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Effect of Chiranjeevi Yojana on institutional deliveries and neonatal
and maternal outcomes in Gujarat, India: a difference-in-differences

analysis
Manoj Mohanan,? Sebastian Bauhoff,> Gerard La Forgia,© Kimberly Singer Babiarz, Kultar Singh® & Grant Miller’

Objective To evaluate the effect of the Chiranjeevi Yojana programme, a public—private partnership to improve maternal and neonatal
health in Gujarat, India.

Methods A household survey (n=>5597 households) was conducted in Gujarat to collect retrospective data on births within the preceding
5 years. In an observational study using a difference-in-differences design, the relationship between the Chiranjeevi Yojana programme
and the probability of delivery in health-care institutions, the probability of obstetric complications and mean household expenditure for
deliveries was subsequently examined. In multivariate regressions, individual and household characteristics as well as district and year fixed
effects were controlled for. Data from the most recent District Level Household and Facility Survey (DLHS-3) wave conducted in Gujarat
(n=6484 households) were used in parallel analyses.

Findings Between 2005 and 2010, the Chiranjeevi Yojana programme was not associated with a statistically significant change in the
probability of institutional delivery (2.42 percentage points; 95% confidence interval, Cl: —=5.90 to 10.74) or of birth-related complications
(6.16 percentage points; 95% Cl: —2.63 to 14.95). Estimates using DLHS-3 data were similar. Analyses of household expenditures indicated
that mean household expenditure for private-sector deliveries had either not fallen or had fallen very little under the Chiranjeevi Yojana
programme.

Conclusion The Chiranjeevi Yojana programme appears to have had no significant impact on institutional delivery rates or maternal health
outcomes. The absence of estimated reductions in household spending for private-sector deliveries deserves further study.

Abstracts in e H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

Each year, over 500000 women in the world die from birth-
related complications' and more than 5 million neonates die
before they reach 12 months of age.” All but 2% of the neonatal
deaths occur in developing countries.” In the last decade, global
efforts to reduce maternal and neonatal mortality have grown
rapidly. Between 2003 and 2008, global spending on maternal,
neonatal and child health more than doubled - although it
remained relatively constant as a share of official development
assistance.™ This allowed various new initiatives, including
those focusing on skilled birth attendance and emergency
obstetric care, to be supported.”*

As no single intervention can address the range of causes
of maternal death, facility-based intrapartum care - “insti-
tutional delivery” - is generally recommended as the best
option for improving maternal health.” Facilities that provide
maternity care are likely to have the trained staff, infrastructure
and standardized delivery protocols needed to manage most
neonatal and obstetric complications.

In general, public hospitals in India lack the capacity and
reach to serve many rural areas, which means that many poor
women have no access to key health-care services.”” Recog-
nizing this limitation, in January 2006 the state government
of Gujarat launched the Chiranjeevi Yojana programme, a

public—private partnership designed to increase institutional
delivery rates.® It was subsequently estimated that this pro-
gramme had led to a 90% reduction in maternal deaths and
a 60% reduction in neonatal deaths among beneficiaries in
Gujarat.*"” The programme received the Asian Innovations
Award in 2006,"” had covered almost 800000 deliveries by
March 2012, and is generally perceived as a successful model
that should be followed in other Indian states."

However, perceptions of the programme’s success are
based on the results of studies — simple cross-sectional inves-
tigations or before-and-after comparisons - that had severe
limitations. These studies did not address the role of the self-
selection of institutional delivery by pregnant women and
took no account of the “background” increases in institutional
deliveries that probably occurred over each study period."

The Chiranjeevi Yojana programme covers the costs of
deliveries — at designated private-sector hospitals — for women
from “below-poverty-line” (BPL) households. BPL status —
which is either determined by multidimensional means test-
ing or designated by the relevant village authority — confers a
variety of other benefits, including public subsidies for food
grains, sugar, oil and fuel. The programme pays the designated
private-sector hospitals 1600 Indian rupees - approximately
37 United States dollars (US$) - per delivery. In exchange,
the programme expects the hospitals both to offer vaginal
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deliveries or caesarean sections to poor
women free of charge and to reimburse
at least some of the women’s travel
costs. The hospitals can offer additional
hospital services to beneficiaries for a
separate fee. By 2010, the programme
covered more than 800 private-sector
hospitals and had helped finance more
than 400 000 deliveries."”

The aim of the present study was to
estimate the relationship between the
Chiranjeevi Yojana programme and the
probability of institutional delivery, the
use of maternal and neonatal services
provided by trained health workers,
birth-related maternal complications
and household spending for delivery.
We used population-based samples
and adjusted for time-invariant differ-
ences across the districts of Gujarat,
changes in outcomes over time that
were common across the state, and a
range of household-level characteris-
tics. By matching information about
programme placement and timing to
population-level data - rather than data
from participating hospitals — we were
also able to minimize the influence of
self-selection into institutional delivery
among pregnant women.

Methods

The Chiranjeevi Yojana programme was
launched in five northern districts of
Gujarat in January 2006 and then ex-
panded to the rest of the state between
December 2006 and January 2007. We
use a multivariate difference-in-differ-
ences regression framework to identify
changes in primary outcomes associated
with the spread of the programme across
the state. The 21 “late-implementing”
districts served as a control for the
five “early-implementing” districts of
Banaskantha, Dahod, Kachchh, Panch
Mahal and Sabarkantha in 2006 and vice
versa in 2007.

Data sources and outcome
measures

We relied on two sources of data for
our study: our own household survey in
2010 and analogous data from the third
wave of the District Level Household
and Facility Survey (DLHS-3).

In our survey - conducted in Au-
gust to September 2010 - we collected
retrospective information from a state-
wide sample of women who had had
deliveries since January 2005. We used
stratified three-stage cluster sampling
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(Appendix A, available at: http://www.
cohesiveindia.org/IMATCHINE/CY-
BWHO2013Appendix.pdf). Within
each study village we conducted a brief
census of all households. We then ran-
domly selected 10 households that had
reported at least one delivery since Janu-
ary 2005. We selected households with
BPL index scores between 16 and 25 in
the year 2002 based on original plans to
use a “fuzzy” regression discontinuity
design.'®"” Unfortunately, widespread
inconsistencies in classification of the
BPL status of households prevented such
analyses. Of the 6002 sampled house-
holds, 5663 (94.4%) agreed to provide
dataand 5597 (93.3%) provided full data
and were included in the final analysis.

Through household surveys mod-
elled after the well-known Demographic
and Health Surveys, we recorded ma-
ternal and household demographic and
socioeconomic characteristics as well
as detailed retrospective information
about antenatal and postnatal care and
deliveries for all births since 2005. Our
primary outcomes were: the place of
delivery - public facility, private facility
or home; who assisted with the deliv-
ery — a trained health professional or a
relative; the type of delivery - vaginal
or caesarean; whether the mother had
received antenatal care, postnatal care
or both and, if so, whether such care
had been provided by a trained health
professional; whether the mother suf-
fered birth-related maternal complica-
tions such as premature labour, exces-
sive bleeding or loss of consciousness;
whether the neonate had been admitted
to a neonatal intensive-care unit; and
how much the household had spent on
the delivery - both the hospital fees and
total costs including transportation and
other expenses.

We conducted parallel analyses us-
ing publicly available data from the third
wave of the District Level Household
and Facility Survey (DLHS-3). Such sur-
veys have been routinely commissioned
- by the Indian Ministry of Health and
Family Welfare - to monitor reproduc-
tive and child health throughout India.
In Gujarat, DLHS-3 was conducted in
2007 and 2008 across each of the state’s
26 districts. We restricted our DLHS-3
sample to women whose last delivery —
at the time of the survey — had been in
or after 2005, yielding a final sample of
6484 households. Because the sample
was designed to be representative at
the district level, no attempt was made
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to identify households that had below-
poverty-line status. However, the demo-
graphic characteristics of the DLHS-3
sample were reasonably comparable to
those of our own survey (Table 1), and
both measured similar delivery-related
outcomes.

Data analysis

A multivariate difference-in-differences
ordinary least-squares regression analy-
sis was used to determine if changes in
our primary outcomes were associated
with the staggered introduction of the
Chiranjeevi Yojana programme across
Gujarat’s districts. We use the timing of
births - as reported by mothers in the
two surveys — together with mother’s
district of residence to determine if the
Chiranjeevi Yojana programme had
been implemented when a delivery
occurred.

Specifically, using birth-level ob-
servations, we regress our primary out-
comes on an indicator variable denoting
whether or not the Chiranjeevi Yojana
programme was active. In all regres-
sions we control for district and year
fixed effects to account for unobserved
interdistrict differences that did not vary
over time and changes over time that
were common to all districts;'” as well
as maternal characteristics (mother’s age
at marriage, age at delivery and level of
education); and household characteris-
tics (caste, religion, and wealth - BPL
score, monthly household income in
our data and a composite wealth index
in the DLHS-3 data). We calculated
robust standard errors that are clustered
by block (the primary sampling unit)
to relax the assumption of independent
and identically distributed errors within
districts.

Given our available data using a
baseline of 0.56 (proportion of institu-
tional deliveries), the minimum detect-
able effect size for test of proportions
is 5 percentage points or more in the
probability of institutional delivery (a
change from 0.56 to 0.61). The summary
statistics for all outcomes are shown in
Table 2.

Results
Programme impact

Fig. 1 shows the unadjusted mean insti-
tutional delivery rates (and confidence
intervals, CIs) in the early- and late-im-
plementation districts — separately using
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data from our 2010 survey and DLHS-3
from 2007-2008. Both panels show
background increases in institutional
delivery rates over time across Gujarat
that are unrelated to the Chiranjeevi

Yojana programme. Both panels also
show modest changes in institutional
delivery rates over time, but there are
otherwise no relative changes in either
early- or late-implementation districts

Table 1. Summary statistics from two household surveys, Gujarat, India

Characteristic Present study® DLHS-3
Mother’s age at marriage, years (SD) 1839 (2.12) 18.08 (2.95)
Mother’s age at delivery, years (SD) 24.52 (4.24) 25.06 (4.73)
Hindu households, % (SD) 94 (23) 91 (29)
Mothers who had attended school, % (SD) 57 (ND) 58 (49)
Wealth index, SD¢ ND 0.15 (0.94)
Mother’s education, %
Illiterate 43 ND
Primary 27 ND
Middle or higher 30 ND
Monthly household income in Indian rupees, % of
households
<250 1 ND
250-499 3 ND
500-1499 27 ND
1500-2500 42 ND
> 2500 27 ND
Caste %
General or other 18 19
“Scheduled” caste 22 13
“Scheduled”tribe 21 30
Other“backward” caste 39 0
No designated caste or tribe 0 38

DLHS-3, District Level Household and Facility Survey for 2007-2008; ND, not determined; SD, standard

deviation.
¢ 5597 households.
b 6484 households.

¢ Calculated using the method of Filmer and Pritchett."
4 Approximately 43 Indian rupees to one United States dollar.
¢ Different caste designations were used in the two surveys.
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that coincide with the introduction of
the Chiranjeevi Yojana programme.
The divergence between early- and late-
implementation districts in 2008 shown
using DLHS-3 data (left-hand panel of
Fig. 1) is not present in 2008 (right-hand
panel of Fig. 1) and disappears when the
DLHS-3 data are weighted to compen-
sate for between-survey differences in
key BPL scoring components, such as
household assets, sanitation and literacy.
(The results with reweighted DLHS-3
data are available from the correspond-
ing author on request).

The relationship between the Chi-
ranjeevi Yojana programme and each of
the primary outcomes we investigated is
reported in Table 2. In Appendix A we
also report odds ratios obtained using
logistic regressions rather than linear
probability models and note that the two
approaches yield comparable inferences
throughout. The data collected through
our study indicated that implementation
of the programme was not associated
with a statistically significant change in
the probability of institutional delivery
(2.42 percentage points; 95% CI: —5.90
to 10.74). The CIs also imply that any
association with institutional delivery
too small to be detected in our samples
could be no larger than an increase of
10.7 percentage points. The analysis
using data from the DLHS-3 also con-
firms our findings that the programme’s
implementation was not associated
with a statistically significant change in
institutional deliveries (-3.08 percent-
age points; 95% CI: -9.12 to 2.96). The

Fig. 1. Mean® institutional delivery rates in Gujarat, India, 2005-2010
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Note: the data were collected specifically for the present study (left-hand panel) or in the District Level Household and Facility Survey for 2007-2008 (right-hand
panel). They are plotted separately for the “early-implementing” districts — i.e. Banaskantha, Dahod, Kachchh, Panch Mahal and Sabarkantha, which implemented
the Chiranjeevi Yojana programme in January 2006 — and the “late-implementing” districts — i.e. the other 21 districts of Gujarat, which implemented the same
programme in December 2006 or January 2007. Error bars indicate 95% confidence intervals, adjusted for survey design.
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DLHS-3 estimates are also more precise,
which suggests that any programme
impact too small to detect in our analy-
sis could have been no larger than an
increase of 2.9 percentage points. We
find similar null estimates both for prob-
ability of delivery in private maternity
hospitals and for birth attendance by
physicians or nurses.

The programme was also not asso-
ciated with changes in the incidence of
birth-related maternal complications, the
use of antenatal and postnatal services or
the use of neonatal intensive care. Our
survey data suggests that 54% of the
mothers in our sample suffered complica-
tions, including premature delivery, pro-
longed and obstructed labour, excessive
bleeding, breech presentation, convul-
sions, hypertension, fever, incontinence
or other birth-related problems after the
programme had been implemented — and
that the probability of these complica-
tions did not significantly change under
the Chiranjeevi Yojana programme.

The reimbursement offered to
designated health facilities by the Chi-
ranjeevi Yojana programme is intended
to cover the costs of delivery for poor
women who choose to give birth in a
health facility. Even if the programme
has not increased institutional delivery
rates, we would expect to see lower
mean household expenditures on de-
liveries, given that the programme had
paid providers over US$ 32 million as
of 2012. However, analysis of our survey
data indicated that implementation
of the programme had no significant
relationship either with the probability
that households reported any delivery-
related spending (2.69 percentage
points; 95% CI: —1.10 to 6.48) or with
mean hospital spending for delivery
conditional on any spending (18.22%
change; 95% CI: -9.91 to 46.34).

In general, the DLHS-3 data also
indicated that the programme was not
associated with significant changes in
household spending for institutional
deliveries. The single exception is a
21.2% reduction in mean spending (95%
CI: 4.71 to 37.69) among households
reporting any expenditure, but this loses
statistical significance after adjustment
for the multiple comparisons (data not
shown). Even among the households of
women who delivered in private hospi-
tals, spending on the deliveries appeared

not to have changed significantly under
the programme.

Discussion

Our findings indicate that the Chiran-
jeevi Yojana programme was not associ-
ated with changes in the probability of
institutional delivery (including delivery
at private institutions), maternal mor-
bidity or delivery-related household
expenditure. These findings differ from
those reported by previous evaluations
suggesting substantial benefits of the
Chiranjeevi Yojana programme, in-
cluding a 27% increase in institutional
deliveries, a 90% reduction in maternal
deaths and a 60% reduction in neonatal
deaths.*»"* These earlier studies did not
address self-selection of women into
institutional delivery, reporting inac-
curacies by hospitals, or any increases
in institutional deliveries over time that
were unrelated to the programme. The
programme was rolled out in a period
when the economy of Gujarat was grow-
ing by over 10% per year, for example.

Our study also has important limi-
tations. One is that because it was not
a randomized, controlled evaluation,
we cannot rule out the possibility of
confounding. However, we note that
our results are robust to the inclusion
of a wide variety of control variables
and that the staggered introduction of
the Chiranjeevi Yojana programme does
not appear correlated with pre-existing
trend differences in institutional deliv-
ery rates (see analysis of DLHS-2 data
in Appendix A). Analyses using two
independent sources of data (our survey
and DLHS-3) also yielded very similar
results. Another limitation of our study
is that it relied on respondents’ recall of
primary outcomes for a period of up to
5 years. Poor recall quality in the house-
hold surveys is a potential concern,
although we followed the methods of the
well regarded Demographic and Health
Surveys’ “fertility roster” to collect these
retrospective data.”” The degree of recall
error is also unlikely to be related to
the implementation of the Chiranjeevi
Yojana programme.

There are several possible explana-
tions for observing no increase in the
probability of institutional delivery
associated with the Chiranjeevi Yojana
programme. One is that the quality of
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services provided by private maternity
hospitals is poor or, at least, is perceived
to be poor by the local population. As
a result, demand for institutional de-
livery may be low even if such delivery
is provided free of charge. Another is
that — despite the support of the pro-
gramme - institutional deliveries in
Gujarat remain associated with large
transportation costs, informal payments
or other expenses that make programme
benefits small relative to the full cost of
institutional delivery.*'

Our finding of little or no asso-
ciation between the Chiranjeevi Yojana
programme and the out-of-pocket costs
of deliveries is more puzzling. Even if the
programme failed to make institutional
delivery more attractive for any women,
it should have reduced the household
expenses for the many poor women
who still chose institutional delivery.
Although we cannot fully explain this
finding, we note media reports of poor
women still being asked to pay fees for
deliveries in health facilities that were
participating in the programme.”>* It
seems possible that some providers are
providing extra, chargeable services — or
simply increasing side charges. If charg-
es are being made for extra services,
those services do not appear to have
any discernible health benefits. Further
research on this issue is needed. M
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Résumé

Effets du programme Chiranjeevi Yojana sur les accouchements en institutions et les résultats néonatals et maternels au

Gujarat, en Inde: une analyse de I'écart des différences
Objectif Evaluer le programme Chiranjeevi Yojana, un partenariat
public-privé établi pour améliorer la santé maternelle et néonatale au
Gujarat, en Inde.

Méthodes Une enquéte sur les ménages (n=5597 ménages) a
été menée a Guijarat pour collecter les données rétrospectives sur
les naissances ayant eu lieu au cours des 5 années précédentes.
La relation entre le programme Chiranjeevi Yojana et la probabilité
d'accouchement dans des établissements de soins de santé, la
probabilité de complications obstétriques et les dépenses moyennes des
ménages pour les accouchements a ensuite été examinée par une étude
d'observation utilisant une approche de Iécart dans les différences. Les
caractéristiques des individus et des ménages ainsi que les effets fixes
des districts et de I'année ont été controlés en utilisant des régressions
multivariées. Les données issues des dernieres vagues denquétes sur les
installations et le niveau des ménages des districts (DLHS-3) menées au
Guijarat (n=6484 ménages) ont été utilisées dans des analyses paralléles.

Résultats Entre 2005 et 2010, le programme Chiranjeevi Yojana nétait
pas associé a un changement statistiquement significatif pour la
probabilité d'accouchement en institutions (2,42 points de pourcentage;
intervalle de confiance a 95%, IC: —5,90-10,74) ou pour les complications
liées a I'accouchement (6,16 points de pourcentage; IC a 95%: —2,63—
14,95). Les estimations utilisant les données DLHS-3 étaient semblables
acesrésultats. Les analyses des dépenses des ménages ontindiqué que
les dépenses moyennes des ménages pour les accouchements dans
le secteur privé nont pas baissé ou trés peu pendant le programme
Chiranjeevi Yojana.

Conclusion Le programme Chiranjeevi Yojana semble n'avoir eu aucun
impact significatif sur le taux d'accouchement en institution ou dans les
résultats de santé maternelle. 'absence de diminution estimée dans les
dépenses des ménages pour les accouchements dans le secteur privé
mérite une étude plus approfondie.
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Pesiome

BnusHme nporpammbl YupaHoxueu ModxaHa Ha NpuHATUE POJOB B yUpeXAeHUAX 3APaBOOXPaHEHNsA U
BAUsHVE Ha 3J0POBbe HOBOPOXKAEHHBIX U MaTepen B wrate lymaxapart, MHamA: aHanus Tuna «pasHuLa-B-

pa3nuumnax»
Lenb OueHUTb BAUAHME Nporpammbl YupaHdxusu Viodxaqa —
rocyfapCTBEHHO-YaCTHOrO NapTHEPCTBA, LeNbio KOTOPOro
ABNAETCA yNyUlleHne MeanUMHCKOro 0BCNyKMBaHWA MaTepeit 1
HOBOPOXAEHHbIX B LUTaTe yaxapat 8 MHamN.

Metopbl B wrate Nygxapat 6610 nposefeHo obcnefoBaHune
TIOMOX034MCTB (N= 5597 AOMOXO3ANCTB) A1 COOPa PETPOCMEKTUBHbIX
NlaHHbIX O POXKAAEMOCTM 3a Noc/efHvie 5 net. B obcepBaLMOHHOM
MCCNefoBaHNUY C UCMOMb30BAHMEM MOAENN «Pa3HULA-B-PA3NUNAX»
OblNM NoCNefoBaTelbHO UCCeA0BaHbl B3aMMOCBA3M MEXAY
npozpammoti Yuparoxusu ModxaHa v BepoATHOCTbIO POLOB B
yupexaeHnax 3apaBoOoXpaHeHIs, BEPOATHOCTBbIO OCIIOKHEHNIN BO
BPEMA POLOB M CPeAHVIM YPOBHEM PAaCXOA0B AOMOX03AMCTB Ha podbl.
B pamkax MHOromnapameTpuuyecKkmnx perpeccuin ooina BbinosHeHa
NPOBEePKa XapaKTePUCTNK OTAENbHbBIX ML M JOMOXO3ANCTB, a Takxe
3adUKCMPOBAHHbBIX PE3yNBTaTOB MO PaioHaM 1 FOAMYHbBIM NepUoaam.
B xope napannenbHoro aHanms3a Takxke MCnonb30BavCh AaHHble
camon nocnegHen KamnaHum obcnefoBaHna JOMOXO3ANCTB U
yUpeXAeHnin Ha ypoBHe paioHoB (DLHS-3), koTopas nposoamnach

B [yaxapate (n = 6484 fOMOXO3ANCTB).

Pesynbratbl B neprioa 2005-2010 rogos ocyLecTseHvie NporpaMmbl
Yuparoxusu VlodxaHa He Nprseno K CTaTUCTUYECK/ 3HaUVMOMy
MN3MEHEHMIO BEPOATHOCTM POLOB B YUPEXAEHNAX 34PaBOOXPAHEHNA
(2,42 NpoueHTHbIX NyHKTa; 95%-HblN AOBEPUTENbHBIN UHTEPBAN,
W =5, 90-10,74) unu KonuyecTBa OCNOXKHEHWNI 13-3a POOB
(6,16 NpoLeHTHbIX NyHKTa; 95%-Hbin AW —2,63-14,95). OueHkmn ¢
11CNoMb30BaHnem AaHHbix DLHS-3 oka3zanncb cxoxumm. AHanm3
PaCXOA0B AOMOXO3ANCTB MOKa3asl, UTo B Pe3syJibTaTe OCyLLeCTBIeHNA
nporpammbl Yupardxueu VodxaHa cpegHue pacxobl AOMOXO3ANCTB
Ha POAbl B YACTHBIX YUPEXAEHUAX MO0 HE CHU3UMCH BOBCE, MO0
CHU3UNUCh He3HAUUTENbHO.

BbiBop [oxoxe, uto nporpamma Yupardxueu ModxaHa He okasana
CYLLEeCTBEHHOIO BAMAHMA Ha KONMYECTBO POAOB, MPUHMMAEMbIX
B yUpexAeHWAx 34paBOOXPaHeHua, Nan Ha UX NOCNenCTBUA
ANA MaTePUHCKOro 340p0BbA. OTCYyTCTBME NpPeanonaraemoro
COKpalleHna pacxofoB [JOMOXO3ANCTB Ha POAbl B YACTHbLIX
yUpexAeHUAX 30paBooxpaHeHnsa TpebyeT aanbHeNLWero nsydeHus.

Resumen

El efecto de Chiranjeevi Yojana en los partos atendidos en instituciones y los resultados neonatales y maternos en Gujarat,

India: un analisis de diferencias en diferencias

Objetivo Evaluar el efecto del programa Chiranjeevi Yojana, una
asociacion publico-privada destinada a mejorar la salud materna y
neonatal en Gujarat, India.

Métodos Se llevo a cabo una encuesta doméstica (n = 5597 hogares)
en Gujarat para recabar datos retrospectivos sobre los nacimientos en
los Ultimos 5 afos. En un estudio observacional, se examin la relacién
entre el programa Chiranjeevi Yojana y la probabilidad de parto en
instituciones de atencién sanitaria, la probabilidad de complicaciones
obstétricas y la media de gasto doméstico en partos, empleando un
disefio de diferencia en las diferencias. En las regresiones multivariantes,
se controlaron las caracterfsticas individuales y domésticas, asi como los
efectos fijos anuales y del distrito. Se emplearon los datos de la Ultima
ronda de encuestas domésticas y de las instalaciones a nivel de distrito
(DLHS-3) realizadas en Gujarat (n = 6484 hogares) en analisis paralelos.

Resultados Entre 2005 y 2010, el programa Chiranjeevi Yojana no se
asocio con un cambio importante desde el punto de vista estadistico
en la probabilidad de partos en instituciones (2,42 puntos porcentuales;
intervalo de confianza del 95 %, IC —5,90 a 10,74) o de complicaciones
relacionadas con el parto (6,16 puntos porcentuales; IC del 95 %: — 2,63
a 14,95). Las estimaciones que emplearon los datos DLHS-3 fueron
similares. Los andlisis de los gastos domésticos revelaron que el gasto
domeéstico en partos en el sector privado no habia disminuido en
absoluto o muy poco bajo el programa Chiranjeevi Yojana.
Conclusion El programa Chiranjeevi Yojana no parece haber tenido
un impacto significativo en las tasas de parto en instituciones nien los
resultados de salud materna. La ausencia de las reducciones previstas en
el gasto doméstico por partos en el sector privado merece un estudio
mds profundo.
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