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Abstract
Maternal and child mortality are still higher in Bangladesh where delivery care services are associated with a
number of problems. Demand-side financing, popularly well-known as maternal health care voucher, is found to
reduce the financial barriers, increases choice for clients, and improves efficiency in delivery and quality of services
which ultimately enhances maternal health. A cross-sectional study was conducted in different upzilas of Bhola
district in Bangladesh among poor married women and found that voucher scheme receivers were 17.64 times more
likely to receive delivery care services than respondents who were not part of the voucher scheme. On the other
hand, the study pointed out that recipients of the voucher scheme received comparatively higher levels of delivery
care services compared to those not in the voucher scheme, such as skilled birth attendance (64.2% vs. 26.3%),
institutional delivery services (86.9% vs. 24.7%), and transport costs (92.5% vs. 23.1%). As the voucher scheme
receivers’ delivery care services ensured better health status and care services than non-voucher scheme receivers in
Bangladesh, the current study suggests that increasing the accessibility of voucher scheme programs will facilitate
the provision of effective maternal health care services.
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Introduction
Maternal and child mortality are among the most
important goals of the Millennium Development Goals
(MDGs) and major concerns for policy makers in
developing countries of the world like Bangladesh.
Although Bangladesh has already achieved a remarkable
success in reducing maternal and child death, then still in
rural Bangladesh, around 71% of births take place at
home where home delivery is preferred as it is associated
with low cost so that delivery care services become low
and resulted many complications which are the reasons of
maternal and child mortality.1 This grim picture renders
Bangladesh to greater misery along with other Asian
developing countries.2 Financial barriers are one of the
major indicators identified that lowered the delivery care
services among the poorest women and also indicates that
financial ability and protection are needed for the poorest
to encourage the use of facilities for delivery and to
prevent families from impoverishment.3 As a result, a
program was introduced, namely demand-side financing
(DSF), but also known popularly as the maternal health
voucher scheme for low-income (poor) pregnant women.5
The aim of the program was to enhance the utilization of
child and maternal health services and to remove financial
barriers as a step towards improving maternal and
children's health. The program is predominantly focused
on MDGs4 with implementation and evaluation of multisectoral interventions to improve the access and quality of
care for women who are poor, less-educated and live in
rural areas in the post-MDG health and development
agenda for achieving universal health coverage as there is
considerable potential for improvement among these
groups.5

Practice Points








Maternal and child mortality are global public
health concerns.
The study revealed that the voucher scheme
improves access to safe delivery for poor
women and is intended to reduce financial
barriers, increase the choice for clients, and
increase efficiency in delivery and quality of
services.
Skilled birth attendance, institutional delivery
services and the proportion of transport costs
received by voucher scheme participants were
higher than non-voucher scheme participants.
Voucher scheme receivers were 17.64 times
more likely to receive delivery care services
than non-voucher scheme participants.
The finding of this study is that demand-side
financing
maternal
healthcare
voucher
programs improved overall health status of the
poor women.

Healthcare financing is massively related to the health
status of the women for developing countries like
Bangladesh.6 The Government of Bangladesh piloted a
DSF scheme in 21 upazilas (sub-districts) from 2006
and expanded to 33 upazilas in 2007 where poor
women receive a package of essential maternal health
care services with the treatment of pregnancy and
delivery related complications.7 After getting better
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results, this program has been expanded to another 11
upazilas in 2010 where increasing the demand for
maternal health services was one of the principal
objectives of the pilot program. After all, in health
sector, DSF has a possible role in the delivery of certain
sub-optimally and inequitably consumed services such
as maternal care and betterment of unmet health
behaviors.4 Then maternal mortality remains a major
challenge to health systems worldwide and global
initiatives to intensify policy intervention for maternal
mortality began with the safe Motherhood Initiative in
1987.8 But it is not properly distributed among those
who basically needed the financial assistance in their
maternal period for antenatal, postnatal and delivery
services. The services are limited and, as a result,
maternal and infant mortality are still high in
Bangladesh. On the other hand, the primary barriers to
delivering in a health facility operate at the financial and
family levels e.g. poor women have a clear preference
for maternal health services from the private sector,
which are perceived to be of higher quality, but cannot
afford to pay for delivery care, and husbands or
mother-in-laws often do not support delivery in a health
facility.9

to a lesser extent. However, schemes that targeted
poorer women did not appear to be efficient since these
women were more likely than less poor women to be
encouraged to give birth in a public health-care facility,
even with universal voucher schemes.17

Voucher programs where it is either heavily subsidized
or free for the patient, and the provider is reimbursed for
the cost of service provision plus a reasonable profit
after service delivery has been verified.10 Even
well-funded maternal health projects have failed to
increase skilled birth attendance among the poorest
women.11 Progress in the decline of maternal mortality
has been disappointingly slow in Pakistan even with the
voucher scheme.9,12 However, In the Yunnan Province
of China, it was found that voucher distribution has
increased the utilization of treatment for childhood diarrhea among the poor.13 The voucher scheme was
introduced for low-income pregnant women to enhance
the utilization of maternal and child health services
where this scheme covered the cost of antenatal care
(ANC), delivery and postnatal care (PNC) as well as
care of sick children. On the other hand, voucher
schemes could be an option in India for increasing the
utilization of reproductive and child health services if
the vouchers were distributed properly among the
poorest women.14 The scheme would play a significant
role in the health sector of any country where the
voucher mechanisms are used with a specific DSF
mechanism which can be used to target essential health
services to vulnerable populations, such as poor and
pregnant women, in order to protect them from
catastrophic expenditures such as emergency obstetric
care15 The importance of DSF primarily lies on its scope
to integrate various human development approaches and
advanced individual and societal capabilities. Under
DSF, overall human development occurs as it addresses
populations’ social, environmental and economic risks
or vulnerabilities9 so that voucher programs are
intended to reduce financial barriers, increase choice for
clients, increase efficiency in delivery and quality of
services which will improve maternal health care.16 On
the contrary, voucher schemes increased deliveries in
health centers and improved antenatal and postnatal care

A structured and pre-tested questionnaire with some
open-ended questions was used to conduct face to face
interviews. The questionnaire included the following
information: age, parity, religion, educational status,
socioeconomic status of households including
household expenditures, and use of health services
during the last pregnancy. Then data was analyzed
using the Statistical Package for Social Science (SPSS),
version 16.0. A descriptive analysis was done to analyze
the socio-demographic characteristics of respondents,
and bivariate analysis using the Pearson Chi-Square test
was used to determine the associations with each of the
outcome variables to finalize the study results. Written
permission was taken from the Department of
Population Sciences, University of Dhaka, Bangladesh
for this study.

The aim of the present study was to investigate the
effect of voucher schemes on safe delivery and delivery
care services among poor women at Bhola district in
Bangladesh. The study also examines the effect of the
voucher scheme on maternal health care in relation to
the non-voucher scheme receivers.

Materials and Methods
A cross-sectional study was conducted from November
2014 to March, 2015 in seven Upazilas of Bhola
District; they are Bhola Sadar Upazila, Burhanuddin
Upazila, Charfasson Upazila, Daulatkhan Upazila,
Lalmohan Upazila, Monpura Upazila, Tazumuddin
Upazila among the 300 married women (age group 1549 years) who were pregnant or had at least a child. The
respondents of the study were selected randomly among
voucher scheme receivers or non-voucher scheme
receivers.

Results
Among the 300 respondents, 53 (17.7%) were voucher
scheme receivers and 247 (82.3) respondents were nonvoucher scheme receivers. The majority (69.7%) of the
respondents were in the 18-25 years age group, 4% were
less than 18 years, and 26.3% of the respondents were
above 25 years old. More than half of the respondents
(53.7%) had primary level education, 30% secondary,
9.3% higher secondary and 7% had no formal
education. Most of the respondents (98%) were housewives, and rest were involved in agriculture. Eighty
seven percent of the respondents’ income level was in
the Tk. 0-1000 category but only 13% of respondents’
income was in the Tk. 1001-2000 category. Most of the
respondents (94%) were Muslim and rest were Hindu.
Among the respondents, 22.3% had no children, 51%
had 1 child, 19.4% had 2 children and 7.3% had 3 children.
It was also revealed that 14% of the respondents had a
normal delivery, 5.3% needed a caesarean delivery,
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65.4% required assisted vaginal delivery and 15.3%
were pregnant at the time of study. It was also found
that voucher scheme providers visited 50%, counseled
9% and advised 41% of the voucher scheme receivers.
Table 1 shows the cross tabulation between delivery
care services and the voucher scheme. A majority of the
voucher scheme receivers received skilled birth
attendance (64.2%), institutional delivery services
(86.9%), transport costs (92.5%) and referral to a doctor
or expert (86.9%). On the contrary, the figures for nonvoucher scheme receivers were lower for skilled birth
attendance (26.3%), institutional delivery services
(24.7%), transport costs (23.1%) and referral to a doctor
or expert (22.3%).
The Odds Ratio (OR) of delivery care services and
voucher scheme is: 50 x 127/120 x 3= 17.64. As the
OR >1, it is suggested that respondents who are
receiving the voucher scheme have 17.64 times higher
odds of receiving delivery care services than the respondents who do not receive the voucher scheme and
delivery care score (Table 2).

Discussion
In this study, it has found that voucher scheme receivers
received better delivery care services which improved
the maternal and child health. It was also observed that
voucher scheme receivers received visit, counsel and
advice by the voucher scheme providers. A study
conducted in Bangladesh found that voucher programs
were intended to reduce financial barriers, increase
choice for clients, enhance efficiency in delivery and
quality of services which would improve the maternal
health care.16 Another study in Mexico found that
families are encouraged to obtain preventive health care,
participate in growth monitoring and nutrition

supplements programs and attend health education
programs to be eligible for cash transfer. 18 The study
findings suggest that the cash transfer component was
associated with better outcomes in child health,
growth and development. However, a study in
Pakistan noted that well-funded maternal health projects failed to increase skilled birth attendance among
the poorest women11 and progress of lowering the
maternal mortality was disappointingly slow.9,12
Our study found that skilled birth attendance was
provided to 62.4% voucher scheme receivers. A study
found that there was a lower number of women who
delivered with the help of skilled birth attendants.19
We also found that voucher scheme receivers had
more institutional deliveries,
received a larger
proportion of their transport cost, and had more
referrals to a doctor or expert in comparison to nonvoucher scheme receivers. It was noticed that there is
considerable potential for improvement among the
voucher scheme receivers groups in 2014.5 Financial
protection is needed for the poorest to encourage the
use of facilities for delivery and to prevent families
from impoverishment.3
The present study also found that voucher scheme
receivers are 17.64 times more likely to receive
delivery care services than respondents who did not
receive the voucher scheme. The voucher scheme
lessens the number of maternal mortalities occurring
due to complications during delivery.8 It is
highlighted that the voucher scheme plays a
significant role in reducing the maternal and neonatal
morbidity, and mortality rate anywhere in the world. 20
The time constraint was one of the major limitations
of this study. Long-term follow-ups could have

Table 1: Delivery care services and voucher scheme
Variables
Skilled Birth attendance
Yes
No
Institutional delivery services
Yes
No
Transport cost
Yes
No
Referral (i.e. Doctor)
Yes
No
Total N (%)

Voucher Scheme
Yes
No

χ2and
p-Value

34 (64.2%)
19 (35.8%)

65 (26.3%)
182 (73.7%)

χ2= 28.252
p<0.000

46 (86.9%)
7 (13.1%)

61 (24.7%)
186 (75.3%)

χ2= 73.330
p<0.000

49 (92.5%)
4 (7.5%)

57 (23.1%)
190 (76.9%)

χ2= 91.919
p<0.000

46 (86.9%)
7 (13.1%)
53 (100%)

55 (22.3%)
192 (77.7%)
247 (100%)

χ2= 81.354
p<0.000

Table 2: Delivery care score and voucher scheme cross tabulation
Variables
Voucher Scheme
Yes
No
Delivery Care Score
High
50 (94.3%)
120 (48.6%)
Delivery Care Score
Low
3 (5.7%)
127 (51.4%)
Total N (%)
53 (100%)
247 (100%)

Pearson Chi-Square
p-value

p<0.000
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provided more accurate findings. There were many
sensitive personal/family issues which respondents
might not have disclosed intentionally due to cultural
and religious beliefs. This might have affected the
outcome of the study leading to some bias in the result.
The participants sometimes left the interview in the
middle of their interview because of the their personal/
family problems and were not available for further
interview.
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