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Presenter
Presentation Notes
User fee exemption for normal deliveries, caesarean sections and other obstetric complications has been introduced by many governments, especially in West Africa, in recent years. However, the current evidence base regarding the impact of this policy is not well developed, in part because of evaluation designs that are not able to capture all the necessary information for policy-makers to make informed decisions.  Available evaluation frameworks focus on the impact of a policy on the health system at country level. No current framework focuses on the local health system level. 



FEMHealth partners 
1. University of Aberdeen, UK 
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Presenter
Presentation Notes
Within the FEMHealth programme (EU FP7 project, www.abdn.ac.uk/femhealth), the Policy Effect Mapping tool (POEM) was developed to assess the effects of fee exemption policies for pregnant women on the local health system level. Starting from the 6 building blocks model of WHO and from ITM’s dynamic health systems framework, it focuses on the key functions of health care organisations and local health systems, and the relations between them. This allows assessment of the effects of a policy not only on its target population, but also on other services and non-targeted population groups.



 FEMHealth objectives 

Improving the health of mothers and newborn 
through: 

1. Improved methodologies for complex 
evaluations 

2. Better evidence on fee exemption, its 
implementation and impact 

3. Innovations in communicating evidence, with 
a focus on regional networks 

Presenter
Presentation Notes
The aim of this session is:to present the key elements of the Policy Effect Mapping tool to present the results of the study that mapped the effects of the fee exemption policy in Benin, Burkina, Mali and Moroccoto discuss with the participants the use of the POEM tool for other targeted policies or global health initiatives.



  1. Methodology – the 
objectives 

Innovative but practical tools, including: 
• Tool for mapping policy effects on local health 

systems (POEM) 
• Development of realist case study approach 
• Using near miss to assess impact on quality of 

care and health outcomes for mothers and 
newborn 
 



  2. Evidence – some of the 
 questions we aim to tackle 

Heath policy questions: 
• What are the drivers behind their introduction? How are policies transferred across 

contexts? 
Health financing: 
• How is the policy funded? How sustainable is it? How does the policy affect the 

burden on households? How are the facilities and health worker incentives affected? 
Local health systems: 
• How do they affect, and how are they affected by the local health system? 
• What is their effect on targeted and untargeted services? 
Quality of care and outcomes: 
• What is their impact on the quality of care on offer to women and neonates? 
• What is their impact on uptake of services and on health gains?  
Overall: 
• How cost-effective are the exemption policies? 
• Do they reach those in most need? 
• How do they affect other (non-financial) barriers? 

 



 3. Communicating research - 
objectives 

• Pilot a ‘community of practice’ approach to 
disseminating learning (creating a network of 
researchers, policy-makers, technical staff and 
development partners), linked by theme and 
region 

• Document its dynamics and evaluate its 
strengths and weaknesses 

• If successful, establish a functioning network 
which survives beyond the project lifespan 



Structure of session 
1. How the POEM tool was developed – its approach – what 

it aims to do - Fabienne Richard, ITM 
 
2. Early results from Benin – effects on health care 

organisation and services - Jean-Paul Dossou, CERRHUD 
 
3. Early results from Mali – effects on community transport 

for referral system - Brahima Diallo, MARIKANI 
 
4. Early results from Burkina – effects on the financial 

resources of the health facilities - Patrick Ilboudo, 
AFRICSante & Sophie Witter, University of Aberdeen 



For further information, see: www.abdn.ac.uk/femhealth  
and http://groups.google.com/group/COP-
FInancial_Access_Health_Services (for CoP) 

 

http://www.abdn.ac.uk/femhealth
http://groups.google.com/group/COP-FInancial_Access_Health_Services
http://groups.google.com/group/COP-FInancial_Access_Health_Services
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Deliveries and C-section 
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Research question 

 
 

What are the positive and negative 
effects of this policy on both targeted 
and non-targeted services at the 
operational level? 
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Need for a framework adapted  
    to local health system 

• 6 building blocks model (WHO 2007) 

Department of Public Health 
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Focus on national health system 
Static model : no interaction between the blocks 
Community is missing ! 
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Alternatives 
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Community 

Health 
providers 

Service 
delivery 

Financial 
resources 

From the 6 buildings blocks  
   to a local health system model 
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Local health system 

Health 
providers 

Service 
delivery 

Financial 
resources 

Core actors & functions of a local health system 
Department of Public Health 

 Institute of Tropical Medicine, Antwerp  
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Stewardship 
Managers 

Drugs, 
supplies & 
equipment 

Health 
information   

 

Community 

 
 

 

Targeted 
groups 

Non-targeted 
groups 

 

Presenter
Presentation Notes
PrinciplesStarting point: the core actors, interfaces and functions of a local health systemAssessing effect on targeted services through effect on the ‘resource blocks’ (finances, drugs, inputs)but also assessing effects on non-targeted groups non-targeted functionsWith special attention to stewardship �in terms of alignment of priorities
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How policies act upon a LHS 
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 “Free C-section” policy 
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National subsidy 
Reimbursement system 
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bank, C-section kits 

Reporting  systems 

(EmOC training) 
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for C-Section 
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System-wide effects of Free C-section policies 
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Financial 
resources 

Health 
information 
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Managers 
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Free C-section 
policy 

Non-targeted 
groups 

Service 
delivery 

National subsidy 
Reimbursement system 

Essential drugs, blood 
bank, C-section kits 
 
Reporting systems 

(EmOC training) 

no facilities 
costs for C-

section 

Distortion of local priorities? (C-section 
versus other health problem) 
Burden in terms of administrative work 

 Quality of care? 
% absolute maternal 

indication? 
 

Costs of other 
services? 

Duplication? 
Increase workload? 

Transfer to other services 
where deals are possible? 

Mothers &  
Newborns 

Change in revenue? 
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The Policy Effects Mapping Tool  POEM 

Developing POEM 
• Identification of key dimensions of 

each function 
• Selection of quantitative and 

qualitative tools 
• Integration of data collection tools 

in “field-ready” tool 
• Development of analytical guide to 

integrate quant. & qual. analysis 
 
  

Department of Public Health 
 Institute of Tropical Medicine, Antwerp  

15 

Stewardship 

Governance Local priority-
setting 
 
 
 

Coordination of 
external actors 
 
 

Administration 

Shift of resources away from locally 
perceived priorities because of the new 
policy 
 
 

Effect of the policy on the capacity of the 
DHMT to coordinate other actors  
 

 
Reporting system  

Health service 
management 
 

Workload 
 
 
 
Motivation 
 

Time spent on administrative tasks 
related to the policy and proportion of 
total workload  
 
Participation in the policy process and 
programme meeting  

Sources of data: 
• Semi-structured interviews 

(managers, health providers, 
community) 

• Routine data from the health 
information system (hospital 
registers, monthly report,…) 

• Participative observation 
• Survey (patient & staff) 
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The Policy Effects Mapping Tool  POEM 

Opportunities 
• Broadening the assessment of impact of programmes to 

• core functions of a local health system 
• non-targeted population groups 
• the relations between the system’s actors & functions 

 
• Raising awareness of district management teams – inducing reflexivity 
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The Policy Effects Mapping Tool  POEM 

Challenges 
 
• Quality of routine data – but that is a result in itself! 

 
• Making good sense of the data, because  

• POEM goes beyond 6 building blocks to include the dynamics between 
actors and influence on key functions 
 
 Qualitative data analysis and integration of analysis requires specific 

capacity 
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FEM Health preliminary results 

Data collection  
• February-October 2012 
• 4 countries (Benin, Burkina, Mali, Morocco) 
• 6 to 8 health districts in each countries 

 
Data Analysis 
• Qualitative data: N Vivo 10 (workshop in June 2012 in Rabat to develop a 

common coding tree) 
• Quantitative data: Excel and SPSS (workshop in June 2012 in Bobo 

Dioulasso for the Financial tools) 
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POEM a tool in development… keep connected ! 
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Effects of the free caesarean section policy on the 
provision of care and health services management: 
the case of Benin 
 
 

Jean - Paul  Dossou 
Sourou Goufodji, Lydie Kanhonou, Patrick Makoutodé, Schadrac Agbla 
Centre de Recherche en Reproduction Humaine et en Démographie (CERRHUD) 
 
 

Presenter
Presentation Notes
“The branch will never break in the hands of the chameleon” is a famous proverb in Benin inspired by the ability of this animal to move with care and to adapt the color of his skin to the environment. What can we learn on the way the local health system in Benin try to adapt itself to the free Csection policy decided on the national level? What are the Effects of this policy on the provision of care and health services management in Benin? La branche ne se cassera pas dans les bras du caméléon est un slogan du Pr Kérékou au cours de la période révolutionnaire. Ici je pense qu’il faut utiliser, la devise des Sage – femmes du BENIN “ Ne plus nourrir en donnant la vie” et faire le commentaire dans ce sens. Tout faire pour que chaque femme qui accouche ne meure pas et rentre chez elle sans séquelles. En d’autre terme s’adapter aux contextes pour une meilleure prise en charge des patientes. Réponse préliminaire Dossou: Nous vous remercions beaucoup pour ce commentaire. Nous allons en tenir compte dans la présentation.



April, 1 2009 

2 

Presenter
Presentation Notes
The free C section policy was launched the April,1 2009 by the president Yayi Boni. Hospitals are reimbursed US $ 150 per Csection to cover transport and every hospital cost for the uncomplicated Csection.  Mettre l’ image de lancement Réponse préliminaire Dossou: Vous avez raison et nous aimerions intégrer ce commentaire. Nous n’avons pas actuellement une image du lancement et sur internet nous n’avons pas encore pu en trouver. Nous souhaitons demander l'appui de l'équipe pour avoir une image du lancement de la politique de gratuité de la césarienne au Bénin.



Same policy, Many kind of hospitals 
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Presenter
Presentation Notes
This policy is going on in 44 public and private-not-for-profit hospitals with various context and environment. The effects of the policy can be differents from one context to another but we will present here the most relevant and common preliminary results.On est actuellement à 45 hôpitaux.  Ajouter aussi la photo d’un centre public.  Réponse préliminaire Dossou: Nous avons compris ce commentaire et allons l'intégrer dans la présentation.



Policy Effect Mapping (POEM) tool in… 
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Presenter
Presentation Notes
We apply the POEM tool in 5 health district  selected by the way to have the most various kind of districts. 



Results 
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Presenter
Presentation Notes
Let’s explore the effects on the stewardship and the provision of care but also, the 2 blocks for health workers and resources to have a better look of the link between them and the first two ones.



Local leadership and governance 
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Presenter
Presentation Notes
The departmental and district stakeholders are poorly  implicated in the policy process. The direct interactions between hospitals and the national level make the  process goes faster but local stakeholders feel indifferents or frustrated. Because of this situation, their auhority decreases on some others programs in hospitals.  Mettre les références ou les citations avec l’ initial des enquêtés Réponse préliminaire Dossou: Ce commentaire est à propos des équipes de coordination au niveau départemental et de zone. Nous allons trouver des citations pour illustrer cela.



Hospital management 
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Presenter
Presentation Notes
In contrast, hospital managers are more confortable with the policy . They were more involved in the process and they feel free to negociate some aspects of the policy implementaion in their hospitals.  



Systematic extra fees 
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Presenter
Presentation Notes
For instance some of them charge patients systematic extra fees ranging from US $ 39 – 98, arguing that the current rate is insufficient to cover actual costs. In contrast, for other hospitals this amount is higher than the real cost of Csection. 



Less refferals, more release for … 
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Presenter
Presentation Notes
Hospitals that used to reffer cases easily realised they can gain financially from performing Csections so the number of refferals decrease and the « famous » motorcycle taxi called Zemidjan, commonly used for refferals can release and sleep.Ce ZEM est un ZEM de Cotonou, et Cotonou n’est pas notre site. Avez – vous eu à faire des entretiens avec les ZEM de Cotonou? Combien de Zem  vous ont dit qu’ils sont au chômage parce qu’il y a gratuité? Combien de référence sont faite par ZEM? C’est le PA4 qui pourra vous faire le point des urgences qui sont venues dans les sites par ZEM et pour l’instant ils ne sont pas majoritaires. Réponse préliminaire Dossou: Nous avons compris ce commentaire. Cotonou n'est pas un site de l'étude et je n'ai pas cherché à vérifier réellement la proportion des références par zémidjan avant de choisir cette image. Nous souhaitions  à travers ce choix exprimer la perception de certains acteurs à propos de la diminution du nombre de références dans certains hôpitaux. Nous souhaitions aussi avoir une image qui exprime une situation un peu propre au Bénin. Nous allons revoir l'interprétation de cette image ou carrément la remplacer par une image d'ambulance.



Financial resources increases 
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Presenter
Presentation Notes
Hospitals increased their revenue through the policy by better recovering their actual costs.



Drugs 

• The need of drugs increases  
 
•More breakings occure and lead to 
conflicts, increase informal drugs 
traffics and extra fees perception. 
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Presenter
Presentation Notes
The need of drugs increases, more breakings occure and leads to many conflicts about the content of the C sections kit, many informal drugs traffics and extra fees perception.Avez-vous la preuve qu’il y a plus de rupture de médicaments, de trafic illicite de médicaments et de rançonnement avec l’instauration de la gratuité ? Donnez en la preuve?Réponse préliminaire Dossou: Les données quantitatives que nous continuons à collecter ne peuvent pas nous permettre de comparer la situation avant la gratuité et après la gratuité. Cette collecte quantitative sur les ruptures couvre de manière rététrospective 2011, par grille d'observation mars ou avril 2012 et de manière prospective Mars 2012 à Janvier 2013. Ces données ne nous permettront pas de faire une comparaison de la situation avant la gratuité et après la gratuité. Néanmoins à partir des données qualitatives, plusieurs acteurs interviewés décrivent des situations de ruptures et d'indisponibilité de certains produits spécifiques et utilisent cet argument pour justifier des réseaux parallèles de fourniture de produits, des conflits et des difficultés dans l'application de la politique. Nous pourrions à cet effet faire des citations et donner un exemple spécifique. Nous reconnaissons aussi que cette affirmation est trop forte et nous allons être moins catégorique. 



Health System Information 

 The quality of Csection 
documentation improves 

 
 Sometimes  diagnosis are falsified  to 

allow patients to be provided care for 
free.  
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Presenter
Presentation Notes
It was made an obligation for hospitals to provide a detailled information about each csection to be reimbursed. So the quality of Csection documentation improves but sometimes  diagnosis are falsified  to allow patients to be provided care for free. Il y a une bonne documentation en ce qui concerne le diagnostic  et le protocole opératoire afin de pouvoir se faire rembourser, quant à la documentation des heures des actes et la quantité de certain produit, etc...., le problème demeure encore posé. Je pense qu’il faut nuancer les choses par rapport à la documentation.Allons – nous parler ici de falsification de diagnostic?  Je ne crois pas,  c’est plutôt la gestion des diagnostics. Toutes les fois que la malade ou la sage femme demande une césarienne pas indiquée  les obstétriciens ont toujours refusé. Si vous devez garder la falsification ajouter le positif de la falsification. Au début de l’implantation du processus RU = SF pour faire bénéficier à la femme la gratuité.  Réponse préliminaire Dossou: Nous vous remercie pour ce commentaire. Nous allons nuancer par rapport à la documentation et insister davantage dans la présentation sur les aspects positifs de la falsification qu'il y avait parfois au début du processus pour permettre à la femme de bénéficier gratuitement de l'intervention.



Health workers 

13 

 

 

Presenter
Presentation Notes
The policy didn’t be implemented in hospitals with a clear policy guidelines for health workers. This allow diverses interpretations.  Les quelles? Donnez les exemples d’interprétationRéponse préliminaire Dossou: Nous allons donner quelques exemples de variations dans l'interprétation. Merci beaucoup.



Health workers 
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Presenter
Presentation Notes
Many conflicts ocure because of this situation between Health Workers (HW) themselves, between HW and administration but also with the national supervisors of the policy and the community. The chronic demotivation of HW increase and leads sometimes to strikes. Donnez les exemples?Réponse préliminaire Dossou: Nous allons donner quelques exemples de conflits ici.



Health workers 

15 

 
 

Presenter
Presentation Notes
In contrast, HW feels themselves more cumfortables to manage complicated deliveries since finances won’t be the barrier to the Csection decision.  In other hand they need to face some patients or others HW who make a pressure for Csections. 



Provision of care 
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Presenter
Presentation Notes
Attendance increases, not only for deliveries and Csections, but also in others services likes pediatrics or medecine. But, the duration of hospitalisation decreases. 



Provision of care 
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Presenter
Presentation Notes
With the free csection policy, some HW develop new machanisms to perceive informal extra fees. For instance they explain to patients to give them some money before to  be provided free cestion. Since HW know that patients won’t pay for csections, they feel more free or less « counsciously » troubled to get extra fees from them.



Health centers 
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Presenter
Presentation Notes
For the health centers around the hospitals, the information about the Csection is unclear. They get confused because of absence of guidelines but also by the extra fees which are continuing to be perceived. So it remain difficult for them to convince complicated cases for refferals by arguing that the Csection won’t be a barrier for access. For those who accept, many transport challenges remains for instance for this insular health center without motor boat for patient transportation.



Adaptation? 

19 

Presenter
Presentation Notes
In conclusion, hospitals and HW try to adapt the policy for their advantages to get formally or informally more finances. 



Community  

20 

Presenter
Presentation Notes
For the community, it is very difficult to know clearly what is free and what it must pay for. Many questions and many barriers to acces remains and some news appear. The Policy Implementation Assessment and a better KT mechanism could help ta adapt formally this policy to the local contexts to make him to achieve their gaols.
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policy on the community: the case 
of referral transport system in Mali 
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Background 
• 14,5 million people (2011) 
• MMR = 464/100,000 lived 
births (DHS 2006) 
 

• Free caesarean policy 
launched in June 2005 
 

• Types of costs exempted: 
Laboratory tests; 
Drugs (limited to obstetric care); 
Hospitalization costs; 
Operating act; and  
Surgical kits 

 
 Services delivered in the public health sectors  



Methodology 
Qualitative approach 
In-depth interviews conducted 
with 
 
Health workers:  

-Regional Hospital (4) 
-District hospital (CSRef) (4) 
-Health centre (CSCom) (16) 

 
and the community members:  

-ASACO (16) 
-Community Council (16), 
-Departmental council (4), 
-Regional council (4) 
-Regional Health representatives 
(4).  
 

In total 87 interviews conducted 

Kayes 

Nioro 

Yorosso 
Sikasso 

Ségou 

Bandiagara 

Macina Mopti 



Community, a key actor  
in local health system 

 
 

National  
Hospital 

(CHU) 

Regional 
Hospital (CHR) 

District Hospital 
(SCRef) 

Community Health Centre 
(CSCom) 

Departmental 
Council 

Community 
Council 

ASACO 

C
o
m
m
u
n
i
t
y 

Elected  
by the 
community  

Political 
boards 

Civil Society 
Organisation 

Member of 
departmental 

health 
committee 

Responsible 
for running 

and managing 
the CSCom 

4 Hospitals  

7 Hospitals  

59 CSRefs 

1070 CSCom 



Health system & Referral 
 Referral system first 

initiated in 1994 for 
obstetrical emergencies 
between different levels of 
health facilities. 

 

 In 2000 a “referral 
guideline” was developed 
for harmonizing the system. 

 
 New “referral guideline” 

adopted in 2005 with regard 
to the free caesarean policy. 
Community has been given 
a strong role: funding the 
referral system. 

 

The referral system includes      
3 major components: 
 Essential obstetrical care 
 Solidarity funds (reducing 

financial barriers) 
 Transport and communication 

(reducing the second delay) 
 

Our focus: 
 

Solidarity 
Funds 

Transport to 
health facilities 



Before the “Free C-section” 
policy (from 1994-2005) 



Referral transport 
system funding  

Villages / 
households 

CSCom 
/ASACO 

Community 
Council 

Solidarity 
Funds 

Departmental 
Council 

CSRef 

System based on costs sharing principle within community key actors and 
health facilities  



With the implementation of  
the “free C-section” policy (from 

July 2005) 



Referral transport 
system funding  

Villages / 
households 

ASACO 

Community 
Council 

Solidarity 
Funds 

Departmental 
Council 

CSRef 

The district hospital (CSRef) does not contribute to the solidarity funds any 
more. Since the ambulances belong to it, the CSRef is rather reimbursed by 
the solidarity fund. 



 
No single funding scheme 

  
Flexible referral transport guidelines with no single 
funding scheme: 
 

“With regard to the free C-section policy, we’ve 
elaborated the referral guideline. … We’ve shared 
the responsibilities between actors. The 
Departmental council pays 10%, ASACO pays 45%, 
and the Community council 45%. That makes the 
100%” (Departmental council member). 
 

Every year actors’ contribution is estimated to 
support the solidarity funds (cost sharing principle). 



Community financial capacity 
to support the referral 

transport system 
 Common discourse: 
“before, the referral transport system was working 
very well but now with this new policy the solidarity 
funds is not working any more”. 
 

A myth? 
 

Based on our interviews:  
Few communes had an effective solidarity fund 
before the implementation of the free c-section 
policy. 
 
 



Effects on community 
contribution 

Some villages contributed well at the beginning 
because they thought the policy applied to all 
obstetrical services (normal deliveries and 
complication cases). But since the policy is 
limited to the c-section, they became reluctant to 
pay for the solidarity funds. “According to them, 
they are not obliged to pay their contribution 
since all services are not free of charge” (Asaco 
member). 



Different adaptations 
of the policy 

 

• Selective application of the exemption of referral transport 
costs in the district : 
“Instruction has been given to start with communes that 
have paid their contribution” (Community council member).  
 

OR 
 

• Obligation for the Communes to refund every woman who 
pays for the referral transport: 
“During our last meeting, we decided that the commune 
has obligation to refund a woman in labor when she is 
charged for transportation” (Departmental council member). 



Donors’ support 
Localities where the referral 
transport system is the more 
effective are the ones benefiting 
supports from donors: 
 

–“Some partners provided a 
certain number of ambulances in 
2009. I think it is UNFPA and 
UNICEF (Regional hospital 
accountant)”. 

 

–“Canadian Agency is piloting an 
experience in three CSCom and 
had provided motorbikes-taxis to 
the remote villages 
(Departmental council member)” 



Health providers views 
on the system 

With regard to the referral transport system, the 
community representatives are valued as being 
incapable to fund the system: 

–“When you require the community councils to 
contribute for running the referral transport system, they 
will never succeed. We should not give such 
responsibility to them because we’ve created the 
Community councils that cannot even support 
themselves” (Regional Hospital health worker). 



Thank you ! 
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Background on policy 
• High MMR in Burkina: 300/100 000 (WHO, 2010) 

• Factors include distance to facilities, costs & quality of care 

• In 2006, government introduced delivery care subsidy policy 
• In theory, functions as follows: 

• 80% of direct costs of normal deliveries subsidized at 1st level of care 
• 60% at the 2nd & 3rd level 
• 80% of the direct costs of EMOC are covered at any level 
• 20% of the policy budget is dedicated to indigent women 
• Indigents are exempted from paying fees 
• Transportation between facilities is free of charge 
• Facilities are reimbursed every 6 months for their costs 
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Objective of research 
Within the overall framework of the FEMHealth project, this 
components asks: 
 
5 years after its start, what are the effects of the policy on the 
finances on health facilities in Burkina Faso? 

 (which in turn affects the functioning and sustainability of the policy) 

 
Hypothesis: failure to fully reimburse costs, or delays in 
reimbursements, will lead to a fall in quality of care and/or 
reintroduced charges of various sorts 
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Research tool 
A financial flows tracking tool was used  
Collects secondary data which can be collected 

retrospectively, looking at: 
– Budgets & expenditure on policy 
– Distribution of funds by area and delivery type 
– Timing of payments 
– Match to recorded activities 
– Regularity and adequacy of funds arriving at 

facilities 
– Wider facility financing (sources and expenditures) 



Research methods 

• Study sites in Burkina: 6 districts (Banfora, Bobo-

Dioulasso, Bogandé, Gaoua, Houndé, Orodara, Yako) 

• Data collected from national level and from a selection 

of representative facilities (1 university hospital, 2 

regional hospitals, 4 district hospitals, 6 health centres) 

• Structured data extraction into Excel sheets for 

analysis 
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Data limitations 

• Data incomplete, 

especially before 2009, 

and for district hospitals 

• Some administrative 

staff unwilling to share 

data 



Preliminary results – 
overall utilisation 
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Figure 1: Evolution in numbers of women who benefited from the 
subsidy policy, by facility level, selected facilities 

 

CHU 
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Presenter
Presentation Notes
1/ Total number of women (emoc and normal deliveries confounded) treated in health facilities and who benefited of the subsidy has increased whatever the level of care2/ The flow at CHU level has tremendously increased between 2007 and 2009 and CHU seems to bear the burden of the policy, probably because many emergency cases are referred to3/ It is possible to see a decrease in number of women treated at CMA level from 2010 to 2011; in fact this is due to incompleteness of data collected at this level



Preliminary results  - 
overall expenditure 
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Figure 2: Evolution in expenditure on policy by facility level, selected 
facilities 
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Presenter
Presentation Notes
1/ Total number of women (emoc and normal deliveries confounded) treated in health facilities and who benefited of the subsidy has increased whatever the level of care2/ The flow at CHU level has tremendously increased between 2007 and 2009 and CHU seems to bear the burden of the policy, probably because many emergency cases are referred to3/ It is possible to see a decrease in number of women treated at CMA level from 2010 to 2011; in fact this is due to incompleteness of data collected at this level



Financial balance at 
university hospitals 
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Figure 3: Balance of EMOC and normal deliveries programme per year 
at CHU level 

Balance after reimbursements only Balance after reimbursements and users contribution 

Presenter
Presentation Notes
1/ The subsidy policy was not beneficial for the health structure every year even if we found that at the end of 2011 the full program was creating profit to the CHU of up to CFA 48 millions2/ in 2006, 2008 and 2009 the subsidy of maternity care was not benefiting at all the CHU 



Financial balance at 
regional hospitals 
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Figure 4: Balance of EMOC and normal deliveries programme per year at 
CHR level 

Balance after reimbursements only Balance after reimbursements and users contribution 

Presenter
Presentation Notes
1/ In total, the subsidy policy remained beneficial for the CHR from 2009 to 2011 even if we found that 2010 was mostly profitable 2/ 2007 was the only year where the policy has created deficit to the facility



Financial balance at 
health centre level 
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Figure  6: Balance of EMOC and normal deliveries programme per year 
at CSPS level 

Balance afterreimbursements only Balance after reimbursements and users contribution 

Presenter
Presentation Notes
1/ In 2008 and 2010, balance of the policy administration at CSPS level was in deficit of up to 1 million.2/ And for the overall period of administration, the policy of subsidy was not profitable to CSPS which incurred a deficit of almost half a million in total3/ Data at CSPS level were not so complete however, and it’s possible that they succeeded in making profit.



Discussion 
• Overall, the policy seems beneficial for CHU and CHR 
• Effects of policy at CMA and CSPS levels seem unclear,  
  although it possible that it is beneficial too 
• Reimbursements were not stable and regular leading to  
  deficits in some years 
• Almost no indigents benefited from the policy, according to 
the records we found 
• Administration of the policy created additional  
  workload, possibly leading to underreporting of cases  
  treated at CMA level 
•Overall, households contributing an average of around 
25% of costs 
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Presenter
Presentation Notes
1/ In 2008 and 2010, balance of the policy administration at CSPS level was in deficit of up to 1 million.2/ And for the overall period of administration, the policy of subsidy was not profitable to CSPS which incurred a deficit of almost half a million in total3/ Data at CSPS level were not so complete however, and it’s possible that they succeeded in making profit.



Conclusion 
• The Burkina Faso subsidy policy seems generally   
   beneficial to facilities, but we need to finish data analysis 
 and triangulate with qualitative findings 
• Efforts are however needed to ensure regularity  
   of reimbursements 
• Reducing the administrative workload for health  
   workers would increase policy impacts 
• Re-thinking approaches to reach the  indigent population    
   is imperative (clear criteria; proactive identification in 
 the community etc.) 
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Presenter
Presentation Notes
1/ In 2008 and 2010, balance of the policy administration at CSPS level was in deficit of up to 1 million.2/ And for the overall period of administration, the policy of subsidy was not profitable to CSPS which incurred a deficit of almost half a million in total3/ Data at CSPS level were not so complete however, and it’s possible that they succeeded in making profit.



Still to come.... 

 

Thank you! 

• Unit costs of policy 
• National level analysis of budgets & expenditure 

on policy 
• Distribution of funds by area and delivery type 
• How the policy fits in the context of wider facility 

financing and national health financing 
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Presentation Notes
1/ In 2008 and 2010, balance of the policy administration at CSPS level was in deficit of up to 1 million.2/ And for the overall period of administration, the policy of subsidy was not profitable to CSPS which incurred a deficit of almost half a million in total3/ Data at CSPS level were not so complete however, and it’s possible that they succeeded in making profit.
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How to measure the effects of a national policy on the district level: 
methodology and first results of the FEM Health project 

Chair: Sophie Witter, University of Aberdeen, UK 

 

Panel session description  

User fee exemption for normal deliveries, caesarean sections and other obstetric 
complications has been introduced by many governments, especially in West Africa, in recent 
years. However, the current evidence base regarding the impact of this policy is not well 
developed, in part because of evaluation designs that are not able to capture all the necessary 
information for policy-makers to make informed decisions.  Available evaluation frameworks 
focus on the impact of a policy on the health system at country level. No current framework 
focuses on the local health system level. Within the FEMHealth programme (EU FP7 project, 
www.abdn.ac.uk/femhealth), the Policy Effect Mapping tool (POEM) was developed to 
assess the effects of fee exemption policies for pregnant women on the local health system 
level. Starting from the 6 building blocks model of WHO and from ITM’s dynamic health 
systems framework, it focuses on the key functions of health care organisations and local 
health systems, and the relations between them. This allows assessment of the effects of a 
policy not only on its target population, but also on other services and non-targeted 
population groups. 

The aim of this session is: 

• to present the key elements of the Policy Effect Mapping tool  
• to present the results of the study that mapped the effects of the fee exemption policy 

in Benin, Burkina, Mali and Morocco 
• to discuss with the participants the use of the POEM tool for other targeted policies or 

global health initiatives. 

 

Individual Abstracts 

1. Introduction to the Policy Effect Mapping tool (POEM)   
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Presenter: Fabienne Richard, RM, MPH, Department of Public Health Institute of 
Tropical Medicine, Antwerp, Belgium 
 
Authors: Richard F, Marchal B, Dubourg D and De Brouwere V. 
 
Key terms:  Fee exemption, Maternal health, Health system research, Methodology, 
West Africa 

Removal of user fees for Emergency Obstetric Care (EmOc) has much in common with other 
complex interventions. The change in policy can take different forms, and its introduction at 
large scale leads to variable implementation. The actual uptake of the policy depends on the 
actors involved and on local context-specific factors. Such unpredictable interactions occur 
with most health policy changes and with interventions from global non-state actors.  

One of the aims of the FEMHealth project is to develop new methodological approaches for 
the evaluation of complex interventions in low-income countries. To date, there has been a 
proliferation of analytical frameworks for health systems and health system strengthening. 
The current frameworks are diverse in terms of focus, scope, and taxonomy. They mostly 
consider the national level, and not the local level. We developed the Policy Effect Mapping 
tool (POEM) to assess the effects of fee exemption policies for pregnant women on the local 
(district) health system. The tool allows us to trace the effects of the policy on targeted and 
non-targeted services to assess the local health system-wide effects. It starts from the key 
functions of health care organisations and local health systems, and the relations between 
them, using a multidisciplinary approach with mixed quantitative and qualitative methods 
(interviews with different stakeholders, use of routine data, and exit interviews). Since POEM 
is built around the core functions of a local health system, it can be applied to any targeted 
policy, programme or intervention of a global health initiative.  

 
 

2. Effects of the free caesarean section policy on the provision of care and health 
services management: the case of Benin 
 
Presenter : Jean-Paul Dossou, MD, Centre de Recherche  et Reproduction Humaine et 
en Démographie, CERRHUD, Benin 
 
Authors : Dossou JP,  Goufodji S, Kanhonou L Makoutodé P, and Agbla S.  
 
 
Key terms: Benin, Fee exemption, Maternal health, Health system research, District 
health management 

In order to reduce maternal mortality, the Benin government has introduced several new 
strategies since 2006. The first strategy improved supplies of kits for obstetric emergencies at 
referral hospitals. In 2007, the second strategy introduced additional funding for EmOC 
services for the poorest women through Equity Funds (Fonds des Indigents). Third, in April 
2009, a policy of fee exemptions for caesarean sections was introduced in 44 public and 
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private-not-for-profit hospitals. Hospitals are reimbursed US $ 150 (FCFA 100,000) per 
caesarean section and covers laboratory tests, drugs, surgical kits, surgery, blood transfusion 
and a maximum of 7 days hospitalization. The policy does not cover complications.  

We present the results of the POEM study that is currently being carried out in 7 study sites 
in 5 of Benin’s districts to assess the effects of the fee exemption policy in the local health 
system. 

Preliminary data indicate that some hospitals charge patients systematically extra fees for C-
sections, arguing that the current rate is insufficient to cover actual costs. In contrast, other 
hospitals increased their revenue through the policy by better recovering their actual costs. 
Changes in referral patterns occurred, since hospitals that used to refer cases easily realised 
they can gain financially from performing C-sections. Preliminary analysis also reveals that 
providers at times falsify the diagnosis in favour of the patients, so that they can be provided 
care for free. This presentation will summarise the final results of the analysis of the effects 
of the policy on provision of care and health services management using routine data and 
interview with stakeholders. 

 
3. Effects of the free caesarean section policy on the community: the case of Mali 
 
Presenter: Brahima Diallo, Anthropologist, MSc, MARIKANI Research Centre, Mali 
Authors: Diallo, B. A., Konaté, M.K., Traoré, D. 
 
Key terms: Mali, Fee exemption, Maternal health, Health system research, Community 
participation, Solidarity funds. 
 

In order to increase access to caesarean sections and to reduce maternal mortality, the 
government of Mali abolished user charges for caesarean sections in public sector facilities 
(district, regional and national hospitals) in June 2005. As a result, caesarean-section-related 
procedures (including hospital stay, drugs, laboratory tests or treatment for complications) are 
now provided free of charge. Reimbursement of costs incurred by facilities takes the form of 
kits for ‘simple’ or ‘complicated’ caesarean sections and reimbursement of actual costs up to 
a maximum of US $ 60 (FCFA 30,000) for each caesarean section case. The State does not 
cover the cost of transportation; it is the already existing solidarity funds that are supposed to 
cover this.   

The POEM study is currently carried out in 1 regional hospital and 1 district hospital in 4 
regions of Mali. Preliminary analysis indicates that there has been little coordination of the 
locally organised solidarity funds and the centrally-managed fee exemption policy. Poor 
communication seems to have led to undermining of the solidarity funds for transport of 
patients, as communities no longer believe it necessary to contribute to the solidarity fund. 
This presentation will focus on the effects of the free C-Section policy on community 
participation and will be based on interviews with front-line workers and representatives of 
the population.  
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4. Effects of the national subsidy policy for normal deliveries and emergency obstetric 
care on the finances of the health facilities, the case of Burkina 
 
 
Presenter : Patrick Ilboudo, Health Economist, Agence de Formation, de Recherche et 
d’Expertise en Santé Pour l’Afrique (AFRICSanté) 
 
Authors : Ilboudo P, Sophie Witter, Nadia Cunden 
 
Key terms: Burkina Faso, Fee exemption, Maternal health, Health financing 
 

In 2006, Burkina Faso introduced a national subsidy policy for normal deliveries and 
emergency obstetric care. The policy covers 80% of direct costs of normal deliveries at the 
first level of care, and 60% of direct costs of normal deliveries at the second and third levels 
of care. It covers 80% of the direct costs of emergency obstetric care at any level. The 
remainder is charged to the women. The transport between facilities is free of charge for all 
pregnant women. Care is theoretically free of charge for indigent pregnant women. 

We will present the results of the analysis of the effects of the policy on the financial 
resources of the health facilities. We focus on the timeliness and adequacy of the 
reimbursements, the use of the waiver system, the impact on funding of other services and the 
workload the policy creates. Preliminary results indicate that waiving of fees for indigent 
women is underused by front-line workers, although 20% of the budget of the national 
subsidy has been devoted to it. We found that the system of reimbursement, which funds 
facilities on the basis of their actual costs, is demanding in terms of administration work and 
data entry in the software package of the MOH. Administrators complain of the additional 
workload it creates.  

Deadlines and logistics 

• Session Proposals are DUE by 15 March 2012 at 23:59 GMT. 

• The organizers must ensure that they have AGREEMENT from all participants to take 
part in the session before the proposal is submitted. 

• The Session Organizer will be the main contact with Symposium Organizers for the 
session. 

• All participants within organized sessions are expected to register and pay by the 
deadlines listed on the Symposium website. 
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