sections in Brazil, India, and
China discussed earlier could indicate moral haz-
ard if women opted for a C-section rather than a
vaginal delivery because it was fully covered by
insurance. In addition to raising concerns about
putting women unnecessarily at risk, high rates
of C-sections might not be financially sustainable
for government or private insurers. However, the
studies did not address whether overprovision of
C-sections was associated with sustainability prob-
lems. Few of the studies reviewed here documented
whether co-payments, deductibles, or medical utili-
zation reviews were used in limiting moral hazard.
In Rwanda, the national health insurance plan re-
quired individuals to pay 10% of treatment costs as
co-payment (24); similarly, CBHI in India required
individuals to make a small co-payment at the time
of hospitalization (31). In contrast, the public health
insurance scheme in Peru offered full financial cov-
erage with no requirement to make a co-payment
(10). Aside from these examples, the studies largely
omitted to provide information on patients’ cost-
sharing. No study in this review mentioned utiliza-
tion reviews. Similarly, if the high rates of C-sections
are due to supplier-induced demand, they will also
influence the scheme’s financial sustainability due
to their higher reimbursement rates for providers.
While some studies provided information on pro-
viders’ reimbursements for C-sections relative to
vaginal deliveries, the studies did not discuss the
effect of these higher reimbursement rates on the
scheme’s financial viability.

In summary, most of the studies do not provide
sufficient details about the insurance policy, like
rules related to co-payments, to help understand
the implications of these policies on the scheme’s
financial sustainability. These are also short-term
evaluations and, therefore, have not yet been able
to demonstrate whether the schemes can contin-
ue to meet their financial obligations in the long-
term.

It is worth noting that the provision of health in-
surance can lead to higher total expenditure on MH
services as a result of increased demand (including
increased demand for higher quality of services). A
number of studies in the United States have assessed
the effect of health insurance on healthcare costs.
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Results from the Rand Health Insurance Experi-
ment found that health insurance and its effect on
demand for health services could only account for
part of the rise in health expenditure during 1950
to 1984, and most of the rise is likely due to tech-
nological innovation in healthcare (47). However,
another study, assessing the market-wide impact of
the introduction of Medicare, estimates that half of
the rise in healthcare spending in the United States
could be attributed to this insurance scheme (48).
Evidence from China’s social health insurance plans
found that cost escalation was largely attributed to
changes in hospital financing and physicians’ pay-
ment policies and that demand-side interventions
(such as co-payments) did not mitigate the rise in
costs (49). In Taiwan, following the introduction of
the National Health Insurance scheme, total health
expenditure initially increased due to increased
demand but then grew more slowly because of
cost-sharing with patients and certain direct sav-
ings from a single payer system (50). The studies
included in this review did not provide evidence
about the effect of health insurance on the costs of
MH services; this review was specifically focused on
evaluating the effect of health insurance on the use
of MH services and their quality. However, the ef-
fect of health insurance on the cost of these servic-
es is an important and related component, which
has implications on the societal costs of providing
health insurance and, therefore, on the long-term
sustainability of such schemes.

DISCUSSION
Key findings

Many of the studies reviewed here focused on the
relationship between health insurance and MH
service-use; these studies demonstrated relatively
consistent evidence of a positive correlation be-
tween health insurance and the use of MH services,
except for a few studies which failed to identify a
detectable effect. The evidence spanned different
geographic locations and different types of insur-
ance. However, only a few of these studies used rig-
orous methods to identify a causal effect. Of these,
only one study used PSM and included health sta-
tus as a matching variable; yet, this study finds no
detectable effect of health insurance on the use of
MH services.

A number of studies presented suggestive evidence
that insurance contributed to overprovision of
C-sections. Most of the evidence was from Latin
American countries and China with examples
from different insurance schemes, although one

study focused on DR Congo. The studies did not
conclusively demonstrate the presence of supplier-
induced demand, given that only one study used
rigorous methods, and these studies did not dem-
onstrate whether the sample had a previously un-
met need for C-sections.

Few studies focused on the relationship between
health insurance and the quality of MH services.
These studies provided inconclusive evidence be-
cause they used different methods for measuring
quality and found different directional effects.
While there was little evidence on the relationship
between health insurance and maternal and neo-
natal health outcomes, the available evidence was
also contradictory. Only two studies assessed the ef-
fect of insurance on maternal mortality; only one
was rigorously conducted, and it failed to identify
an effect. Certain studies found that insurance was
positively correlated with lower neonatal mortal-
ity; however, there were methodological concerns
with these studies which limit causal inference.
The absence of detectable effects from insurance
on maternal and neonatal mortality may partly be
due to sample-sizes that were insufficient to iden-
tify such effects. Studies highlighted contextual
factors which may limit the effectiveness of insur-
ance; these factors include geographic barriers and
the quality of healthcare providers.

Recommendations

In comparison with the available evidence on
other financial incentives and MH outcomes, there
appears to be more robust and consistent evidence
regarding health insurance. Nonetheless, there are
still areas in which further research would be ben-
eficial. The following are the recommendations for
future work on research methods, research ques-
tions, and tools relating to insurance and MH ser-
vices and maternal and neonatal outcomes.

Research methods

The evidence regarding the relationship between
health insurance and the use of MH services is rela-
tively consistent across studies which used different
rigorous research methodologies. While many of
these studies used rigorous methods, such as PSM,
there is still concern that the positive correlation be-
tween health insurance and the use of MH service
is not causal (or not entirely causal) but represents
potential selection effects relating to insurance up-
take. The direction of the relationship is consistent
with evidence from the RAND randomized con-
trolled study in the United States, demonstrating
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the positive impact of health insurance on the use
of health services in general (51) as well as evidence
from a randomized study in Nicaragua, establishing
the impact of health insurance on the use of health
services in general (52). No randomized controlled
trial has been conducted in a low-income country,
focusing specifically on health insurance and the
use of MH services; such research could provide
conclusive, causal evidence which would corrobo-
rate the findings from this review and demonstrate
the extent to which the effect of health insurance
on the use of MH services is attributed to health
insurance itself versus other factors, such as income
and health status. In addition, the inconsistency in
the evidence on the relationship between health
insurance and the quality of MH services as well
as maternal and neonatal health outcomes suggests
the need for additional studies in these areas. Other
rigorous methods, such as DD, IV, and PSM (using
comprehensive matching variables), could provide
such evidence.

The review also identified potential overprovision
of C-sections associated with insurance. However,
the role that health insurance may play in influ-
encing this overprovision has not been conclu-
sively demonstrated. Further efforts in identifying
the presence of supplier-induced demand is nec-
essary. Such research would complement ongoing
efforts led by a working group of the Child Health
Epidemiology Reference Group and the Maternal
Health Task Force to improve measurements of
under- and overprovision of C-sections by devel-
oping new indicators that identify when decisions
about C-sections are being made and by whom
(provider or woman), proposing different pro-
spective and retrospective data-collection efforts,
and expanding the application of the Robson
classification of C-sections to low-income country
settings, by using this facility-based classification
system to categorize C-sections by women’s level
of risk (53).

Opportunities should also be sought to use larger
sample-sizes to address questions regarding im-
pact of health insurance on maternal and neona-
tal health outcomes. Cross-country analyses (using
pooled DHS data, for example) could be used in
identifying such effects. There is evidence on the
effect of insurance on the use of MH services as well
as evidence on the effectiveness of these services in
reducing adverse maternal and neonatal outcomes.
However, a rigorous study combining this evidence
would conclusively demonstrate the health im-
pacts of insurance.

Research areas

The effect of health insurance on the use of MH
services will be closely tied with the extent to
which the benefits package comprehensively cov-
ers ANC, PNC, and delivery-related services. Most
of the studies that were reviewed provided infor-
mation about the MH-related services covered by
the insurance product, thereby making it possible
to compare whether the inclusion of these specific
MH services in the benefits package is related to the
use of those particular MH services. Nonetheless,
there are some examples of studies which assessed
the effect of health insurance on the use of ANC
but highlighted that coverage of ANC services var-
ies by county or district (32,33). Future research on
the effect of health insurance related to MH servic-
es should include specific details regarding the MH
benefits package, to make it possible to compare
whether their inclusion in the benefits influences
their use. Differences in the benefits package, such
as insurance that covers only emergency obstetric
care versus insurance that comprehensively covers
delivery-related costs as well as ANC and PNC, may
differentially affect healthcare-seeking behaviours
for insured pregnant women. Evaluations assessing
how differences in the MH benefits package influ-
ences the use and provision of MH services can
inform how best to structure MH insurance cover-
age.

There are many other components of an insurance
programme, including the co-payments, waiting
period, and provider payments, each of which can
incentivize different behaviours both for enrollees
and providers. There would be benefit to under-
standing the differential effects of each of these
components. Evaluating the effect of different pay-
ment policies on the rate of C-sections can inform
the extent to which these compensation mecha-
nisms influence C-section rates and, therefore, in-
form the suitable structure for provider payments.
Given the potentially important role that geo-
graphic barriers may play in limiting the effective-
ness of health insurance to expand access to care,
research on the effect of transportation vouchers
included as part of insurance packages could help
identify the extent to which geographic constraints
play a role in influencing the impact of insurance
policies in reducing barriers to access.

The review also identified inconsistencies in the
way that quality of MH services was measured,
making it difficult to compare findings of the stud-
ies. A more comprehensive and consistent meth-
odology for measuring the quality of MH services

Volume 31 | Number 4 (Suppl 2) | December 2013

101



Health insurance and maternal health services

Comfort AB et al.

would help ensure that studies assessing this out-
come are capturing meaningful measures of qual-
ity. Additional studies could also inform the extent
to which the effect of insurance on quality influ-
ences maternal and neonatal health outcomes.

Many of the reviewed studies represented evalua-
tions that are conducted a few years after the in-
troduction of the insurance scheme. Longer-term
evaluations would also be beneficial, given that
there may be concerns regarding the sustainability
of these schemes. In addition, while this review was
not specifically focused on assessing the effect of
health insurance on the cost of MH services, this
is an important and related issue which influences
the sustainability of these insurance programmes.
While there is evidence on the effect of health
insurance on healthcare costs in general, the evi-
dence is conflicting (depending on the context),
and there is limited evidence relating to MH ser-
vices in particular.

This review focused on whether health insurance
affects the use and quality of MH services. Financial
risk protection was not evaluated in this review but
is worthy of further study. Many of the papers pro-
vided evidence relating to how insurance affects in-
dividuals’ out-of-pocket payments. Other spending
decisions, such as on schooling, housing, and food,
may be affected by households facing unexpected
health shocks, such as a delivery complication.
These effects on household spending represent
other effects from insurance that could be taken
into account in considering the broader impact of
insurance coverage in relation to pregnant women
and mothers.

While this review focused specifically on health
insurance, other financial incentives, such as the
removal of user fees, can also influence the use and
provision of MH services. The evidence reviewed
on user fee exemptions also found a consistent pos-
itive relationship between user fee removal and fa-
cility-based deliveries, for example. Direct compari-
sons between the effect of free care versus health
insurance is difficult, given the different contexts
and populations targeted in the different studies.
Nonetheless, the evidence from the Yeshasvini
scheme, in Karnataka, India, highlighted that these
different financial incentives can also interact with
each other. In this example, insurance did not nec-
essarily remove cost barriers but instead provided
access to higher-quality providers. Further study on
the comparative effect of different financial incen-
tives could be beneficial.

Since the external validity of these studies depends
on being able to apply findings of a study to a simi-
lar context, there is a continual need for replication
of studies in different countries, focusing on differ-
ent types of insurance schemes and populations
with different health needs.

Tools and guidance

In the absence of rigorous evidence on the viability
and sustainability of health insurance schemes, par-
ticularly for micro-health insurance and CBHI and
especially those that provide maternity benefits,
implementation research can help inform product
design, educational resources, and healthcare de-
livery. Increasing efforts are being made to capture
these lessons from practitioners and to share the
knowledge with other key stakeholders. One exam-
ple is an inventory being developed by the Micro-
insurance Network on emerging lessons learnt. The
publicly available inventory seeks to consolidate
product details on both active and inactive health
insurance schemes and document successes and
failures in design, administration, and delivery of
health insurance products and healthcare services.

Another tool that would be useful for researchers
and policy-makers is a standardized method for
assessing the quality of MH services. Such a tool
would enable researchers to provide evidence that
can be more easily compared across studies. In ad-
dition, this tool could be used in identifying which
quality indicators are associated with better mater-
nal and neonatal health outcomes and which are
most cost-effective. Insurance policies could use this
evidence to target the specific quality indicators as
part of their provider reimbursement schemes.

Policy

The evidence suggesting that health insurance in-
creases the use of MH services provides justification
for promoting broad access to health insurance cov-
erage. In particular, health insurance should offer a
comprehensive package of MH services, including
ANC, intrapartum and immediate postnatal care
plus emergency obstetric care, to affect both use
of MH services and potentially maternal health
outcomes. Given the findings from this review, it
is also important that the package be designed to
specifically address the health needs of the target
population. For example, payments to providers
should be adjusted to avoid the over-provision of
services, such as C-sections in contexts where this
is a concern. However, in low-income contexts
where women have limited access to emergency
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obstetric care, the underprovision of these services
means that the incentives should be structured dif-
ferently.

Finally, policy-makers, donors, and other relevant
stakeholders should consider how insurance and
maternal health services are tied into the broader
discussion around universal health coverage. The
potential comprehensiveness of insurance coverage
should encourage policy-makers to address health
services in an integrated, interconnected fashion
rather than through the lens of disease-specific si-
los. The policy debate around universal health cov-
erage has relevance for the maternal health com-
munity, just as these MH findings have relevance
for the broader discussion around health insurance
and universal health coverage.
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