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Summary
Research in Sub-Saharan Africa has identified barriers to healthcare – particularly for
disadvantaged populations – including perceived low service quality and availability,
socio-cultural factors such as travel distances and related costs, and out-of-pocket costs
for services. Out-of-pocket costs represent a major barrier, especially amongst the
poorest. Despite these factors, significant economic constraints and increasing donor
pressure resulted in user fees for primary healthcare in many African countries in the
1980s, in the belief that graduated fees would encourage use of low-cost primary
healthcare services, rather than expensive referral facilities, and improve efficient use of
resources by reducing unnecessary demand.
In the past decade, user fee policies have shifted and calls for user fee removals by
agencies such as the World Health Organization have encouraged efforts to align user
fee reforms with universal health priorities. Since 2001, at least 17 African countries have
removed public sector user fees, and in the private sector in a few cases, with increasing
momentum. Before 2000, only Tanzania, Malawi and South Africa offered free health
services, but in 2001, Uganda abolished fees for all public services, and Zambia,
Burundi, Niger, Senegal, Liberia, Kenya, Lesotho, Ghana and Sudan followed, although
mostly for maternal and child health services. Pilot programmes in Kenya and Uganda
removed out-of-pocket payments through vouchers for the poor seeking reproductive
health services, extending financial protection to the private sector. A similar effort in
Tanzania utilises subsidised insurance.
This study addresses two important evidence gaps. A long timeframe (18 years) and
segmented linear regression models, such as interrupted time series, allow examination
of both short- and long-term impacts on Kenya’s maternal healthcare utilisation through
its user fee removal policies. Facility-based deliveries are the tracer service in maternal
and child healthcare. Outcomes on equity and private and public services also provide
evidence of public and private sector impacts from fee removals, as Africa’s systems are
moving towards universal healthcare coverage.
This report comprises two studies. A time series study presents three tests of 72
quarterly intervals of Kenya Demographic and Health Survey (DHS) birth history data on
location (home, private or public facility). The first analyses focus on fee removal impacts
on the overall population, with subgroup analyses (poorest two quintiles and by region or
county):
1. Estimating observed change in delivery location after partial fee removal in 2004,
compared with trends projected for 1995 to 2003;
2. Estimating observed change in delivery locations after fee removal in 2007 (10/20
fees), compared with trends projected for 1995 to 2006; and
3. Estimating observed change in delivery locations after user fee removal in 2013,
compared with trends projected from historical data.
An interrupted time series analysis (or segmented linear regression) includes data from
births to women ages 15–49 in the five years preceding each survey (for example,
Kenya DHS 2003, 2008–2009 and 2014). Women ever having given birth were asked
detailed questions about their births in the preceding five years, including date and place.
A total of 5,949, 6,079 and 20,964 births were reported in the 2003, 2008–2009 and
ii

2014 surveys, respectively. For this study, births were converted to percentages of
facility-based deliveries amongst all deliveries, as Kenya DHS used a different sample
size in 2014.
Analysis shows steady national increase in facility delivery proportions over time (40% in
2003 to 61% in 2014), consistent in urban and rural areas, although urban facility
deliveries were substantially greater. This pattern is reflected in public facility delivery
trends, yet there is no consistent pattern for private facilities. Facility deliveries were
greater amongst richer women, although the increase over time was consistent amongst
all subgroups.
This report’s second component is a voucher study, with pairs of difference-indifferences tests of three rounds of cross-sectional household surveys determining
whether exposure to a vouchers programme is associated with changes in facility-based
deliveries for each survey round.
Three rounds of data collection (2010, 2012 and 2016) recorded 4,804 births,
predominantly amongst rural, married mothers who were multiparous, with primary
educations or less, unemployed or informally employed, and uninsured, across
intervention groups and time. Women in both voucher and comparison sites reported
four or more antenatal care visits for 60–65 per cent of births in periods 1 and 2. After
free maternity services, this increased moderately, with a greater proportion in voucher
sites receiving four or more antenatal care visits (72% versus 66%). In both groups,
health facility deliveries increased from about half of all births in period 1 to
approximately 85 per cent in period 3. Although there was no difference in access to
facility deliveries in periods 1 and 3, a greater proportion of births in period 2 were at
facilities in voucher sites (69% versus 59%).
Early attempts to introduce user fees to support facilities’ operational costs did not
produce intended positive effects on maternal healthcare use. Those early policies
introduced distortions in service provision that were not fully addressed in subsequent
user fee policies. Without adequate alternative revenue sources for facilities, improving
access to critical services is difficult. Promising strategic purchasing models, such as
health vouchers and social health insurance, suggest that directing payments to facilities
for services based on consumer demand and utilisation can produce intended effects in
improving access to health services for underserved populations.
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1. Introduction
Considerable efforts have been made in Sub-Saharan Africa to identify barriers to
seeking healthcare, with the aim of increasing access to services, particularly for
disadvantaged populations. Potential barriers include perceived low quality of services,
socio-cultural factors, health service availability, distance and travel cost, and out-ofpocket costs of services (McIntyre et al. 2006; Obrist et al. 2007). The out-of-pocket cost
of seeking healthcare is a major barrier, especially amongst the poorest (Ansah et al.
2009; McKinnon et al. 2015; Bright et al. 2017).
Despite these observations, significant economic constraints and increasing donor
pressure resulted in many African countries introducing user fees in the 1980s at the
primary healthcare level (Chuma et al. 2009). User fees are intended to generate
revenue, in addition to that raised from taxation and donor contributions, which could be
pooled and used to purchase services or service inputs that improve equity and
efficiency in the health sector. It was believed that graduated fees would encourage use
of low-cost primary healthcare services, rather than expensive referral facilities, and that
they would improve efficient use of resources by reducing unnecessary demand (Akin et
al. 1987; James et al. 2005).
At a time of dynamic change in global health, many low- and middle-income countries
are exploring ways of financing their health systems. Appropriate mechanisms for
mobilising financial resources for healthcare remain high on the policy agenda for most
of these countries (McIntyre 2007; Kutzin 2013; Global Burden of Disease Health
Financing Collaborator Network 2017). Chronic underfunding, weakly regulated health
systems and poor economic performance have necessitated alternative healthcare
financing mechanisms (James et al. 2005; Katz et al. 2014).
Additionally, health systems in Sub-Saharan Africa have largely been funded through
out-of-pocket payments (McIntyre 2007), which constitute a barrier to utilisation of
healthcare services for the poor and disadvantaged and inhibit adherence to long-term
treatment amongst vulnerable groups (Chuma and Maina 2012; Mbugua et al. 1995).
Out-of-pocket payments also contribute to household poverty and generate little revenue
for the health system (Chuma et al. 2006, 2007; Meessen et al. 2006; Moses et al. 1992;
Mwabu 1995; McIntyre et al. 2006; Gilson 1997). These concerns have led to a shift in
policy debates away from user fees as a way to finance healthcare and towards
development of pre-payment and risk-pooling schemes (Spaan et al. 2012), which have
gained momentum under universal health coverage (UHC) initiatives (WHO 2010).
Several studies have assessed the effect of user fees on various indicators of access,
utilisation and health impact. Existing evidence shows that user fees have a negative
impact on the demand for healthcare, contribute towards household poverty, promote
inequities, generate little revenue and may be responsible for excess mortality (McIntyre
et al. 2006; Obrist et al. 2007; Ansah et al. 2009). User fees also result in delayed care
seeking, incomplete or inadequate care, compromised food security and worsened
household financial security. The effects of user fees are amplified by poverty on the
demand side and negatively affect quality of care on the supply side (McIntyre et al.
2006). Proponents of user fees have argued that user charges can generate vital

resources at the local level and help provide good-quality services (Ellis 1987; Litvack
and Bodart 1993). Although facilities may benefit from the income generated by user
fees, evidence shows that user fees only raise an average of 5–7 per cent of health
sector recurrent expenditures at the national level (Gilson 1997).
In the past decade, there has been a policy shift towards the removal of user fees at the
point of service. Recent policy positions calling for user fees removal by various
agencies – such as the World Health Organization through resolutions 58.31 1 and 58.33 2
– give momentum to efforts to align user fee reforms with global health priorities.
Removing user fees is perceived as a quick win in the effort to gain momentum for UHC
(Sachs and McArthur 2005).
Since 2001, at least 17 African countries have removed user fees in the public sector
and, in a few cases, the private sector, and momentum seems to be accelerating (Hercot
et al. 2011). Before 2000, only Tanzania, Malawi and South Africa offered free health
services at the point of care. In 2001, Uganda abolished fees for all publicly provided
healthcare services. Zambia, Burundi, Niger, Senegal, Liberia, Kenya, Lesotho, Ghana
and Sudan have since followed, abolishing fees from public facilities, although these
reforms were mostly confined to maternal and child health services (McPake et al. 2011).
In Kenya and Uganda, pilot programmes have also removed out-of-pocket payment
through vouchers for the poor seeking reproductive health services and extending
financial protection to the private sector (Kanya et al. 2014; Obare et al. 2014; Amendah
et al. 2013). In Tanzania, a similar effort using subsidised health insurance was
attempted (Kuwawenaruwa et al. 2016).
Overall, previous studies indicate that user fee removals result in short-term utilisation
gains for health service (Ridde and Morestin 2011). These gains risk being eroded over
time, particularly if no alternative funding replaces the lost user fee revenue to facilities
(Ridde and Diarra 2009). Several studies have noted the importance of thorough
administrative preparation and political consensus to ensure that the removal of user
fees is sustained over the long term. Thus, removing fees requires supportive actions, as
incomplete removal or uncertain implementation can add to the performance problems of
health systems (Gilson and McIntyre 2005; Meessen et al. 2011). The evidence also
suggests that replacing revenue lost to facilities will improve the likelihood of successful
user fee removal (Ridde and Diarra 2009; Opwora et al. 2010).
This study addresses two important gaps in the evidence base. First, by taking a long
timeframe (18 years and approximately 72 quarterly intervals, 1995–2014) and modelling
as segmented linear regressions, such as interrupted time series (ITS), the study
examines both the short- and long-term impacts in Kenya on maternal healthcare
The resolution called for working towards universal coverage of maternal, newborn and child
health interventions.
2
This resolution recognised a need for health financing systems to guarantee access to
necessary services while providing protection against financial risk, prepayment and pooling of
resources and risks. The resolution called for consideration of the particular context of each
country; health-financing reforms may involve a mix of public and private approaches, including
the introduction of social health insurance.
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utilisation from the different attempts to remove user fees. Second, by including
outcomes on equity and private and public services, the study provides evidence on the
impact of removing user fees on both public and private sectors, which could help inform
policymakers at a time when other health systems in Africa are moving towards UHC.
The tracer service is facility-based deliveries within the broader maternal and child health
services. The following section provides an overview of the changing healthcare
financing landscape in Kenya and situates the study in context.

1.1 Overview of healthcare financing policies and interventions evaluated in
Kenya
This section traces the history of healthcare financing policies in Kenya, with a focus on
interventions examined for this evaluation. We provide an overview of each policy
intervention, the target group, period implemented and broad policy objective associated
with each policy initiative.
In Kenya, several healthcare financing reforms have been implemented since
independence. In 1965, the government made universal healthcare a major policy goal
by abolishing user fees. The National Hospital Insurance Fund (NHIF) was established in
1966 to provide health insurance for formal employees with mandatory payroll
deductions. This continued until 1998, when the NHIF Act was amended to allow all
formally employed Kenyans above the age of 18 years to contribute to the fund, in
addition to voluntary contributions from Kenyans in the informal sector. Meanwhile, free
public sector services continued up to 1988, when the government introduced user fees
due to poor economic performance, inadequate financial resources and declining budget
(Mwabu 1995; Mwabu et al. 1995). The user fees were suspended in 1990 and later reintroduced in phases in 1991 (Mwabu et al. 1995; Mwabu 1995; Collins et al. 1996).
Following the re-introduction in 1991, fees were charged only for individual services such
as drugs, injections and laboratory services, but not for consultation. A fee-waiving policy
to protect the poor was put in place and children under five years received free services.
There is a distinction between exemptions and waivers: characteristic targeting exempts
certain groups of individuals based on characteristics such as age, disease or
employment, while individual targeting takes into account each individual’s ability to pay
(Tien and Chee 2002). In Kenya, characteristic targeting was implemented on the basis
of age and disease – such as child with malaria, adult with tuberculosis, antenatal care
(ANC) client (first visit), child with pneumonia, adult with malaria, adult with gonorrhoea
and delivery services – with limited adherence to the policies (Opwora et al. 2015).
In cases where individual targeting was done, the waiver mechanism targeted poor
people using Ministry of Health (MOH) poverty scores administered by either a social
worker at the hospital or providers. However, its implementation proved difficult, with
challenges of identification and inconsistent application of the criteria (Chuma et al.
2009). User fees continued to be implemented until a new policy was designed in 2004
for certain segments of the population, including women seeking maternal health
services (Figure 1).
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Figure 1: Timeline of healthcare financing strategies in Kenya and data sources for the assessment
Im plementation of Vouchers//HSSF/HISP/Other initiatives

The first policy intervention examined in this evaluation is the user fee removal of 2004.
The MOH implemented the ‘10/20 policy’ for maternal health services in public facilities,
which established a fee of 10 shillings at dispensaries and 20 shillings at health centres
to register clients with a maternity card. This policy was intended to remove all other user
fees in dispensaries and health centres in place since 1991. The intervention was
implemented only in public health facilities and focused on all women who visited public
facilities for maternal health services.
The 10/20 policy did not identify replacement funding for these public facilities. In
response, Direct Facility Funding, a pilot project supported by the Danish International
Development Agency, was introduced in the Coast region in 2005 as a means for the
government to provide funds to supplement operating budgets at public dispensaries and
health centres and enable facilities to adhere to the 10/20 policy (Opwora et al. 2010).
Facilities receiving Direct Facility Funding were required to open a bank account into
which funds were transferred directly from the national level. Decisions on how to spend
Direct Facility Funding were made by the facility management team, in compliance with
national guidelines (Chuma et al. 2009). An assessment of the pilot scheme indicated
that the approach could increase financial resources for primary care facilities (Opwora
et al. 2010).
During the same period, a health financing strategy was proposed through the creation
of the national social health insurance scheme for all Kenyans (GOK 2010). Under that
arrangement, NHIF was to be reformed and linked to the comprehensive health
insurance for all Kenyans. The 2004/2005 National Social Health Insurance Bill was
debated in Parliament, but met with resistance from various stakeholders. Although
contested, the Bill passed in Parliament, but the president declined to sign it into law for
technical and political reasons (Abuya et al. 2015).
The second policy intervention was introduced in 2007. Kenya’s MOH rededicated itself
to expanding free maternal health services in public facilities. The 10/20 policy was
removed, and a policy of no user fees was declared; however, no alternative source of
funding was offered, and informal fees remained in place. Although in principle, user fees
were removed in 2007, most facilities continued to charge other costs associated with
care.
Meanwhile, following the failure of the 2005/2006 National Social Health Insurance Bill,
two years later Kenya embarked on a process to develop a healthcare financing
strategy. A draft healthcare financing strategy was started in 2009 but was not finalised
due to lack of effective links with social security sectors, limited involvement and
coordination of key government departments, lack of explicit and systematic stakeholder
analysis, poor communication and limited public debate (MOH 2015). The 2009
healthcare financing strategy proposed four central pillars:
• Kenya moves towards UHC through social health protection;
• All Kenyans must belong to a health plan;
• The health needs of poor and vulnerable Kenyans are to be catered for through
direct government support and subsidy; and
• A health benefits regulatory authority for the sector is to be established.
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In 2011, the government developed a session paper towards UHC that sought to
transform the NHIF into a social health insurance fund in accordance with Kenya’s Vision
2030 (MOH 2012).
Later in 2012, the MOH commissioned a review of healthcare financing options, with
support from the Partners for Health consortium. The review identified strengths and
challenges to be addressed in the finalisation of the strategy. Key areas of consensus
included the need to:
• Improve social health protection, by enrolling all Kenyans in a health financing
plan;
• Move towards a pre-payment system, which can either be financed through tax
and/or health insurance;
• Improve the effectiveness, quality and efficiency of the health financing system
and NHIF and public budget execution mechanisms;
• Develop a uniform basic benefit package;
• Develop purchasing capacity and sustainable instruments for third-party payers;
and
• Retain pluralistic services delivery and autonomy of public hospitals (MOH 2015).
Following the recommendations, the MOH put in place the Healthcare Financing InterAgency Coordinating Committee and established a UHC steering committee.
The third policy intervention evaluated in this report is the effect of implementing a
reproductive health voucher programme on maternal health services in the context of
user fee removals. In addition to the removal of user fees, the Kenyan government
launched an initiative to subsidise maternal and reproductive health services for the
poor, through the use of a targeted voucher to the beneficiary and results-based
reimbursements to contracted public and private facilities (Abuya et al. 2012). The
results of this initiative indicated promising opportunities for improving access, coverage
and quality for targeted low-income beneficiaries (Obare et al. 2015; Obare et al. 2014;
Njuki et al. 2015; Njuki et al. 2013; Njuki et al. 2012).
Amidst all the initiatives to reform the sector, the 2013 general elections led to a change
in government and subsequent shift in policy, with the new government announcing that
maternity care and primary care would be free in public health facilities. Under this
system, the government directs output-based payments to public facilities that report
quarterly numbers of maternal deliveries. In the past four years, a few studies have been
conducted to assess the implementation and experiences of free maternity services
(FMS), with varying results (Chuma and Maina 2013; Bourbonnais 2013; Njuguna et al.
2017).
This study evaluates the impact of four main policy changes to user fees on the use of
maternity services (Figure 1):
• The 2004 10/20 policy implementation reducing user fees;
• The 2007 removal of the 10/20 policy and implementation of no user fees in all
public facilities;
• Exposure to vouchers on utilisation of maternal health services in the context of
user fee removals; and
• Implementation of FMS from July 2013.
6

The study takes account of the potential impact of other alternative financing strategies,
such as vouchers and results-based financing for the public sector, and subsidised
health insurance for public and private sector initiatives from 1995 to 2014. The influence
of the local context on operationalisation of the policy changes is also investigated. The
expected trend is an initial surge in use of facility-based deliveries, followed by a
significant decrease in utilisation as poorer quality of care at facilities (due to reduced
revenue) deters demand over the long run (beyond a year). Assessing whether this trend
holds for various policy actions will be important for policy dialogue. We assess whether
the combination of subsidies to poor women to enable them to access care in a range of
facilities, coupled with user fee removal and alternative revenue for public facilities,
would produce a sustained increase in demand for maternal healthcare across public
and private facilities combined.
The overall objective of the study is to assess the effect of changes in user fee policies
on maternal healthcare utilisation from 1995 to 2014 in Kenya. The specific objectives of
the study and the components are presented in Table 1.
This report summarises results of the evaluation of the impact of changes to user fees on
utilisation of maternal health services in Kenya, using the three components listed. This
report features four main sections. The first section summarises literature on the user fee
removal policy including the rationale for the study. The second section summarises the
study design and the methods, while the third section provides key findings. Insights on
implications of the findings and recommendations as part of the discussion is presented
in the fourth and last section.
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Table 1: Study objectives, components and variations from original design
Objectives

Study components

Variations from original
study design

1. Estimate, in the three years
following partial user fee removal in
2004, the observed change in public,
private and home-based deliveries
amongst: (a) all respondents; (b)
poorest two quintiles; and (c)
between regions (former provinces),
compared with their predicted trends
projected forward from historical data
(pre-intervention period, 1995–2003).

Component 1: Analysis of
existing Kenya
Demographic and Health
Survey data.

For this component, the only
variations in the analyses is
the comparison by regions
that was not conducted, given
the fact that the variables for
regions were unavailable for
the 2014 data sets when the
country changed from
provinces to counties, a new
devolved government
structure.

2. Estimate, in the period following
user fee (10/20 fees) removal in
2007, the observed change in public,
private and home-based deliveries
amongst: (a) all respondents; (b)
poorest two quintiles; and (c)
between regions (former provinces),
compared with their predicted trends
projected forward from historical data
(pre-intervention period 1995–2006).

Component 2: Analysis of
existing health
management information
system (HMIS) data. This
component contributes to
the understanding of
trends in facility
deliveries.

The HMIS component was
dropped, since there were
serious doubts about the
quality of data, given that the
shift in deliveries from one
year to the next were so huge
that they could not be
explained by free maternity
services alone.

Component 3:
Quantitative interviews
with women in voucher
evaluation sites
(compares data collected
from previous rounds of
surveys for assessing the
voucher project with the
post-2013 period of policy
shifts); in-depth
interviews with key
informants and facility
managers – this is the
qualitative dimension
together with policy
analysis.

The initial analysis was to
compare 2012 data collected
under the voucher project and
2016 data collected under this
project; however, we took
advantage of the 2010 data
set available to consider the
trends over time. This
component also factored in a
scoping review of literature on
the effect of user fee
removals on maternity
services. A summary of these
results is used in the literature
review and the results section
for this component.

3. Estimate, in the period following
user fee removal in 2013, the
observed change in public, private
and home-based deliveries amongst:
(a) all respondents; (b) poorest two
quintiles; and (c) between counties,
compared with their predicted trends
projected forward from historical data
(pre-intervention period 1995–2012).
4. Examine whether devolution of
responsibility for maternity care to
counties affected facility-based
deliveries.
5. Examine whether the replacement
of user fees with cost-reimbursement
funding for public facilities, when
combined with or without a voucher
strategy for the poor, have an impact
on the use of facility-based maternity
care.

8

2. Intervention, theory of change and research hypotheses
2.1 Theory of change
Figure 2 describes a theory of change that guides the evaluation. It depicts the potential
strategies and the processes and impact when user fees are removed, with different
outcomes conditional upon whether lost user fee revenue is replaced by an alternative
revenue source (Option 1) or not (Option 2). This theory of change was informed by a
review of the published evidence on experiences with user fee removals. There are two
strategies, both of which have been implemented at different times in Kenya.
The first strategy (Option 1) involves removal of user fees with an alternative financing
mechanism introduced by the government to replace the facilities’ lost income stream. In
2013, the government removed user fees for maternal health services and offset the lost
revenue with reimbursements to public facilities that report the number of maternal
deliveries. Sub-county hospitals are paid USD25 per delivery. County referral hospitals
receive USD50 and national referral hospitals receive USD200, on the assumption that
they see the most difficult referral cases. Currently, the government is implementing an
FMS policy. Dispensaries and health centres continued to raise a significant amount of
revenue from user fees in the 12 months before the June 2013 policy. The compensation
planned by the government under the FMS policy should thus exceed the amount raised
to ensure services are not interrupted and gains from the user fee removal are realised.
In the second strategy (Option 2), user fee removal is not replaced by an alternative
financing mechanism, which was the situation in 2004 and 2007. Evidence from the
literature suggests that gains in increased utilisation and equity are often short-lived and
if sufficient funds are not available to supplement the lost income, the gains may be
eroded as problems with ensuring sufficient staffing and quality emerge, especially if free
services generate significantly increased demand. Facilities may resort to charging user
fees again, formally or informally. In summary, studies have concluded that user fee
removal ought to be accompanied by a replacement of user fee revenue through
alternative financing mechanisms to achieve long-term success (McPake et al. 2011)
Through these two pathways, the removal of user fees will lead to different changes in
service use, quality of care and equitable uptake of services amongst the poor. To
anticipate the magnitude of effect, additional components to consider in the theory of
change are the policy and regulatory context, as well as the clients’ experiences under
various levels of fidelity to implementation of the policy in facilities. The theory of change
hypothesises that in the absence of alternative revenue mechanisms, there will be an
erosion of the initial gains in service utilisation and equity over time; moreover, the loss
of fidelity to a ‘no user fee’ model will vary with the context. We theorise that user fee
removal, accompanied by the introduction of adequate alternative financing
mechanisms, can generate sustainable improvements in utilisation and other measures.
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Figure 2: Theory of change

2.2 Context
For all the components described, secondary data analysis is based on publicly available
data sets that provide the national estimate for various key health indices (for
components 1 and 2, see Table 1). The second component is intended to augment
objectives 1 and 2, and attempts to use publicly available data sets for analyses of
trends of facility deliveries. This was dropped, however, due to issues with the quality of
the data set. Primary data collection implemented as part of component 3 is based on a
third round of data from the same sites that had been used as voucher evaluation sites.
The voucher evaluation project had collected two rounds of data (2010–2011 and 2012)
in four voucher sites (Kilifi, Kiambu, Kisumu and Kitui counties) and compared with nonvoucher sites (Uasin Gishu, Nyandarua and Makueni counties). To facilitate comparisons
over time, data from one intervention county (Kilifi) were excluded from this analysis, as
it was not surveyed in 2016.

3. Evaluation design, methods and implementation
3.1 Analysis of existing Demographic and Health Survey data
The interrupted time series analysis (or segmented linear regression) includes data from
births occurring in the five years preceding the survey amongst women ages 15–49
years who were interviewed in the 2003, 2008–2009, and 2014 Kenya Demographic and
Health Survey (DHS), a nationally representative survey of women of reproductive age.
In all surveys, women who had ever given birth were asked detailed questions about
each of the births occurring in the five years preceding the survey, including date and
place of birth of the child. A total of 5,949, 6,079 and 20,964 births were reported in the
2003, 2008–2009, and 2014 surveys, respectively. Detailed descriptions of the
10

methodology used in each survey are available in the survey reports. The data sets are
publicly available to users from the MEASURE DHS Program at ICF Macro (NCPD et al.
1999; KNBS 2010; KNBS et al. 2015).
The outcome of interest was quarterly trends in the proportions of births occurring at
home and at public and private health facilities. Using information on month and year of
birth of the child, we computed the total number of births occurring in each quarter of a
calendar year and determined the proportion that occurred at home or at public and
private health facilities. We conducted ITS analysis, predicting the quarterly proportions
of births occurring at home and at public and private health facilities before and after
2004, 2007 and 2013 policy shifts for four subgroups of women: all women ages 15–49;
women from the bottom two quintiles; and rural and urban women. Researchers
assumed a simple cut-off for intervention outset in the second quarter of each
intervention year (for example, the model assumes each intervention began Q2 2004,
Q2 2007, Q2 2013). The basic model is of the following form (Linden and Adams 2011):

Yt = β 0 + β1Tt + β 2 X t + β 3 X t Tt + ε t

(1)

where: Yt is the outcome of interest; β0 is the baseline level of the outcome at the
beginning of the period; β1 captures the trajectory of the outcome until the
implementation of the policy shift; β2 is the change in the level of the outcome
immediately after the policy shift (immediate effect of the intervention); and β3 is the
difference in the slopes of the outcome between pre- and post-shifts in policy (effect of
the intervention over time).
The covariates are defined as follows: Tt is the time from the start to the end of the
period; Xt is a dummy variable coded 0 and 1 for periods before and after policy shifts,
respectively; XtTt is an interaction term between time and intervention dummy; and εt is
the error term (Linden and Adams 2011; Lagarde 2012). We further obtained the
predicted post-intervention linear trends in deliveries after model estimation. Results are
presented in tabular and graphical forms (Lagarde 2012).

3.2 Quantitative interviews with women in voucher evaluation sites
A separate analysis of a quasi-experimental study with repeated cross-sectional surveys
was administered in six largely rural counties in Kenya in 2010–2011 (May 2010–July
2011), 2012 (July–October) and 2016 (July–August). Data were collected in three
intervention counties (Kiambu, Kisumu and Kitui) and three comparison counties
(Makueni, Nyandarua and Uasin Gishu).
The comparison sites were identified by the researchers who implemented the voucher
evaluation project, in collaboration with the MOH, based on geographic location,
population characteristics and availability of health facilities similar to those in voucher
sites, in terms of level (hospital, nursing home, health centre, dispensary) and type of
ownership (public, private-for-profit, private-not-for-profit). To account for imbalance in
characteristics, we controlled for these attributes in regression analysis and further
considered clustering of individuals from the same locality (sub-location). Data from one
intervention county (Kilifi) were excluded from this analysis, as it was not surveyed in
2016.
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We used a multi-stage sampling design. In the first stage, a random sample of 14 sublocations were selected in each intervention county amongst those located within a 5kilometre radius of a facility accredited in the voucher programme. In comparison sites,
14 sub-locations were selected amongst those within a 5-kilometre radius of a facility
that were comparable to the intervention facilities in terms of type and ownership, to
ensure that all surveyed women had similar theoretical physical access to the maternal
health services offered under the voucher programme.
At the second sampling stage, three villages were randomly selected within each sublocation. Given that the voucher programme was only available to poor women, the
poorest households in each village were identified by local officials and purposively
selected for inclusion. A poverty grading tool to identify voucher beneficiaries was
administered to identified households, with a target of recruiting 75 per cent poor and 25
per cent non-poor households into the study. Within each household, women aged 15–
49 years with at least one birth in the past 12 months, or pregnant at the time of the
interview, were targeted for participation. In households with more than one woman
meeting the target characteristics, the youngest woman was selected into the study,
because they were more likely to face additional barriers to seeking care than their older
counterparts.
Face-to-face interviews were conducted in each survey round with a tablet-based,
structured questionnaire covering a range of topics, including women’s sociodemographic characteristics, reproductive history, and maternal health service utilisation
and expenditures. Each participant provided written informed consent to participate in
the study. Box 1 outlines the key indicators examined in this study related to maternal
health service utilisation.
Box 1: Key outcome indicators used for the assessment
4+ ANC visits – Births for which a woman attended four or more ANC visits were
categorised as having received 4+ ANC visits. Births with missing information on the
number of ANC visits were considered not to have received 4+ ANC visits.
Facility delivery – All births that occurred in a health facility, regardless of birth
attendant or sector of care, were categorised as facility deliveries. Births with missing
information on delivery location were considered not to have occurred in a health
facility.
Respondents were asked to report on all their births within the five years prior to the
survey; we categorised these births into three periods, according to when they occurred.
Period 1 (May 2005–Dec 2009) refers to the pre-intervention and rollout phase of the
reproductive voucher programme; period 2 (January 2010–May 2013) refers to the postrollout phase, when the programme was implemented at full intensity; and period 3 (June
2013–August 2016) refers to the period during which the voucher programme and the
FMS policy for all government facilities were being implemented simultaneously. We
performed Wald tests, adjusted for the multi-stage sampling design, to assess crosssectional differences in background socio-demographic characteristics between women
in voucher and comparison sites in each period.
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We used a difference-in-differences approach with multi-level fixed effects models to
approximate the impact of the voucher programme and introduction of FMS on maternal
health service utilisation. We accounted for clustering at the sub-location, village levels
and birth levels, as some women reported multiple births within a given survey recall
period.
To assess the impact of the voucher programme, we estimated the difference in the
change over time in outcomes between voucher and comparison sites before (period 1)
and after (period 2) the voucher programme was fully implemented. We further assessed
whether any benefits of the voucher programme persisted after the introduction of FMS
by estimating the difference in the change in outcomes between voucher and
comparison sites before (period 2) and after (period 3) the removal of user fees. We
present programme impact results controlled for key potential confounders, including
location (urban/rural), wealth quintile, child’s year of birth, insurance enrolment, and
mother’s parity, education, marital status and employment status.

3.3 In-depth interviews with key informants and facility managers
The qualitative component aimed to identify the process and complexities of
implementing various policy options, including FMS, to understand factors that influence
women to seek facility-based deliveries with and without user fees, and to examine
stakeholders’ views regarding the transitioning of FMS to NHIF. At the facility level, indepth interviews were conducted with two categories of purposively identified key
informants, namely, facility managers and providers (n = 14) from primary health facilities
with high-volume deliveries and one referral hospital; and county policymakers (n = 11).
At the community level, focus group discussions were conducted with purposively
identified women aged 18 years and older who gave birth before and after the
introduction of FMS (Table 1). Twelve focus group discussions were conducted in the
former voucher sites – three each with women who gave birth before and after the policy
shift and used a voucher, and another set of three each with women who gave birth
before and after the policy shift but did not use a voucher. Eleven focus group
discussions were conducted in non-voucher sites – two with women who gave birth in
facilities before the policy shift, three with women who gave birth in facilities after the
policy shift, and three each with women who delivered at home before and after the
policy shift (Table 2).
Trained research assistants, who had experience in qualitative studies and had
undergone training in research ethics, collected the data. Interviews were conducted in
English or Kiswahili, depending on the preference of informants, and were audiorecorded with the consent of participants.
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Table 2: Type, category and number of participants for the qualitative component
Category of study participant
In-depth interviews, facilities
Maternity in-charge
Facility in-charge
Nursing officer in-charge
Medical superintendent
In-depth policy interviews, county
Chief executive for health
County director of health
Deputy director of medical services
Health administrative officer
Reproductive health coordinator
NGO stakeholder
Focus group discussions
Women delivered in facility before policy shift
Women delivered in facility after policy shift
Women delivered at home before policy shift
Women delivered at home after policy shift
Non-voucher users after policy shift
Non-voucher users before policy shift
Voucher users after policy shift
Voucher users before policy shift

Non-voucher
sites

Former
voucher sites

1
2
2
3

2
0
2
2

2
1
1
0
0
1

2
2
0
1
1
0

3
2
3
3
Not targeted
Not targeted
Not applicable
Not applicable

Not targeted
Not targeted
Not targeted
Not targeted
3
3
3
3

The data were transcribed, translated into English where applicable and exported to
NVivo (version 11) for analysis. Concurrent data collection and document review
facilitated the interpretation of results and allowed refocusing of issues to be explored
further during interviews. We analysed the data in an iterative process by describing the
nature of the FMS policy implementation at facility and county levels and examining
respondents’ views regarding transitioning FMS to NHIF. Analysis was based on
inductively derived themes from the transcripts.
Broad issues identified during the analysis were validated through a consultative process
amongst the research team and the MOH in dissemination meetings and other forums.
This discursive, team-based approach to analysis corroborated information from multiple
data sources, along thematically organised ideas that shaped inferences made. Data
were then organised in analysis charts within and across sites, and by type of participant,
to provide in-depth understanding of issues.

4. Impact analysis and results of the key evaluation questions
Nationally, there was a steady increase in the proportion of births in facilities over time
(from 40% in 2003 to 61% in 2014), with the increase consistent in urban and rural areas
(Table 3). This pattern was reflected in trends in public facility deliveries, while there was
no consistent pattern in private facility deliveries. However, facility deliveries were
substantially higher in urban than rural areas and amongst women from the richest
households than those from the poorest households, although the increase over time
was consistent across these subgroups.
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Table 3: Distribution of births by place of occurrence, 1998–2014
Characteristics
Type of place of residence
Urban
Rural
Household wealth quintile
Lowest quintile
Second quintile
Middle quintile
Fourth quintile
Highest quintile
All deliveries
Type of place of residence
Urban
Rural
Household wealth quintile
Lowest quintile
Second quintile
Middle quintile
Fourth quintile
Highest quintile
All deliveries
Type of place of residence
Urban
Rural
Household wealth quintile
Lowest quintile
Second quintile
Middle quintile
Fourth quintile
Highest quintile
All deliveries
Type of place of residence
Urban
Rural
Household wealth quintile
Lowest quintile
Second quintile
Middle quintile
Fourth quintile
Highest quintile
All deliveries

Any facility delivery
2003 (%)
2008–2009 (%)
70.2
74.7
33.2
35.4

2014 (%)
82.8
49.5

16.0
18.0
31.4
30.4
36.5
41.6
53.2
51.4
73.8
80.9
40.1
42.6
Public facility delivery

30.1
49.1
62.3
79.9
92.7
61.2

44.9
21.8

51.6
28.0

54.8
41.1

9.2
16.0
19.1
23.1
27.8
36.2
38.8
39.9
43.5
52.9
26.1
32.4
Private facility delivery

27.3
42.0
50.8
60.6
55.1
46.0

25.3
11.4

23.1
7.4

27.2
8.4

6.8
12.3
8.7
14.7
30.3
14.0
Home delivery

2.1
7.3
5.4
11.6
28.0
10.3

2.9
7.1
11.5
19.3
37.6
15.2

29.2
65.5

24.5
63.3

16.7
48.9

82.9
66.7
62.3
45.8
25.8
58.7

80.9
68.3
56.7
47.2
18.4
56.2

68.2
49.1
36.1
19.0
6.2
37.4

There was a statistically significant decrease in home-based deliveries amongst all
women (p < 0.05), and amongst women from the bottom two quintiles (p < 0.01),
immediately following the 2004 10/20 policy (Table 4). In contrast, the 2007 and 2013
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policy shifts did not have significant immediate effect on home-based deliveries amongst
all groups of women considered. In addition, the difference between pre- and post-policy
shift trends in home-based deliveries was not statistically significant amongst all
subgroups of women and across time.
Results in Table 4 further show a non-significant trend towards a decrease in home
deliveries before the 2004 policy shift, amongst all subgroups of women considered. In
addition, the predicted linear trends in home deliveries following the various policy shifts
were negative amongst all subgroups of women. These patterns are also consistent with
the trends shown in Figures 3a–d. However, the predicted decreasing trends were only
statistically significant for all women, those from the bottom two quintiles, and rural
women following the 2007 policy shift (p < 0.01 in all cases). These patterns are also
consistent with the trends shown in Figures 3a–d.
Figure 3: Actual and predicted trends in home-based deliveries following 2004,
2007 and 2013 user fee policy shifts
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Figure 3a: Home deliveries: all respondents
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Figure 3b: Home deliveries – bottom 2 quintiles
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Figure 3c: Home deliveries – rural
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Figure 3d: Home deliveries – urban
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4.1.1 Trends in public facility deliveries
For most subgroups (all women, those from the bottom two quintiles and urban women),
the change was negative but not statistically significant. In addition, the differences
between pre- and post-policy trends in public facility deliveries were not statistically
significant for all subgroups for all policy shifts. However, there was a statistically
significant positive trend in public facility deliveries amongst all women before the 2004
10/20 policy (p < 0.05; Table 5). There was also a non-significant increase in public
facility deliveries amongst rural women immediately after the 2004 10/20 policy
(Table 5).
The predicted linear trends in public facility deliveries following the 2004 policy shift were
also positive for all sub-groups of women across the various policy shifts, except for
urban women, for whom the trend was negative. However, the predicted positive trends
were only statistically significant for all women (p < 0.05), those from the bottom two
quintiles (p < 0.01), and rural women (p < 0.01) following the 2007 policy shift. These
patterns are also consistent with the trends shown in Figures 4a–d.
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Table 4: Results of ITS analysis predicting trends in home deliveries after 2004, 2007 and 2013 user fee policy shifts
Indicator

Pre-policy trend (β1)
2004 policy
Change
in level (β2)
Change
in trend (β3)
Predicted trend
2007 policy
Change
in level (β2)
Change
in trend (β3)
Predicted trend
2013 policy
Change
in level (β2)
Change
in trend (β3)
Predicted trend
Constant (β0)
Number of cases

All women (15–49) who delivered
within 5 years of survey period
p-value
β
–0.003
0.06
(–0.006; 0.000)

Bottom two wealth quintiles
β
–0.003
(–0.007; 0.000)

p-value
0.06

β
–0.002
(–0.004; 0.002)

p-value
0.32

β
–0.002
(–0.006; 0.002)

p-value
0.25

0.091
(0.013; 0.170)
–0.002
(–0.012; 0.008)
–0.005
(–0.015; 0.004)

0.02

0.108
(0.028; 0.188)
–0.003
(–0.014; 0.007)
–0.007
(–0.016; 0.003)

0.009

0.064
(–0.006; 0.135)
–0.004
(–0.013; 0.005)
–0.005
(–0.014; 0.003)

0.07

0.007
(–0.074; 0.089)
–0.000
(–0.011; 0.010)
–0.003
(–0.013; 0.007)

0.86

–0.010
(–0.093; 0.073)
0.000
(–0.010; 0.010)
–0.005
(–0.008; –0.002)

0.81

0.014
(–0.072; 0.099)
–0.000
(–0.010; 0.010)
–0.007
(–0.010; –0.003)

0.75

0.000
(0.074; 0.075)
0.000
(–0.009; 0.009)
–0.500
(–0.008; -0.002)

0.99

–0.014
(0.100; 0.073)
0.002
(–0.009; 0.013)
–0.000
(–0.004; 0.003)

0.76

–0.003
(–0.099; 0.094)
0.002
(–0.025; 0.030)
–0.003
(–0.030; 0.025)
0.604
(0.556; 0.653)
65

0.96

0.005
(–0.093; 0.103)
0.003
(–0.025;0.031)
–0.004
(–0.032;0.023)
0.804
(0.754; 0.853)
66

0.93

0.005
(–0.083; 0.093)
–0.001
(–0.026; 0.025)
-0.006
(–0.031; 0.020)
0.678
(0.635; 0.721)
65

0.91

–0.036
(–0.130; 0.059)
–0.010
(–0.037; 0.017)
–0.010
(–0.037;0.017)
0.344
(0.291; 0.397)
66

0.45

Note: 95% confidence intervals are in parentheses.

0.73
0.28

0.98
< 0.01

0.87
0.85
0.000
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0.53
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0.77
0.000

Rural women

Urban women

0.43
0.23

0.97
0.001

0.95
0.65
0.000

0.93
0.60

0.67
0.86

0.47
0.44
0.000

Figure 4: Actual and predicted trends in public facility deliveries following 2004,
2007 and 2013 user fee policy shifts

.2

.3

Proportion
.5
.4

.6

Figure 4a: Public facility deliveries – all respondents
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Figure 4b: Public facility deliveries – bottom quintiles

1998q3 2000q2 2002q1 2004q1 2005q4 2007q3 2009q2 2011q1 2012q4 2014q3
Time
Actual

Predicted

Prais–Winsten and Cochrane–Orcutt regression – lag (1)

20

0

.2

Proportion
.4

.6

Figure 4c: Public facility deliveries – rural
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Figure 4d: Public facility deliveries – urban
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Table 5: ITS analysis predicting trends in public facility deliveries after 2004, 2007 and 2013 policy shifts
Indicator
Pre-policy trend (β1)
2004 policy
Change in level (β2)
Change in trend (β3)
Predicted trend
2007 policy
Change in level (β2)
Change in trend (β3)
Predicted trend
2013 policy
Change in level (β2)
Change in trend (β3)
Predicted trend
Constant (β0)
Number of cases

All women
β
0.004
(0.000; 0.008)

p-value
0.04

–0.030
(–0.111; 0.050)
–0.003
(–0.013; 0.007)
0.001
(–0.009; 0.011)

0.45

0.030
(–0.054; 0.114)
0.030
(–0.007; 0.013)
0.004
(0.001; 0.008)

0.48

0.006
(–0.091; 0.102)
0.004
(–0.024; 0.032)
0.008
(–0.019; 0.036)
0.238
(0.187; 0.288)
64

0.90

0.57
0.82

0.48
0.01

0.77
0.55
< 0.01

Note: 95% confidence intervals are in parentheses.

Bottom two quintiles
p-value
β
0.003
0.08
(–0.000; 0.007)

Rural women
β
0.001
(–0.002; 0.004)

–0.044
(–0.123; 0.036)
0.001
(–0.009; 0.011)
0.005
(–0.005; 0.014)

0.27

0.008
(–0.059; 0.075)
–0.000
(–0.009; 0.009)
0.001
(–0.007; 0.010)

0.81

–0.011
(–0.094; 0.072)
0.002
(–0.008; 0.012)
0.007
(0.003; 0.010)

0.79

0.013
(–0.058; 0.084)
0.003
(–0.006; 0.012)
0.005
(0.002; 0.007)

0.71

–0.002
(–0.098; 0.094)
–0.003
(–0.031; 0.024)
0.003
(–0.024; 0.031)
0.111
(0.061; 0.160)
64

0.97

0.008
(–0.077; 0.093)
0.003
(–0.022; 0.028)
0.007
(–0.018; 0.032)
0.209
(0.169; 0.250)
65

0.85

0.81
0.34

0.69
0.01

0.81
0.82
< 0.01
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p-value
0.37

0.10
0.74

0.46
0.01

0.83
0.56
< 0.01

Urban women
β
0.004
(–0.000; 0.009)

p-value
0.07

–0.001
(–0.103; 0.101)
–0.005
(–0.019; 0.008)
–0.001
(–0.013; 0.012)

0.98

0.072
(–0.036; 0.180)
0.001
(–0.012; 0.015)
0.000
(–0.004; 0.005)

0.19

0.018
(–0.101; 0.138)
0.022
(–0.013; 0.056)
0.022
(–0.012; 0.056)
0.374
(0.309; 0.439)
66

0.76

0.45
0.88

0.85
0.86

0.21
0.20
< 0.01

4.1.2 Trends in private facility deliveries
There were statistically significant reductions in private facility deliveries immediately
following the 2004 10/20 policy amongst all women, those from the bottom two quintiles,
and rural women (p < 0.01 in each case; Table 6). There were, however, no statistically
significant differences in trends in private facility deliveries before and after the policy
shifts (2004, 2007 and 2013) amongst all sub-groups.
The pre-2004 policy trends in private facility deliveries amongst women from the bottom
two quintiles and rural and urban areas were positive and statistically significant (p <
0.05 in all cases). The directions of the predicted trends in private facilities deferred by
sub-groups of women and policy shift, although in all cases, trends were not statistically
significant (Table 6). These patterns are also reflected in the trends shown in Figures
5a–d.
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Table 6: Results from ITS analysis predicting trends in private facility deliveries following 2004, 2007 and 2013 user fee policy shifts
Indicator
Pre-policy trend (β1)
2004 policy
Change in level (β2)
Change in trend (β3)
Predicted trend
2007 policy
Change in level (β2)
Change in trend (β3)
Predicted trend
2013 policy
Change in level (β2)
Change in trend (β3)
Predicted trend
Constant (β0)
Number of cases

All women
β
–0.001
(–0.002; 0.001)

p-value
0.53

–0.058
(–0.096; –0.020)
0.004
(–0.001; 0.009)
0.003
(–0.001; 0.008)

< 0.01

–0.016
(–0.056; 0.024)
–0.003
(–0.007; 0.002)
0.001
(–0.001; 0.002)

0.44

0.003
(–0.044; 0.059)
–0.009
(–0.023; 0.005)
–0.008
(–0.022; 0.005)
0.153
(0.130; 0.176)
65

0.90

Note: 95% confidence intervals are in parentheses.

0.13
0.17

0.30
0.83

0.19
0.22
< 0.01

Bottom two quintiles
p-value
β
0.003
0.01
(0.001; 0.005)

Rural women
β
0.002
(0.000; 0.003)

–0.108
(–0.157; –0.059)
–0.001
(–0.008; 0.005)
0.002
(–0.004; 0.008)

< 0.00
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0.001
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0.003
(–0.001; 0.007)

< 0.01

0.001
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0.000
(–0.002; 0.002)

0.96

–0.010
(–0.047; 0.027)
–0.003
(–0.007; 0.002)
0.001
(–0.001; 0.002)

0.59

–0.001
(–0.062; 0.059)
0.001
(–0.019; 0.017)
–0.001
(–0.019; 0.017)
0.057
(0.027; 0.088)
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0.97

–0.009
(–0.054; 0.035)
–0.003
(–0.016; 0.010)
–0.003
(–0.016; 0.010)
0.088
(0.067; 0.110)
65

0.68
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0.64
0.58

0.63
0.88

0.89
0.90
< 0.01

p-value
0.02

0.56
0.13

0.23
0.46

0.60
0.66
< 0.01

Urban women
β
–0.004
(–0.008; –0.000)

p-value
0.04

0.009
(–0.070; 0.087)
0.008
(–0.003; 0.018)
0.004
(–0.006; 0.013)

0.83

–0.060
(–0.142; 0.023)
–0.004
(–0.015; 0.006)
–0.001
(–0.004; 0.003)

0.16

0.026
(–0.066; 0.117)
–0.013
(–0.040; 0.013)
–0.014
(–0.040; 0.012)
0.306
(0.255; 0.357)
65

0.57

0.15
0.43

0.40
0.75

0.31
0.29
< 0.01

Figure 5: Actual and predicted trends in private facility deliveries following 2004,
2007 and 2013 user fee policy shifts
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Figure 5a: Private facility deliveries – all respondents

1998q3 2000q3 2002q3 2004q3 2006q3 2008q3 2010q3 2012q3 2014q3
Time
Actual

Predicted

Prais–Winsten and Cochrane–Orcutt regression – lag (1)

0

.1

Proportion
.2

.3

.4

Figure 5b: Private facility deliveries – bottom quintiles
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Figure 5c: Private facility deliveries – rural
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Figure 5d: Private facility deliveries – urban
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5. Quantitative analysis of data with women in voucher evaluation
sites
A total of 4,804 births to 3,582 mothers were included in this study. Across intervention
groups and time, the births in our sample were predominantly to mothers living in rural
areas who were married, multiparous, educated to primary school level or below,
unemployed or informally employed, and uninsured (Table 7). In each period, the
samples from the voucher and comparison sites were similar with regard to many
background characteristics; however, the women sampled from voucher sites appear to
have been slightly more vulnerable in periods 1 and 2. In period 1, mothers from voucher
sites were more likely to be uninsured and less likely to have attained secondary or
higher education. In period 2, mothers from voucher sites were more likely to be younger
and uninsured.

5.1 Service utilisation
Women in both voucher and comparison sites reported receiving four or more ANC visits
for nearly 60–65 per cent of the births that occurred during periods 1 and 2 (Figure 6).
After the introduction of FMS, this increased moderately, and a greater proportion of
births in voucher sites received four or more ANC visits than in comparison sites (72%
versus 66%; p = 0.025).
Delivery in health facilities increased from about half of all births in period 1 to
approximately 85 per cent of births in period 3 in both groups (Figure 7). Although there
was no difference in access to facility delivery between voucher and comparison sites in
periods 1 and 3, a greater proportion of births in period 2 were delivered in health
facilities in voucher sites than in comparison sites (69% versus 59%; p = 0.022).
Figure 6: Maternal health service utilisation over time – ANC visits
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Table 7: Sample background characteristics of female respondents by study periods (n = 3,582)
Period 1 (May 2005 – Dec 2009)
N = 526
Comparison Voucher p-value
sites
sites
p = 0.12
Age group (years) (%)
15–24
13.0%
20.8%
25–34
51.3%
51.7%
35+
35.7%
27.4%
p < 0.01
Educational attainment (%)
None/Some secondary
24.4%
36.5%
Completed primary
52.1%
51.4%
Completed secondary
23.5%
12.2%
p = 0.32
Wealth quintile (%)
Poorest
15.1%
21.9%
Poorer
18.9%
20.5%
Middle
26.1%
21.5%
Richer
22.7%
17.4%
Richest
17.2%
18.8%
p = 0.63
Residence
Rural
89.1%
85.8%
Urban
10.9%
14.2%
p = 0.62
Current marital status (%)
Unmarried
17.3%
19.4%
Married/Cohabiting
82.7%
80.6%
p = 0.99
Woman’s employment (%)
Unemployed
29.4%
30.2%
Informally employed
52.9%
52.1%
Formally employed
17.7%
17.7%
p = 0.62
Parity (%)
1
12.6%
15.6%
2–3
44.5%
43.4%
4+
42.9%
41.0%
p < 0.01
Health insurance enrolment (%)
Uninsured
78.2%
92.0%
Insured
21.8%
8.0%
Total no. births
238
288

Period 2 (Jan 2010 – May 2013)
N = 1,819
Comparison Voucher p-value
sites
sites
p = 0.04
30.3%
37.3%
50.2%
46.8%
19.6%
15.9%
p = 0.27
27.8%
31.9%
53.2%
52.4%
19.0%
15.7%
p = 0.70
21.5%
19.6%
22.6%
20.8%
19.7%
18.5%
17.7%
21.9%
18.5%
19.2%
p = 0.41
87.3%
80.7%
12.7%
19.3%
p = 0.05
16.9%
21.0%
83.1%
79.0%
p = 0.07
39.7%
48.3%
49.7%
42.1%
10.6%
9.6%
p = 0.69
21.0%
22.8%
43.2%
42.7%
35.8%
34.4%
p = 0.02
85.4%
90.7%
14.6%
9.2%
869
950

Period 3 (June 2013 – Aug 2016)
N = 1,236
Comparison Voucher p-value
sites
sites
p = 0.18
32.8%
39.5%
50.1%
45.1%
17.1%
15.4%
p = 0.38
24.3%
27.6%
51.5%
47.4%
24.2%
25.0%
p = 0.51
17.7%
22.3%
22.8%
20.0%
19.1%
19.2%
22.1%
19.7%
18.2%
18.8%
p = 0.59
90.2%
85.9%
9.8%
14.1%
p = 0.96
22.4%
22.3%
77.5%
77.7%
p = 0.14
45.4%
51.3%
48.1%
39.8%
6.4%
8.8%
p = 0.98
27.9%
27.3%
44.6%
45.0%
27.5%
27.8%
p = 0.28
79.7%
82.8%
20.3%
17.2%
591
645

Figure 7: Maternal service utilisation – facility delivery
Facility delivery
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

Period 1

Period 2
Comparison sites

Period 3

Voucher sites

5.2 Impact of voucher programme and FMS policy
We found no effect of the voucher programme or FMS policy on use of four or more ANC
visits (Table 8). The increase in the proportion of births delivered in a health facility was
8.4 percentage points greater in voucher sites than non-voucher sites (p = 0.003)
between the pre-intervention and rollout phase (period 1) and the post-rollout phase
(period 2). However, the results suggest that the FMS policy helped decrease the
disparities in access to facility deliveries between voucher and comparison sites, such
that births in comparison sites experienced a 6 percentage point greater increase in
facility deliveries than those in voucher sites following the introduction of the FMS policy
in June 2013 (period 3) (p = 0.025).
Table 8: Impact of voucher programme and FMS on service utilisation

Service utilisation
4+ ANC visits
Facility delivery

Period 1 to period 2

Period 2 to period 3

Difference-indifference
estimator

p-value

Difference-indifference
estimator

p-value

–0.002
0.084

p = 0.942
p = 0.003

0.041
–0.060

p = 0.178
p = 0.025

5.3 Implementation experiences of user fee policy changes in Kenya
Results of this component are divided into two main sections: the perception of actors on
the implementation experiences of FMS and their views in transferring the current FMS
to be part of NHIF as a process of consolidating healthcare financing policies in Kenya.
Evidence from qualitative interviews highlights respondents’ experiences with the health
system during FMS implementation.
As presented in this section, there are noted divergent opinions between healthcare
workers, who generally view FMS reforms as a benefit to low-income patients, and
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patients themselves, who noted significant gaps in how FMS was implemented and the
impact additional patient volumes had on facilities’ readiness and service quality.
5.3.1 Implementation experiences of FMS
Discussions on the effects of implementation of FMS focused on the past experiences
and future benefits if the programme is continued and implemented well. At the
community level, women from all sites reported that FMS encourages mothers to deliver
in facilities, thereby reducing unskilled deliveries and possible reductions of HIV
transmission during delivery. All participants concurred that FMS has brought in new
users by increasing the number of poor women delivering in facilities who had previously
used traditional birth attendants, those who delivered at home, adolescents who could
not afford facility deliveries and women who were using private facilities. It has also
contributed to reduction in inequities in accessing services:
It is good, because I will only pay for bus fare to go and deliver; yet I have bought
clothes for the baby with the money I would have paid at the hospital.
— Focus group discussion, voucher user after policy shift, site 1
It benefits the less fortunate women. Not all people are the same financially, so
even the less financially stable benefit from free maternity services, since all they
need is transport fee and she’ll be able to deliver safely and go back home with
her baby. — Focus group discussion, home delivery before policy shift, site 2
Providers and county managers reported that the benefits of FMS were greater at the
community level, with potential contributions to the reduction of maternal morbidities and
mortalities. However, some participants noted that, although FMS has increased the
number of deliveries, this may have reached a plateau. Others argued that the benefits
may be augmented by devolution or cessation of other initiatives, such as the voucher
project:
We’ve seen improvement in delivery in every county. However, you know it’s
very difficult to assign the impact and say this was due to free maternity. Free
maternity came at a point when the devolution was also happening. Sometimes
we are unable to say that it is the devolution or free maternity; it would be both,
but we have also seen improvements in antenatal care coverage and family
planning commodities. — County manager, site 3
At the facility level, providers and managers noted that, despite the challenges of delay
in receiving reimbursements from FMS, the policy has been instrumental in improving
infrastructure and provision of services such as food and incentives for patients:
The positive influence to the facility is that we are able to improve our
infrastructure, because if we have the funds, we are able to buy new things, carry
out maintenance of the facility and improve the other departments.
— Facility manager, site 3
Facility and county managers alike noted that, despite the inefficiencies observed, FMS
will continue to improve skilled deliveries and increased access to services for poor
women. Use of facilities for ANC and deliveries has contributed to increased health
education for mothers, generating positive results. Examples included improved facility
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deliveries, leading to a healthy population that will produce economically if morbidity and
mortality decline over time.
Funds reimbursed have helped facilities improve infrastructure that benefits other
services. The multiple effects include: availability of funds to re-stock supplies, thereby
improving quality of services; increased child survival; reduced maternal deaths; and
creation of a culture of delivering in facilities, which will wean people from use of
traditional birth attendants over time. These future effects are anticipated if the
government maintains FMS.
Despite the reported positive effects, there were concerns about quality. Deterioration of
quality was described in a variety of ways. Increased workload has led to constraints in
human resources and limited equipment, insufficient drugs and poor diagnostics. Women
reported cases of providers being slow in service provision, resulting in long waiting
times when providers take tea breaks or during shift changes. Congested facilities
sometimes result in women delivering on the floor. In other cases, women share beds,
which often leads to quicker discharges to create room for more women, thereby
compromising client safety, induction of first-time mothers on baby care and
breastfeeding, and general health education of the mother after birth:
By the way, I delivered here and after I delivered that day, I was sent home the
next day to create space for others, yet if you had the funds to afford another
facility, you could stay there for at least two days after delivering, but under free
maternity services, you are told to leave to create room for others.
— Focus group discussion, voucher users after policy shift, site 4
In some cases, women – especially younger women – complained of the food rations or
of being mistreated by providers during delivery. Examples cited were perception of
abandonment, neglect, poor hygiene experienced in the use of unclean linen, sharing of
beds, perceived nepotism in service delivery and non-adherence to protocol (delivery
without asking the woman her HIV status or for her ANC card):
Eee … You give birth and you are told to go home almost immediately, and the
food that is brought to you is like one spoon … you don’t get enough.
— Focus group discussion, non-voucher users, site 5
5.3.2 Implementation challenges of FMS
Despite the positive effects of FMS, providers, community members and managers
noted several challenges in implementation of the policy, which appear to be at three
levels: policy, facility and clients.
At the policy level, participants reported that the design did not effectively capture
reimbursement in cases of referral. Second, county managers mentioned the challenge
of bureaucracy in the financial arrangements. The current structures require that, once
facilities report the number of deliveries through the online Health Management
Information System platform, the national government reimburses the money via the
County Revenue Fund. The counties notify the facilities of the amount disbursed to the
facilities’ accounts and they seek authority to incur expenditure through a budget
submitted to the respective facility committees. This process delays facilities’ access to
funds and creates a financial gap that is expensive to recover from, with facilities
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incurring debts. County managers recommended that the national government publish
the number of deliveries against the amount disbursed for transparency.
Third, county managers discussed the lack of consultative implementation processes
and unclear communication with front-line staff regarding the implementation
requirements, which create suspicion and perceived lack of transparency in the process,
which one respondent described as ‘opaque’:
The biggest challenge is there is somebody who sits in Nairobi and decides what
to give you, and then there is very little discussion on these issues … this is what
I deserve to be given and to that end the county thinks that it is an opaque
system. There have been delays in disbursement of funds … Of course, all these
affect the facilities negatively, poor staff morale, inadequate supplies and, in
some cases, people may practise under-the-table charges. — County manager,
site 3
At the facility level, the amount disbursed is often not predictable, making it hard for
facilities to plan or know the amount received. Additionally, providers described cases of
delay in issuances of authority to incur expenditures – a requisite for accessing funds.
That was once in December and we just got a call that ‘we have disbursed 3
million into your account for free maternity from the county government’ … that’s
what they tell you; you don’t know the 3 million is for what, the 2 million is for
what, or the 6 million is for how many deliveries; there is nothing; it’s quite
different from OBA. — Facility in-charge, site 3
Additionally, the amount reimbursed was not sufficient to cover all delivery services, such
as caesarean deliveries, complications for the baby or mother, infant sickness and
laboratory services. Some noted that the graduated payment by level of care did not
reflect true costs. In addition, late reimbursement affects access to services and
compromises potential improvement of quality. Participants reported the need for
discussion between the stakeholders to avoid a ‘top-down push’ of policies to the
counties. Engaging national, county and facility stakeholders may be crucial. County
managers noted that when they have engaged facility in-charges:
They seemed like they are on a chess board. You know they are waiting for the
money; they don’t know how these things were discussed. They have very good
ideas on how it can be improved. But they have not been involved in those
discussions. The county treasury and Ministry of Health must discuss and put
into use the findings at the national levels, so that we have a seamless
mechanism for reimbursements. — Key informant interview, county manager,
site 1
There are also challenges around accountability processes, in terms of numbers and
amount owed by national government to counties:
At the moment there are delays, arguing about numbers, national government
saying, ‘No, you have delivered this much, so we’re reimbursing you for this
much’, facilities saying, ‘No we have delivered this much’. — County manager,
site 6
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Lack of clarity on the modalities of using the funds and the lump-sum payment per
delivery has not helped disaggregate services that require specialised attention, such as
caesarean sections, pre-term babies and other complications. Facility managers did not
have clear understanding of how to use the funds:
Actually, that is why I say; there are no clear guidelines that stipulate or tell us,
‘This free maternity is supposed to go for this use!’ You are just told that this
money is supposed to budget for FMS. For us down here as the user, we do not
have any guidelines on how these FMS funds are to be utilised.
— Key informant interview, facility manager, site 2
At the client level, women discussed the possibility of being asked to buy supplies, such
as cotton wool and drugs in case of complications or infection post-delivery. There was
lack of clarity on what FMS covers on the part of clients, prompting clients to come to
facility even without basic requirements, such as baby clothes. This was corroborated by
facility managers, who reported that FMS generated higher expectations, with clients
coming without the necessary requirements for delivery:
The mothers come with higher expectations, some even come without clothing
for their babies; they expect that to be provided. In addition, the facility can
provide pads, but when you look at a mother who has just delivered, they may
require cotton wool more than pads immediately, so you find the facility is not
able to provide cotton wool for every mother who has delivered, but they can
provide pads … so they come with the expectations, expecting to be provided
with everything, some even without clothing. — Key informant interview, facility
manager, site 3
Overall, there was perception that FMS would be likely to erode the benefits of selfresponsibility, with some observing it has reduced the number who were registered with
NHIF. Facilities were used to higher income from user fees, which have fallen with the
current reimbursement rates, making it harder for them to plan. At the client level, the
perception of free services makes women fail to plan for basic needs for the delivery,
reinforcing dependency on government.
5.3.3 Social and financial costs associated with FMS
Financial and social costs of FMS have affected clients and the healthcare system.
Financial costs to the client reflect those not covered under FMS during pregnancy.
Women described other payments made, such as laboratory tests during ANC visits,
with charges varying from KES205 (USD2) to KES820 (USD8) per visit, and KES50
(USD0.50) for the cost of a mother–baby booklet or registration cards. These costs
contribute to late initiation of ANC. During delivery, costs of supplies such as cotton wool,
drugs, disinfectants and personal effects were reported. Women also described informal
payments to providers, disguised as tokens of appreciation, or bribes given to providers
to be given preferential treatment and receive faster services:
There is no money, but the doctor will tell you that it will only be proper if you give
him something according to the effort he put into helping you. And knowing how
much effort he put into helping you, you are compelled to give him something. —
Focus group discussion, voucher users after policy shift, site 4
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Others linked informal payments to increased workload:
You give something small [a bribe] to get served quickly by a provider.
— Focus group discussion, women, voucher site delivered before policy shift
Sometimes, providers request certain supplies:
You are usually told to buy pampers, gloves; even when you escort a pregnant
woman to deliver, the sister [nurse] will write a list of the items to get from the
chemist before assisting her. Sometimes you don’t know what they want; they just
write a list for you and tell you if they are 800 shillings or 1,000 shillings. That is
how it was before, maybe last year, I have not gone there recently, so I don’t know
if it is still the same or if things have changed.
— Focus group discussion, women who delivered at home after policy shift, site 2
Supplies were often sourced from specific suppliers, perhaps known to the providers. In
other cases, women perceived the supplies provided to be of low quality, forcing them to
buy for themselves:
Usually it is soap, and sometimes sanitary towels. Because when you realise the
ones provided are of low quality, you’ll have to buy your own if you are financially
able, so it becomes part of your personal expense. — Focus group discussion,
women who delivered before policy shift, site 2
Insufficient supplies and human resource constraints were described as drivers of
disrespect and abuse amongst providers. Examples given include sharing of beds, quick
discharge from facilities and perceived carelessness and neglect on the part of the
provider:
When the service is free, the doctors become reluctant in serving you. They can
even retreat to their resting room and tell you to inform them when a complication
occurs, but he won’t serve you like he would serve the person who paid for the
service. — Focus group discussion, non-voucher users delivering after policy
shift, site 3
Due to the increased number of clients, women noted, food rations in facilities caused
them to incur additional costs of buying food during their hospital stay. Women reported
poor diet after delivery or no food in some facilities for women who gave birth at night.
Another cost of free services is erosion of clients’ confidence; they reported inability to
ask questions, as they are not paying anything.
Some women discussed the high costs of transport, due to dangers pregnant women
pose. Hiring a car is expensive for a pregnant woman, relative to other passengers,
thereby increasing the cost of accessing services. For clients and the healthcare system,
free services may create a culture of dependency, a concern that could limit
sustainability or affect related services, including referral.
Overall, other indirect costs such as transport, dealing with provider attitudes and limited
economic opportunities for pregnant women lead to decreased income that could be
used to cover delivery costs.
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5.4 Perceptions of transfer of FMS to NHIF
Perceptions of stakeholders regarding the transfer of FMS to NHIF are presented under
two main sets of themes. First, we present views on the transition of FMS to NHIF by
illuminating support for the transfer, and the perceived benefits and challenges of the
transition. The second set of themes describes the future of maternity services provision
under managed care in NHIF, including processes for registration and enrolment of
clients, accreditation and quality assurance, reimbursement, managing referrals and
complications, and the benefit package.
5.4.1 Perceptions regarding the transition of FMS to NHIF
There were varied levels of support for the transition from an output-based
reimbursement scheme under the MOH to a managed care approach under NHIF.
County and facility managers reported that, in principle, the transfer would be good as it
would help in achieving UHC. However, they pointed out that the process should be
anchored within the law that governs financial processes under the devolved structures
of government:
Let me say to begin with, the idea is well thought out, because I believe that the
idea is towards having UHC, which is where the country should be moving … But
every system must work according to the law. The Public Finance Management
Act states that all county money must come through the County Revenue
Account. Reimbursements for maternity are meant for the county, so as much as
it’s a well-thought idea, it should be aligned to the law.
— County manager, site 5
Some participants viewed the transfer as an opportunity to eliminate dependency on free
services, encourage people to take responsibility for their health and provide free
resources for development. Managers recommended that government should support
the transition before individuals begin paying. They suggested that, eventually, the
approach should adopt a contributory element to reinforce a sense of responsibility. They
noted that the move would increase coverage of comprehensive services and improve
standardisation of services provided. However, they pointed out that support for the
transfer would be realised if funds were provided in a predictable manner and if the
efficiency of NHIF were improved.
Despite the common understanding of health insurance as a driver for achieving UHC,
participants raised several concerns. Many pointed out that poor women would face
challenges with paying the premiums. Women and providers reported that the transfer
would improve insurance coverage for other illnesses and the family at large. However,
they expressed fears of dropping out if the monthly premium of KES500 (USD5) was
retained. Lack of flexibility in the monthly premiums for the diverse populations working
in the informal sector was mentioned as a likely barrier to enrolment of clients in the
scheme and effective utilisation of services:
This will be costly, because with the NHIF there are monthly payments that are
required, yet you find that most women are not employed. They are housewives.
So, for her to get money to pay monthly is difficult. You cannot rely on the
husband with the little money he gives you for food. You save a little and go pay
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at the end of the month, and doing the same the following month might be very
difficult. — Focus group discussion, non-voucher user, site 4, delivered after
policy shift
Other participants noted that lack of personal responsibility contributes to poverty and
needs to be addressed through appropriate information, education and communication
approaches:
There’s a lot of education that needs to be done on the need to plan and take
responsibility through financing health through insurance and not expecting the
government to take the responsibility. Because the same way you don’t expect
the government to pay your fare from here to [xx] and that’s where you go to
work and come back here every day and somehow you will get the fare. A day’s
fare is enough to pay a whole month’s insurance, but you just want free things …
I tend to think the sustainable way is people taking responsibility and owning their
own health. — County manager, site 6
Participants suggested three alternatives for addressing the cost concerns. First,
managers and women concurred that the system should allow women to pay through a
flexible model, with less frequency to allow for unpredictable income. Second, there were
suggestions to reduce the monthly premiums to the previous amount of KES160
(USD1.60), or KES200 (USD2) and subsidise the remainder. Alternatively, there was a
suggestion to have a graduated payment of KES250 (USD2.50) or KES160 (USD1.60)
for informal workers and KES500 (USD5) for formal employees or those with spouses in
such employment. Similarly, some women recommended discount approaches.
Some participants preferred group and flexible payment schedules for logistical purposes
and to reduce penalties. One manager suggested renaming the programme, as a way of
alleviating discontent amongst beneficiaries:
I think we need to rename it … it needs to be called universal healthcare rather
than free. — County manager, site 5
Critics of the transfer of FMS to NHIF viewed the existing Public Finance Management
Act as hindering facilities’ easy access to funds:
The intention is having that money sent through NHIF, which I am yet to look at
the mechanisms against the current one, where money is being sent to the
County Revenue Account. Either system will work, so long as the money reaches
the hospital on time. The only problem is, I do not know how well the Act will
allow the money to go to facilities. I do not know whether there will be a problem
there, but either way, all we are asking is that the money gets to the hospital, to
the user, on time. — County manager, site 4
Scepticism about the efficiency of NHIF was linked to late payments and general distrust
of public institutions. Participants cast doubts on NHIF’s ability to manage the added
responsibility and process claims promptly:
NHIF has a developed system and it is not as bad as the FMS fund. So perhaps
the issue of delay may be addressed with the NHIF. What I do not know is
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whether NHIF has grown, whether the capacity currently as enjoyed by NHIF will
be able to handle this added responsibility. That is something that will need to be
addressed. For example, the NHIF regional office is grossly understaffed and
they will come and tell you, ‘We have a problem with staff’, so I’m only worried
that with this added responsibility, things may not be as smooth. — County
manager, site 5
There were also questions about NHIF’s ability to target all pregnant women.
Participants indicated that, given high levels of poverty (and low awareness of changes
in health policy), the effectiveness of the transfer would be challenging without adequate
sensitisation of the community. They reported that the transfer might be an easy sell in a
context where voucher cards were used; however, in locations where NHIF was not
visible, it would take time to get acceptance, with people adopting a wait-and-see
attitude.
The history of NHIF might also affect the transition. The perceived lack of transparency,
the undertaking by NHIF of all health insurance roles, low reimbursement rates for the
private sector and a history of delays drew mixed reactions. A perceived mismatch of the
accreditation process NHIF uses versus that of quality assurance for maternity services,
and changing people’s perception from free to any form of payment, could generate
resistance and create mistrust.
5.4.2 Registration process and enrolment of clients
One crucial element of a managed care system is ensuring the right clients are enrolled
in the system. Respondents suggested that, logistically, the registration of women could
be done during ANC visits, in churches or through local chiefs’ barazas (meetings). They
noted that, although registration through chiefs’ barazas could be expensive, it would
help in effectively targeting poor women. On the other hand, they indicated that targeting
women through ANC would be likely to help in early profiling of potentially complicated
cases, reducing potential emergencies:
This could happen at multiple fronts … so, if I have to make sure that this thing
succeeds, I must do all I would do: the radios, the press, use the civil society on
the ground; people must be taught. I always believe that NHIF may not have
done much because nobody talks about it in the village and we have been doing
a lot of harambees [fundraising] to pay medical bills. Some sell their land for the
same, so if you ask me, let the government also develop a good policy to reach
the community. — County manager, site 3
Women proposed that distribution points for the NHIF cover be diversified, with some
suggesting that the enrolment of women could be done using organised groups. They
pointed out, however, that clients must receive correct information at recruitment to avoid
questions about why they should pay for delivery services under NHIF.
5.4.3 Accreditation and quality assurance
Discussion on the accreditation process focused on three main areas: the need to
increase coverage of services, the need for standardisation of care, and the need for
performance linked to reimbursement. Regarding coverage, some respondents noted
that lack of accreditation limits coverage of public sector services, as many facilities are
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not accredited under NHIF. They suggested a grace period to allow facilities to meet the
standards, with funds advanced to them to improve their status, as one way of bridging
the gap, as lack of funds limits facilities’ ability to make improvements to meet the
minimum standards:
They have been trying to insist that the hospitals do accreditation, but you will
find that, as far as accreditation is concerned, there is what you can do without
finances and [for some things], you must have finances. One of the biggest
problems you will find in management is that finances are low. If, for example,
you will look at some of the things you want to improve, but then your needs far
much outstrip the amount of money you have, so quality will still be an issue.
Take, for example, the lab. You know the services that should be provided by a
level 5 facility and you’re willing to budget for the same, but the amount that is
available for you to budget [with] is not adequate. So, it means that there are
some services that will not be provided to the standards. That will affect
accreditation. — Provider, site 6
Accreditation was perceived as a means of ensuring standardisation of care for a
minimum package of services, with extra services being charged separately, particularly
in areas where private sector facilities have increased client choice and competition.
Other participants noted that facilities should be accredited based on the nature of
services they offer, structured by level of care and linked to reimbursement rates. Some
felt that if facilities were accredited based on performance, then people would have a
sufficient pool of outlets to choose from:
It is welcome, because it ensures women continue to receive quality care and it
would even be better if it is standardised nationally so that there is some national
accreditation process that is agreed [upon], and therefore the service provided to
a woman in one part of the country is the same as in any other part of the
country. And then the facilities can be accredited based on the complexity of the
services they offer, and even the reimbursement can be classified based on the
accredited level. — Facility manager, site 5
5.4.4 Reimbursement process
Most respondents noted that reimbursement levels are generally low and do not reflect
actual costs – an indication of the need to cost services to ensure the rates fully consider
the cost of consumables. In addition, there were concerns of cost escalation, with some
participants suggesting the need to regulate costs of maternal health services, especially
delivery and caesarean sections. They proposed that reimbursements should reflect
existing NHIF rates for delivery services. Under FMS, rates were differentiated by level of
care, which led to a general perception that such rates were discriminatory, particularly
when considering the private sector, whose costs are higher. Some participants
mentioned that NHIF’s low reimbursement rates and delayed payments would negatively
affect private sector participation in the scheme:
They will not participate. Private facilities depend on money; they pay their
workers using money. Unlike the government, where the money comes from
central government, these guys have to pay their workers. They must pay for
supplies, they must provide the services, they pay in cash and there is an extent
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to which they can get credit lines extended. It means within a short time, if the
money is not being reimbursed, they no longer accept … the NHIF patients or
other insurance agent[s] who might be providing services.
— Provider, site 6
Participants suggested careful reconsideration of the reimbursement process to improve
the predictability and consistency of payment schedules, helping managers plan
appropriately. They suggested reinforcing facilities’ autonomy, with direct access to
funds, along with guidelines guaranteeing the funds, to ensure county governments do
not use them for other purposes. Such actions, they felt, when accompanied with
flexibility for facilities to use the funds without restrictions, could improve operational
efficiency. One participant suggested the creation of an emergency or reserve fund that
counties could use to support facilities whenever payments from NHIF were delayed.
Overall, participants were of the view that the reimbursement process would require a
strong automated claims process to create credibility and efficiency and ensure that
funds reach facilities without violating the Finance Act. They suggested that to improve
accountability on use of funds, there is a need for the MOH to provide guidance on how
the funds may be utilised to ensure structured utilisation of funds to improve maternity
services. They pointed out that efficiencies could be improved by ensuring NHIF core
functions (such as claims review and payment) are decentralised to ease the process of
claims and transfer of funds.
5.4.5 Managing referrals and complications
There were several suggestions on how to manage referrals. First, participants noted
that compensation for services provided before referral is not catered for in the current
system. They suggested that facilities should be reimbursed based on the services they
offer. For example, facilities that offer services prior to referral could be compensated for
consumables, which would require a structured claims process, with details of service
type and a well-defined cost structure:
I think referrals should be dealt with individually; a facility should be reimbursed
separately for the treatment of the patient or delivery … if mother complicates
and necessitates a referral, now the facility receiving the referral will provide a
different service, which should now be paid for separately. Maybe the fund
should have such an allowance. — Facility manager, site 3
Participants felt that the transfer of FMS to NHIF has the potential to improve
documentation, claims processing and data management. They indicated that inclusion
of transport costs and private facilities in the scheme could improve referrals, but the
government and communities should co-pay to ensure high enrolment and sustainability
of the programme.
5.4.6 Benefit package
Women and providers preferred a basic package that could be adjusted over time. They
felt the package should cover ANC consultation fees, drugs, pregnancy-related tests,
treatment for newborns and the mothers up to one year post-delivery, complications,
caesarean sections and treatment for children under 5 years. They also suggested that
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the package could include the whole family, although some were quick to point out that
cost barriers could limit sustainability beyond the pregnancy period:
I think the package ought to have antenatal care, including laboratory test during
antenatal care. It needs to have the emergency transport, referral for the delivery
itself, whether normal or abnormal delivery, caesarean section, because
sometimes even normal delivery complicates and people end up in intensive care
unit. I think those ought probably to be taken care of in the package, and
probably some element of postnatal care, after deliveries, because for us, we
have observed that there are a lot of mothers dying after delivery, so postnatal
care would be important to include. — County manager, site 4
Suggestions to cover other elements, such as cotton wool, sanitary pads and other basic
needs for delivery, came from women who had received additional incentives, such as
soap or a packet of sugar:
I am talking from experience. You can get to the house, but even a piece of soap
to clean the baby’s stuff is not available. So, they can give us things like half
kilogram of sugar and half bar of soap. — Focus group discussion, non-voucher
user, delivered after policy shift, site 3
Finally, there was confusion amongst women as to what was likely to be included in the
benefit package after the transfer. The process of accessing benefits was also perceived
as cumbersome, due to the identification process of the user via the existing NHIF
system.

6. Discussion
The study is based on the premise that user fee removal policies have different
outcomes, conditional on whether lost revenue from user fees is replaced by an
alternative revenue source. Two pathways were tested, both of which have been
implemented at different times in Kenya.
We hypothesised that removal of user fees with an alternative financing mechanism
introduced by the government to replace the facilities’ lost income stream could generate
sustainable improvements in utilisation. The first measure considered was changes in
home deliveries. The findings illustrate statistically significant positive change in homebased deliveries amongst all women (p < 0.05) and amongst women from the bottom two
quintiles (p < 0.01) immediately following the 2004 10/20 policy. In contrast, the 2007
and 2013 policy shifts did not have significant immediate effects on home-based
deliveries amongst all groups of women considered. There was a notable, non-significant
negative trend in home deliveries in all policy shifts amongst all sub-groups of women
considered. However, the predicted negative trends were only statistically significant for
all women, those from the bottom two quintiles and rural women following the 2007
policy shift (p < 0.01 in all cases).
These data suggest that in all the policy shifts, the removal of user fees in 2004 may
have increased facility deliveries amongst women who could not have otherwise used
facility delivery because of short-term financial barriers. This effect was not observed
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over subsequent user fee removal policies, however. These results may be consistent
with studies that have shown the short-term effects of user fee removal.
For example, recent findings from a multi-county study (Leone et al. 2016), designed as
a quasi-experimental regression analysis using DHS, that analysed data from
consecutive surveys in five countries – two case countries that experienced reforms
(Ghana and Burkina Faso) and three that did not experience reforms (Zambia,
Cameroon and Nigeria) – have shown that user fee reforms are associated with a
significant percentage of increased access to facility deliveries (27%) and, to a much
lesser extent, to caesarean sections (0.7%). Poor (but not the poorest), non-educated
women and those in rural areas benefited the most from the reforms. The study
concluded that there is a significant impact of the user fee reforms on childbearing in
health facilities in two countries considered, but implementation of the reforms did not
have an equal impact across socio-economic groups. The differential analysis for facility
deliveries shows that the non-educated and poorer groups (below average and average
quintiles) were the ones to benefit the most. Furthermore, rural areas seem to have fared
best because of the reforms. However, those in the poorest quintile still do not seem to
have had the greatest improvement.
Our second measure relates to use of public facilities for facility deliveries, seeking to
answer the question of whether removing user fees increases use of public facility
deliveries over time. Our findings indicate no statistically significant changes in public
facility deliveries immediately following the 2004, 2007 and 2013 policy shifts, amongst
all sub-groups of women. By contrast, the period before the 2004 10/20 policy was
characterised by significant positive trends in public facility deliveries amongst all
women, while the trends amongst other sub-groups were positive but not statistically
significant.
Predicted estimates show statistically significant changes in the rate of increase in public
facility deliveries amongst all, poorest and rural women after the 2007 policy removing
user fees. The predicted linear trends in public facility deliveries following the 2004 policy
shift were also positive for all sub-groups of women for the various policy shifts, except
for urban women, where the trend was negative. Predicted positive trends were only
statistically significant for all women (p < 0.05), those from the bottom two quintiles (p <
0.01) and rural women (p < 0.01) after the 2007 policy shift, however. This was
accompanied by statistically significant changes in the rate of reductions in home
deliveries amongst these sub-groups after the policy.
These findings suggest that the 2007 policy might have accelerated, but not dramatically
altered, trends in public facility deliveries amongst all, poorest and rural women,
characterised by shifts from home deliveries. These patterns mean there were no effects
of any of the policy shifts for use of public facilities. The assumption is that the public
health system might have seen increased use if financial barriers were removed. A
negative urban trend for all policy shifts could suggest an existing alternative market for
urban dwellers that could provide choices for women, as well as better financial access.
The effect, therefore, is likely to affect rural settings most.
Our third analysis was based on assessing whether users reduced or increased their use
of the private sector. The analysis shows that there were statistically significant
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reductions in private facility deliveries immediately following the 2004 10/20 policy
amongst all women, those from the bottom two quintiles and rural women (p < 0.01 in
each case). An intriguing aspect is that, in spite of these shifts from private facility
deliveries immediately following the policy, there were no immediate concomitant
changes in public facility deliveries amongst these sub-groups of women. Rather, there
were statistically significant positive changes in home deliveries amongst all women and
those from the poorest households immediately following the policy. Given that the 2004
10/20 policy did not affect private health facilities, the shift from such facilities
immediately following the policy might have been influenced by other factors not
captured by the data, for instance local misunderstanding of its operations.
However, our study also found no statistically significant differences in trends in private
facility deliveries before and after the policy shifts (2004, 2007 and 2013) amongst all
sub-groups of women. The pre-2004 policy trends in private facility deliveries amongst
women from the bottom two quintiles, rural and urban areas were positive and
statistically significantly (p < 0.05 in all cases). The directions of the predicted trends in
private facilities differed by sub-groups of women and policy shift, although in all cases,
the trends were not statistically significant. This immediate effect to the rural women and
bottom quintiles galvanises the narrative that user fee removals were effective in
reducing financial barriers in the short term, as this pushed women to use public sector
services that were now relatively affordable.
The bigger question is the effect on quality of service, which could erode the gains.
There is limited evidence on the effect of user fee removal on quality, as evidence was
found to be relatively weak, mainly from short-term, non-controlled studies. The
introduction of user fee exemptions appears to increase rates of facility-based deliveries,
but was found to have negative, neutral or inconclusive effects on availability of inputs,
provider motivation and quality of services. The extent to which user fee revenue lost by
facilities is replaced can directly affect service provision and may have unintended
consequences for provider motivation. There is mixed evidence of the effects of user fee
exemptions on the quality of maternal healthcare provided (Hatt et al. 2013): in seven
studies, quality was not measured; in others, the effects of exemptions were negative
(five studies), neutral or having no effect (five studies), or mixed or inconclusive (two
studies).
This study confirms that when user fee removal is not replaced by an alternative
financing mechanism, as in 2004 and 2007, gains in increased utilisation and equity are
often short-lived and, if sufficient funds are not available to supplement the lost income,
the gains could be eroded as problems with ensuring sufficient staffing and quality
emerge, especially if free services generate significantly increased demand. This may
result in facilities’ resorting to charging user fees again, formally or informally. User fee
removal ought to be accompanied by a replacement of revenue through alternative
financing mechanisms to achieve long-term success (McPake et al. 2011).
Our study also shows that overall, although there was a non-significant negative trend in
home deliveries in the period before the 2004 policy shift amongst all groups of women,
there was a statistically significant increase in home deliveries amongst all women and
amongst the poorest women immediately following the 2004 10/20 policy. This finding
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suggests that even modest user fee charges keep the poorest women from delivering in
a health facility.
To explore this further, we examined the combined effect of user fee removals and use
of alternative approaches to increase access to maternal health services for the poor.
Our assessment of the effect of user fee removals in the context of vouchers shows an
effect of vouchers on fourth ANC visit during the initial phases of the programme; this
increased slightly during the FMS. Although the percentage of women seeking four or
more ANC visits increased moderately after the introduction of FMS, we found no
significant effect of the voucher programme or FMS policy on the use of four or more
ANC visits.
Essentially, the evidence suggests that the voucher programme led to increased use of
facility deliveries; however, once FMS was introduced, increases in facility delivery were
greater in communities that did not have access to the voucher programme.
The above observations occurred in a context of devolution, as responsibility for
maternity care was devolved to counties. Qualitative assessment of the context of the
observed changes show that overall, the FMS policy has had an effect on poor people
who would not have otherwise used the facilities. Despite the changes, participants
appear to agree that the effect is likely to be short-lived if the system does not improve
quality. The dynamics of the FMS implementation process are also likely to erode the
gains made, as the devolved system appears to be less involved in the design. The
process of implementation appeared rushed and lacked proper preparation of systems,
which often leads to poor implementation of user fee removals (Meessen et al. 2011).
Previous work has also shown that the process of user fee removals requires a realistic
forecast of the potential resource implications of a well-implemented user fee removal
programme. Six steps for a successful policy change could include the following:
1. Analysis of a country’s initial position (including user fee level, effectiveness of
exemption systems and impact of fee revenues at facility level);
2. Estimation of the impact of user fee removal on service utilisation;
3. Estimation of the additional requirements for human resources, drugs and other
inputs, and corresponding financial requirements;
4. Mobilisation of additional resources (domestic and external) and development of
locally tailored strategies to compensate for the revenue gap and costs
associated with increased utilisation;
5. Building political commitment for the policy reform; and
6. Communicating the policy change to all stakeholders (McPake et al. 2011).
These observations appear not to have been considered, as the system appears to have
been based on a presidential directive, with limited input from devolved structures.

7. Limitations
This study has the advantage of using a mixed-methods approach to allow qualitative
perspectives to inform quantitative findings for a fuller picture of the environment in which
user fee removals were implemented. An added benefit is to generate better model
specification. The ITS model has the advantages of detecting delayed or intermittent
programme effects and can determine if these changes are temporary or longer term.
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Despite these advantages, there are several limitations to the study. First, the study is
limited to one country in Sub-Saharan Africa and thus does not inform user fee removals
in other regions. Additionally, some aspects of the qualitative data may be sensitive,
particularly the responses of key informants. In this sense, the focus group discussions
serve as a check on the key informant interviews; however, although focus group
participants’ responses were confidential, their responses might not be fully candid and
could be overly positive. The combination of focus group discussions and in-depth
interviews can help triangulate between quantitative findings and personal experiences
to better understand the impact of various user fee removal strategies.
It is important to acknowledge that the DHS birth history data set has some limitations.
For example, women may include relatives’ children as their own or omit children who
died young. Other potential problems include displacement of birth dates, which may
cause a distortion in estimating an effect attributable to changes in the policy
environment.
Using the DHS data offers a unique data set over 19 years (1995–2014). DHS design
limits generalisability to the provincial level, however, as the survey was not
representative in smaller administrative areas. The DHS for 1998, 2003 and 2008 can be
disaggregated at provincial level. The 2013 DHS is representative of the 47 counties,
which can be regrouped into the old provinces to carry forward the ITS modelling. The
study will conduct tests for regional variation over time, but due to challenges in sample
size, analysis was restricted to urban versus rural and wealth quintile combinations.
Choice of outcome measures is limited to what is available in the DHS. For example, the
DHS does not ask about patient satisfaction with ANC. In addition, ANC coverage is
applied to most recent pregnancy, not all pregnancies in the birth history.
Although ITS analyses are well-suited for a retrospective analysis of policy reforms on
healthcare utilisation, there are limitations to this approach. Although the ITS design can
grant insight into causal effects, the design relies on statistical tests of correlation that
cannot show causality. Rather, ITS allows for testing of systematic changes in the
outcomes of interest that may be associated with policy reforms; it cannot claim causality
in any observed change. Other health policy reforms or exogenous shocks (for example,
economic growth or health system reforms beyond changes in user fees) could also
influence the outcome.
Another limitation with ITS is the selection of time periods. All else being equal, smaller
time periods can introduce greater levels of variance in the effect estimate. For that
reason, this study has used national survey data over 19 years.
A third limitation with many ITS studies is the reliance on routine data from the health
management information system. Changes in data reporting, particularly data reports
that could indicate the potential for informal user fees, may be sensitive to changes in
user fee policies. More generally, the quality of routine record-keeping is subject to
change in Kenya.
With regard to the qualitative data, there is a limitation in the sense that views expressed
in the focus group discussions and in-depth interviews do not correspond to the earlier
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user fee removal attempts in 2004 and 2007. The qualitative data reflect the most recent
user fee removal intervention in 2013 and subsequent user experiences.

8. Specific findings for policy and practice
This study has several implications for policymakers at local and national levels of
government.

8.1 Implications for policy
For the national MOH, the analysis indicates that the removal of user fees has had
modest effects on utilisation of facility deliveries over time and has not significantly
increased access of services to the poor or those in rural areas. The implications are that
increased access may require more than the removal of financial barriers, and should
include improvements to infrastructure and quality of services. A sustainable investment
strategy will be needed to ensure that effective, high-quality services are provided to
clients.
The efforts needed to improve the system would require time to create adequate
structures, and more attention should be paid to use, to generate evidence that will guide
the needs of people managing policy change. This also means that policy changes need
to consider learning from the past to avoid the failures of the past.
For county managers, user fee removals mean that additional sources need to cover lost
revenue, and the need to maintain quality will strain local system and erode the gains
made. Local systems should therefore plan to set aside funding for use in health facilities
that can cushion them from delays in reimbursement. In other cases, they may plan upfront grants to facilities to increase quality and performance that can attract more clients
and ensure continuity of services.

8.2 Implications for programme design
To address the challenges of implementation, and in recognition of the system’s needs,
the government is transferring FMS to NHIF as a transitional process towards
introducing health insurance combined with adequate health sector development
strategies. To ensure effective implementation of FMS by NHIF, four issues are
pertinent:
• Adequate stakeholder consultation;
• Better fund management when FMS is transferred to NHIF;
• A well-defined, costed benefit package; and
• Activities to minimise attrition.
First, a consultative process is critical for ensuring stakeholders are informed of changes
needed at both user and system levels. There appeared to be limited understanding
amongst all study participants of the details of the transfer, especially for enrolment,
reimbursements, the benefit package and how the transition from managed care to a
pre-payment scheme would be actualised.
Lack of sufficient information was also evident from discussions with women, implying
that hurried implementation of the transition could make it difficult for intended
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beneficiaries to understand the dynamics and requirements – as in the case of FMS,
which was implemented within 100 days following a presidential directive. Adequate
communication and work with county teams to facilitate understanding of the transfer will
be a critical driver of success. Lack of proper preparation often leads to poor
implementation of policies as was evident from user fee removal initiative (Meessen et
al. 2011; Mwabu 1995).
In addition, there has been a disconnect between knowledge of removal of user fees for
healthcare on the one hand, and how that knowledge is taken into account in public
policies on the other hand (Ridde 2015) – a gap that will need to be bridged when
implementing UHC policies.
Second, the transfer of FMS to NHIF will need efficient fund management, including
reimbursement processes. Facilities’ ability to access funds on time and to align the
transfer with devolution laws, such as those that govern public finance, is likely to lead to
success. The reimbursement process should be accompanied by approaches that
ensure facility-level autonomy, which has the potential to increase efficiency, create
greater local accountability and participation of communities, improve staff motivation
and performance, increase resource mobilisation, strengthen hospital management
capacity and improve quality of health service delivery (Bank 2003).
Recent assessment of the effect of devolution in Kenya indicates that devolution of
health services to county level has reduced health facility autonomy (Barasa et al. 2016).
This has compromised health facility functioning by weakening management and
leadership capacity, reducing staff motivation and limiting community participation in
facility affairs. It has also created inefficiencies in service delivery, due to delays in
procuring supplies and increased bureaucracy, thereby compromising quality of care.
Third, it will be critical to ensure that the benefit package under the scheme is well
defined, costed and aligned with other pre-paid schemes under NHIF management. The
process provides a unique opportunity to consolidate existing schemes under NHIF and
build capacity of claims processing at the county level. This will create trust in future
endeavours geared towards implementation of a national social health insurance fund.
Transitioning of women enrolled under the managed care programme to a pre-payment
scheme within NHIF will offer an opportunity to increase the coverage of health
insurance. However, there appears to be a ‘black box’ in the transition process that
needs to be defined and communicated effectively to users. If well managed, the transfer
is likely to contribute towards a culture of health insurance and UHC in general. In
essence, this will increase transparency, help mitigate demand-side costs of services
and provide funding that promotes transparent charging for services (Ensor and Ronoh
2005).
Finally, there were several concerns around the transition to the pre-paid scheme after
delivery and the need to design innovative strategies to minimise attrition. Due to wider
economic challenges, unaffordability of the requisite premium for most women could
necessitate adequate targeting and use of subsidies. There may be a need to design
packages that define a flexible prepayment model to fit different income groups, as a
way of preparing the population for a mandatory social health insurance scheme.
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Suggested strategies, such as graduated payments, subsidies and discounted
approaches, can be consolidated via technology, as several mechanisms have already
been tested in the market through private sector initiatives.
Transitioning FMS to NHIF provides an opportunity for the MOH to apply lessons and
existing evidence to develop a comprehensive healthcare financing strategy. Our
evidence suggests that health system managers, providers and beneficiaries are likely to
support a pre-payment scheme that will increase health insurance coverage as part of
UHC. There may be a need to harmonise this process, however, and interrogate
suggestions on design, as well as practicality of the transition towards a social health
insurance scheme. Suggestions to define a benefit package, cost it and develop a robust
reimbursement system will help create structures towards UHC goals.

9. Conclusion
This report on two related analyses shows that user fee removals have a complex history
of implementation in Kenya and that the debate has shifted from the notion of simply
removing out-of-pocket costs to a more nuanced understanding that government has an
obligation to ensure facilities have adequate financial support for operational costs, while
ensuring consumers and health system clients are not faced with financial burdens at the
point of care.
Early attempts to introduce user fees to support facilities’ operational costs did not have
the intended positive effects on use of maternal health services. Those early policies
introduced distortions in service provision that were not fully addressed in subsequent
attempts to reduce user fees. Experience from user fee removal has shown that, without
an adequate alternative revenue source, it is difficult to improve access to essential
services. More recently, promising models – such as maternal health vouchers and
social health insurance – suggest that directing payments to facilities for service
provision, based on consumer demand and utilisation of services, can produce intended
effects in improving access to health services for underserved populations.
To comprehensively understand the impact of an alternative mechanism that
accompanies user fee removals, future research needs to look into the longer-term
effects of these initiatives on quality and continuum of care, equity in access and
financial burdens for women and their households. Doing so will help identify key
strategies for ensuring sustained improvements in maternal and child health outcomes in
Kenya and similar contexts.

47

References
Abuya, T, Maina, T and Chuma, J, 2015. Historical account of the national health
insurance formulation in Kenya: experiences from the past decade. BMC Health
Services Research, 15(1), pp. 56.
Abuya, T, Njuki, R, Warren, CE, Okal, J, Obare, F, Kanya, L, Askew, I and Bellows, B,
2012. A policy analysis of the implementation of a Reproductive Health Vouchers
Program in Kenya. BMC Public Health, 12(1), pp. 540.
Akin, S, Birdsall N and Dmd, F, 1987. Financing Health Services in Developing
Countries: An Agenda for Reform. World Bank policy study. Washington, DC: World
Bank.
Amendah, DD, Mutua, MK, Kyobutungi, C, Buliva, E and Bellows, B, 2013. Reproductive
health voucher program and facility based delivery in informal settlements in Nairobi: a
longitudinal analysis. PLoS One, 8, e80582.
Ansah, EK, Narh-Bana, S, Asiamah, S, Dzordzordzi, V, Biantey, K, Dickson, K,
Gyapong, JO, Koram, KA, Greenwood, BM, Mills, A and Whitty, CJ, 2009. Effect of
removing direct payment for healthcare on utilisation and health outcomes in Ghanaian
children: a randomised controlled trial. PLoS Med, 6, e1000007.
Harding, AL and Preker, AS, 2003. Innovations in Health Service Delivery: The
Corporatisation of Public Hospitals. Washington, DC: World Bank.
Barasa, E, Manyara, A, Molyneux, C and Tsofa, B, 2017. Recentralisation within
decentralisation: County hospital autonomy under devolution in Kenya. PLoS One, 12(8),
e0182440.
Bourbonnais, N, 2013. Implementing Free Maternal Healthcare in Kenya: Challenges,
Strategies and Recommendations. Nairobi: Kenya National Commission on Human
Rights.
Bright, T, Felix, L, Kuper, H and Polack, S, 2017. A systematic review of strategies to
increase access to health services among children in low and middle income countries.
BMC Health Services Research, 17(1), pp. 252.
Chuma, J and Maina, T, 2012. Catastrophic healthcare spending and impoverishment in
Kenya. BMC Health Services Research, 12(1), pp. 413.
Chuma, J and Maina, T, 2013. Free Maternal Care and Removal of User Fees at
Primary-Level Facilities in Kenya: Monitoring the Implementation and Impact-Baseline
Report. Washington, DC: Health Policy Project, Futures Group.
Chuma, JM, Thiede, M and Molyneux, CS, 2006. Rethinking the economic costs of
malaria at the household level: evidence from applying a new analytical framework in
rural Kenya. Malaria Journal, 5, pp. 76.

48

Chuma, J, Gilson, L and Molyneux, C, 2007. Treatment-seeking behaviour, cost burdens
and coping strategies among rural and urban households in Coastal Kenya: an equity
analysis. Tropical Medicine & International Health, 12, pp. 673–86.
Chuma, J, Musimbi, J, Okungu, V, Goodman, C and Molyneux, C, 2009. Reducing user
fees for primary healthcare in Kenya: Policy on paper or policy in practice? International
Journal for Equity in Health, 8(1), pp. 15.
Collins, D, Quick, JD, Musau, SN, Kraushaar, K and Hussein, IM, 1996. The fall and rise
of cost sharing in Kenya: the impact of phased implementation. Health Policy and
Planning, 11, pp. 52–63.
Ellis, RP, 1987. The revenue generating potential of user fees in Kenyan government
health facilities. Social Science & Medicine, 25, pp. 995–1002.
Ensor, T and Ronoh, J, 2005. Effective financing of maternal health services: a review of
the literature. Health Policy, 75, pp. 49–58.
Gilson, L, 1997. The lessons of user fee experience in Africa. Health Policy and
Planning, 12, pp.273–85.
Gilson, L and McIntyre, D, 2005. Removing user fees for primary care in Africa: the need
for careful action. The BMJ, 331, pp. 762–65.
Global Burden of Disease Health Financing Collaborator Network, 2017. Evolution and
patterns of global health financing 1995–2014: development assistance for health, and
government, prepaid private, and out-of-pocket health spending in 184 countries. The
Lancet, 389, pp.1981–2004.
GOK, 2010. Accessible, Affordable and Quality healthcare services in Kenya: Financing
options for universal coverage. Government of Kenya (GOK). Ministry of Medical
Services and Ministry of Public Health and Sanitation.
Hatt, LE, Makinen, M, Madhavan, S and Conlon, CM, 2013. Effects of user fee
exemptions on the provision and use of maternal health services: a review of literature.
Journal of Health, Population and Nutrition, 31, pp. 67–80.
Hercot, D, Meessen, B, Ridde, V and Gilson, L, 2011. Removing user fees for health
services in low-income countries: a multi-country review framework for assessing the
process of policy change. Health Policy and Planning, 26(Suppl 2), pp.ii5–15.
James, C, Morris, SS, Keith, R and Taylor, A, 2005. Impact on child mortality of
removing user fees: simulation model. The BMJ, 331, pp. 747–49.
Kanya, L, Obare, F, Warren, C, Abuya, T, Askew, I and Bellows, B, 2014. Safe
motherhood voucher programme coverage of health facility deliveries among poor
women in South-western Uganda. Health Policy and Planning, 29(Suppl 1), pp.i4–11.
Katz, I, Routh, S, Bitran, R, Hulme, A and Avila, C, 2014. Where will the money come
from? Alternative mechanisms to HIV donor funding. BMC Public Health, 14(1), pp. 956.

49

KNBS, 2010. Kenya Demographic and Health Survey 2008-09. Calverton, Maryland:
Kenya National Bureau of Statistics (KNBS) and ICF Macro.
KNBS, MOH, NACC, KEMRI and NCPD, 2015. Kenya Demographic and Health Survey
2014: Key Indicators. Nairobi: Kenya National Bureau of Statistics (KNBS), Ministry of
Health (MOH), National AIDS Control Council (NACC), Kenya Medical Research Institute
(KEMRI) and National Council for Population and Development (NCPD).
Kutzin, J, 2013. Health financing for universal coverage and health system performance:
concepts and implications for policy. Bulletin of the World Health Organization, 91,
pp.602–11.
Kuwawenaruwa, A, Mtei, G, Baraka, J and Tani, K, 2016. Implementing demand side
targeting mechanisms for maternal and child health-experiences from national health
insurance fund program in Rungwe District, Tanzania. Global Health, 12(1), pp. 41.
Lagarde, M, 2012. How to do (or not to do) ... Assessing the impact of a policy change
with routine longitudinal data. Health Policy and Planning, 27, pp. 76–83.
Leone, T, Cetorelli, V, Neal, S and Matthews, Z, 2016. Financial accessibility and user
fee reforms for maternal healthcare in five sub-Saharan countries: a quasi-experimental
analysis. BMJ Open, 6, e009692.
Linden, A and Adams, JL, 2011. Applying a propensity score-based weighting model to
interrupted time series data: improving causal inference in programme evaluation.
Journal of Evaluation in Clinical Practice, 17, pp.1231–38.
Litvack, JI and Bodart, C, 1993. User fees plus quality equals improved access to
healthcare: results of a field experiment in Cameroon. Social Science & Medicine, 37,
pp. 369–83.
Mbugua, JK, Bloom, GH and Segall, MM, 1995. Impact of user charges on vulnerable
groups: the case of Kibwezi in rural Kenya. Social Science & Medicine, 41, pp. 829–35.
McIntyre, D, 2007. Learning from experience: Healthcare financing in low and middleincome countries 2007. Geneva: Global Forum for Health Research.
McIntyre, D, Thiede, M, Dahlgren, G and Whitehead, M, 2006. What are the economic
consequences for households of illness and of paying for healthcare in low- and middleincome country contexts? Social Science & Medicine, 62, pp. 858–65.
McKinnon, B, Harper, S, Kaufman, JS and Bergevin, Y, 2015. Removing user fees for
facility-based delivery services: a difference-in-differences evaluation from ten SubSaharan African countries. Health Policy and Planning, 30, pp. 432–41.
McPake, B, Brikci, N, Cometto, G, Schmidt, A and Araujo, E, 2011. Removing user fees:
learning from international experience to support the process. Health Policy and
Planning, 26(Suppl 2), pp.ii104–17.
Meessen, B, Van Damme, W, Tashobya, CK and Tibouti, A, 2006. Poverty and user fees
for public healthcare in low-income countries: lessons from Uganda and Cambodia. The
Lancet, 368, pp. 2253–57.
50

Meessen, B, Hercot, D, Noirhomme, M, Ridde, V, Tibouti, A, Tashobya, CK and Gilson,
L, 2011. Removing user fees in the health sector: a review of policy processes in six
Sub-Saharan African countries. Health Policy and Planning, 26, (Suppl 2), pp.ii16–29.
MOH, 2012. Sessional Paper No. 7 of 2012 on the Policy on Universal Healthcare
coverage in Kenya. Ministry of Health (MOH).
MOH, 2015. Reforming Health Financing Systems (HFS) towards realization of Universal
Health Coverage (UHC) in Kenya: A Concept Note (CN) on Finalization of the Kenya
Health Financing Strategy (HFS). Ministry of Health (MOH).
Moses, S, Manji, F, Bradley, JE, Nagelkerke, NJ, Malisa, MA and Plummer, FA, 1992.
Impact of user fees on attendance at a referral centre for sexually transmitted diseases
in Kenya. The Lancet, 340, pp. 463–66.
Mwabu, G, 1995. Healthcare reform in Kenya: a review of the process. Health Policy, 32,
pp. 245–55.
Mwabu, G, Mwanzia, J and Liambila, W, 1995. User charges in government health
facilities in Kenya: effect on attendance and revenue. Health Policy and Planning, 10,
pp.164–70.
NCPD, CBS and Macro International Inc., 1999. Kenya Demographic and Health Survey
1998. Calverton, Maryland: National Council for Population and Development (NCPD),
Central Bureau of Statistics (CBS) – Office of the Vice President and Ministry of Planning
and National Development (Kenya) and Macro International Inc.
Njuguna, J, Kamau, N and Muruka, C, 2017. Impact of free delivery policy on utilisation
of maternal health services in county referral hospitals in Kenya. BMC Health Services
Research, 17(1), pp. 429.
Njuki, R, Okal, J, Warren, CE, Obare, F, Abuya, T, Kanya, L, Undie, CC, Bellows, B and
Askew, I, 2012. Exploring the effectiveness of the output-based aid voucher program to
increase uptake of gender-based violence recovery services in Kenya: a qualitative
evaluation. BMC Public Health, 12(1), pp. 426.
Njuki, R, Obare, F, Warren, C, Abuya, T, Okal, J, Mukuna, W, Kanya, L, Askew, I,
Bracke, P and Bellows, B, 2013. Community experiences and perceptions of
reproductive health vouchers in Kenya. BMC Public Health, 13(1), pp. 660.
Njuki, R, Abuya, T, Kimani, J, Kanya, L, Korongo, A, Mukanya, C, Bracke, P, Bellows, B
and Warren, CE, 2015. Does a voucher program improve reproductive health service
delivery and access in Kenya? BMC Health Services Research, 15(1), pp. 206.
Obare, F, Warren, C, Abuya, T, Askew, I and Bellows, B, 2014. Assessing the
population-level impact of vouchers on access to health facility delivery for women in
Kenya. Social Science & Medicine, 102, pp.183–89.

51

Obare, F, Warren, C, Kanya, L, Abuya, T and Bellows, B, 2015. Community-level effect
of the reproductive health vouchers program on out-of-pocket spending on family
planning and safe motherhood services in Kenya. BMC Health Services Research,
15(1), pp. 343.
Obrist, B, Iteba, N, Lengeler, C, Makemba, A, Mshana, C, Nathan, R, Alba, S, Dillip, A,
Hetzel, MW, Mayumana, I, Schulze, A and Mshinda, H, 2007. Access to healthcare in
contexts of livelihood insecurity: a framework for analysis and action. PLoS Med, 4,
pp.1584–88.
Opwora, A, Kabare, M, Molyneux, S and Goodman, C, 2010. Direct facility funding as a
response to user fee reduction: implementation and perceived impact among Kenyan
health centres and dispensaries. Health Policy and Planning, 25, pp. 406–18.
Opwora, A, Waweru, E, Toda, M, Noor, A, Edwards, T, Fegan, G, Molyneux, S and
Goodman, C, 2015. Implementation of patient charges at primary care facilities in Kenya:
implications of low adherence to user fee policy for users and facility revenue. Health
Policy and Planning, 30, pp. 508–17.
Ridde, V, 2015. From institutionalization of user fees to their abolition in West Africa: a
story of pilot projects and public policies. BMC Health Services Research, 15(Suppl 3),
S6.
Ridde, V and Diarra, A, 2009. A process evaluation of user fees abolition for pregnant
women and children under five years in two districts in Niger (West Africa). BMC Health
Services Research, 9(1), pp. 89.
Ridde, V and Morestin, F, 2011. A scoping review of the literature on the abolition of user
fees in healthcare services in Africa. Health Policy and Planning, 26, pp.1–11.
Sachs, JD and McArthur, JW, 2005. The Millennium Project: a plan for meeting the
Millennium Development Goals. The Lancet, 365, pp. 347–53.

52

Other publications in the 3ie Impact Evaluation Report Series
The following reports are available from http://www.3ieimpact.org/evidence-hub/
impact-evaluation-repository
Impact of voice reminders to reinforce harvest aggregation services training for farmers
in Mali, 3ie Impact Evaluation Report 90. Osei, RD, Dzanku, FM, Osei-Akoto, I, Asante,
F, Hodey, LS, Adu, PN, Adu-Ababio, K and Coulibaly, M, 2018.
Impacts of Breakthrough’s school-based gender attitude change programme in Haryana,
India, 3ie Impact Evaluation Report 89. Jayachandran, S, Jain, T and Dhar, D, 2018.
Hotspot interventions at scale: the effects of policing and city services on crime in
Bogotá, Colombia, 3ie Impact Evaluation Report 88. Blattman, C, Green, D, Ortega, D
and Tobón, S, 2018.
Impact evaluation of the Philippine Special Program for Employment of Students, 3ie
Impact Evaluation Report 87. Beam, E, Linden, L, Quimbo, S and Richmond, H, 2018.
Community-based distribution of oral HIV self-testing kits: experimental evidence from
Zambia, 3ie Impact Evaluation Report 86. Hensen, B, Ayles, H, Mulubwa, C, Floyd, S,
Schaap, A, Chiti, B, Phiri, M, Mwenge, L, Simwinga, M, Fidler S, Hayes, R, Bond, V and
Mwinga, A, 2018.
Evaluating the economic impacts of rural banking: experimental evidence from southern
India, 3ie Impact Evaluation Report 85. Field, E and Pande, R, 2018.
Direct provision versus facility collection of HIV tests: impacts of self-testing among
female sex workers in Uganda. 3ie Impact Evaluation Report 84. Ortblad, K, Musoke,
DK, Ngabirano, T, Oldenburg, C and Bärnighausen, T, 2018.
Increasing female sex worker HIV testing: effects of peer educators and HIV self-tests in
Zambia, 3ie Impact Evaluation Report 83. Chanda, MM, Ortblad, KF, Mwale, M, Chongo,
S, Kanchele, C, Kamungoma, N, Fullem, A, Bärnighausen, T and Oldenburg, CE, 2018.
Community delivery of antiretroviral drugs: a non-inferiority matched-pair pragmatic
cluster-randomized trial in Dar es Salaam, Tanzania, 3ie Impact Evaluation Report 82.
Francis, JM, Geldsetzer, P, Asmus, G, Ulenga, N, Ambikapathi, R, Sando, D, Fawzi, W
and Bärnighausen, T, 2018.
Nourishing the future: targeting infants and their caregivers to reduce undernutrition in
rural China, 3ie Impact Evaluation Report 81. Cai, J, Luo, R, Li, H, Lien, J, Medina, A,
Zhou, H and Zhang, L, 2018.
Impacts of the World Food Programme’s interventions to treat malnutrition in Niger. 3ie
Impact Evaluation Report 80. Brück, T, Ferguson, NTN, Ouédraogo, J and Ziegelhöfer,
Z, 2018.

53

Impact evaluation of the World Food Programme’s moderate acute malnutrition
treatment and prevention programmes in Sudan. 3ie Impact Evaluation Report 79.
Guevarra, E, Mandalazi, E, Balegamire, S, Albrektsen, K, Sadler, K, Abdelsalam, K,
Urrea, G and Alawad, S, 2018.
Impact evaluation of WFP’s programs targeting moderate acute malnutrition in
humanitarian situations in Chad. 3ie Impact Evaluation Report 78. Saboya, M, Rudiger,
J, Frize, J, Ruegenberg, D, Rodríguez Seco, A and McMillon, C, 2018.
Improving midday meal delivery and encouraging micronutrient fortification among
children in India, 3ie Impact Evaluation Report 77. Shastry, GK, Berry, J, Mukherjee, P,
Mehta, S and Ruebeck, H, 2018.
Evaluation of infant development centres: an early years intervention in Colombia, 3ie
Impact Evaluation Report 76. Andrew, A, Attanasio, O, Bernal, R, Cordona, L, Krutikova,
S, Heredia, DM, Medina, C, Peña, X, Rubio-Codina, M and Vera-Hernandez, M, 2018.
Can the wounds of war be healed? Experimental evidence on reconciliation in Sierra
Leone. 3ie Impact Evaluation Report 75. Cilliers, J, Dube, O and Siddiqi, B, 2018.
Impact evaluation of the Menabe and Melaky development programme in Madagascar,
3ie Impact Evaluation Report 74. Ring, H, Morey, M, Kavanagh, E, Kamto, K, McCarthy,
N, Brubaker, J and Rakotondrafara, C, 2018.
Impact evaluation of the Smallholder Dairy Commercialization Programme in Kenya, 3ie
Impact Evaluation Report 73. Bonilla, J, McCarthy, N, Mugatha, S, Rai, N, Coombes, A
and Brubaker, J, 2018.
Impact and adoption of risk-reducing drought-tolerant rice in India, 3ie Impact Evaluation
Report 72. Yamano, T, Dar, MH, Panda, A, Gupta, I, Malabayabas, ML and Kelly, E,
2018.
Poverty and empowerment impacts of the Bihar Rural Livelihoods Project in India, 3ie
Impact Evaluation Report 71. Hoffmann, V, Rao, V, Datta, U, Sanyal, P, Surendra, V and
Majumdar, S 2018.
How should Tanzania use its natural gas? Citizens’ views from a nationwide Deliberative
Poll, 3ie Impact Evaluation Report 70. Birdsall, N, Fishkin, J, Haqqi, F, Kinyondo, A,
Moyo, M, Richmond, J and Sandefur, J, 2018.
Impact evaluation of the conditional cash transfer program for secondary school
attendance in Macedonia, 3ie Impact Evaluation Report 69. Armand, A and Carneiro, P,
2018.
Age at marriage, women’s education, and mother and child outcomes in Bangladesh, 3ie
Impact Evaluation Report 68. Field, E, Glennerster, R, Nazneen, S, Pimkina, S, Sen, I
and Buchmann, N, 2018.
Evaluating agricultural information dissemination in western Kenya, 3ie Impact
Evaluation Report 67. Fabregas, R, Kremer, M, Robinson, J and Schilbach, F, 2017.

54

General equilibrium impact assessment of the Productive Safety Net Program in
Ethiopia, 3ie Impact Evaluation Report 66. Filipski, M, Taylor, JE, Abegaz, GA, Ferede,
T, Taffesse, AS and Diao, X, 2017.
Impact of the Uddeepan programme on child health and nutrition in India, 3ie Impact
Evaluation Report 65. Kochar, A, Sharma, A and Sharma, A, 2017.
Evaluating oral HIV self-testing to increase HIV testing uptake among truck drivers in
Kenya, 3ie Impact Evaluation Report 64. Kelvin, EA, Mwai, E, Romo, ML, George, G,
Govender, K, Mantell, JE, Strauss, M, Nyaga, EN and Odhiambo, JO, 2017.
Integration of EPI and paediatric HIV services for improved ART initiation in Zimbabwe,
3ie Impact Evaluation Report 63. Prescott, M, Boeke, C, Gotora, T, Mafaune, HW, Motsi,
W, Graves, J, Mangwiro, A and McCarthy, E, 2017.
Increasing male partner HIV testing using self-test kits in Kenya, 3ie Impact Evaluation
Report 62. Gichangi, A, Korte, JE, Wambua, J, Vrana, C and Stevens, D, 2017.
Evaluating the impact of community health worker integration into prevention of motherto-child transmission of HIV services in Tanzania, 3ie Impact Evaluation Report 61.
Nance, N, McCoy, S, Ngilangwa, D, Masanja, J, Njau, P and Noronha, R, 2017.
Using HIV self-testing to promote male partner and couples testing in Kenya, 3ie Impact
Evaluation Report 60. Thirumurthy, H, Omanga, E, Obonyo, B, Masters, S and Agot, K,
2017.
Increasing male partner HIV self-testing at antenatal care clinics in Kenya, 3ie Impact
Evaluation Report 59. Gichangi, A, Korte, JE, Wambua, J, Vrana, C and Stevens, D,
2017.
Impact of free availability of public childcare on labour supply and child development in
Brazil, 3ie Impact Evaluation Report 58. Attanasio, O, Paes de Barros, R, Carneiro, P,
Evans, D, Lima, L, Olinto, P and Schady, N, 2017.
Estimating the effects of a low-cost early stimulation and parenting education programme
in Mexico, 3ie Impact Evaluation Report 57. Cardenas, S, Evans, D and Holland, P,
2017.
The Better Obstetrics in Rural Nigeria study: an impact evaluation of the Nigerian
Midwives Service Scheme, 3ie Impact Evaluation Report 56. Okeke, E, Glick, P,
Abubakar, IS, Chari, AV, Pitchforth, E, Exley, J, Bashir, U, Setodji, C, Gu, K and
Onwujekwe, O, 2017.
The Productive Safety Net Programme in Ethiopia: impacts on children’s schooling,
labour and nutritional status, 3ie Impact Evaluation Report 55. Berhane, G, Hoddinott, J,
Kumar, N and Margolies, A, 2016.
The impact of youth skills training on the financial behaviour, employability and
educational choice in Morocco, 3ie Impact Evaluation Report 54. Bausch, J, Dyer, P,
Gardiner, D, Kluve, J and Mizrokhi, E, 2016.

55

Using advertisements to create demand for voluntary medical male circumcision in South
Africa, 3ie Impact Evaluation Report 53. Frade, S, Friedman, W, Rech, D and Wilson, N,
2016.
The use of peer referral incentives to increase demand for voluntary medical male
circumcision in Zambia, 3ie Impact Evaluation Report 52. Zanolini, A, Bolton, C, Lyabola,
LL, Phiri, G, Samona, A, Kaonga, A and Harsha Thirumurthy, H, 2016.
Using smartphone raffles to increase demand for voluntary medical male circumcision in
Tanzania, 3ie Impact Evaluation Report 51. Mahler, H and Bazant, E, 2016.
Voluntary medical male circumcision uptake through soccer in Zimbabwe, 3ie Impact
Evaluation Report 50. DeCelles, J, Kaufman, Z, Bhauti, K, Hershow, R, Weiss, H,
Chaibva, C, Moyo, N, Braunschweig, E, Mantula, F, Hatzold, K and Ross, D, 2016.
Measuring the impact of SMS-based interventions on uptake of voluntary medical male
circumcision in Zambia, 3ie Impact Evaluation Report 49. Leiby, K, Connor, A, Tsague,
L, Sapele, C, Koanga, A, Kakaire, J and Wang, P, 2016.
Assessing the impact of delivering messages through intimate partners to create demand
for voluntary medical male circumcision in Uganda, 3ie Impact Evaluation Report 48.
Semeere, AS, Bbaale, DS, Castelnuovo, B, Kiragga, A, Kigozi, J, Muganzi, A, Kambugu,
A and Coutinho, AG, 2016.
Optimising the use of economic interventions to increase demand for voluntary medical
male circumcision in Kenya, 3ie Impact Evaluation Report 47. Thirumurthy, H, Omanga,
E, Rao, SO, Murray, K, Masters, S and Agot, K, 2016.
The impact of earned and windfall cash transfers on livelihoods and conservation in
Sierra Leone, 3ie Impact Evaluation Report 46. Bulte, E, Conteh, B, Kontoleon, A, List, J,
Mokuwa, E, Richards, P, Turley, T and Voors, M, 2016.
Property tax experiment in Pakistan: Incentivising tax collection and improving
performance, 3ie Impact Evaluation Report 45. Khan, A, Khwaja, A and Olken, B, 2016.
Impact of mobile message reminders on tuberculosis treatment outcomes in Pakistan,
3ie Impact Evaluation Report 44. Mohammed, S, Glennerster, R and Khan, A, 2016.
Making networks work for policy: Evidence from agricultural technology adoption in
Malawi, 3ie Impact Evaluation Report 43. Beaman, L, BenYishay, A, Fatch, P, Magruder,
J and Mobarak, AM, 2016.
Estimating the impact and cost-effectiveness of expanding access to secondary
education in Ghana, 3ie Impact Evaluation Report 42. Dupas, P, Duflo, E and Kremer, M,
2016.
Evaluating the effectiveness of computers as tutors in China, 3ie Impact Evaluation
Report 41. Mo, D, Bai, Y, Boswell, M and Rozelle, S, 2016.
Micro entrepreneurship support programme in Chile, 3ie Impact Evaluation Report 40.
Martínez, CA, Puentes, EE and Ruiz-Tagle, JV, 2016.

56

Thirty-five years later: evaluating the impacts of a child health and family planning
programme in Bangladesh, 3ie Impact Evaluation Report 39. Barham, T, Kuhn, R,
Menken, J and Razzaque, A, 2016.
Effectiveness of a rural sanitation programme on diarrhoea, soil-transmitted helminth
infection and malnutrition in India, 3ie Impact Evaluation Report 38. Clasen, T, Boisson,
S, Routray, P, Torondel, B, Bell, M, Cumming, O, Ensink, J, Freeman, M and Jenkins, M,
2016.
Evaluating the impact of vocational education vouchers on out-of-school youth in Kenya,
3ie Impact Evaluation Report 37. Hicks, JH, Kremer, M, Mbiti, I and Miguel, E, 2016.
Removing barriers to higher education in Chile: evaluation of peer effects and
scholarships for test preparation, 3ie Impact Evaluation Report 36. Banerjee, A, Duflo E
and Gallego, F, 2016.
Sustainability of impact: dimensions of decline and persistence in adopting a biofortified
crop in Uganda, 3ie Impact Evaluation Report 35. McNiven, S, Gilligan, DO and Hotz, C
2016.
A triple win? The impact of Tanzania’s Joint Forest Management programme on
livelihoods, governance and forests, 3ie Impact Evaluation Report 34. Persha, L and
Meshack, C, 2016.
The effect of conditional transfers on intimate partner violence: evidence from Northern
Ecuador, 3ie Impact Evaluation Report 33. Hidrobo, M, Peterman, A and Heise, L, 2016.
The effect of transfers and preschool on children’s cognitive development in Uganda, 3ie
Impact Evaluation Report 32. Gillian, DO and Roy, S, 2016.
Can egovernance reduce capture of public programmes? Experimental evidence from
India’s employment guarantee, 3ie Impact Evaluation Report 31. Banerjee, A, Duflo, E,
Imbert, C, Mathew, S and Pande, R, 2015.
Improving maternal and child health in India: evaluating demand and supply strategies,
3ie Impact Evaluation Report 30. Mohanan, M, Miller, G, Forgia, GL, Shekhar, S and
Singh, K, 2016.
Smallholder access to weather securities in India: demand and impact on production
decisions, 3ie Impact Evaluation Report 28. Ceballos, F, Manuel, I, Robles, M and Butler,
A, 2015.
What happens once the intervention ends? The medium-term impacts of a cash transfer
programme in Malawi, 3ie Impact Evaluation Report 27. Baird, S, Chirwa, E, McIntosh, C
and Özler, B, 2015.
Validation of hearing screening procedures in Ecuadorian schools, 3ie Impact Evaluation
Report 26. Muñoz, K, White, K, Callow-Heusser, C and Ortiz, E, 2015.
Assessing the impact of farmer field schools on fertilizer use in China, 3ie Impact
Evaluation Report 25. Burger, N, Fu, M, Gu, K, Jia, X, Kumar, KB and Mingliang, G,
2015.
57

The SASA! study: a cluster randomised trial to assess the impact of a violence and HIV
prevention programme in Kampala, Uganda, 3ie Impact Evaluation Report 24. Watts, C,
Devries, K, Kiss, L, Abramsky, T, Kyegombe, N and Michau, L, 2014.
Enhancing food production and food security through improved inputs: an evaluation of
Tanzania’s National Agricultural Input Voucher Scheme with a focus on gender impacts,
3ie Impact Evaluation Report 23. Gine, X, Patel, S, Cuellar-Martinez, C, McCoy, S and
Lauren, R, 2015.
A wide angle view of learning: evaluation of the CCE and LEP programmes in Haryana,
3ie Impact Evaluation Report 22. Duflo, E, Berry, J, Mukerji, S and Shotland, M, 2015.
Shelter from the storm: upgrading housing infrastructure in Latin American slums, 3ie
Impact Evaluation Report 21. Galiani, S, Gertler, P, Cooper, R, Martinez, S, Ross, A and
Undurraga, R, 2015.
Environmental and socioeconomic impacts of Mexico’s payments for ecosystem services
programme, 3ie Impact Evaluation Report 20. Alix-Garcia, J, Aronson, G, Radeloff, V,
Ramirez-Reyes, C, Shapiro, E, Sims, K and Yañez-Pagans, P, 2015.
A randomised evaluation of the effects of an agricultural insurance programme on rural
households’ behaviour: evidence from China, 3ie Impact Evaluation Report 19. Cai, J, de
Janvry, A and Sadoulet, E, 2014.
Impact of malaria control and enhanced literacy instruction on educational outcomes
among school children in Kenya: a multi-sectoral, prospective, randomised evaluation,
3ie Impact Evaluation Report 18. Brooker, S and Halliday, K, 2015.
Assessing long-term impacts of conditional cash transfers on children and young adults
in rural Nicaragua, 3ie Impact Evaluation Report 17. Barham, T, Macours, K, Maluccio,
JA, Regalia, F, Aguilera, V and Moncada, ME, 2014.
The impact of mother literacy and participation programmes on child learning: evidence
from a randomised evaluation in India, 3ie Impact Evaluation Report 16. Banerji, R,
Berry, J and Shortland, M, 2014.
A youth wage subsidy experiment for South Africa, 3ie Impact Evaluation Report 15.
Levinsohn, J, Rankin, N, Roberts, G and Schöer, V, 2014.
Providing collateral and improving product market access for smallholder farmers: a
randomised evaluation of inventory credit in Sierra Leone, 3ie Impact Evaluation Report
14. Casaburi, L, Glennerster, R, Suri, T and Kamara, S, 2014.
Scaling up male circumcision service provision: results from a randomised evaluation in
Malawi, 3ie Impact Evaluation Report 13. Thornton, R, Chinkhumba, J, Godlonton, S and
Pierotti, R, 2014.
Targeting the poor: evidence from a field experiment in Indonesia, 3ie Impact Evaluation
Report 12. Atlas, V, Banerjee, A, Hanna, R, Olken, B, Wai-poi, M and Purnamasari, R,
2014.

58

An impact evaluation of information disclosure on elected representatives’ performance:
evidence from rural and urban India, 3ie Impact Evaluation Report 11. Banerjee, A,
Duflo, E, Imbert, C, Pande, R, Walton, M and Mahapatra, B, 2014.
Truth-telling by third-party audits and the response of polluting firms: Experimental
evidence from India, 3ie Impact Evaluation Report 10. Duflo, E, Greenstone, M, Pande,
R and Ryan, N, 2013.
No margin, no mission? Evaluating the role of incentives in the distribution of public
goods in Zambia, 3ie Impact Evaluation Report 9. Ashraf, N, Bandiera, O and Jack, K,
2013.
Paying for performance in China’s battle against anaemia, 3ie Impact Evaluation Report
8. Zhang, L, Rozelle, S and Shi, Y, 2013.
Social and economic impacts of Tuungane: final report on the effects of a communitydriven reconstruction programme in the Democratic Republic of Congo, 3ie Impact
Evaluation Report 7. Humphreys, M, Sanchez de la Sierra, R and van der Windt, P,
2013.
The impact of daycare on maternal labour supply and child development in Mexico, 3ie
Impact Evaluation Report 6. Angeles, G, Gadsden, P, Galiani, S, Gertler, P, Herrera, A,
Kariger, P and Seira, E, 2014.
Impact evaluation of the non-contributory social pension programme 70 y más in Mexico,
3ie Impact Evaluation Report 5. Rodríguez, A, Espinoza, B, Tamayo, K, Pereda, P,
Góngora, V, Tagliaferro, G and Solís, M, 2014.
Does marginal cost pricing of electricity affect groundwater pumping behaviour of
farmers? Evidence from India, 3ie Impact Evaluation Report 4. Meenakshi, JV, Banerji,
A, Mukherji, A and Gupta, A, 2013.
The GoBifo project evaluation report: Assessing the impacts of community-driven
development in Sierra Leone, 3ie Impact Evaluation Report 3. Casey, K, Glennerster, R
and Miguel, E, 2013.
A rapid assessment randomised-controlled trial of improved cookstoves in rural Ghana,
3ie Impact Evaluation Report 2. Burwen, J and Levine, DI, 2012.
The promise of preschool in Africa: A randomised impact evaluation of early childhood
development in rural Mozambique, 3ie Impact Evaluation Report 1. Martinez, S,
Naudeau, S and Pereira, V, 2012.

59

Abuya and colleagues examine both the
short- and long-term impacts of
removing user fees for maternal health
services in Kenya on low-income
women’s maternal health facilities use.
They find that although public facilities
use increased, the gains in equity and
use may be short-lived when user fee
exemptions are not supplemented with
alternative financing mechanisms for the
facilities. The gains could further be
eroded as problems with staffing and
quality emerge with increased demand
and replacement funding.
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