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Abstract

Background:Reducing both global maternal and neonatal mortalities are essential parts of meeting
the Sustainable Development Goals (SDGs) of ending preventable deaths caused by poor access to,
and utilisation of maternal and family planning services. Several countries, particulafigwoand
middle-income countriessuch as Kenya, are eliminatitige financial barriers to access of quality
maternal and infant health care and enhancing the utilisation of skilled birth attend&@i&jhrough
incentives such as free (narser fee) delivery (birth) policies to achieve universal health coverage
(UHC). Thsi study sought to explore the policy process, implementation, and effects on quality and

cost of maternal care of the free maternity policy as implemented in Kenya.

Methods: A convergent parallel mixed methods case study underpinned by pragmatism inftsned
study design and allowed for an-depth exploration of the policy, thereby strengthening construct
validity. The study was set in one county and three county hospitals (high volume, medium volume,
and low volume) in Kenya. Data sources evekit interviews (n=553) with mothers who utilised
delivery services under the policy in the three hospitals, fagosip discussions (n=10) with mothers
who sought postnatal services,-ilepth interviews (n=20) with healthcare workers and the county
officials, keynformant interviews with the policymakers (n=18pcument reviewsand demographic
health survey datavhich werecollected between November 20, 28 to September 13, 201®ata
analysis was drawn from three approaches: thematic analysis for the quaditdtita, descriptive
statistical analysis for the exits interviews, and difference in difference analysisaternal and
neonatal outcomesusing Kenya Demographic Health Survé¢DH$ data. Qualitative data was
managed througiNVivo12, while quantitative and econometrics analysisre'managed by STATA

15.

Results: The introduction of the current policy was done to overcome the challenges from the
previous free maternitypolicyand was both a political and a technical initiative. feheas adequate
consultation, costing, and evaluation of sustainability at the onset of the policy. Analysis of the
implementation components showed that there were reimbursement delthesglaimssystem was
fraught with challenges; there was poor commeation of the policy plans; reversal of the referral
system andpoorly incentivised accreditation and contracting of the providers. The County and HCWs
utilised streetlevel bureaucra{SLB}acts to reshape the working practice of the policy, repurpose
the policy processes, and provide services amidst challenges in order to meet the ethical and
professional concem The majority of themothershad a positive perception about the policy despite

still bearing a mean oubf-pocket (OOP)ayment of US$3.0 on the free services that were
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catastrophic at a threshold of 5% of the annual income. Overall, the gadidg significantpositive
impact onearly neonatal mortality ancheonatal mortality but no significant impacton delivery
througha caesarearsectionor other intermediate outcomesskilled deliverybirth in a public facility

(hospital) andlow birth weight

Recommendation:Implementation of the current policy as it is, has only partially solved the
challenges from the previous free maternity policy. There is a need to promote awareness of the policy
to the poor and disadvantaged women in rural areas to help narrow the inequality gaplisatign

and reduce the impoverishment of households. The implementation processes such as claims
management, accreditation and contracting, fragmentation of the benefits package should be re
evaluated through multstakeholder consultation if the polidg to achieve its objective fully. The

policy should be sustainably fundedorder © achievehe UHC agenda

Keywords:Free maternity policyPolicy implementationQuality of maternal careCost, Universal

Health Coverage
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Term Description
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specific conformity assessmentt & (lefya Ministry of Health

2018)
Client An individual who is being servedr provided with healthcare o
treatment by a healthcare provider @rganization.
Healthcareprovider A person who provide&elivers) care to/ for/ on behalf of a clier

(individual, organizatioragencyor groups) such as a doctonnse,
or allied health professional

Health facility Location or place where healthreis providedor accessed

Partograph A tool utilized by the healthcare workefld CWsHuring the birthing/
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Chapter 1t Introduction

1.1. Introducing the thesis

Despite the Government of Kenya (GoK) making significant progress in improving the reproductive,
maternal, newborn and child health (RMNCH) outcomes in the last decade, many women, neonates
and children still experiencaorbidity and mortality from preventble pregnancy and child heakh
relatedcausegKeats et al., 2017)The GoK has made it a priority to improve the coverage of RMNCH
services as reflected ithhe Constitution 2010the Vision 2030and theHealth Sector Strategic and
InvestmentPlan 20192023 through initiatives such as removal of user fees for Primary Health Care
(PHC) and provision of Free Maternity Services (FK&)ya Ministry of Health, 2016a)

Research on global free maternity (FM) policies have mainly focused on the evaluation of the
utilisation of the services and neglected the policy processes. Studies have further failed to
conclusively tease out other policy effects such as the quality aémmal care and the costs that
cumulatively contribute to the achievement of Universal Health Coverage (B4@Gaba et al., 2016,
Witter et al., 2014)This is rather surprising based on the contributionthaf quality of maternal care

and cost to the UHT'he operationalisation of the process of implementation of FM policies (the how)
could influences how it benefits women and their fdies. Despite the focus of FM policies being to
reduce cost and improve quality, poor implementation could exacerbate the already existing problem

of irregular practices; thereby, offering belgwar maternal caréLange et al., 2016)

This thesis will focus on the FM policy as it is currently being implemeént&nya Usingmixed
methods approach, | set out to explore the policy processes of its formulation and implementation
and evaluate its effect on the quality of maternal care and the cost to elucidate policy

recommendations that would improve the policy and sugpbe achievement of UHC.
1.2.Researclpurpose and questian

On the one hand, this thesis seeks to explore the policy processes of formulation at thelmastro
(national), and implementation at the medevel (county) and the micrevel (hospital) of the FM
policy¢ as currently implemented in Kenya. On the other hand, it purposes to evaluate the effects of
the policy and the potential impact on the quality and cost of maternal caiagmixed methods
approach and embedded case studi€s achieve this, thetudy utilises a conceptual framework that

has been constructed based on the literature review of FM policies globally (chapter 2) and public

policy theories. The thesis is largely guided by the approaches that have beerdlylMatter et al.



(2013)andRidde and Diarr2009)in evaluating other countries FM policies in their entir@archal
et al., 2013)the background, formulation, implementation, and effects of gaicy.While the study
may look like a complex evaluation, it is expected that the findings of the policy analysis will be used
to draw recommendations for better implementation processes of FM policy to aehleNC Hence,

this led to the following reseah questions:

1. What was the objective of the current FM poli@nd how was it formulate®d (from the
perspective of thenothers healthcare workers (HCWSs) and key informants

2. What are theintendedand/or unintended positiveand negativeeffects, and adjushents of
policy mechanisnia from the perspective of thenothers HCWSs and key informants

3. What are the effects and potential impact of the policy on the quality and cost of maternal

and neonataktare?

The next section provides a brief background about Kenya, the cowhg&yethe study is based, and

a brief history of the FM policies.

1.3. Backgrounef Kenya

1.3.1.Geographic, demographic and see@nomic

Kenya is located on the Eastern part of the African cemi lying between 5° North and 5° South
latitudes, and between 24° and 31°East longitudes. The country is bordered by South Sudan to the
northwest, Ethiopia North, Somalia Northwest, Tanzania South and South West, and Uganda West

shown inFigure 1.1.
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Figurel.1l: Map of Kenya (Sourckéenya National Bureau of Statistics et ¢1014)

The population of Kenya, which is estimated at 47.6 Million as of 2RéBya National Bureau of
Statistics, 2019a)s growing at an annual rate of 2.3%he World Bank Group, 202@espectively,

other recent and relevant demographic, and seeiconomic characteristicgre shownin Table 1.1.



Tablel.1: Demographic and socieconomic characteristics

Indicator ‘ Unit ‘ Year

Demographicindices

Population (millions)2 47.6 2019
Population growth (annual %9 2.3 2018
Population ages 0-14 (%of total population)® 39.8 2018
Population ages 65 and above (% of total population)? 23 2018
Urban population (%of total population)® 27.0 2018
Social indices
GDP growth (annual %)® 6.3 2018
GDP per capita growth (annual %)® 3.9 2018

Health related indices®

Qrude birth rate (% 30.5 2015
Qrude death rate (%9 104 2015
Population with access to improved source of drinking water (%) 71 2015

Source? Kenya National Bureau of Statisti@)19a) ® The World Bank Groy2020) ¢ Kenya National Bureau
of Statistics et al(2014)

Kenya promulgated the new constitution in 204:d established a devolved system of governaoce
counties(The Republic of Kenya, 201@ubsequently, 47 serautonomous county governments
assumed responsibilities for their function after the 2013 elections under a singuidary state
(Oyugi, 2015)

1.3.2.Y S y &Healthiiare systa

The governance structar of Kenya radically changed following the promulgation of the new
constitution. As outlined imArticle 6, 12, and 174f the new constitution(2010) there was an
introduction of devolution of power that altered the governance structure of the health sector.
Consequently, with the new constitution, the national governmenisvesssigned the roles of the
provision of regulatory and policy guidance, capacity building and providing oversight to the referral
system In contrast,the county governments were responsible for service delivery. Following the
promulgation, the eventual @organisation of the government functions and structure was only
realised in 2013 after the general election following the transition period. The overall oversight of the
policy process at the national level is led $snior health managementomprising tle Cabinet

Secretary for Health (CS Healttgupposedly apolitical, supported by Principal Secretary for Health



(PS Health), Director General Health (DG Health) and leads oGadtdnomous government

I 3 Sy GAGAiMamely Kenya Medical Resehrsfitute (KEMRI), Kenya Medical Supplies Authority
(KEMSA), Kenyatta National Hospital (KNH), Kenya Medical Training College (KMTC) and Moi Teaching
and Referral HospitgMulaki and Muchiri, 2019, p17RAs at the writing of this thesis, tidoH was

undergoing reorganisatiomowever, theproposed structure is as shownkhigure 1.2.
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. 7
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. J
v v v v v v
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Department of Services Regulation Evaluation Inter;overn mental
Case ,| Department of Health Relations
> Surveillance, Systems Strengthening
Epidemics and Department of Department of Health Department of Health Department of
Response Department of » Communicable " Legislation and "| Sector Monitoring, > Intergovernmental
> National Blood Diseases Regulation Evaluation & Relations
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> cco HRM <
> Account T«

Figurel.2: Proposedrganisation structure of the MoH Kenya (SoukenyaMinistry of Health(2019})

The governance structure of the county level, envisioned throingfCounty GovernmentAct number

17 of 2012ANational Council for Law Reporting, 2048)akin to national level. It is led by a governor
who appoints the county executive committee (CEC) members responsible for the policy leadership,
and a chief officer of health who gives the financial oversight. Like the national level, the counties have
a county director of health role, provided forgection 19 othe HealthAct number 21 oR017(Kenya

Law, 2017, pp43836), and isresponsible for leading the county health management teams (CHMT)

1 The proposed organisation structure was obtained through personal communication, and it only reflects the general

structure and functions as they are currently. The DG and all the heads of the directorate are working in an acting capacity.
The official rerganisation documents and structure are yet to be released by the MoH



comprising heasd of directorates. A rather crucial link between the county and the national
government is the establishment callgdealth Sector Intergovernmental Forum (HSIFE)which
manages policy dialogue and intricately disseminates the relevant health po(idielaki and Muchiri,
2019)

The realthcare system in Kenya is pluralistidhe provision and financing of services, as they are
provided by both the public and private sectors. Predominant health services provided by the public
sectors are operated through a tiered systems shown irHgure 1.3 Level 1 forms the community
units overseen bycommunity health workers (CHWshhose roleof providing promotive services
(health education, treating minor ailments, and identifying cases that require referral to health
facilities) ae guided bythe Kenya Community Health Policy 262IB0 (Kenya Ministry of Health,
2020a) Both level Zdispensariesand level3 (health centre$provide primary healthcare services
addition to coordinating the community in their areas of jurisdictibevel 4and 5 offer curative
services as county secondary referral facilities in addition to some being training camves 6 are
semiautonomous tertiary facilities offering spialised care and serving atraining institution. The
three study facilitiesn whichthis study was conductedierealevel 3 (considered a low volunadew
numbers of clients),alevel 4 (medium volume), arallevel 5 (high volume)The enisionedchanges

in the service deliverjevels as pethe Kenya Health Policy 202030 (Kenya Ministry of Health,
2014a)is as shown ifrigure 1.3

Level 6: Level 4:
<4+— Tertiary <4— National referral
hospitals hospitals
Level 5:
Secondary
hospitals
Level 3:
County hospitals
Level 4:

(primary and
Primary hospitals P Y

secondary)

Level 3: Level 2: Primary care

Health centers, maternities, facilities (dispensaries,

and nursing homes clinics, health centers,

and maternity/nursing

homes)
Level 2: Dispensaries/clinics
Level 1: Community (village Level 1: Community units

households, families, individuals)

Current Levels of Care Levels of Care by 2030

Figurel.3: The current and proposed future service provision structure in the public sektenya (source

Mulaki and Muchir{2019)



Previous studies have failed to fully compare the health systems in Afriea the inability to capture

the required data from most countrig®zevedo, 2017)Mills et al (1990) in an assessment of the
concepts, issues and country experiences of the health systems decentralisatiolydszhthat it is
difficult to generalise the country level experiences and effects of health systeanther, Tsofa
(2017) noted in his empirical review of the health sector decentralisation that there are numerous
typologies of decentralisation within the healdlystem, and hardly just one single form exists in any
one country at a timeAs such, the Kenyan healthcare systemrigjue, asare all the 54 African
countries systemstach countryn Africaisimplementinga systems with different amponentsthat
favou A (ih&eérogeneous population or geared towards strengthening the health system objective.
Still, countries outside Africa, such as Indonesia, which has experienced nearly a similar health system
devolution as that of Kenya, is experiencing almost thmes@hallenges of poor guidance, limited
priority setting, and limited community accountabilifyicCollum et al., 2018Nonetheless, they both

have improved citizen participation opportunities and transformed power relaipia, 2018).
1.3.3.Maternal indicators

YSyelQa G2d04F €t FSNIAC{ A(Kehya Natidnsl Bureiu ob Shafistios &t Wl 2084) LIS NJ
which is higher than the vision 2030 national target of 2.6 birth per woman, and lower than the
average 4.9 births per mother frolubSaharan AfricaSSA (National Council for Population and
Development, 2013 K S O 2 dztérindl@n@child Wdalth status has significantly improved in the
last decadeFor instance, thenaternal mortality ratio (MMR) has decreased by 52% fromQ02@0
2017(World Health @ganisation, 2019, p101yvhile neonatal mortality rate (NMRjasreduced from

33 to 22 deaths per 1,000 live births between 1990 to 2(Kdnya Ministry of Health, 2016c)
Maternaldeaths in Kenyanake upto approximately ifteen percentof all deathsamongwomen of
reproductive agdapproximatedat 7,300women dying every yearandboth mothers and neonates

still die from preventable pregnanaglated complicationgibid,2016c¢) One in76 women in Keny#s

at risk of dying from pregnancy complicatiofg/orld Health Organisation, 2019Yhe key
determinantsof maternal and child healthcarare antenatal caréANC)and skilled birth attendance
(SBA)SBAhas improvedrom 41.6% in2003 t043.8% in2009, and toa further 61.8%in 2014, and

ANC visitgof four or more times) havancreased from 471.%in 2009 to 5.6% in 2014Kenya National
Bureau of Statistics et al., 201@ther trends in key maternal and neonatal indicasammarised in
Table 1.2



Tablel.2: Trends of key maternal and neonatal indicators

20320082000 201

Health status

Neonatal mortality rate (per 1,000 live births) 33.0 31.0 22.0
Infant mortality rate (per 1,000 live births) 77.0 52.0 39.0
Under-five mortality rate (per 1,000 live births) 115.0 74.0 52.0
Maternal mortality ratio (per 100,000 live births) 414.0 488.0 362.0
Total fertility rate (TFR) 50 4.7 39
Utilisation of essential services

Antenatal care (ANC) visits four times or more (%) 52.3 47.1 57.6
Iron and folic acid (IFA) supplementation (%of pregnant women 25 25 75
receiving 90+ IFA)

illed birth attendance (%) 416 438 61.8
Postnatal care (PNC) in 2 days (%) 48.7 471 52.9
Modern contraceptive prevalence rate (%of currently married women 315 39.4 534
ages 15¢49 using any modern method)

Full immunization (%of children ages 12¢23 months)? 56.8 714 79.4
Vitamin A supplementation (%of children ages 6¢59 months) 33.0 30.3 71.7

Note: 2Full immunisation indude: Measles. BOG. and 3 doses of DPT/Hen B/ Hib and nolio vaccine (Polio vaccine iven at birth is excluded)

Source: Constructed hige author from (Central Bureau of Statistics et al., 2004, Kenya National Bureau of

Statistics and ICF Macro, 2010, Kenya National Bureau of Statistics et al), 2014)

1.3.4.A brief history of free healthnd maternitypolicies

¢KS WNRIKG G2 KSIt GKQArck 438)@)dMNie codstititian oBkény@iie Sy & K NJ
Republic of Kenya, 201B)y R G KS 2 @SNI NOKA Yy 3 32 latfainirg) Bquitdidey & I Q& K
affordable, accessible and quality health care fofXdenya Ministry of Health, 2017%ince 1965,

Kenya has iniaited various health sector refornmirposing to achieve the goal, enhance the quality

of healthcare service delivery, improwbe capacity ofthe workforce, increasng productivity,

enhancing thenational welfare hence, triggeringconomic growthA summary of the policy changes

and the tmelines is shown ikigure 1.4



All fees for delivery at public health

. . y facilities were abolished
User fees suspended in all public hospital
i i " No data on how the policy was implemented
5 TSRO S ARG U R 1) and evaluated Removal of user fees related to maternal

b) ?;?zez‘dazogz:)nodo::::?cr;tgzsign nd health care including deliveries in all public
=aliun 3 1 5 an s1eat . . .
hurried implementation User fees abolished at dispensaries facnlltresl(mcludmg hasgiials) >
and health centres (only registration 1¥ June 2013 Road towards
) ) s fees of of 10 and 20 KES charged) Increase in deliveries assisted by UHC
User fees in all public facilities Waiver/ exemptions put in place for skilled attendants and decline in Phase2: Linds maing Reforming the
pp-Discriminatory policy children under 5 years and the poor, maternal mortality im I(-;mentatlon Health system to
by colonial government X TB. malaria Health sector service fund that 5,’ §
User fees reintroduced in all ' el 1% July, 2017, achieve
all public health facilities for compen.sates fa.almes for lost revenue Contracting public and Universal Health
associated with user fees removal lower level public Coverage

all level of care
Structural adjustment programs

ispensaries receive money direc .
Dispen gne: receive money directly in facilities to provide care
their bank account from treasury '

Colonial period 1963-65 1965 1989 1991-2003 2908 2010 2011 2017 2017 2017

- o

February 27, 2017

Government signin,

User fees continued for 2 years memorandum of ungerstga ing
P a) Targeting pregnant women and newborn

after independence J JSIQESQ PrOgRamy with NHIF to actualise

babies (Only poor women targeted) imol 7 £ Lind
b) Services included ANC, delivery, Targeting pregnant wolnr?e?w g%entatlon of Linda mama

Post- independence

Health services predominantly :
funded through tax revenue ?pfS‘Otom}/' compucgtwyon in labour a‘"\‘d. newborn babies (Only poor
User fads ramened 5t 3l oenvery,’surgenes, PNC and complication, women targeted). . —
public health facilities Family planning, Newborn care Phase 3: Free maternity policy cto (ir: ‘
Phase 1: Free maternity policy (Voucher (Voucher scheme(OBA) in all Expanding benefits package
scheme(OBA) in all accredited facilities accredited facilities in expanded (ANC, Delivery, PNC)
in targeted region, funded by KfW counties, funded by KfW Phlase '3: u“‘ia :‘a"‘a
mplementation
a) Senvices for children under 5 years, 15t April, 2017,
immunisation, TB exempted from payments. Targeting pregnant women and newborn Gontracting falth hesed and
b) User fees continued in all other levels of care babies (Only poor women targeted). private facllities to provide
User fees reintroduced in through a phased Phase 2: Free maternity policy (Voucher care
implementation approach beginning with hospital level scheme(OBA) in all accredited facilities in Phase 1: Linda mama
targeted region, funded by KfW implementation

Figurel.4: Timelines of free poligource: Author developed from the review of literature)



During the colonial era, under the rule of the British monarchy, prior to independence, the
government of the time had a discriminatory policy that had introduced the user feeso{qudcket
payment) for all services derived from the government facilif@suma and Maina, 2013Jhe post
colonial government continued with the discriminatory policy for two yearsfud¢pendence until

1965, when UHC was made a priority, and user fees were removeaifrpoblic facilities (ibid, 2013).

The free policy served the country until 1988 when Kenya acquiesced to persistent international
pressure to reintroduce user fees as it was facing a financial crisis resulting from rapid population
growth, the impact oHIV/AIDs, and return other diseases such a@CHiedma and Maina, 2013, Ga$

et al., 1996) Subsequently, despite the reintroduction of the user fees, it was rapidly suspended in
1991 due to its haphazard implementation, resulting in the poor quality of services, reduced utilisation
of services, and muddled revenue colleat{Chuma and Maina, 2013, Collins et al., 1996, Mwabu,
1995, Mwabu et al., 1995)The user fees were reintroduced between 199103, albeit through a
phased approach, for all level of care in public hospitals except for services targeting children under
five, immunisation, and consultation. The design of the policy was such thatahtenues collected

at the facilities were transferred to the district to meet the district public health needs and the facilities
were to detail a plan that would allow spending 75% at the source. Mwabu (1995) showed that the
poor and vulnerable, and uler-fives were cushioned from catastrophic expenditure, with a waiver
and exemption scheme that allowed them to access services in policy paper but not in piaittilee.

there was a shorterm increase in revenue from the policy, there was a significadtiction in
utilisation as was with the previous policies, and even incidences of catastrophic expenditures

increased Collins et al., 1996)

Therefore, to redress the barriers of accegmancial and equitg, due to the user fees policy, in 2004

the government introduced th&0/20 policywhere, with the exemptionfservices to the undefives,
priority services such asberculosis TB and Malaria, and services to the poor and vulnerable, a
standard fee of KES 10 (USD G.48)s charged for registration in dispensaries and KES 20 (USD 0.25)
in health centres(Chuma and Okungu, 2011n tandem, through a threphased approach, the
government of Kenya with the support of the German DevelepnBank (KfW) piloted an innovative
approach of using a free maternity voucher scheqrautput-based approach (OBA&)from 2005 to

2016 whose aim was to providieee maternal healthcare services such as ANC, delwstnatalcare

(PNG, complicatiors, and newborn care to women identified as poor using poverty indicators across

five targeted regiongJanisch et al., 2010The purpose of the phases, were mainly to smoothen the

2 The exchange rate at the inception of the policy in 2004 was 1USD=KES 79.17; obtained from
https://www1.0anda.com/currency/onverter/
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implementation, evaluate the feasibility of sustainability and expansion to accredited facilities in other
districts (Abuya et al. 2012) Review of the policy showed in increased quality for targeted
beneficiaries, access, and covergbiuki et al., 2015, Njuki et al., 2012, Obare et al., 2014, Obare et
al.,2015, Oyugi et al., 2017, Warren et al., 201B)tandem, all fees charged for delivery in all public
facilities were abolished in 2007; however, there is no data to show how it was implemented and
whether it achievedobjective (Chuma and Maina, 2013Hospitals, particularly théower-level,
experienced financial shortages from the policy leadingh®rise of unintended consequences of
informal chargegChuma et al.2009) Consequently, the government set up a Health Sector Service
Fund (HSSF) in 2010 that would compensate the health facilities for the lost funds created by the
abolition of user fee¢Chuma and Maina, 2013, Chuma and Okungu, 2011, Omvatg 2010)

Snce the promulgation of the new constitution in 2010, there has been a push to reform the health
system to achievement of UHC. In June 2013, following the election diuthieee governmenthe
government initiatedwaiver of the user fees payable for athaternity and primary health care
serviceswhose aims were to reduce maternal mortality incre&&An public faciliiefChuma and
Maina, 2013) Health facilities soon began to feel the effect diist policy. On the day of the
announcement, Pumwani Maternity Hospital delivered an unprecedented abeb(Bourbonnais,
2013) By July, the Director of Public Health and Sanitation estimated a 10% increase in deliveries
across the country, with increases of 50% in certain courfiigd, 2013) In some facilities, these
numbers have been even highdor instance, in Kenya's main referral hospitéle number of
pregnant women seeking maternal care had increased by 100 per cent within a nfoptiocess
evaluation of this policghowed that it was haphazardly ingphented withoutthe full involvementof
healthcare workergHCWSs)andthe public hospitals were not adequately equipped and prepared to
meet theincreased number afothers who came for delivery as a result of the free pdfigma et

al., 2018) Additionally, there were no adequate systems in place to verify the quality of(Qam€)

due to the policy and the reimbursement claims from the hospitals to the government (ibiff).201

Consequently, as captured in thiabilee manifestdThe Jubilee Party of Kenya, 2017, pl4jvas

proposed that in tle next five years following the 2017 election, the government would:

o YWchieve free, quality primary healthcare for all Kenyans
o 9ELI YR GKS G[AYRI al YlFé& LINRPINIYYS 0
private hospitals and provide health cover throughIN for all expectant mothers for

period of 12 months covering the period before and after Kirth

11



o Continue the drive towards universal health care. By 2022 more than 13 million Ke

will have health insurance through NEMF

The proposal, aimed at ugjthe National Hospital Insurance Fund (NHi$a driver to UH@waura

et al., 2015)saw a phaed approach to implementing the expandelSprogram, whose aim was to
provide access to all pregnant women in private, féiftsed institutions, and all level& public
institutions. With an expanded package, the government signed a memorandum of taruiirg

with the NHIF to actualise the implementation on February 27, 2017, and it was officially branded
Linda MamgLM)and launched on October 18, 2017. Phase one of implementation included a rollout
of delivery services only to private and falthsedinstitutions, and it started on April 1, 2017. Phase
two which took place on July 1, 2Qliiicluded rollout of delivery services only, to all public health
facilities while phase three, which began on April 1, 2018, included the rollout of other additional
services such as ANC and PNC besides delivery. As of the end of the financial year June 20E8, the NH
had implemented all the three phases in 458 private and faéked facilities, and nearly 4,000 public
facilities®. The NHFhas a extensivenetwork of both public and private providersyho are accredited

to provide the stipulated quality of services Imacking the policy beneficiariesthrough amobile
platform. The inclusion criteri@r the policyare pregnant motherabovel8 yearsof age with aproof

of nationalidentity (ID¥, and a record of having attended antenatal care (AN@&gnant mothers

who are under 18 years are included in the polipgn showing th& dzI NJRD\ darga@dANC record
andpregnant women without national ID or guargidd & LINE 2 &nd&r& register&dytsing ANC

record.

The policy and other reforms such as thevelopment ofthe Kenya Quality Model for Heal(KQMH)
(Kenya Ministry of Medical Services, 2012, Kenya Ministry of Medical Services and Kenya Ministry of
Public Health and Sanitation, 201the development of a health financing strate@ndtransforming
the NHIF to National Health Insurance (Nflgnya Ministry of Medical Services, 20488 part of
steps for ensuring the health system achieve USKttion2.2 (inChapter 2 of this thesigprovides a
comparisonof the FM policy in Kenya to thaf different countries(as guidedby the integrative

review).

3Reference obtained from the NHIF Annual reports and financial statements and NHIF management reports which | obtained
while conducting an assignment for the World Bank caltedluating the financial sustainability assessment of the NHIF
specal program

4 A national ID is an important document for any Kenyan citizen above 18 years old. It is essential in thecsmniuc,
security, and political development of the country as it facilitates the identification of citizens, voting processmotign

of economic activities.
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1.4. Organisation of the study

This thesis is structured in nine chapters as follows:

Chapter 1: Introduction This chapter introduces the thesis, provides an overview of the tepit
presents the research questions. The chapter further provides the background information about
Kenyathe country where the study has been conducted) as well as the progress the FM policies have

undergone to date.

Chapter 2:Integrative review. The clapter begins by providing the methodology of the integrative
review of the global FM policiemndfollows by identifying te approaches to implementation of the
policies.It then goes further by highlighting the implementation géips quality and cost imjications

of the policies and concludes by identifying the research gamish underpinghis study

Chapter 3: Methodology and method3he chapter is presented in two sections. Section one feesis
on the philosophicaloundationsand seeks tsubstantiatewhy the pragmatic approach was selected
to underpin the embedded case study desi@ection two explains the mixed methods approaches

utilised in the design, data collection, sampling, and anaiysised in the study.

Chapter 4:Findingsg An exploration of the policy process and implementation of the FM policy in
Kenya.The chapter startsvith a brief description of the background of the current polaryd then
exploresits process of developmentt thenfocuses on the implementation gapad concludes with

how county officials and HCWs at the meso level are shaping the process based on their overall

understanding and practice

Chapter 5: Findingg, Effects of the policy on the quality of maternal care: perspectives of the
mothers, HCWs, Qmty officials and the National Stakeholder3.he chapterpresents the findings
on the effects of the FM policy on aspects of quality of maternal care by consideringethe of key
informants at the national level, county officials, HCWSs, aradhers. It triangulates the quality of

maternal caranto two process aspect of quality: provision of care and experience of care

Chapter 6: Findingg Effects of the policy on the cost of free maternal cangerspectives of the
mothers, HCWs, County officials dnthe National StakeholdersThis chapter outlines the cost
implications of the policyo the mothers(OOP paymen)s providers and facilitiexst implications

borne by the providey, and the governmentcpstbenefit consideration and sustainability dfig

program).
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Chapter 7:Findingsg Potential impact of the free maternity policya methodological approach to
evaluating impact.This chaptepresens a methodological approach to evaluating thgpact of the
FM policyusing three outcomesearly neonataldeaths, neonatal deaths and delivery through

caesarean section (C& quality outcomes.

Chapter 8: Discussiorof results, researchand policy implications recommendations and
conclusion This chapter discusses the result findings and follows it bygmting both the research
and policy implications. It then provides recommendations for further researnzh concludes the

thesis
1.5. Chapter summary

This chapter introduced the thesik provides the background to the study, the research purpose and
guestions, and thenotivation for theutility of mixed methods approach in an embedded case study.

It concludes by describing the organisation of the study to orientate the reader.
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Chapter 2t Integrative Review

This chapter presents an integrative review (IR) ofapproaches tahe implementation of FM policy

in different countrieslt then goes further to synthesise the implementation gaps of the policies, and
the related quality and cost implidéons. It concludes by identifying the research gaps which
underpins this studyThe chapter begins by describing IR deséapd why it was appropriate for the
study, then delves into the search strategy to identify relevant literature on implementatiofMf

policies, quality of maternal care and the cost implication. This IR has been submitted for publication.

2.1.Review methodology

2.1.1.The review designs

| utilisedIR because dllowedfor the synthesis of several streams of literatvéhittemore and Knafl,
2005, Yorks, 2008Yhe method was useful for reviewing, critiquing, and synthesising evidence from
research in an integrative way that allowed new perspectivesgaqpbto be drawn(Christmals and
Gross, 2017, Rosa et al., 201n) particular, thdRincluded a wide range of literature from several
fields of study which were analysed through a multidisciplinary approach, i\feeused on peer
reviewed literature models, frameworks, policy documents BM and/or freedelivery policies that
reported onthe approaches of implementation of the FM polielements of qualitpf maternal care

and cos implications
2.1.2.Search methods

| conducted the initial IR searchhietweenMarch and Apri2018in databases and sources, as shown

in Table 2.1The search terms | utilised were alternatives (based on the databases); which were based
2y 18@ aS{l ¢2NR3a AWIEKS NJyTRS Soarzo® YOI NNSSSSaaD wag dzl £ A § &
integrated usind@oolean operators (OR, and AND) to limit and expand the search as apprd¢pPiate
within each set and AND linking different 9eés showrin Table 2.2The terms were adapted and
modified from the scoping review of literature onarsfees by Ridde and Morest{2010)and a
literature review of the disruptive effects of free policy by Ridde e{2012c) The two studies had

been imperative in filling the gapnoFM policies; but this IR was to further fill the gaps on the FM
policies by specifically focusing on the designs, implementation gaps amgi#tiey and cost of care

and outcomes of FM policiea combination whiclhad not been done priofThe IR wasimited to
studies conducted in English. It reported on the concepts of policy design, and implementation of FM

policies in addition to the quality and cost of maternal care and that were available up to March 2018
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The startinglatewas intentionally lefopen to capture elements of FM policies that exissatcetime
immemorial. In the next stepall tittes were screened for eligibility. Secondly, studies that met
eligibility had their abstract further screened for eligibility after which full texts wsmeened for
those studies that meet the eligibility criterid.he final review included experimental studies,
guantitative, qualitative, and mixethethod studies done in single or multiple countries. Some of the
excluded studies had no relevance to healite, had a poor methodological approach, and were
talking aboutFM policybut not the quality or coselements The search reveale®,047 articles and

an addition of 239 identified through the web, hand searches and personal communications. After
filtering for duplicates, 5,144 articles were considered for review. The articles then had their titles and
abstracts screened for eligibility for which 43 articles met all the criteria and thus, included in the final
stage of data abstractiofrigure 2.lummarigs the selectiowf studies for reviewAn updated search

was carried out at the writing of the discussion of this thesis (summer 2888)it brought out 17
articles, which were used to enhance the discussion section rather than the IR séqijmendixl

provides an example @fliterature search.

Table2.1: Source of evidence

e-journal services | Applied social sciences index and abstracts, EBSCO Host (Academic

and electronic complete,Cumulative Index to Nursing and Allied health Literature (CINA

databases Econ Lit, MEDLINE, and PsycINFO), ArticleFirst, Cochrane Central Re
Controlled Trials (Cochrane Library, Wiley Online Library), Emerald I
JSTOR, PUBMED, OVID (Social RwolttyPractice), Springer Link (Spring
Reference), Google scholar, and Electronic Collections Online.

Health Sources International Bibliography of the Social Sciences, SAGE journals C
Nursing/Academic Edition, Latlhmerican and Caribbean Centre Health
Sciences Information (LILACS), African Journals Online, SCOPUS,
Direct, Web of Science (Web of Knowledge & Science Citation Index)

Websites on health World Health Organisation, The World Bank, Mednar, Intute, Nexis UK,

financing page,Scirus, WorldWideScience.org, and Eldis

Grey Literature SIGLE database
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Table2.2: Search words

Keywords

User fees

Free

Birth and baby

care

Quiality, cost,
UHC

Alternatives (based on the databases)

("User fee*"OR"user charg*'OR"cost shar*"OR"cost recover*'OR"User
Fee* Policy'OR"User Policy")AND

0 & C NB SOR'Bzek polity'@R"Free Health*'OR"Free Car*ORG T NB
O NaR'Discontin*' OR"Abol*" OR"exempt*' OR"waiv*" OR"Remov*"
OR"end*" OR"Policy Chang*OR"Chang*'OR"implement*" OR"Policy
implement*")) AND

("matern*" OR"deliver*" OR"Mother car** OR"baby car*'OR"infant car*"
OR"matern* car*" OR"deliver* car*" OR"giv* birth" OR"labour" ORIabor
ORmother*" OR"Childbirth** OR"birth" OR"parturit*" OR"accouch*"))
AND

("Quality"OR"quality car*"ORG K S I f (1 K OORMI dzlj €zA i & {
OR"cost*" OR"Expenditure"OR"Economic*'OR"Financ*'OR"effective
Cover*'OR"Universal CareOR"Universal Health Cover'OR"Universal

Health"
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Figure2.1: Flow chart of the selection of studies for review

Records identified through
database searching
(n=6,047)

Records identified through

the web, hand searches and

personal communication
(n=239)

] [ dentification ]

Screening

I

Records after duplicates removed

(n = 5,144)

A

Records screened
(n=4,702)

Excluded:

#Book and book sectien
(n=128)

#unpublished work(n=12)
#Thesis(n=15)
#NonEnglish (n=239)
#Conference proceedings
(n=48)

J [ Eligibility ] [

Included

Records excluded after al
screening of titles and
abstracts
(n = 4,509)

Full text articles assessed
for eligibility
(n=193)

Studies included
(n=43)

# No hard copy, 4

# No details of FM poliay2

# Duplicateg; 1

# Not Englislg 2

# Not on FM policg 40

# FM policy but not reporting on
quality, cost and UHE68

# Poor methadological quality 5

# Systematic reviews, protocols
literature review, realist review,
abstracts, norscientific series,
opinionsg 22

# Theseg 1

e

2.1.3.Quality appraisal

In thisIR | did not do metaanalysis because there was much heterogeneity in the stubimlied a

mix of validated critical quality appraisal technig@gechkunanukul et al., 201 #irst,| applied the

checklist for writing an integrative revie{forraco, 2005and utilised the Preferred Reporting Item

for Systematic Reviews and Metaalysis (PIBMA) checklisfFigure 2.} for reporting systematic

reviews(Moher et al., 2015)Secondly, | did quality appraisal of the individual study desidpysusing

the Critical Appraisal Skills Programme (CA&#3 (Critical Appraisal Skills Programme, 2017a, b, c,

d, e, f, g, h)All the articles were, through sampling technique, evaluated loyy first supervisoat
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the last stagef quality appraisaand where there was disagreemeatresolution was made through
consultation The quality scores of the individual studies are reportedjapendix2, part 1. The quality
appraisal of 21 studies included in the review was rated as high because they reported sufficient
details about the free maternity policy and highlighted robust methodologies with findings according

to the appraisal tools usedAmeur et al., 2012, Arsenault et al., 2013, Boukhalfa et al., 2016,
Chankhanet al., 2017, Delamou et al., 2015, Ensor et al., 2017, Ganaba et al., 2016, Ganle et al., 2014,
Masiye et al., 2010, Nimpagaritse and Bertone, 2011, Ravit et al., 2015, Ridde et al., 2015, Ridde et al.,
2013, Ridde et al., 2012b, Steinhardt et al., 20Vitter et al., 2007, Witter et al., 2016, Witter et al.,

2010, Witter et al., 2017, Witter et al., 2011, Witter et al., 20123 studies were rated medium
(Asante, 2007, Bosu et al., 2007, Chaptaliba and Koch, 2014, Cha@hiliba and Koch, 2016,
Dalinjong et al., 2017, Koroma et al., 2017, Kruk et al., 2008, Lange26tlél. Nabyong®rem et al.,

2008, Philibert et al., 2014, Ridde and Diarra, 2009, Ridde et al., 2012a, The World BankarizD13)

six studies were rated low because they either did not report their study design or their description of
the method section was not sufficient but captured enough information on the FM p@uy et al.,

2017, Kenya Ministry of Health, 2015, Khan, 2005, Nahar and Costello, 1998, Sidze et al., 2015,
Vallieres et al., 20160ne study did not address the criteria for methodological quélityvei et al.,

2011)

2.1.4.Data abstraction, analysis and evaluation

There were five steps applied in this review: data reduction, disptamparison, concluding, and
verification(Torraco, 2005, Wechkunanukul et al., 2017, Whittemore and Knafl, 2D8&) reduction

was classified by the subgroup classification of studies based on research design. Data were abstracted
and entered into MicrosofExcel®, from where the synthesis of the text was done through thematic

analysis using variables of interestd conclusions drawn.

2.1.5.Description of the studies

Appendix2, part 1shows an overview of all the papers included in the reviewerms of the stug

methods and approachethree of the reviewed studiesvere fully qualitativein nature(Ganle et al.,

2014, Lange et al., 2016, Witter et al., 2Q0Ryee econometricstudies(ChamaChiliba and Koch,

2014, Cham#Chiliba and Koch, 2016, Ensor et al., 20dineteen quantitative studiefAmeur et al.,

2012, Arsenault et al., 2013, Asante, 2007, Bennis and De Brouwere, 2012, Bosu et al., 2007, Boukhalfa
etal., 2016, Chankham et al., 2017, Delamou et al., 2Z0&n, 2005, Koroma et al., 2017, Kruk et al.,
2008, Luwei et al., 2011, Nahar and Costello, 1998, Philibert et al., 2014, Ravit et al., 2015, Ridde et
al., 2015, Ridde et al., 2012a, The World Bank, 2013, Valliéres et al.; add&ighteenmixed
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methodsstudies(Dalinjong et al., 2017, Edu et al., 2017, Ganalah £2016, Kenya Ministry of Health,

2015, Masiye et al., 2010, Nabyor@aem et al., 2008, Nimpagaritse and Bertone, 2011, Ridde and
Diarra, 2009, Ridde et al., 2013, Ridde et al., 2012b, Sidze et al., 2015, Steinhardt et al., 2011, Witter
et al., 2016 Witter et al., 2010, Witter et al., 2013, Witter et al., 2017, Witter et al., 2011, Witter et

al., 2012)

In terms of thestudy designiwo studies did not outrightly indicate the study signbut indicated

their study methods (as discussed in the paragraph ab@iweyei et al., 2011, Sidze et al., 2Q15)
elevenof the reviewed literaturehad utilised a crossectional desigitAsante, 2007, Bennis and De
Brouwere, 2012, Boukhalfa et al., 2016, Chankham et al., 2017, Khan, 2005, Koabn#0&, Nahar

and Costello, 1998, Ridde et al., 2015, Ridde et al., 2012a, The World Bank, 2013, Valliéres et al., 2016)
four case control desigrig\meur et al., 2012, Arsenault et al., 2013, Philibert et al., 2014, Ravit et al.,
2015) one cohort studyNabyon@-Orem et al., 2008)and seven case studig&anaba et al., 2016,
Masiye et al., 2010, Nimpagaritse and Bertone, 2011, Philibert et al., 2014, Ridde et al., 2012b, Witter
et al., 2016, Witter et al., 2017Pther study designs indicated in the papers weree interrupted

time series desigrfChamaChiliba and Koch, 20163 quasiexperimental design studie€Chama
Chiliba and Koch, 2014, Ensor et al., 2017, Philibert et al., ;20td® studies had components of
before and after intervention studgesign(Bosu et al., 2007, Masiye et al., 2010, Witter et al., 2011)
one descriptive convergent parallel mixed method des{@alinjong et al., 2017)and one mixed

method sequential explanatoryesign(Ridde et al., 2013)

The other studiesvere evaluations studies that applia@ried evaluationapproache (and notone
specific design)For instancethree studies used realist approach@anle et al., 2014, iter et al.,
2016, Witter et al., 2017)one descriptive and analytical implementation evaluati@Ridde et al.,
2013)and another policy implementation evaluatigWVitter et al., 2012)two process evaluatian
with varied designéRidde and Diarra, 2009, Witter et al., 20k8)e nonitoring and evaluation using
mixed methodgKenya Ministry of Health, 2018nhd onemonitoring ard evaluationusing a before
and after study desigWitter et al., 2011) Others areone outcome evaluatioriSteinhardt et al.,
2011) one mlicy baseline evaluatiofWitter et al., 2007)and another policy evaluatiofwitter et
al., 2010)

A closer analysis of the articles revealed that 3 articles wereitoalintry studies, with two of them
reporting on both lowincome countries(LIC) and lowermiddle-income countries(LMIC) countries
(Witter et al., 2016, Witter et al., 201@nhdonebeing a traversal analysi$ entirely LCs (Ridde et al.,

2012b) Twenty one articles that evaluated singular counties waréCcountries(Ameur et al., 2012,
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Arsenault et al., 2013, Delamou et al., 2015, Ensor et al., 2017, Ganaba2€tlél. Koroma et al.,

2017, Kruk et al., 2008, Lange et al.,, 2016, Luwei et al., 2011, NabQoege et al., 2008,
Nimpagaritse and Bertone, 2011, Philibert et al., 2014, Ravit et al., 2015, Ridde et al., 2015, Ridde and
Diarra, 2009, Ridde et al., 2012&jdR et al., 2013, Steinhardt et al., 2011, Valliéres et al., 2016, Witter

et al., 2010, Witter et al., 2011and 19 on LMIcountries(Asante, 2007, Bennis and De Brouwere,
2012, Bosu et al., 2007, Boukhalfa et al., 2016, Ch@mbiba and Koch, 2014, Cha@hiliba and

Koch, 2016, Chankham et al., 2017, Dalinjong et al., 2017, Edu et al., 20E7eGan|2014, Kenya
Ministry of Health, 2015, Khan, 2005, Masiye et al., 2010, Nahar and Costello, 1998, Sidze et al., 2015,
The World Bank, 2013, Witter et al., 2007, Witter et al., 2013, Witter et al., 203tudyfrom HIC

countriesmet the criteria that emerged

2.1.6.Definitions and frameworlaf analysis

Given the difficulty iranalysing and comparing heterogaus studies, it was useful to apply a policy
framework to examine the studies. The framewddcilitated comparison and analysis purposes.
Firstly, the design and implementation elements were analysed to reflect the appes of FM
policies, timings of introduction, benefipackages and services akinao analysis byRichard et al.
(2013)on fee exemptios in SSA,; in addition to implementation challenges emerging from the policies.
Secondly, gality cannot be measured by its€lKelley and Hurst, 200&)nd Donabedian broadly
classifies it as structure, process, and outcome dimensiDasiabedian, 1988, 199®hich can be
identified, measured, and attributed to healthcare. Structure indicators represent pointers which are
inputs to or characteristics of health; process indicators represent gauges to either appropriate or
inappropriate care in a targeted population which aWonsisent with current professional
knowledge andoutcome indicators are the measures of both improved or deteriorated health and
is attributed to medical caréKelley and Hurst, 2006, p10h this review] broadly definedhe QoC
usingthe quality of maternal and newborn healthcare framework as proposed by the World Health
Organisatior{2016) Theframework elucidategight domains ofjualitythat targets mothers and their
newborns in the health system (hospitals), making it likely to achieve the desired individual and
facility-level outcome. The approach gives two quality improvement standards: provision and
experiene of care. Provision of care supports evidebesed practices for routine care and
management of complications, actionable information system, and functional referral system, while
the experience of care supports effective communication, respect and prasen of dignity, and
emotional support. There are two crosstting areas ofquality, namely: competent, motivated
human resources and essential physical resources avail@ilally,sinceincreased cost of care is

repeatedly attributed to the cause @éduced use of servicgdlekonnen and Mekonnen, 2003n
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this review, costs elements are defined thematically from the pecsive of themothers, provider

and the policymakerdA summary of the analysis framework is as showfigpire 2.2.

Forms/approacheso free maternity (FM)/ delivery/ birth policy as implemented globally

Quiality of maternal care Cost Utilisation
elements/implications

Findings on the
¢ Perspectives of cost | uiilisation of
(mothers Provider, services under FM

Policymaker, Society | policies as
addressed in
previous reviews

Structure

Quality of Care

1. Evidence based practices for routine 4, Effective communication
care and management of complications

5. Respect and preservation of dignity
2. Actionable information systems

Process

6. Emotional support
3. Functional referral systems

7. Competent, motivated human resources

8. Essential physical resources available

Individual and facility-level outcomes

Coverage of key practices People-centred outcomes

UNIVIRSAL HEALTH
COVERAGE

Outcome

Health outcomes

Figure2.2: Analysis framework (source: Author modified fithmliterature review and Richard et #2013)and

the World Health Organisation(2016)

2.2.Analysis of results

2.2.1.Thedesign components and implementation gaps ofpélity by different countries

This section reports on the forms and approaches of the FM policies as implemented byntliffere

countries; additionally, it presents their policy design and the implementation challenges

2.2.1.1.Forms of free maternity policy by different countries

Overall, 21 countries classified as eitHd€s or LMICs were implementing 12different forms of the
FMpolicies as shown irFigure 2.3 Three countries, Keny&enya Ministry of Health, 2015, Sidze et
al., 2015) Bandgadesh(Khan, 2005, Nahar and Costello, 19%8)dLao PDRChankham et al., 2017,

The World Bank, 2013all LMCs) were implementingfree_maternity servicesight from antenatal

care, through delivery, to postnatal car€wo countries, Zambig@ChamaChiliba and Koch, 2014,
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ChamaChiliba and Koch, 2016, Masiye et al., 2(t) UgandgdNabyong-Orem et al., 2008)were

implementing theFM service as part of theser fee removal for primary healthcar®ne country,

Sierra LeonéKoroma et al., 2017, Valtes et al., 2016)vas implementing &ree Healthcare Initiative

(FHCI¥or both pregnant and lactating mothers anohderfives Five countries, BenifLange et al.,
2016,Ridde et al., 2012b, Witter et al., 2016, Witter et al., 20Mali (Arsenault et al., 2013, Ridde
et al., 2012b, Witter et al., 2016, Witter at., 2017) GuinegDelamou et al., 20155udanWitter et
al., 2012) and Niger(Ridde and Diarra, 2009, Ridde et al., 202@b)e implementing policies that
were touchingon the free caesarean sectioff dzR I y Q& I yp#licids weieQy&lEDZo farn part

of other policiesC2 NJ Ay & i+ yOSS {dzRI yQa FNBS /{ LRtAOE 61

free curative service for the undéivesg KA £ S b A 3 S bddgied With the fle@ consultadtion
services for the undefives One country, Burkina Fagdmeur et al., 2012, Ganaba et al., 2016,
Philibert et al., 2014, Ridde et al., 2015, Ridde et al., 2012a, Ridde et al., 2013, Ridde et al., 2012b,
Witter et al., 2016, Witter et al.,@L7)was implementingubsidy policywhere 80% of the cost was
catered for by the government and women paid 20%. In Crivgs Rtate in NigeriéEdu et al., 2017)

FM services were provided under tkest removal policy (PROJECT HOMEe in GhangdAsante,

2007, Bosu et al., 2007, Dalinjong et al., 2017, Ganle et al., 2014, Witter et al., 2007, Witter et al.,

2013) FM services were in the form &ree delivery exemption policyfwo countries, Morocco

(Bennis and De Brouwere, 2012, Boukhalfa et al., 2016, Witter et al., 2016, Witter et al.,a820ll7)

Senegal(Witter et al., 2010jmplementedFree delivery and caesarean poligyhile NepalEnsor et

al., 2017, Witter et al., 201ljmplemented aUniversal Free delive serviceincentive schemes.

Afghanistarinstituted a nationwide ban on user fees at the primary care level based on the results of

the pilot resulting three schemesfree services, community health fund and standard user fee

schemegSteinhardt et al., 201yhile Burundi implemented Bree servicéor under 33 and women
giving birth (Nimpagaritse and Bertone, 2011Pne couatry, Ethiopia(Luwei et al., 2011was

implementing astandardised list of exempted servicdhough not statd clearly in the reviewed

paper,Tanzania declared the maternal and childbirth services free at the point of use in government
facilities(Kruk et al., 2008)
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T e
e

Number of studles

- FNo studies WiFree healthcare initiative @ Free delivery excemption policy

-0 mFree caesarean policy ™ Free delivery and caesarean palicy

(™ Free maternity services M Subsidy policy = Universal Free delivery service

[= User fee removal for primary care ®8Cost-remaval policy == Free sarvice

= Standardized list of exempted services)

Figure2.3: Formsf FM policies implemented by different countii@surceMapped from the IR
2.2.1.2.Timings of initiation of the policies

The policies evaluated were introduced between 1992 and 2013 as shokigure 2.4additional

papers that were searched during the wrigirof the discussion section of this thesis revealed that
amendmentsto the Kenya FM policy was introducedfter 2013 and Burkina FaQai Ligas A O &
modified later). The policies were either implemented in phases for different countries (each targeting

a specific component of maternal care or in different regions of the country) or were fully
implemented countrywideC2 NJ SEI YLIX S5 al fAQa LRtAOed &Gl NISR o
system in 2002, followed by the full exemption of CS costs in 2005additdon of antimalarials to

the package in 200fArsenault et al., 2013, Ridde et al., 20k@b) b SLJ f Q&4 KI R tha KNBXS A"
maternal incentive scheme, reimbursement to facilities especially in poor districts, and universal
delivery schemeach implemented at a different tim@&nsor etal.,201T) ¢ KAf S b A 3ISNDRa L2
asatarget for CS and consultationschthen free NGO intervention services were trialled in different
districtsand finallyin the whole country (Ridde and Diarra, 2009, Ridde et al., 2012bp PRs and

Afghanistan policies were first piloted before being fully implemented nationvi@tlenkham et al.,

2017, Steinhardt et al., 2011, The World Bank, 20$8)ne timings were based on fulfilling election
promisessuch as in Nigeri@Edu et al., 20179nd Burundi{Nimpagaritse and Bertone, 2011)
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1992 | Bangladesh
2001 | Uganda
2002

2003 | Ghana (phase 1)
2005 | Ghana (Phase 2) Senegal
(Phase 1)

Senegal (Phase 2)

Ghana (Phase
2)

Figure2.4: Policy introduction timings (Source: Review of IR literature)

Note: Thedifferentcoloursare country specific
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2.2.1.3.Benefits package arsibrvices

Benefits package and the services include the elements of the target group, the region, implementing
facilities and fundingTable 2.3; servicesTable 2.4; and additional costs catered for in the policy
(Table 2.%. All the policies in the 2loantries reviewed were targeting pregnant women. Four of the
countries (Afghanistan, Ethiopia, Uganda, Zambia) had policies that were the whole population
inclusive, particularly focussing on primary heailre,both curative and delivery services. Thete

of the countries policies has a component that included either newloorchildren under five years
(Table 2.3. Seventeen of the countries applied their policies nationwide and others such as Zambia
(functioning in 54 Rural districts), Nigeria (in dfiecegions /States), Senegal (excluding capital
Dakar), and Bangladesh (not clearly stated in the paper). All of the policies were being implemented
in public facilities (either primary healthcare of accredited hospital) and only six touching on the
private sector facilities (either fgprofit or non-profit). Except foBangladeslt which was not clearly
stated in the reviewed papersall the other policies were funded by the government, but thirteen

were with the support of partnerélrable 2.3.

A majoity of the countries were implementing policies that cut across the continuum of maternal
care (15 covering ANC; 18 covering normal delivery; 14 covering CS; and 9 covering PNC services).
Some countries added additional incentivtbat weretouching on addional care to ameliorate the

mothers fromthe negative cost of seeking care such as consultations, complicationsalpodion

care and immunisatioriT@ble 2.4)Nearly all othe policies (eighteen) were covering hospital delivery

costs (either medical or surgical depending on the type of the policy) through reimbursement to
facilities after offering services and the cost of certain medication (fourteen). Other policies were
covering additional complementary costs such as transport to the facilities (five); onward referral (six);
laboratory tests (eight); and radiology (foufljaple 2.%. Appendix 2, part 2naps the intended FM

policy objective®f the different mliciesand their successs.All the policies had one unique purpose

in common: that 6reducing maternal mortality by promoting accessSiBAand reducing the financial

barriers linked to the utilisation of maternal servicétowever, some such gsdzRl y Qa LJl2f A 0@
introduced to ameliorate the negative effects of the user fees policies from the structural adjustment

era meant for emergency and other health servif@étter et al., 2012)Others such as Afghanistan
(Steinhardt et al., 2011) Y R [ | 2Chankhaw(ei al., 201 pplicy were implemented based on

the justification that the pilot had shown an improvement in access to health services. Interestingly
some policy formulation processes (such as Burundi) wereluctedin a rush way with unclear
objectives particularly of equity and thus led to raohievement of goals (MDG®impagaritse and

Bertone, 2011)
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Table2.3: Target groupsmplementing facilities and funder for the policies

Target group

Facilities

Afghanistan
Bangladesh
Benin
Burkina Faso
Burundi

Ethiopia

Ghana
Guinea
Kenya
Lao PDR

Mali

Morocco

Nepal

All population

Pregnantwvomen (??)
Pregnant women (who have
complications)

All pregnant women; and
newborn with complications
Pregnant women and
newborn

All population accessing
primary healthcare (including
pregnantwomen)

Pregnant women and
newborn

Pregnant women

Pregnant women
Pregnant women

Pregnant women (who have
complications)

Pregnant women and
newborn
Pregnant women (and those

have maternal complications)

Nationwide after pilot
??

Nationwide
Nationwide
Nationwide

Nationwide

Nationwide
Nationwide
Nationwide
Nationwide after pilot

Nationwide

Nationwide

Nationwide

Primary care level facilitie

Public facilities

Public and private
hospitals but not in
private forprofit clinics
Publicand private (non
profit)

Public and private (nen
profit)

Primary healthcare units
(health centres and healtt
posts)

Public and private (nen
profit)

Public facilities

Public facilities
Public facilities

Public facilities

Public facilities

Public and some private
facilitiesthat are
accredited

Funding

NGO4H10 facilities) and
Government (3 facilities)
??

Government

Government and some
Development partners
Government and
Development partners
Government

Government

Government and
Developmenpartners
Government and
Development partners
Government and
Development partners
Government and
Development partners
(Antimalarials)
Government

Government
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Niger

Nigeria

Senegal

Sierra Leone

Sudan

Tanzania

Uganda

Zambia

Target group

Pregnant women (who have
complications) and newborn
Pregnant women and
newborn

Pregnant women

Pregnant women and
newborn (Lactating mothers
with children below five)
Pregnant women (Who are
accessing CS services) and
Under fives
Pregnantwvomen and
newborn

All population accessing
primary healthcare (including
pregnant women)

All population accessing
primary healthcare (including
pregnant women)

Note: ??¢ Not clearly stated in theeviewedpaper

Facilities
Nationwide Public facilities
Facilities that are
accredited

Specific regions /States

Nationwide (Excluding Public facilities
capital Dakar)

Nationwide Publicfacilities

Nationwide Public facilities (though

not fully adapted)
Nationwide Primary healthcare units
(and some mission
hospitalsg though not
explicitly clear in the
paper)
Publc grimary healthcare
units

Nationwide

In 54 Rural districts Public pimary healthcare

units

Funding

Government and
Development partners
Government and
Development partners (Tulsi
Chanri Foundation)
Government

Government with other
support (?7?)

Government and
development partners (local
health insurances)
Government and partners
(churches)

Government

Government and
Development partners

Source: Author mapped from the IR literat(ltds plausible that some components may have been omitted because they were not apparentwethied literaturg
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Table2.4: Mapped services for tholicy

Consultation | ANC| Complication | Delivery | Complication | CS PNC
in pregnancy in labour

PNC
complication

Post
abortion
care

FP

Newborn
care

Immunisation

Afghanistan

Bangladesh
Benin

Burkina
Faso
Burundi

|
& HST
IR -

FDP DOC

Ethiopia
Ghana
Guinea
Kenya
Lao PDR

Mali
Morocco

Nepal

I poc |

External
consultation

2?2

FDP

Niger

Nigeria

Senegal

Sierra
Leone
Sudan

Tanzania
Uganda
Zambia
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Notes: DO, Direct Obstetric complication$ST¢ HysterectomyEP¢ Ectopic Pregnanc¥DP¢ Free through different policy??¢ Not clearly stated in the reviewe:

paper

SourceAuthor mapped from the IR literatu(lt is plausible that some components may have been omitted because thepateqgparent in the reviewed literatuye

Table2.5: Mapped additional costs for the policy

Transport Referral Lab tests Radiology Drugs Outpatient Hospital costs
from Home costs (medical and surgical
Afghanistan
Bangladesh Delivery
Benin Mother Mother Mother Mother Cs and other surgerie
(Hysterectomy and
EUP); tansfusion and
7 days hospitalisation
Burkina Faso Hospital cost and
medical care (mother
and newborn),
surgical carémother)
Burundi
Ethiopia Delivery
Ghana
Guinea Delivery (Normal and
CS)
Kenya Some Delivery
Lao PDR
Mali Mother Mother ?7? Obstetric Hospitalisation cost
drugs only and surgical care
(mother) (mother)
Morocco Not in the pilot All drugs Mother
Nepal Delivery
Niger
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Transport Referral Lab tests Radiology Drugs Outpatient Hospital costs

from Home costs (medical and surgical
Nigeria Some Delivery
Senegal Delivery kit
Sierra Leone For common

illnesses

Sudan
Tanzania ?? Delivery
Uganda Delivery
Zambia

Note: ?? ¢ Not clearly stated in the reviewed paper

SourceAuthor mapped from the IR literatu(lt is plausible that some components may have been omitted because they were not apparent in the reviewed)liter
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2.2.2.Positivdearnings in design and implementation

This section reports on thpositive learnings of the designs and implementation of the different

policies reviewed.
2.2.2.1.Increased wareness of the policy

In overall, the studieshowed an increased awareness of the polieor instance, study donein Lao

PDRo evaluate the level of knowledge of the mothers concerningRMgpolicy revealed that women

were aware of the policy and that the government had sensitised them enough(Ghdinkham et

al., 2017) This wadecausehis poicy was mainly built on the positive experiences from the pilot that
was funded by the Health Services Improvement Project (HSIP) mainly in two districts, and another
ongoing Health Equity Funds (HEFs) project which was targeting the poor for free dglaratiother

health servicegThe World Bank, 2013)n an evaluation of four countries policies (Benin, Burkina
Faso, Mali, and MoroccaVitter et al.,(2017)revealed that here wasincreased awareness by the

health workers on the policy guidelines
2.2.2.2.Timely reimbursements to facilities and flexibility of use of the funds

Ly I NBGASg zaff rebedlddihat hé govethient@neNEpaldvas reimbursing hospitals
the cost of fee delivery policy appropriately without any delay and was even allowing them the
flexibility of using the money based on their proposed needs. This was seen as a potential positive

incentive for the staffWitter et al., 2011)
2.2.2.3.Adequate planning for the policy

There was evidence of adequate plannifay the different policies.In the first year of the
implementation, the government of Uganda had alreadyrfatised the policy by increasingfitudget
Ffft20FGA2y F2NJ KSIFHfGKOFINB G2 nopu ! {5& LISN OF1l
(Nabyon@-Orem et al., 2008)Aside from cushioning the healthcare facilities against loss of resources

from user fees charges, it had increased the fn@ge allocation of finances to the facilities by 66%

for hospitals and 165% for health centréabyongaOrem et al (2008)in their longitudinal study of

user fees elimination in Uganda, noted that the government instituted a pull system of commodity
YIEYyF3aSYSyids ySs 3AdZARSEAYySa FT2NI 320SNYYSyd 3INI yiz
ensurethe implementation of the process was successful and efficient without affecting any service

delivery. Like Uganda grant from the Department for International Development (DfID) for the
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Zambian case was being used to purchase more drugs, provide arushthe District Health
Management Teams (DHMTSs) against loss of revenue from the user charges, monitor the progress of
the new policy besides conducting mass communicafidasiye et al., 20100On the other hand,
Burkina Faso was involved in a detailed planning process of the national delivery subsidy policy where
the government offered 80% reduced fees for complicated deliveries, CSs and neonatal care in all
public hospitals. The government used a targeted approach where normal deliveries were covered at
80% reduced feem health centresand 60% reduced fees in teatly hospitals with an additional full
exemption of cost for the indigentyVitter et al., 2016)The government through the parliament was
involved in passing and approving the policy withthers cepaying the 20% of the direct costs for
neonatal and delivery care in health centrés. Niger, he implementation process took a well
strudured top-down management approach which was effective in supporting medical evacuation,
communication of the policy, and provision of adequate incentive for the health wo(Redsle and

Diarra, 2009)

2.2.3.Gaps in the formulation and implementation

This section reports on thgaps and challenges thatiskin the formulation and implementation of

the FM policies reviewed.

2.2.3.1.Difference in design and the implementation

In overall, there was difference in theimplementation of the plannedchedule of benefits and
servicesandthe understanding of the poljc An analysis of the Senegalese policy showed that there
was a difference in the costing done thie design phasand the cost of the operations during
implementation(Witter et al., 2010) The reimbursements to facilities at the implementation phase
were more than what was costed. In essentdee differences in the costs eve attributed to
inadequate planning and allocation of resourc&he findingsare similar to the Kenyan FM policy,
where despite having a uniform circular highlighting the services under the FMS, the key informant
reported that there was a different undemtding of the policy by the different implementglisenya
Ministry of Health, 2015)in Sudan, different national stekolders had a different interpretatioaf

the package and the services covered thus what was on the paper was different to what was being
practised at different levelgWitter et al., 2012)In the evalation of the fourcountries Benin, Burkina
Faso, Mali, and Morocco) policitter et al. (2016) found out that there were no written
specifications concerning the poliapd that theeffectiveness of the pati at the public facilitiewas
undermined because there were different modifications and interpretations as there was no clear

guideline on the sameSimilarly there were no written specifications of the policy in Sudan following
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its implementationthus resultedn modifications at the facility leveltering the efficiencyf delivery

of service(Witter et al., 2012)In the transversal analysis of the six West African exemption policies,

Ridde et al. (2012b) argue that FM policiesin the countriesare fraughtwith implementation

challenges of financing, reimbursement complexities, and lack of implementationguidey’ b SLJ f Q
policy review,there were challenges such as understaffing and loss of revenues that they earned

before the policy from costharing fees; hence, resulted in the health workers charging the patients

some covert feegWitter et al., 2011)
2.2.3.2.Inadequate ranitoring and evaluation; arglipportive supervision

The evidence pointed to a weak or inadequate monitoring and evaluation, and supportive supervision.
While it is not clear from the two reports by Nalemd Costello(1998)and Kharn(2005)on the how

the government of Bangladesh coordindtie implementation of the=FMSwith the health facilities,

the auhors argud for a rectification othe payment systems, and the monitoring and evaluation by
setting official realistic payment schemes based on the assessment of the level of poverty. Of
importance is to engage the hospital administrators in the paynoemiversation because they are

the implementers of the policy at the meso levEhe evaluation of the Kenyan polisys also silent

on monitoring the aspects of quality and the supervision of the outcomes of intgt¢sts/a Ministry

of Health, 2015)A casecontrol study by Ameur et af2012)sought to evaluate the need for careful
implementation by comparing the medical expenses in two locations where the government was
providing the 80% subsidy policy witimarea where an NGO HELP was helping the patients meet the
further 20%. The study showed that the implementation gapdatbe reduced by strengthening the
monitoring system In Sudan there was a fragmented method of monitoring and evaluation as
evidenced by different health facilities keeping information on medication and drugs and not the
financial data. It was due to poor supervision on the budget at the local level with coupted hack

of transparency on the allocation of funf&itter et al., 2012)
2.2.3.3.Poor coordinatioand unpredictability in resources

There was some evidence to suggestipamordination of the implementationrad unpredictability in

resources. For example, in Senegal teémbursements were pogrparticularly for lowedevel
hospitals(Witter etal., 2010)Y Sy & | Q& LJ2He lssD& opdofly@cdrdikake®eimbursements

which needed properfunctioning with other county officials and stakeholde(Kenya Ministry of

Health, 2015) In Niger,while bonuses to the health workers were attractive, they had perverse
effectsandthereag & fF O] 2F Ay @2t @SYSyid 2F GKS O2YYdzyA (&

support of the system. Coordination of the free services was also reported as a chatlarigelarly
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in different levels of the health syste(Ridde and Diarra, 2009h Sudan, there lack of transparency
in the allocation of the funds to the facilities as the resources were bothattigtable and inadequate
(Witter et al., 2012)

2.2.3.4.Duplication of services

Some evidence suggaeshat some governments were duplicating polici€sr instance, in the initial
comprehensive review of thenplementation process of the maternity services that was done two
years after the implementation of the FM services in Kenya, it was shown that the government was
implementing two similar concepts (OBA and fixed reimbursements by the NHIF) in tandemad his
viewed as duplication, particularly in reimbursements which brought about complexity in costing the
FM approachKerya Ministry of Health, 2015)n Niger, the same implementation process was seen

as a parallel system to the previous government supported Bamako Initiative resulting in issues of
double paymentgRidde and Diarra, 2009)

2.2.4.Quality ofmaternal care

This section reports on thguality of maternal cara@ising the WHO proposed framewq(kigure 2.2
from the perspective of the managers, service providers, and uddrs.elements reported are

provision and experience of care.

2.2.4.1.Provision of care

This suksection starts by presenting analysis of data from the three areasrafigion of care
evidencebased practices for routine care and management of complications, actionable information

systems and functional referral system.

Evidencéased practices for routine care and management of complications

Eight studies reviewed had positive, evidetfiiased pratices for routine care and management of
complication with the FM PolicgBosu et al., 2007, Delamou et al., 2015, Edu et al., 2017, Kenya
Ministry of Health, 2015, Koroma et al., 2017, Sidze et al., 2015, Steinhardt et al., 2011, Vallieres et
al., 2016, Witter et al., 20163even studies had contrary evider{Ganaba et al., 2016, Koroma et al.,
2017, Lange et 2016, Sidze et al., 2015, Witter et al., 2007, Witter et al., 2016, Witter et al.,,2012)
while three showed no change after implementation of FM po{i€chamaChiliba and Koch, 20186,
Kenya Ministry of Health, 2015, Luwei et al., 2011)
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For insaince, the authors linked the policies to improved perception of QoC index by hospitals
(Steinhardt et al., 2011and mothers(Koroma et al.2017) FM policies have been linked with an
increase in the number of ANC vidijienya Ministry of Health, 2015mproved screening for vital
signs such aweight, foetal movementgKoroma et al., 2017)measurements of B@oroma et al.,
2017, Sidze et al., 201%creening ofirine and blood and maternal immunisation faetanusat ANC
(Sidze et al., 2015Equally, they were linked with increased immunisation of chil@uzdlieres et al.,
2016) and more mothers being counsellamh breastfeedingand pregnancyrelated complication
during ANC(Sidze et al., 2015Maternal complications were either identified early, referred and
hospitalised as appropriatéDelamou et al., 2015, Edu et al., 20br)declined(Kenya Ministry of
Health, 205) leading to reduced maternaeaths(Bosu et al., 2007, Kenya Ministry of Health, 2015)
Importantly, the policies are associated with a reduction in $ki#tbirths, underweight babies, and
preterm babiegKenya Ministry of Health, 2015%ignificantly, there was a reduced transmission of
HIV at birth from mother to childKenya Ministry of Health, 201,59nd some hospitals hatle best
technical quality care measured by reduced delays, low omission scores, and low fatality rates for

adverse complication@Vitter et al., 2016)

In some policies, the HCWs were poorly usirartograph(Witter et al., 2007) others were not
adheringto treatment guidelines and procedureqWitter et al.,, 2012)or were using treatment
methods perceived as not sterifgange et al., 2016¥till, others had criticadmissions in routine
procedures(Witter et al., 2016}and evenconcentratal more on complicated and surgical deliveries
than vaginal deliverie§Ganaba et al., 2016)-rom a hospital perspective, facilities were uleatn
manage emergencies such as infections;gerkmpsia, haemorrhage, anaemia, breech birth because
they lacled essential lifesaving skills and emergency equipnfotoma et al., 2017Pthers showed
increasednaternal complicationsuch asbstructed laboufSidze et al., 2018ndincreased burden

of maternal and neonatal near miss@#¥itter et al., 2016)

Luweiet al.(2011)revealecthat there wadittle significant diffeence between facilities providing free

care and facilities charging a fee on the standard parameters of quality such as the use of a partograph
to monitor labour, availability of oxytocin, managing direct obstetric complications, and the
availability of n&v-born resuscitation procedure3here wadimited evidence of better patient safety
measures and of assuring/monitoring adherence to expected care standiets/a Ministry of
Health, 2015)In Zambiaa before and after analysis of the free primary cdeenonstratedthat there

was little or insignificant difference in uptake of ANEspite thelikelihood of good qualitypf ANC
influencing the use of a health facility for delivéGhamaChiliba and Koch, 2016)
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Actionable information systems

Two studies reported onformation system(Chankham et al., 2017, Ridde and Diarra, 20Rff)de
and Diarra(2009)in their process evaluation dfM servicesn Nigerhighlighted thatthe new policy
introduced a parallel operating system to the already existing system which meant thatGhés
mainly had to provide care to different@ups of patients registered in the free program and the old
program resulting to increased workloadChankhamet al. (2017) noted that the provision of

information at the health facilities enhanced satisfaction with the quality of service provision.

Functional referral

Nine studieseviewed reported orthe element of theeferral systenrelating to FM policie@elamou

et al., 2015, Edu et al., 2017, Ganle et al., 2014, Nimpagaritse and Bertone, 2011, Ridde and Diarra,
2009, Ridde et al., 2012b, Sidze et al., 2015, The World Bank, 2013, Witter et al. SR00&% showed

that FM policies resulted in proper referral where patients were referred flower-levelto higher

level facilities (Edu et al., 2017, Sidze et al., 201)ich in turn resulted in early detection of
complication(Edu et al., 2017)Reimbursement strategies played a role in referral. For instance,
hospital reimbursement strategies that were pegged on successful referral helped to improve quality
outcomes(Witter et al., 2007) However, reimbursing hospitals based on the number and type of
deliveriesconducted resulted in some unintended consequences. Some unintended consequence
included lower facilities not referring patients for fear of losing revenue as is the case of Gtitea

et al., 2007) or HCWghoosing caesarean section over normal birth even ifvanrantedfor higher

revenues as the case in Lad3R¥The World Bank, 2013)

With regards to the implmentation of the FM policies, it was evidenced that there was uncoordinated
and unreimbursed referral strategi€d/itter et al., 2007and some faced lack of critical staff to handle
referred emergencieg¢Ganle et al., 2014)n some counties such as Guinea, there wagyaificant
decrease in unmet obstetric need after implementation of the paigyospitals were incentivised to
handle complications hence reduce referf@elamou et al., 2015)By including the transport
component to the FM policy, there was improved satisfaction outcomes and satisfaction with the
serviceqRidde et al., 2012bHowever, specific gaps in referral after policy implementation such as
inadequate or lack dfollow-up to ensure the evacuated mothersaeived care as intende@Ridde

and Diarra, 2009r in cases wheramplementation is done rapidly, there wasdisruption ofreferral

system(Nimpagaritse and Bertone, 2011)
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2.2.4.2 Experience of care

This subsection presents findings on thexgerience of caravhich highlights three main areas of
quality: cognition and effective communication, respect and preagon of dignity, and emotional

support.

Cognition and effective communication

Three studies highlighted how cognition and effective communication influenced perception or
technical elements of qualifEdu et al., 2017, Lange et al., 2016, Witter et al., 2G46)v the HCWs
communicated to the motherdetermined their perception of confidence in handling complications
(Edu et al., 2017)The studis showed thathe nurseshadnot informed motherswell about delivery
proceduresand that there wadack of proper reasadng for the procedurein cases of emergency
(Lange et al., 2016Fquallypoor communication betweerCWsand mothersnfluenced the lack of
informed consent for surgery and poor bedside mann@\¥stter et al., 2016)Besidesnurses tmk
time to decide between having to do a G6normal delivery withinconsistenigesin scheduling a CS
because of the surgeon's unavailabilftyange et al., 2016Mothers perceivedsomenegligenceby
HCWs wharovided inadequate care and support of the perinedaring vaginaldelivery(Lange et
al., 2016)

Respect and preservation of dignity

Eight studies reviewed highlighted components of respect and preservation of diguity et al.,
2017, Ganle et al., 2014, Kenya Ministry of Health, 2015, Masiye et al., 204@rgaOrem et al.,
2008, Philibert et al., 2014, Witter et al., 2007, Witter et al., 20$6)me highlighted respect conos
were harsh treatment from somédiCWs(Edu et al., 2017negative attitude towards the women
(Ganle et al., 2014, Witter et al., 2008}aff being too few, rude, ahnot available when required
(NabyongaOrem et al., 2008)andpoor interpersonal relationship between the mothers aHEWs
(Witter et al., 2016) In the same facets, the womatistrusted the knowledge, practices, skills, and
competence of the maternal healthcare providers mothieesause they werehided and scolded for
not attending ANC earlsgnd a high number of patients made it difficult to maintginivacy for the

mothers during procedureGanle et al., 2014)

However, some studies showed that HCh¥sl shown a kind attitud¢Edu et al., 2017and excellent
interpersonal skill{Kenya Ministry of Health, 201%wards preg@ant mothers Othess had little
indication to propose that staff courtesy had deteriorated after the policy chéhigsiye et al., 2010)
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or that the providerpatient interaction, nursing care, and traelivery environmentad changed
(Philibert et al., 2014)

Emotional support

Only one study reviewedaptured the elements of emotional support. The study showed that
motherswho wereexperiencing difficulty with breastfeedintad received emotional support from

their HCWSs, who provideaidequate breastfeeding counselli(8idze et al., 2015)

2.2.4.3.Theaspect that cut across both provision and experience of care

Competent, motivated human resource and essential physical resources available are two areas that
cut across both provision and experience of carbke section also presents other quality element

findings that do not fit across the eight categories.

Competent, motivated human resource

Sixteen studies reviewed highlighted the components of competency and motivation of HCWs
following the implementation of FM policigBosu et al., 2007, Chankham et al., 2017, Ganle et al.,
2014, Kenya Ministry of Health, 2015, Koroma et al., 2017, Lange et al., 2016, Masiye efal., 201
NabyongaOrem et al., 2008, Nimpagaritse and Bertone, 2011, Sidze et al., 2015, Vallieres et al., 2016,
Witter et al., 2007, Witter et al., 2016, Witter et al., 2017, Witter et al., 2011, Witter et al., 2012)
Factors that were highlighted as determinants of competency and motivation wesdunctionality

of infrastructure(Witter et al., 2012)the type of working condition@/allieres et al., 2016presence

or absence of incentives from reimbursements for serviggsoma et al., 2017, Valliéres et al., 2016,
Witter et al., 2012) transparency in the use of reimbursements bycliarges(Masiye et al., 2010)
timeliness of reimbursementgKenya Ministry of Health, 2015yeak guidance on the use of
reimbursementgKenya Ministry of Health, 2015)exibility in the use of reimbursement to reward
HCWs by hospitald_ange et al., 2018Vitter et al., 2011) and changes in workload following free
policiefGanle et al., 2014, Kenya Ministry of Health, 2015, Koroma et al., 2017, Lange et al., 2016,
Nimpagaritse and Bertone, 2011, Valliéres et al., 2016, Witter et al., 2007, Witter et al., 2016, Witter
et al., 2017, Witter et al., 201Witter et al., 2012)

The factors highlighted above resulted to increased corruption by the HCWs as a result of the loss of
incentive that came with user feg¢kange et al., 2016, Witter et al., 20X#2)poor pay(Lange et al.,
2016) difficulty in recruitmentof HCWs because of poor working conditigiallieres et al., 2016)
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unequal distribution of HCWs because of the functionality of infrastruc(Wéter et al., 2012)In
some cases where wkload increasegdthere wasreduced productivitypy the HCWWitter et al.,
2016)which saw thenspend less time with mothers as a way of coping withtilghernumbers at
the clinc (Edu et al., 2017)lhough, in others, the policy resulted in better birth outcomes and more
deliveries due to HCWSs working longer ho(B®su et al., 2007, Witter et al., 20which Witter et
al.(2017)called arefficiency gainSome HCWs perceived workloacgaseptabl§Ganaba et al., 2016)

or reasonablgWitter et al., 2017%ince nurses took aequal amount of timewith the patientslike
before the policy(Masiye et al.2010) Despite the workload changes, often the mothers and HCWs
perceived either increased waiting times resulting from the poli¢ganle et al., 2014, Sidze et al.,
2015, Witter et al., 2016, Witter et al., 201@) waiting times thatremained the saméChankham et
al., 2017, Masiye etla 2010)but were highly satisfied with the staff behavioand becauseof the
belief thatthey werededicated andworking beyond their abilitieso caterto the increase in the

workload(NabyongaOrem et al., 2008, Witter et al., 2012)

Essential physical resources available

Fifteen studies reviewed showed mixed findings on physical resources, riediead equipment
(Boukhalfa et al., 2016, Char@iliba and Koch, 2014, Chankham et al., 2017, Edu et al., 2017, Ganaba
et d., 2016, Kenya Ministry of Health, 2015, Masiye et al., 2010, Nabyoraya et al., 2008,
Nimpagaritse and Bertone, 2011, Ridde and Diarra, 2009, Ridde et al., 2012b, Sidze et al., 2015,
Steinhardt et al., 2011, Witter et al., 2016, Witter et al., 2089me of the components of physical
resources that were perceived positively by both the HCWs and patients after the FM policy
implementation werethe improved physical condition and cleanliness of hospititasiye et al.,
2010)and thehealth facility environmen{Chankham etl., 2017) In other aspects, availability of
amenities such as water and toilets in the majority of the health facil{lesya Ministry of Health,
2015) unrestricted access to latrines and more use of treated wdWitter et al., 2016)were
perceived positively. However, two studies reported that there Wk of orunstable electricity
coupled with a lack of or inadequate water facilities in the hospitals after the free &y et al.,

2017, Nabyong®rem et al., 2008)and one showed that there waw consistentevidence of an

increasen investments on things such as infrastruct@ikenya Ministry of Health, 2015)

In terms of medication and equipmenthere was a perceiveretadiness of medicine and medical
equipment after the policy implementation(Chankham et al.2017) increasein drug availability
(ChamaChiliba and Koch, 2014, Masiye et al., 2010, Naby@rga et al., 2008, Ridde and Diarra,
2009) andadequate and welbrganised supply of drugRidde and Diarra, 2009n cases Were the
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drugs were not availabl¢JCWs in Ugandsent the patients to buy them from the private clinics and
drug shopgNabyongaOrem et al., 2008)Also, in Niger, HCWgere eveneducated on using essential
generic drugs and neweatment protocok, especiallyfor malaria(Ridde and Diarra, 2009%ight
studies highlighted increased shortages of dradter the implementation of the poligBoukhalfa et

al., 2016, Edu et al.,, 2017, Ganaba et al., 2016, NabyOnga et al., 2008, Nimpagaritse and
Bertone, 2011, Ridde et al., 2012b, Sidze et al., 2015, Witter et al., 2Dad}lition to constrained
equipment and other consumablé&anaba et al., 2016, Nabyon@aem et al., 2008, Witter et al.,
2011) Despite the shortages, the interviewed HCWSs painted a rosy picture of the drug situation in
Morocco(Boukhalfa et al., 201@&nd Nepa(Witter et al., 2011)One study showed that there was no
negative impact on the availability of drugs despitereased careseeking behaviour by the patients

after removal of fes(Steinhardt et al., 2011)

Other quality elements

Four studies highlighted the role$ waditional birth attendants (TBA) as an influencer or a hinder to
the achievement of Qo(ChamaChiliba and Koch, 2014, Edu et al., 2017, Ganle et al., 2014, Vallieres
et al., 2016) Two studiesshowedthat the choice to be attended to by TBrather than skilled
personnel in the health facilifyparticularly in the rural areas could not be adjusted by the changes in
the cost of deliverf{ChamaChiliba and Koch, 2014, Vallieres et al., 20T8enegative experiences

of delivery under the new policy were pushing the mothersf®AgGanle et al., 2014Dne study
showed that some mothers chose to deliver in health centres rather than through TBAs because of

the poorQoCthat was received in a previous pregnancy conducted by TB#set al., 2017)

2.2.5.Cost elements of FM policies

This section reports on thelements of cost of maternal cafeom the perspectiveof the managers,

service providers, and usetwrough thematic analysis.

2.2.5.1.0utof-pocket (OOP) expenditures

Twentythree of the reviewed studies showed that households in different countries still bear the
burden of OOP expenditure despite the implementatidri-M policiegAmeur et al., 2012, Arsenault

et al., 2013, Bennis and De Brouwere, 2012, Boukhalfa et al., 2016, CHaliba and Koch, 2016,
Chankham et al., 2017, Delamou et al., 2015, Edu et al., 2017, Ganaba et al. 201 @005, Kruk

et al., 2008, Lange et al., 2016, Luwei et al., 2011, Masiye et al., 2010, Nahar and Costello, 1998,
Nimpagaritse and Bertone, 2011, Ravit et al., 2015, Ridde et al., 2015, Ridde et al., 2013, Valliéres et
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al., 2016, Witter et al., 2016, W&r et al., 2010, Witter et al., 2011, Witter et al., 2013pmeof the

costs families are bearing include fo@knnis and De Brouwere, 2012, Boukhalfa et al., 2016, Ghama
Chiliba and Koch, 2016, Khan, 2005, Nahar and Costello, 1998, Ravit et al., 2015, Witt20&t al.,
Witter et al., 2012)drugs and other medical suppliésrsenault et al., 2013, Boukhalfa et al., 2016,
Chankham et al., 2017, Khan, 2005, Kruk et al., 2008, Lange et al., 2016, Luwei et al., 2011, Nahar and
Costello, 1998, Ravit et al., 2015, Ridde et al., 2013, Valliéres et al., 2016, Witter et al., 2016, Witter et
al., 2010) laboratory and other diagnostic tes{ghan, 2005, Kruk et al., 2008, Nahar and Costello,
1998, Witter et al., 2011)odging oraccommodation of the mothers or their accompanying relatives
(ChamaChiliba and Koch, 2016, Kruk et al., 2008, Witter et al., 2016, Witter et al.,, 2€d@port
(Arsenault et al., 2013, Bennis and De Brouwere, 2012, Edu et al., 2017, Khan, 2005, Kruk et al., 2008,
Nahar and Costello, 1998, Ravit et al.120Valliéres et al., 2016, Witter et al., 2016, Witter et al.,
2010)either because it was not part of the policy or was part but caused significant burden, blood
transfusiongLangeet al., 2016, Ravit et al., 2015, Witter et al., 20M9und cleaningLange et al.,

2016, Witter et al., 2011and other complicatins (Witter et al., 2010) Other causes of OOP were
referral (Bennis and De Brouwere, 201Bsuance of a child with a birth certific{®idde et al., 2013)

a family certificate to be able to access the free servitémpagaritse and Bertone, 201 Xare of
new-born (Lange et al., 2016, Witter et al., 2018)jring nurse aidNahar and Costello, 199&nd

hospital admission feéKhan, 2005)One study estimated the opportunity cost fofr temporarily

ceasing work as a result of hospitalisat{@gnnis and De Brouwere, 2012)

The OOP paid by the households differed based on type and complexity of déBeekhalfa et al.,
2016, Luwei et al., 2011, Nahar and Costello, 1998, Ravit et al., 2015, Witter et al,, t2p0 0¥
hospital(Bennis and De Brouwere, 2012, Ganaba et al., 2@ll€&pance to the hospitglArsenault et
al., 2013) area or residence whether rural or urb@Ravit et al., 2015jncome levehnd educéon
(Khan 2005, Nahar and Costello, 1998hd the ype of intervieweg(if HCW or patienfs(Ameur et
al., 2012, Ridde et al., 2013, Ridde et al., 20180y instance, mothers who underwent CS and
complicateddelivery had more OOP than those who had a normal delivery or assiste@Bmnrikhalfa

et al., 2016, Luwei et al., 20118Iso the average cost of giving birth was lower in the district hospital
than the regional hospital as regional hospitals were specialised hosf@alsaba et al., 2016)
Mothers who were livingcloser to thehealth facility were payingless OOP than those living far
(Arsenault et al., 2013andwomen in rural areas spent mofRavit et al., 2015)n Bangladest21%

of interviewed familiegevealed that they were spending more than half their monthly income on
maternal care, while 27% reported spending limes the incomgNahar and Costello, 1998)Iso,
couples with better income and education were more willing to pay OOP expendNiaiear and

Costello, 1998) There has been differing opinion between the amts and causes of OOP
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expenditure between the HCWs and patiefffameur et al., 2012, Ridde et al., 2013, Ridde et al.,
2012b)with the patients overstating the cost and HCW indicgtthatlack of the essential materials

was due to implementation gap of the policy which created the shortégeseur et al., 2012)
2.2.5.2.Catastrophic expenditure

Five studies highlighted the element of catastrophic expendi@menault et al., 2013, Dalinjong et
al., 2017, Ganle et al., 2014, The World Bank, 2013, Witter et al.,.2D4@strophic expenditure is
the consequence of suffering the burden of disease by households Wh@$spending in healthcare

is more than a certain threshold of househaddome(Ekman, 2007, Li et al., 201B)ighlighteccause

of catastrophic expenditure waxpensivelengthy drug therapies requirggiarticularly foreclampsia

and postpartum infections(Arsenault et al., 2013emergency blood transfusiofi\rsenault et al.,
2013, Dalinjong et al., 201, 7hospitalisation costconsultation, lab testtransport, meals during
inpatient visit(Dalinjong et al., 201 @nd othercost related to the policynaking kealthcare spending
more expensive than the foo@Vitter et al., 2012) Others were thgrohibitive cost of travelling to

the health care facility to seek free treatment or for free birth was making them choose to self
medicate over the visitGanle et al., 2014Yhe World Bank2013)showed thathe mode of delivery
determined OOP spending in childbirth (whether vaginal or CS), choice of institution (whether public

or private),cultural practicesand levelof the health facility
2.2.5.3.The financial effect of the policy on facilities

Nine studies highlighted the financial effects free policies had on the faci{ibamaChiliba and
Koch, 2016, Dalinjong et al., 2017, Ensor et al., 2017, The World Bank, 2013, Witter et al., 2007, Witter
et al., 2016, Witter et al., 2011, Witter et al., 201Pue to funding differences, facilities inokbcco

had aconsiderable increase of healthcare budget to support the implementation of the free caesarean
policy (Witter et al., 2016)while in Sudan facilities were facing a shortfall in fundingarticularly
remote ones(Witter et al., 2012) Different reimbursement strategies incentivised the facilities
differently. For instance, Zambian facilities fa¢egher ANC uptakelue to reduced directosts that

the patients used to face before the policy, and thieported that their income that they had been
using to incentivise TBAs, hing cleaning agents, and food for inpatiertiad beenreduced by the
policy (ChamaChilita and Koch, 2016The reimbursement rates of theew maternal policyn Lao
PDRresulted ina marginal decrease in revenue for every delivery for their hosgitdls World Bank,
2013) However, a future increase in demand for delivery would increase revenue for the hospital.
9ljdz £t f &3 ¢ K ayfreBnbupsé&dLbledltOfacilitied2a higher amount for CS, there was no

perverse incentivéor the hospitals to choose CS over normal deli&nysor et al., 2017)
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Health facilitiesin Ghana reporte@xperiencing delayed reimbursement of fungant for the free
services andverethus, faced with inadequatsuppliesand higher OOP for patien(®alinjong et al.,
2017) Equally, there was a disproportionate reimbursement to facilities based on regions, and
complexitiesof deliveriegWitter et al., 2007)Also, the difference in imbursements was caused by
some regions billing based on materials used rather than the government fixed rates while others
were structuring their reimbursement plans to cater for things like training of the T®/#Kter et al.,
2007) Facilities reported that they had lost incomes from petty sales to woétter et al., 2007)
Despite the policy in Ethiopia, some facilitiesreveequeding patients to pay for normal delivery or
buy birth-related suppliesand otherswere performing emergency delivegnly when there were
advanced payments madéuwei et al., 2011)n Nepalfacilities received adequate money to cover
the cost of essential servicasd evenhad a surplus which they were usit@yincentivie their staff

for excellent peformance and also improving the outlook of the hospit@létter et al., 2011)

2.2.5.4.Informal payments or tips

The review had mixed findings on informal paymeintsn eight studiedBennis and De Brouwere,

2012, Boukhalfa et al., 2016, Edu et al., 2017, Khan, 2005, Lange et al., 2016, Masiye et al., 2010,
Vallieres et al., 2016, Witter et al., 201Beasons commonly identified fotip and informal payment

were toget favours and preferential treatmerfWitter et al., 2016)for performing routine activities

such as pushing the patient's trolley to and from the labour/operation rdmnsecurity guards, and

for HCWs to shave patientefore delivery/surgery, gaithemenemasandget favours such as having

a bucketof hot water(Khan, 2005)In other cases, especialily hospitalsthat hadscarce resources
patientstipped the HCWs to skip longaiting queuegVallieres et al., 2016Dther payments were

either overtly or covertlyaskedfrom patientsby HCWswithout giving clear reason@d.ange et al.,

2016) In othercases, it was not linked to the actual cdBennis and De Brouwere, 2012, Boukhalfa

et al., 2016and in others, iexisted in the form of under the table chargd@u et al., 2017)

2.2.5.5.Survival tactics

Eight studies highlighted the survival tactics that families were adapting to meet thg/ Q&dhault

etal., 2013, Bennis and De Brouwere, 2012, Dalinjong et al., Raan, 2005, Kruk et al., 2008, Nahar
and Costello, 1998, Witter et al., 2016, Witter et al., 2012)me of the methods included using
savinggDalinjong et al., 2017, Witter et al., 2016, Witter et al., 20&2gking help from other family
members(Khan, 2005, Nahar and Costello, 1998, Witter et al., 20@8)douts and loafrom money
lenders(Bennis and De Brouwere, 2012, Khan, 2005, Nahar and Costello, 1998, Witter et al., 2012)

selingboth household and personal stuff suchcaspets, chickerjewellery(Bennis and De Brouwere,
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2012, Dalinjong et al., 2017, Khan, 2005, Kruk et al., 2008, Nahar and CostelloBE3a#)s, some
were selling livestockDalinjong et al., 2017, Khan, 2005, Nahar and Costello, 18®&)ssoldland,
asked foran advance fom employers, dug into their business capithd soldrice or food(Khan,
2005, Nahar and Costello, 1998y as is in Mali, souglsupport from the relatives living abroad and
whilethe poor borrovwedfrom friends and relativefArsenault et al., 2013, Kruk et al., 2008, Witter et
al., 2012) In Tanzania mothersdecided to cut down on their spendir{¢glruk et al., 2008)vhile in
Sudansomefamilieschosenot to receive care at alivhich was even more detrimental to their lives
(Witter et al., 2012)

2.2.5.6.Equity concerns from FM policies

Eleven studies showed that despite the policies being free or were subsidised to mothers, there was
a difference in the benefits received based on wealth categdAeseur et al., 2012, Arsenault et al.,
2013, Asante2007, Ganaba et al., 2016, Ganle et al., 2014, Khan, 2005, Philibert et al., 2014, Ridde et
al., 2012a, The World Bank, 2013, Witter et al., 2007, Witter et al., 201&) studies showed a
difference in access to normal or emergency d@anaba et al., 2016)ewel of exemption, whether

fully or partially(Ameur et al., 2012, Riddet al., 2012g)selection of type of facility, whether private

or public(Witter et al., 2016)and effects and amounts of OOPs on maternal ¢Arsenault et al.,

2013, Asante, 2007, The World Bank, 2013, Witter et al., 2083@d on wealth quantiles of the
mothers.Famlies inrural areas inBangladeshfor instancehad more difficulty paying the extra cost

than urban household@&han, 2005)Equal, the satisfaction level with provision of services differed

based on wealth level with poor women beingre satisfiedPhilibert et al., 2014)

2.2.5.7.0verall expenditure of the policy and sustainability

Only four studies highlighted concepts of the overall expenditure of the p(Hieyaba et al., 2016,
Witter et al.,2016, Witter et al., 2010, Witter et al., 2018l the four studies showed that tHands
allocated for theFM policiesvere adequately covering the cost of the essential serviSese of the
policies were implemented in phases as a strat@ggnsuring sustainability. Additionally, the policies
reviewed were financed domestically and were potentially sustainable, mainly if they were

implemented thoroughlfWitter et al., 2016)

2.3.Limitation of the review

The review entailed only descriptive analysis; hence, alternate methods such asnayais was not

appropriatedue to pdicy interventions, multiple outcomes, and the heterogeneity of studies. Given
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the heterogeneity of designs in the studies, elements of formulation and implementation of the policy
were scarcely presented in the papers reviewed; thus, a detailed anafyhis o elements may be
missing some imperative components. Few papers looked at FM policies in their entirety (from
formulation to implementation, to effects and impacts). Details on the formulation and
implementation may be available on the papers teatirely focus on the two elementnd do not
necessarilyook & the quality and the cost of services. | reviewed all studies without prior limitations
of dates till 2018, the studies that were published after 2018 may have shown some significant
changedo the individual policies. However, | used them to focus the discussion of results as nothing
significantly new was brought up on the formulatiand implementationof the FM policiesand
quality and cost of maternal care. The focus of the review wasafure best the discourse of
initiation of UHC and gaps in the literature; thus, some of the FM policies may have changed in design
after the review date Also, given thalifferences in the mapped content of the policies based on
reviewed paperdt isplausible that some components may have been omitted because they were not

apparent in the reviewed literatu.
2.4.Gaps irthe literature

Given the limitations, the gaps in the literature that this IR highlighted, and that would be utilised to
reviewcurrenty Sy 8 Qa Ca L2t A0é Ay GKAa (KSaia 6SNB

1. What's the appropriate way to comprehensively review FM policy in its entirety (from
formulation to implementation, to effects and impacts)?
2. Howwasthe FMpolicy formulated and what were the processes involved?

3. Whatwerethe policy implementation challenges under each of the policy funsfon

»

How do governments address the challenges and do facilities and HCWs adapt to the
challenges usin§LBnechanisms?

5. What is the impacbf the policyon the HCWs, staff, and fatidis?

6. What is the impact of the policy on tlexperience of the women?

7. How hathe policy addressed the burden of quality outcomes?

8. How much OOP payments do families pay for the FM policy services?

9. How do marginal costs and benefits of the policies compaadternatives?

10. How sustainable are the policies?
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2.5.Chapter summary

This chapter has presented the IR of literature. The first part of the review has highlighted several
approaches of FM policy that are being implemented in different countries and has shown
components of the formulation of the policy and the implementatg@aps. However, from the review,

there is a gap in identifying the actual policy formulation processes, actors, the context and the
detailed content for which this thesis seeks to build on, albeit for the Kenyan FM policyeviée

has also shown the glity of maternal and cost issues that arise from the FM. | have argued that from

the literature, the element of provision and experience of quality elements vary based on the
AYLE SYSy (Gl A2y LI GOISNYya 27 DiutdDiKungd if heks8mekollR A FA R dzl
apply tothe OdzNNBy i YSyeéel Qa LRt A0& airAyoOS y2 aiddzRRe KI a
policy with a focus to quality. Equally, the review has shown that the cost elements (OOP, catastrophic
expenditure and equity issugare dependent on the design and implementation of the policy itself.

Given this consideration, it would be imperative to note if and by how much do the beneficiaries of

the Kenyan FM policy make OOP payments and how does it affect the houseBuoleis] while

there is evidence on the quality and cost implications of the policy, there is little evidence of studies

that have done a detailed analysis of the FM policies in their entirety (formulation, implementation,

and finally focusing on the effects ofiglity and costs)This shows that it is difficult to achieve this

objective without a mix of multiple approaches under one study.

The next chapter highlights the underlying methodology for which this thesis is anchored and the

rationale for the utility of mixed methods approach in addressing the research questions.
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Chapter 3t Methodology and methods

This chapter outlines the methodology, which is 'a theory of how [the] inquiry should proceed,
(Schwandt, 2007, p1938nd the methodswhich are'tools employed by theesearcher to investigate

a problem’'(Bazeley, 2013, p8)rhe methodology section outlines the use of mixed methods as a
suitable approach to tackling the research questigualditionally, itemphasses the philosophical
approach utilised in the study and justifies why pragisra was chosen to underpin the use of mixed
methods within the case study. The subsequent section outlines the methods for data collection,
management and analysis. The chapter concludes by highlighting approaches of objectivity, validity

and reliability,and the role of the researcher.
3.1. Asuitablemethodological approach to answering the research question

From the onset, tts PhD project set out to evaluate thepolicy processegformulation and
implementation)of the FM policyin Kenya, its effects and impamt the quality and costf maternal
care. With a methodological gap in the analysis of peligglementation research, researchers have
taken multifaceted approaches to examine the processes of policy success or féidds et al.,
2020) Since policymplementationsciencanvolves not only analysof the implementation, but also
the process of the interventions, implementation fitg] and the interaction of the actors and
contexts(Moore et al., 2015, Patton, 20Q8j} utilises both the qualitative and quantitative data
bring out thetrue picture of the FM policy implementatidiiRidde et al., 2020)

Traditionally scienific research has been characterised by a dichotomous paradigm split between
naturalists or interpretivist mostly qualitativeg and positivist often quantitativeAcknowledginghat

naive positivisnandrelativismhave gapgpolicy evaluationsespecially irhealth sciencesdraw from

dual perspectivesof constructivism and pogtositivism,and have been marred withncongruous
results. In so doing, bbka pragmatic epistemologicédection 3.3approachwhich asserts that it is
possible to distinguish between true or false beliefs based on an dgextiterion. Pragmatic enquiry
involves taking a practical approach to a problem by finding a practical solution using a mix of methods
that would enhance reaching a certain level of interpretationid gb through a transparent and
reflexive approactand, the choice allowed for interaction between different components within the
research questions. Borrowing from the proponents of the complex intervention of policy models,
many components of the policy interact within a complex cultural context. Faanos, from this FM

policy intervention, there are mangroups or organisatian involved in the policy. Alsearialde
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datasetsand findings are envisage8 & LJS OA | f fd#ficufy db¥havioérSreqiired by those

delivering or receiving the intervéion or involved in the phenomendiCraig et al., 2008, p7)
3.2.Mixed method approach

Mixed method approach is a rich technique of investigation in social science. It is preferred when
NBaSINOKSNAR ¢glFyid G2 WFRR YWSIyM2/y3a 2 Fi 2R Wyl dzYLO2SANWEIOA
LA Ol dzNB & = I(JghRsonyahd\NOwivuedbuis, 2aD4, pZihis section will discuss the mixed

method appro&h as the overarching foundation of this work and demonstrate why it is suitable for
answering the research question. The discussion will follow the six fundamental issues of mixed
method approach as proposed by Teddlie and Tashak®00i3) definition, use, philosophical basis,

design consideration, inference, and logistics.
3.2.1.What is mixednethods research?
Following a review of 19 different definitiorsmixedmethod is defined as:

Y Xtype of researchin which a researcher or team of researchers combines elements of
gualitative and quantitative research approaches (e.g. use of qualitative and quantitative
viewpoints, data collection, analysis, inference techniques) for the broad purpose of breadth and

depth of understanding and corroborati@n(Johnson et al., 2007, p123)

Therefore, utilising both qualitative and quatatiive approaches in a study forms the foundation for

mixed methods.
3.2.2.Why conduct mixedhethod research?

HesseBiber (2010, pp36), following the work of Greene et g11989), summed up five; potentially

overlappingg reasons for conducting mixed methods as follows:

1. Triangulation:Establishing a convergence of data collected to bufdthe credibility of
research findings

2. Complementarity: Utilising findings from oneresearch method (say, quantitative or
gualitative) to clarify results from the other method

3. DevelopmentUtilising findings from one method (say, quantitative or qualitative) to inform

or develop the other method
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4. Initiation: Utilising different methods o building up a new study or perspective from
contradictory findings, and that raises further questions.
5. ExpansionUtilising different research methods from a different component of research to

expand the breadth and inquiry range.

There are varied reasons and justifications for the use of mixed methods; all of which are dependent
on the researcher's theoretical perspectives and values, position, and aims of the study. Many
protagonists of mixed methods have argued that the appro@achetter suited to answer complex
guestions that single methods either qualitative or quantitative¢ cannot address conclusively
(Tashakkori and Teddlie, 2003tqually, the approach broadens understandiigesides, the
methods elucidate better inferences on account of the divergent views that are incorpoidtedn-
Ellisand colleague$2006)outlined five distinct purposes of conducting a mixedthod study. One,

to strengthen the accuracy and the level of confidence of researchnfindwo, creating new
knowledge by synthesising results from different approaches; three, constructing multiple
phenomena by hearing multiple voices; four, rationally implementing a theoretical framework; and
five, reflecting the difficulty and multidimesional ontology that make a phenomenon. Contrarily,
while some antagonists of mixed methods agree that it broadens the understanding of concepts, they

argue that it does so only to fit the researcher's objectives when reqijivienise, 2003)

Contemporarily, there is a diverse usemixed methods. Brymaf2006) pointed out 18 possible
reasons, and key among them is complementarity as has also been identifideisigBiber (2010,

pp3-6) above. The results of mixed methods may not be necessarily obvious but could be
unpredictable as the study progress@ryman, 2006)Whereas in practice, it may not be straight
FT2NBIFNR (2 F2f{t2¢ GKS WNRAIAR a0OKSYSQ 2F YAESR
the reasons from the onset of the study. The multiple reasons espobgatifferent authors may

apply to different studies and could be used to fortify methods and results. All in all, careful not to be
caught up in ontological debates, it is imperative to clarify that the use of mixed methods in this

particular thesis is ggropriate in answering the objectives at hand
3.3.Philosophical approach: Pragmatism

This section begins by exploring the world view (paradigm) that overarch the research process. It then
discusses pragmatism and shows why it is best suited to answer thercbsguestion concerning the
mixedmethod approach. The section concludes by providing inferences and logistics of conducting

mixed methods.
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3.3.1.Personal standpoint

I LI NFYRAIY A& | oFGOK 2F LINRPLRAAGAZ2YyA GKiI G | NB
O2KSNBy (i  ¢BankyR @3S spo)Paradigm forms the foundation for exploring
methodological principlefLincoln, 201@ dzy RSNE Gl yRAY 3 2y (G2t 238 6 Wyl {dz
inhabit), and epistemolog(the knowledge of reality)Bazeley, 2013, p19These knowledge claims

(Creswell and Creswell, 2018y mental models(Greene, 2007)guide researchers on what is
considered reasonabldegitimate, and appropriate in the research process; and illuminates the
assumptions essential for the discussion of truth or reality. Paradigm, as is often used, describe a set

of shared beliefs, literature and traditions amongst a community of reseasclbich gives the basis

for framing investigative questions within the commun(tylorgan, 2007) Essentially, a paradigm

explains what the researcher thinkknowledge, and the source of it: the standpoint. There has been

an ongoing debate about paradigms positing two broad approaches: relativism (although
fundamentally different, is used interchangeably with perspectivism, constructivism, interpretivism,

or anti-foundationalism) and positivism (synonymous with empiricism, objectivism, or universalism)

(Clark et al., 2008)

Often, researchers appljhém solely. On the one hand, the quantitative paradigm encompasses
empirical research with aassunption that there is somesocialtruth derived fromevidence,and
objectivity with independence between the investigator and concept being investigated. Using
positivist research solely misses the opportunity to develop research technigues that could potentially
espouse new knowledge or utilisation of a wider set of choices available to reseaidloegan, 1983,
p392) On the other hand, research from the qualitative paradigrbased on constructivisnq
assumes that reality is socially constructdenzin and Lincoln, 2011)r the interpretivism that

assumes thatruth isless static andubjective based on social contd®ryman, 2008)

Amidst the 'paradigm wars' arose pragmatism, to encapsulate the strengths of both extremes and
make a bettettesting tool. A 'constellation' of the two paradigms is useful in providing a multifaceted
view of a phenomenotiMoran-Ellis et al., 2006, pl6Besides, the pragmatic philosophy contends
that knowledge, science, and beliefs are best viewed from a practigh @nd 'emphasises practical
application of ideas by acting on them to actually test them in human experieffaggah, 2016, p79)

A standpoint helps the researcher to mediate the wars from the protracted debate of the value of
science; and provides a framework that encapsulates the diversity of scientific enquiry without
WO2YIWNMRY 3 S LI & ((\Eyey, P003A p26) SsTaNwkafitcade professional, pragmatism

resonates with my standpoint based on the combination of my experience®ing in maternal
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and neonatal care space, which encapsulate translating policy to practice based on 'reality’ on the
ground, and the policy experience of conceptualising policy from evidence. The work is in
understanding how the two interlinks to prodealesirable policy outcomes. Using the framework

adapted fromCrotty (1998) Table 3.1summarises the theoretical approach for this study

Table3.1: Philosophical underpinning

Aspect Definition Utilised in this study
Paradigm worldview Beliefs including axiology, Pragmatist worldview
ontology, epistemology
Theoretical lens Stances Social science theories
Methodological approach Research design Mixed methods
{J Methods of data collection Techniques Interviews and secondary datg

Source: Author
3.3.2.Rise ofmixed methods approach

Thedifferent methodological approaches utilisedbehavioural and social sciencanbe traced back

to as early as one hundred years aanwuegbuzie and Leech, 2005, p26®)review of these
different methodological approaches with their philosophical underpinnings is useful in
understanding the origin of mixeghethod approaches. At thaitial phaseof the epistemological
stancesthat ended in the late 19 century, positiism was the most dominant and its tenets were
hinged on objectivism, hypothesikiven quantitative methods. However, the onset of the 20th
century saw positivism challenged and overturned by interpretivist/constructivist stances, which had
its basis on dnjectivism, inductivity and use of emerging qualitative metholise third phase was
characterised withthe emergence of these new ideaPBositivism was transformed into post
positivism a compromise between qualitative and quantitative paradigm, basetheragreement

that it was impossible to attain true objectivity. New qualitative approaches and philosophies of
postmodernism angbost-structuralism then emerged triggering a debate between its adherents and
those of quantitative approaches; infgaradigmwarCue to incompatibility of their methodologies

WA Yy O2 YLI {iviuGpuzie KRl d aedhQ2005, p27®qually, the paradigm debates were
characterised by the distinct divide between qualitative and quantitative approagBage, 189,

Smith and Heshusius, 1986)

The history of methodological approaches as postulate®®hwuegbuzie and Lee¢R005)above,
which characterises the two approaches as distinct entities, is problematic because; one, the

distinction between qualitative and quantitative is often overstated; and two, qualitative inquiry is

52



composed of many traditions; three, théassification ofnodllJ2 a A G A GA &G 62N | & Wl dzt
place the many researchers with a divergent world view in the same domain under one banner
(Giddings, 2006) Rather, Onwuegbuzie (2000) argue that research approaches fall on an
epidemiological continuum with quantitative (pepbsitivist) and qualitative (constructivists) on
SAGKSNI SYRE FyR 2yfé WLHNAadGaQ Oy LXLFOS GKSya:
acknowledge, folloimg into Johnson antl ¥ ¢ dzS 3 6(2207)a@rent that the positions of the

G2 I LILINERI OKSa A y-ifdiakeSot Oetryas suggtedzabiova. Yherdfdid taking into
consideration the two distinct traditional approaches: qualitative and quantitative, and following into
WSAYKEFENRGO I (1879)theirdigfidition ahcdisfinction can be summarised as folloTeb(e

3.2). Itis pegged on the debate that qualitative paradigm is concerned with ‘words and narrative' such

as those obtained from focusra@up discussion (FGD) and-dapth interview (IDI), and that
guantitative paradigm is concerned with 'numbers and statistics' such as structured survey questions

obtained from closednded questiongGiddings and Grant, 2007, p9)

Table3.2: Characteristics of the qualitative and quantitative methods

Quantitative inquiry

Qualitative inquiry

Advocates the use of quantitative methods

Advocates the use of qualitative methods

Positivism/ post-positivism

Interpretivism/ constructivism

Obtrusive and controlled measurement

Naturalistic and uncontrolled observation

Objective

Subjective

Removed from the data: the ‘outsider perspective’

Close to the data: the ‘insider perspective’

Ungrounded, verification-oriented, confirmatory,
reductionist, inferential, and hypothetico-deductive

Grounded, discovery oriented, exploratory,
expansionist, descriptive and inductive

Outcome-oriented

Process-oriented

Reliable; ‘hard,’ and replicable data

Valid; ‘real’ and ‘deep’ data

Generalisable; multiple case studies

Ungeneralisable: single case studies

Particularistic

Holistic

Assumes a stable reality

Assumes a dynamic reality

Source: Adapted frofurt (2010, p77)

Also, Teddlie andTashakkor(2003)review the schools of thoughts around the paradigm debates,
whose basic canons are the commensurability of the qualitative and quantitative approaches as

summarised imMable 3.3
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Tabk 3.3: Schools of thought around the paradigm debate

Stance Argument

Paradigmatic

Research should work without considering the epistemological,

stance methodological, and the broader metaphysical discourse.

Incompatibility There is a fundamental difference in the quantitative and qualitative

thesis approaches; hence, they cannot be mixed.

Complementary It is agreeable to mix research methods as longeasarchers retain
strength thesis assumptions from each method, and only use the other methods to

triangulate the results.

Single paradigm A suggestion of a single paradigm and philosophical underpinning to

thesis define a mixeemethod approach

Dialectic stance

Exploing the disagreement that arises from mixatethod research

Multiple - Linking different approaches based on the study conduct and researc
paradigm stance design, rather than the traditional epistemological underpinning and tl

methodological variation

Source: Author constructed from a review of literature Bad (2010, pp79B2)

In overall,the distinction of the approaches is outlined based on epistemology, research purpose,
NBaSI NOK | LILINE I OK X (FilesfoRe, 198 pPSsitiNsO WoBdviBwg qubldithtiGe
approachesg are overall characterised by cauaad-effect (determinism) thinking; reductionism

(focusing of specific variables to interrelate); measuremafnvariable and empirical observations;
continually refining tested theories (theory verification). Constructivism worldviegualitative
approachesg are characterised by understanding the meaningagbhenomenon formed from

participants subjective viesvthat are gained through social interactions. They are mainly focused on
ASYSNI GAy3d GKS2NASE® ¢NIyaFT2NYI GADBS | LILINRIF OKSa |
2F KdzYI;y KEBRIBTEIRIF AAAS SYI yOA LN (A Yy Boughebabotative NBEA Y I §
approachegCreswell and Clark, 2017, p3Table 3.4ummarises world view and implications of the

practice of the approachesleading to the discussion of the emergence of mixed methods

Furthermore, borrowing from the proponentsf multiple paradigm stance#, is imperative to link
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different approaches based on the study conduct and research design, rather than the traditional

epistemological underpinning and the methodological variation.

Table3.4: Elements of paradigms and implication for practice

Basic Beliefs

Post positivism

Constructivism

Transformative

Pragmatic

Axiology (nature of
ethical behavior)

Ontology (nature of
reality)

Epistemology
(nature of
knowledge; relation
between the knower
and would-be
known)

Methodology
(approach to
systematic inquiry)

| Objectivity is

Quantitative

Respect privacy;
informed consent;
minimize harm
(beneficence);
justice/equal
opportunity

One reality, knowable ‘
with a specified level
of probability

important; the
researcher
manipulates and
observes in a
dispassionate,
objective manner

(primarily);
interventionist;
decontextualized

| Balanced

representation of
views; raise
participants’
awareness;
community rapport

Multiple, socially
constructed realities

' Interactive link

between the
researcher and
participants; values
are made explicit;
created findings

Qualitative (primarily);

hermeneutical;
dialectical; contextual
factors are described

Respect for cultural norm;
beneficence is defined in
terms of the promotion of
human rights and increase in
social justice; reciprocity

Rejects cultural relativism;

recorgnises that various
versions of reality are based on
social positioning; conscious
recognition of consequences
of privileging versions of
reality

Interactive link between

researcher and participants;
knowledge is socially and
historically situated ; need to
address issues of power and
trust

Qualitative (dialogic), but

quantitative and mixed
methods can be used;
contextual and historical
factors are described ,
especially as they relate to
oppression

Gain knowledge in
pursuit of desired ends
as influenced by the
researcher’s values and
politics

Asserts that there is a

single reality and that
all individuals have
their own unique
interpretation of reality

Relationships in

research are
determined by what
the researcher deems
as appropriate to that
particular study

Match methods to

specific questions and
purposes of research;
mixed methods can be
as researcher works
back and forth between
various approaches

Source: Adapted frorfMertens, 2018, p15)

3.3.3.Thepragmatic approach and utility ofixed methods research

3.3.3.1.Pragmatic approach

Whereas philosophers coined classical pragmatism in the late nineteadthaxly twentieth century
(Giddings, 2006)there is no one definition which can be offered. Nonetheless, its key tenet is the
attachment of the principles to practical consequendgsherryholmes, 199. The pragmatic
approach is determined by the anticipated consequences which guide the questions to be asked and
how they are aske{Morgan, 2007)Axblogically, pragmatists, pursue objectives based on the context
(political, historical, and social) in which an event occurs and the researcher's (diertsns, 2018,

p15). Hence, the answers to the objectives may vary based on the time of occurrence. Ontologically,

pragmatists affirm that there exists a single reality for which each individual has his/her unique
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interpretation. Epistemologically, pragmatists argue that sesters determine the relationships in

studies based on what they deem as appropri@@eeswell and Clark, 201¥ertens, 2018)Finally,

pragmatists acknowledge the imperativeness of matching different methods to the purpose and
specific research questions, by working the back and forth of various appro@ideetens, 2018)
SubsequentlyTashakkori and Teddli@003a)posit tha pragmatism is applied and practical. The
pragmatic approach focusses on the consequences of actions and research, emphasises the on the
guestion asked in lieu of the method (problerentred), and on the use of mixed methods of data

collection to inform he objective of the studyCreswell and Clark, 2017, pp3®8) Therefore, it is

LI dzNJ f AAGA O YR 3N OA G 4N (R sl(diedvnl andeSialk, 2013 2 NJ 4 Q
p37).

New strands of pragmatic approaches have emerged frdma tworks of Rorty (1980) and
Cherryholmes(1992, 1994) For instance epistemological pragmatisnargues that knowledge is
generated by the thinking procesather than a set of rules. On the other hamdigta-methodological
pragmatismconforms to the ideologies of utilising the concepts and principles of pragmatism to
evaluate research methodolodgaert, 2004, Maxcy, 20Q3yioreover,methodologcal pragmatism

can be the use of pragmatic concepts to guide the choice of research methods, or pragmatism being
a broader inquiry method by itselfTeddlie and Tashakkori, 2003l in all, he approaches

acknowledge that a researcher is situated in a context for which they provide meaning.

One significant criticism of pragmatism in the validation of beliefs is that, sometimes despite our
beliefs being consistent, they may be incorrect or that there may be a difference between bodies of
beliefs that are internally consistent. A(i003) while defending the application of the pragmatic
approach in qualitative research, posits that a possible shared belief that bristeen researched
work and the researcher could enhance an understanding of a problemsiuation. He further
argues that, from a pragmatic approach, it may be unlikely that our beliefs are entirely false or

incommensurable since researchers manage to attach meaning to others, norms and behaviour.
3.3.3.2.Linking pragmatism to mixed methods

At the risk of soundingd hominemthe link between pragmatism and mixed methods in this thesis
has been borne from the gaps presented in the arguments of the single paradigmatic approaches. The
link, as argued by a majority of the proponents of mixedigtapproaches, forms the 'third paradigm'
(Teddlie and Tashakkori, 2008)ualitative researchers such @gldings and Grari2007)and Maxcy
(2003)have argued that pragmatism and mixed methods approaches are similar to those presented

by postpositivist paradigm; however, Maxcy in her argument adds thathmdological pragmatism
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is only relied on for an empirical view of effectiveness. ContraBilgdingg2006)in a different work,
shows that mixing the two methodsquantitative and qualitative; results to themarginalisation of

their methodological diversity.

By acknowledging the usefulness of both qualitative and quantitative research, Mgan, pp70
73)offers an alternative opinion in the linkage debate between pragmatism and mixed methods. He
suggests three useful themes in the discussion: abductive, intersubjectivity, transferability. He posits
that abductive reasonig¢ connecting the theory and with the datahas been used by researchers
who sequentially combine qualitative and quantitative methods. On the other hand, he views
subjectivity and objectivity as unrealistic ideals; hence, intersubjectivity offers simaeaging and
better communication from the research process. Finally, he dispels the universality and eontext
specific knowledge by insisting on the significance of reflexivity of using the result in different context
besides developing inferences and iisptions from data. This position contrasts the generalisation,
objective, deductive approach fronted by the quantitative research proponents or the contextual,

subjective, inductive position that is taken by qualitative researchers.

Given the debates fanixed methods, such as moving away from situationists and puris®bgman

and Wilson(1985) or the proposed reconciliation mechanisms of the twaditions Reichardt and
Rallis(1994)and Bryman(1988) or even the suggested move past the paradigm war&teene and
Caracell{1997)and Tashakkori colleagugd998) it is still unclear how pragmatismhittles mixed
methods. However, | find the views posited blprgan (2007, pp7673) as a holistic approach to
tackling mixed m#hods research questions since it encapsulates the practical aspect in addition to
the philosophy of mixed methods. Therefore, | situate the design and conduct of research of my study
on Morgan's approach, particularly the intersubjectivity that focusesthmn relationships in the

research process.

3.3.4.Conduct and design of a mix@dethod study

Designing a mixethethods study can be challenging, but the key consideration is in the process of
combining the qualitative and quantitative stranf@reswell and Creswell, 201 There is an ongoing
debate on the nature of the combination of the strands, @reswell and ClaR017, p52)broadly
categorise the design concepts as fixed, emergent, or a combination. A fixed-métadd design,

they argue, is predetermined at the onset of a research study; an emergent one arises in the course
of the study when the researcher perges one strand as inadequate; the latter utilises the two design

strands.
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In the recent debates, there has been an emphasis on the typologies and interactive approaches to
mixed methods to guide the researcher. However, Mq2206)has argued that the typologies are
just a reflection of the search for an ultimate mixatethod design. CriticallyBryman (2006)

emphasises the dimensionstbie typologiesas:

1. The relative timing of utility of the qualitative and quantitative strands (whether sequential or
concurrent)

2. The relative priority, importance and weighting placed be strands (whether qualitatively
driven, quantitatively driven, or equivalent status)

3. The level of interaction or interdependence that occur between the straadsg,6ynergistic
approach, or interactive systetmased approach based on research goals, stjases,
conceptual framework, methods and validity)

4. The reason for interactiore(g.,triangulation or complementarity)

5. The point of an interface of the strands (whether at data collection, or analysis, or

interpretation)

Amidst the debates, it igital to note that the typologies have been formulated at least theoretically
and that they do not essentially relate to the definite accomplishment of mixed methods research
(Bryman, 2006)So, whereas the typologies are imperative to guidirgdesign of mixed methods, |

deem that the research problem should shape an appropriate mirethod design.

3.3.5.Inferences and logistics of mixed methods

bsequently, the concept of inference proffers a useful framework for the design and conduct of
reseach; hence, it is critical in mixed methods studi@urt, 2010) Manifestly, it is critical to
distinguish between the actual study results and the inferences made from the results. Whereas
results are the outcomes of the analysis of data, inferences are the postulations obtained from the
research the inductive, ttuctive, or abductive interpretation of the results by the researctizurt,

2010) Furthermore, the inference quality could be used in research to describe the internal validity
or credibility of a research study through its two categories of methodological rigour (design quality)
or the accuracy standards for tl@nclusions (interpretive rigouTeddlie and Tashakkori, 2003)
Certainly, the debate about inference quality is therefore important in mixed methods studies just like
in other singular apprazh studies for the reason it helps in assessing the quality, rigour, and clarity of

the approach.
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One important argument about the use of mixed methods lies on creating an inference of both
guantitative and qualitative approaches to create a holistic petf the issue under studierzberger

and Kelle(2003) have suggested the use of integration rule for the two singular approaches into
convergence (drawing inferences from both qualitative and quantitative data), complementariness
(using both to supplem®& each other), and divergence (contradicting each other). In all cases, the
integration approaches utilised are based on theoretical consideration and empirical(ielle,

2005) Incases where data diverge, then researchers are obliged to clarify whether it is due to the

rigour of the study conduct, or a mismatch in the empirical and theoretical assumptions.

In following the philosophical foundations and debates around the utilitynixed methods, |
acknowledge that there are implications of conducting such studies. Some authors in health research
who have based their studies in the dual approaches of constructivism angpsistvism have had
conflicting results or have had proles drawing inferences from both stran(idoffatt et al., 2006)
Toavoid such scenarios, | propose to utilise a pragmatic framework to help in choosing research
guestions and designing the study as also suggeste@itdglings and Grar(007)or Fetters et al.

(2013) but | also notets challenges and potential for néntegration of results

In summarythis study utilises pragmatic epistemology. Pragmatism affirms that there is no need to
know the similarity between independent reality and our beliefs; hence, they reject the nofion o
reality existing through social construct (existence of social reality as a body of knowledge that can
only be understood from within), or that knowledge represents reality. Therefore, it should be
possible to elucidate at least a criterion that can Ised to distinguish true or false beliefs, and that
research provides validation of our beliefs. Pragmatic approach evaluates all arguments of
epistemological beliefs from empirical evidence. Particularly, all inquiries are important precincts for
the addifon of knowledge, and there is no epistemological divide between techniques used in
evaluating facts and with the ones used on the human experience. Consequently, all inquiries are

useful in the addition of knowledge, and thus pragmatism fits mixedhod research

This first section has outlined the methodology. It has provided the philosophical pinning of the mixed

methods approach, where | have identified pragmatism as the basis.

3.4. Method

The previous sections focused on the methodology of the study thiéines the philosophical
approach that the study and the researcher have taken and its lucidity with the research questions.
CKS F2ff2gAy3 OKFLIWGSNI gAtf 2dzitAyS GKS WiHIKS G(22f
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guestions(Bazeley, 2013, p8)t includes thecomponents that describe the chosen study design,

approach to data collection, management and analysis.
3.4.1.Planning and preparation

I consciously started planning for my PhD study0i4,a few months to the completion of my
YFradSNRaE RSINBS Ay [2YyR2yd L glka RNIgy (2 &aidzRA
promulgated the constitution that saw governance move away from the central government, to
FY2y3a YIye (KSyAEAS B K2 T OR6StInNgRi & , 2618, NIBPhePHR @ncept

did not work then after failed attempts at seeking funds. However, | found myself seconded by the
University of Nairobi to work at the national policy level of the MoH on an interegtiogrammeof

vouder scheme targeting the poor and vulnerable pregnant mothers in five counties in Keigfly (

described irsection 1.3.4and that was running in tandem with the FM policy.

During my time on th@rogramme| literallydigestedhuge chunks of data arderature on maternal

FYR OKAfROFINB® LG Aa G GKAA Ligaflahgcioudlyitkok dd G K Iy
interest in policy evaluation and implementation research in maternal and child health. | also spoke

to a few health economists ahé MoH and the University of Nairobi. It was not until the rainy season

of 2016 in Kenyg or spring if usinghe Britishweather patternsg that | secured a full scholarship

funding and started focusing on my current research question.

My preparation entded shaping the research questions, conductiaditerature review and

sharpening my research skills. Most of the skills included learning different regressioneanalys

addition to econometrics methods. Besides the preparation, | took a qualitativiesisaourse and

introduced myself to interviewing skills and methods of analysis of qualitative work. The development

of the protocolc that Yin(2018)describes as a tool for enhancing reliabitjtiook time, but it helped

AY ARSYGATEeAY3d GKS NARAIKG NBaAaSINOK [[dzSaiGAz2yad CAy
of mentoringK I Y RZQ ¢ K2 K2 a {Hedkh E¢domicy Re&earéh UhitgHBRLKEMRI

Wellcome Trust Research Program(f&VTRPYuring my data collection period. Being aVKRP |

had a fresh pair of ideas and the intellectual stimulation that not only led to a pair of ideas, but also

allowed me to take a deep, honest and holistically reflection of different perspectives.
3.4.2.Study setting (County and hospital selection)
Kiambu couty was chosen purposively because of its proximity to Nairobi heeding the cost

AYLX AOFGA2Y UGKFG FOO0O2YLIFyASa REUGEF O2ftSOGA2Yy®
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economic and sociodemographic characteristics, health indicators and popukitie. The county
covers a total of 2,543.5 Krand lies in the former central proving€ounty Government of Kiambu,
2018) It is bordered by counties of Machakos to the East, Kajiado and Nairobi towards the south,
adzN} y3Ql 2y (KS b2 NI K Zndérdaproteiortd Wegiokrly Goveranieat | y R
of Kiambu, 2018)It is the seconanost populous county in Kenya after Nairobi City county with a
population 0f2,417,735, of which 50.59% are female and 49.1% rti&dmya National Bureau of
Statistics, 2019a)Kiambu had2 administrative unitsas shown irFigure 3.1andis 60% urban and

40% ruralCounty Govemment of Kiambu, 2018)As of 2014, therevas93.4% of births happening in

a health facility an®2.6%of births provided by a skilled provider Kiambu countyKenya National
Bureau of Statistics et al., 2019f the population in Kiambu, 26.9% are female of reproductive age
(1549 Years) and are estimated to b84,116 as of 201{County Government of Kiambu, 2018)
Median age at first marriage is 21.6 years with a total fertility rate of(Rehya National Bureanf
Statistics et al., 2014The county has 364 health facilities spread across the categorisation levels, with
adoctorto population ratioof 1:17,00Q nurseto population ratioof 1:1,30Q andanaverage istance

to ahealth facilityof seven Kometres(County Government of Kiambu, 2018)

i Nyeri
" Nyandarua ', ~ L
A Kirinyaga

» Embu

Nakuru Murang'a

Kiambu

Narok Kitd

Nairobi 3 : / KIKUYY ~ &

/ \\\/
/ Machakos

Makueni

Makueni

Figure3.1: Map of Kiambu county boundarie@®) and the sukcounties(administrative units) (BfSource:

Adapted fromMwangi and Crewetf2019)

To provide an understanding tife dynamics of continuity dfFMservices from the previous policy to

the current LM policyprovided across the different levels of government facilities within the sub
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counties, three facilities were purposefully selected as case study centres. The facilities mighe
volume referral hospita{Level 5 Hospitalla mediumvolume hospitalLevel 4 Hogfal), and a low
volumehospital (Level 3 Hospital). The three facilities were purposefully selected because they were

both rich in information and characteristi¢5able 3.5

Table3.5: Characteristics dhe three hospitals

Bedand cotscapacity* 10 46 289
Number of staff 35 115 262
Estimated annual 1,076 5,635 9,152
deliveries®

Estimated annual 88,829 156,108 281,379
outpatient care€f

Estimated annual 764 7,223 14,205

inpatient care

Notes:Estimates for anual delivery, outpatient care and inpatient cavere for the financial year July 20
¢ June2019
The outpatientotal is an aggregate of both new amdvisits

Source?Kenya Master Health Facility L{gtenya Ministry of Health, 202Q¥)n-depth interview with health
facility inchargesof the individual facilities®Kenya Health Information System (KHIS) for aggregate reporting
(DHIS2, 2020)

3.4.3.Design

The focus of the design phase was to defhreeconvergent parallel mixethethods case study design

The focus of the design is the definition of tbenvergent parallel mixethethods approactas well
asoutlining the borders of FM as th® | &S & dzRé o6& &aLISOATeéeAyand GKS
ARSYGAFeAY3a (@@ 2028y Al 2F FylFLfearan

3.4.3.1.Approachof the mixed methodssedwithin the study

In a pragmatic mixethethods study, it is crucial to elucidate the relationship between the selected
study design and the research questions from the onset of the study. Adeéled research area

and question drive the choice of the metho@Setters et al., 2013)Essentially, the emphasis of
pragmatism is the use of methods that generate appropriate data for the study question, instead of
asking questions that only fit specific epistemological methodologies or viewpoints, and methods.
Idedly, a mixedmethods approach suit studies that have several interrelated objectives. My thesis

objectives sought to explore, locate and measure the FM p@icygulation andimplementation and
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each objective required a different method and that data gexted from each of the objectives would

be essential to strengthen the result of each otlféigure ). Therefore, the use of mixed methods
approaches in my study was related to triangulation (establishing convergence of data collected to
build-up credibility of research findings) and complementarity (utilising findings from one research

method to clarify results from the other method).
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The choice of study design in the mixed methods approach is defined through methods of data
collection, data analysis, reportin@reswd et al., 2003y I yR ¢6KAOK WoSaid VYI G0OK
LINEOof SyYya yR NBlLazya T2NJ YAEAYy3IQ G2 YIFE1S (KS Wil
I YR R S(E&résMall ardl Qlark, 2017, p65)

pufi
w»
Q)¢

This study utilised theonvergent desigh & G KS W02 NB YA E&RvelasdiCkask R a
2017, p65)Figure 33) in which results of qualitative and quantitative dat@me analysed separately,
compared thencombined to get amuancedunderstanding of th&Mpolicy as implemented in Kga.

The convergent approactvas choserbecause, from the onset, | had anticipatétht the findings
from each part of the study auld increase the depth and breadth of understanding of Higsues at
handCreswell and Clark, 201 8pecificallyl, used theparalletdatabase varian{Creswell and Clark,
2017, p73)f the convergent desigto synthesise and compare the two sets of independent results
at the discussion stage. Qualitative analysievided an indepth exploration of the policy itself,
description of the gality and cost issues thatere specific to the context of thé-M care while

guantitative analysisayethe generalised causal relationshigisd impact of the policfFigure 33).
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Procedures Product Procedures - Product

«+ Patient Exit Interviews QUANT Data * Numerical item scoreson ~ * Document review ) QUAL Data * Transcripts
+ 2014 Kenya Collection quality of care and cost * Keyinformant interviews with Collection
Damogea phic Health = Cleaned J0T1 Kenys ] r:—vd:t:: ?r:::e;trlsews with county
Survey Demographic Health officials, facility in-charges,
Survey dataset (Birth HCWs, and other support staff
records) «  Focus group discussions with
mothers who gave birth in the
facilities and came for PNC (6, 10,
and 14 weeks)
Procedures Product Procedures Product
* Descriptive and log linear * Classifying the * Thematic analysis * Themes of analysis
regression analysis of the characteristics of the * Typology of the policy
patient exit interviews patients; perception of process (formulation and
+ Econometrics analysis of \\ quality of care; cost of care implementation); quality
the KDHS data (Before and \ * Mean, Standard Deviations, of care; and cost of care
after analysis; and Proportions, standard
Difference in difference \ errors, coefficient
Analysis) + Significant values

Progedures Broduct
- * Matrix relating qualitative
" Camss tahiite qualivatively themes to the quantitative
derived groups with

A 3 variables
quantitative variables

: N Broduct
#. Looking sthow the mesged resisy < T + Discussion section of the thesis
b"ng outan |n-de$th ::derstandmgf of { SISHERRIATON J (formulation, implementation, effects of
policy process, quality of care, cost 0 the polity - quality of care and cost, and

care, and impact B impact

Figure3.3: Convergent design as applied in this thesis; (Source: Developed by the author based on modifications from W{RD06gskited by Creswell and CI&2017,
p76)
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3.4.3.2.Defining thecaseof free maternity

Three seminal authorg Yin, Merriam, and Stake have diverged the definition and procedures

followed when conducting a case study reseafChneswell et al., 2007)in(2018, pl13)presents a

case studyslk FlF g2NBR YSGK2R 6KSyYy (GKS KBODSHNBRINIZYVE | 2
contemporary event/s for which he/she has no or little control aber | f § K2 dzZA K y 2 G 2 dzi |
presentation of the case study approach, favors the positivist philosophical s{&iazan, 2015)

Unlike Yin, Stake takes a stand point of sol@erminism (existentialism) and constructivism in which
Yiy2¢6f SRIS Aa 02y ail NIEaks& FOSNAIBHIKINIOT) pkildescribes case2 @S NB R
studyast G dzZRéAy3 GKS O2YLX SEAGE I yR LI NIAOdzZ F NAGE 27F
AYLERNIFYG OANDdzyadlyOSe®Q [AT1S {d1F1ST aSNNRFY I Ll
YR RSAONAROGSa OF &S a ( dzRodion &nd andsiy of & bpundey ghén@nteiion K 2 £ A &
ddzOK & LINRPINFYS Fy AyaidaAildziiMenas, 1998 pa)NE 2y = | LINE

DAGSY GKS GKNBS RAAGAYOGADS I LIINRIF OKSa FyR | O]VY:
find that the approach resonates well with my work in line with the pragmatic stand | have taken; and

for the reason that heexamines dontemporary phenoranonQvith more depthby focusing on the

Yealworld contextlYin, 2018, p12)he distinctive features of case study design are the focus on the

case which is #oncrete entitgisuch as a personrganisation community, program, process, policy,

practice, or institution, or an occurrence such as a decision) \itally abstractQentity (such as

arguments, claims, or propositionghat occur within a particular settindYin, 2018, pp3B2).

However, he case iften bounded using defined parameters which sometimes is un¢Rabson,

2011, Yin, 2018)

A case study is used in circumstances where the context of the study is imperativthefor
phenomenon being examined and where the actions of the actors involved in the phenomenon
cannot be manipulatedKeen, 2006)Besides, it igpredominantly suitable when exploring policy
change ina setup where the investigator has no control over the chaifieen, 2006)which is a
common characteristic for poligvaluationsparticularly inSSAsetting. The main strength of a case
study isthat it allows complex interventions in the sogolitical context to be studied in depth
(Simons, 2009%nd for phenomenon to betudied from multiple lenses at the same tirfaxter and
Jack, 2008)

' YRSNJ GKS O &S & dzR & Bffech, khd yhE forlanalXlegeing antlkeO 2 Y S &
research question being explor¢Baxter and Jack, 2008{in (2018, p32)posits that he cases a

LIKSY2YSy 2y 2N\ GhichG2hgitahBubject obsfudpQ Ly (KA & neSaras
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expandedFM policy dubbed Linda Mama(LM) asis beingimplemented currently by the Kenyan
government under the National Hospital Insurance fund (NHKifRge 18" October 2016(Kenya
Ministry of Health, 2016b)The policy is being implemented in all pullncllow cost private and faith
based facilitiesin the countnfQ &devolved setup of 47 different county governmentAs
aforementioned, through the policy, Flkealth servicesvere ex@ndedto include antenatal care,
perinatal,and postnatal careConsequentlythe focus or the unit of analysis is tipelicy processQoC
and costof care The temporal boundariesere described as the time periods of the policym the
commencementdate 18" October 208) to-date. The caseparameterswere those that the policy
affecteddirectly (mothers who have given birth under tberrent policy at the micro level, thédCWs
at the facility level anatounty officials implementing the policy at th@es level and thedecision
makers (key stakeholders) involvedioth the design and implementation of the policy at the natibna

level(macro levelYFigure 34).

CASE New Expanded free maternity programme KENYA
Unit of analysis: Policy process, quality and cost of care including the perspectives of:

a) Ministry of Health key informants

b) NHIF officials

¢) Donors and other private organisation officials

& d) Utility of Kenya Demographic Health Survey (2014)

CASE New Expanded free maternity programme Kiambu County
Unit of analysis: Policy process, quality and cost of care including the perspectives of: government
a) County executives

b) Chief officer of health

¢) Gounty and sub-county head of departments

CASE New Expanded free maternity programme

Unit of analysis: Policy process, quality and cost of care including the perspectives of:
a) Front line health workers

b) Mothers receiving ANC delivery, and post natal care

Level 5 Hospital

CASE New Expanded free maternity programme

Unit of analysis: Policy process, quality and cost of care including the perspectives of:
a) Front line health workers

b) Mothers receiving ANC delivery, and post natal care

Level 4 Hospital

CASE New Expanded free maternity programme Level 3 Hospital
Unit of analysis: Policy process, quality and cost of care including the perspectives of:

a) Font line health workers

b) Mothersreceiving ANG delivery, and post natal care

Figure3.4: Embedded case study approdsburce: Author)
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3.4.3.3.Policy analysi&onceptual and theoretical frameworks)

To guide the multiple components of the study from the pragmatic approach, | developed a
conceptual framework based on the preceding literature revighapter 2 in addition to health policy

analysis framework&ilson et al., 2018Five components guiding the analysishe FM policy in this

work is shown irFigure 35. One, the background of the policy is derived fron N 2 (G @&, | f ®Qa
ppiiZ-i8)s 2 N] GYKAOK F20dzaSa 2y GKS WLINBfAYAYLlFNE &aAdldz
an understanding of the origin of the palicEssentially, it emphasises on the portrayal of existing
GAYR2¢6 2F 2LILRNIdzyAdGe ySSRSR (26 NREPatddand NXA Ol Ay
Sawicki, 1993) ¢ g2 3 L2t A0& TF2NNdzZ | GA2Y LAGMPEicy&ianBI&NT sy F N
of actors (whose rolegpower, and influence during formulation and implementation was analysed
GKNRdzZAK | &l {(BragBaf aRdSvsdBSovskky, 2008, £rbsby, 1992, Varvasovszky and
Brugha, 2000)following into its application in the SHIELD projésiison et al., 2012processes

involved during formulation, context (political, social antbeomic, local and national that affects

policy) of the policy, and content (envisaged design) of the policy formulédBose et al., 2012)

Three, implementation of the policy focusing on the unintended positive and negative impact, and the
intended impact on implementation components (benefit package and services, communication,
reimbursement, claims, referral system, accreditation and contracting, monitoring and evaluation,
supportive supervision, governance and organisational arrangemg@tesgot et al., 2011)n addition

to adaptation of the policy usin§LBmechanismsas described biipsky(1980) Four, the effects of

the policy on the structural and process element of quality of maternal aaieg the qualityof

maternal and newborn healthcare framework as proposed by the World Health Organi&z@ib®)

and costs; and five, the impact of the policy on the outcomarly neonatal mortality, neonatal

mortality, deliverythroughC$ elements of quality of maternal care.
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Background of Policy Implementation of the  Effects of the Impacts of the

the policy formulation policy policy policy
- Triggers of - Actors - Intended positive | -  Effects on - Impact on
the policy - Processes effects quality of early
- Challenges - Content - Unintended maternal neonatal
from the - Context negative effects care mortality.
previous - Adaptation of the | -  Effects of - Impact on
policy policy using street cost of neonatal
level bureaucrat maternal mortality
mechanisms care - Impact on
delivery
though CS

Thematic analysis scheme of the policy

Figure 3.5: Guiding framework for evaluating the free maternity policy (Source: Author constructed from

literature review)
3.4.4.Data colledbn methods

Multiple evidence sources used in the mixed methods approach allowshérconvergence of
evidence or triangulation to build uthe credibility of research findingéHesseBiber, 2010) This
section outlines the reasons for the choice of the type of data, followed by the next section that

describes the challenges apdacticalities.
3.4.4.1.Document reviews

A review of documents helps to augment and corroborate findings from other sources of evidence
(Yin, 2018)andisaWY S| ya 2T (Bolen, 308928 keAs? §f dzuments allows for in
depth analysis and interpretation of information to elucidate new meaning or understanding of an
already existing concepBesidesdocuments can provide contextual data of research and a means of
tracking changes and owime develgpment(Bowen, 2009)Howeverthe use of documents may be
hampered by authors biaséSarantakos, 2013nd incompleteness or inaccuraci@atton, 2014)1
requestedthe national and county level key informants for relevant government policy documents,

manuals, circulars, and concept notas e LM policy.
3.4.4.2 Key informant interviews

Key informants araprimary or expert source of informatidor elementssuch as political structures,
economic systems, and organisatioff@emblay, 1957R dzS (2 (GKSAKNK WYI2 & A GBR DK S (

personal skilléMarshall, 1996, p92Key informants are characterised by their role in the community,
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in-depth knowledge, willingness to communicate the knowledge, communicability and impartiality
(Tremblay, 1957, pp145). Key informant interviews (KII) or technique involves interviewing a select
IANRdzL) W1 Se AYyF2N¥IyGaQ tA1Ste (2 &anauS1999favd I KG Ay
status, special knowledge, access to information thatascessible to the research@reissle and Le
Compte, 1984)give insider accounfCrabtree and Miller, 1992)and providean accurate cultural
understanding of observation&ilchrist, 1992)However, ikeyinformants are not carefully chosen,

KIl are unlikely to be representatiy®larshall, 1996) | decidedto use key informants to solicit
complementary and kaepth information from individuals with pridknowledgeon the emegence

and the policy process of FM policy, covering information that was least likely to be in policy
documents, such athe role of actors and interest in thEM policy. The individuals targeted weré a

the national (macro)level, includingparticipantsfrom MoH, NHIF officialslonors, andcivil society
including representatives of health sé&rg providerghat are supporting the M policy. The Klls were
conducted jointly with colleagues from KWTRP, HERO were also doing a national FM policy
processevaluation, and our target key informants were the same individuals. | utilised & semi

structured interview guide (described in detail in section 3.4.4.4).
3.4.4.3.Indepth interviews

In-depth interviews(IDIs)¢ also known as unstructurechterviews ¢ I NB  Ys@tidng @ighNg

LJzN1J2 8SQ GKIFG 2FGSy 3ISy SN ({(Rchip stalgZ0BRABPIsae 2 dzi (K-
RSAONAOSR Ida SAUGKSNI WYAY S NBs nyg§efsloflditeoNdeaning GINaE Wi K €
I &4dz2o280GQa8 LJHz2NB SELISNASYOS:S dzylLktfdziSR o6& f SIF
AYGSNIBASHESNI £ SFRa GKS NBaLRyRSY &valk, 1996, ppd)2 vy FS NA |
Pragmatism usel®ls together with other methods, to provide accasshe meaning of respondents
experiences and attitude@_egard et al., 2003)'hey provide 'richlyextualised accounts of events,

experiences and underlying conditions and processes,' or policy realities that restas &f social

reality (Smith and Elger, 2012, pl14yhe principal tenets of intervieware that they providethe

flexibility of structure that permits issues or topic to be covered inag wuitable to the interviewee;

are interactive and allows further probing and exploration of responses by the researcher; paovide

new sense of knowledge Y R 6 KSNB LI2adaAo0f S b-RBEOSBIREY OSyRUzG B
2F AYUOGSNDA oS IGa sKARK fyISYSRA (2 0 SRitthOkthlj200BB R A Y
ppl41142) Essentially, as is with this research, interviews explore perspectives tiadiosi,

program (such as FM policy) or id@oyce and Neale, 200®)Jlaximising the utility of interviews and

reducing any nuanced biases includes application of techniques that query inconsistencies and

challengingthe accounts where possible. Besides, it further entails fiogpisitial attention on specific
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events; allowing comparison of occurrences between different episodes and events; probing for
details; testing provisional theories and analyses watirticipants andpaying attention to the
respondents' standpointSuch ¢chniques strengthen interviews, particularly reduces inaccuracies

from poor recal(Yin, 2018)

In this work, IDIswere targeted tothe county and the sugounty levelofficials from the County
Department of health, county treasury and county assenabtpe county (nesg level; andhe facility
in-charge as well allCWin charge of maternal care/servicasthe facility (micro) level. With the
difference in the levebf participationin the implementation of theFM policy at different levels, and
carefulto place the questions in an ethically bound way, | groundednterviewsin an appropriate
context by asking specific questions and not generalities based on the fact that people attribute their
lives on the everyday routine experiencédason, 2002) Also, power differentials play a role in
interviews; for instance, because of the nature of4pwn approach of policy implementation, the
county officials maye regarded higher than the facility-oharges, or in charges may bensidered
higher than a hospital nurse. Therefore, | usieelladdered approach in two wayPBrice, 2002)First,

| started by interviewing the HCWs and otheslthfacility workers, then facility in charges, and finally
Countyofficials. Secondly, | tailored the questions to start vifta descriptive and less intrusive ones
to set the scene, then graduated to more invasive ones that highlighted knowledgeayaliben

concluded with more invasive that highlighted perabheliefs and philosoph§Price, 2002)

3.4.4.4.Interview guides

There are three categories of interviews as suggested by Rol@hl) unstructured, fully
structured, and semstructured. Of the three, an interview guide, which is @&ide-memoile that
contains a list of topics, themes, topics, and areas thatsearcheseeksto cover, is used in semi
structured interviewgKvale, 2007, LewBeck et al., 2004)nterview guides provide the researcher
with the flexibility for modifying the questions to fit the contgfRobson, 2011)and should always be

carefully constructed to minimise potentiaiases(Yin, 2018)

Three semstructured interview guides were developed based on the integratieealiure review
(chapter 3, study objectivesand questions(chapter 1and Figure ). The first semstructured
interview guide §ppendix10) targeted the key informants described in section 3.4.4.2 and was
developed jointly with colleagues from KWTRERU. The guide captured elements of the emergence

of the LM policy, the experience of implementation, benefits package and access, strategic purchasing,
and the future of the programme. Before the onset of the interviews, it was piloted on one

developmenipartner official in Nairobi countyrhe second senstructured interview guidegppendix
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11) targeted the county and subkcounty officias, and | piloted it on a noparticipating official in
Kiambu Countywhile the finalsemistructured interview guidgappendix12) was for facility in
charges, HCWs, and other hospital staffdl alsopilotedit with a HCW in a neparticipating facility

in the county of study.
3.4.4.5.Focus group discussions

Focus group interviews are group discussions, with participants nghaiimilar experiences or
backgrounds, exploring specific topics, theme, or area of significance to the rese@d@akeron et al.,
1992) They are often guided by moderators or group facilitators, who introduces the discussion topic
and controls the interactions amongst the group members by encouraging natural and lively

discussions by themselvéBoddy, 2005)

The design of the focus groudsscussions (FGDsjgs to followup issues that had arisen in theie
interviews (El)in more depth. Thd&=GDformat allowed the participants to discuss freely issues that
they sharel in common or experienced in a more detailed way thaaselicited fromEL The choice

of focus groups over onren-one IDIswas to facilitaé group debate and discussion. The discussions
were designed to explore the delivery experience of the mothers who had given birth and came back
for the 6, 10, or 14 weeks postnatal visits. Mainly, they focused on issues relating@o@eround

birth swch as treatment received (pain management during and after deliveBB\ support
(emotional and actual HCWs support); appropriateness and timeliness of care; and perceptions on the

LMpolicy (cost of delivery, payments, communications, and benefits padkagpendix 13)
3.4.4.6.Mothersexit interviews

Elare interviews conducted to patients at the point of their exit from a healthcare facility or a clinical

set up(Geldsetzer et al., 2018, Hrisos et al., 2009, Turner et al., 2008y have been used to assess

LI GASy(Qa QdS datisfadtdinAvRhythe 8efvis received, oubf-pocket(OOP)payments

utilisation of health services, and knowledge about health conditif®eldsetzer et al., 2018)

However, theEls NB LINRY S (2 WwO2dNIiSae o6AlaQ 6KSNB, NBaLRy
particularly when interviewed in institutions they are famil{&ah and Kumar, 2013 this instance,

the design and choice were influenced by the naturéhefinterview responses being quantifiable.

The design of th&lwas to utilise a structured questioaire, adapted fronKenyaMinistry of Healt2 &
(2015)evaluation tool andalinjong et al(2017) to elucidate perception ahe quality of maternal

care that themothersreceived during delivery and ANC cae@perienceswith the FM policy, any
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costs¢ both dired medical cost§DMC)and direct noamedical cost{DNMC)q that the patients
incurred while seeking care under the FM servicéhe structured questionnaire had three
components dppendixl4 and appendix )5Section one solicited the soai@mographic iformation

of the women,; section two sought information on access of the patient to maternal health services
during pregnancy including prior visit to the facility and referral; section three had 23 items that
measured perceived qualities of the LM servidesntegrated into health facility factors, healthcare
delivery aspects, staff interpersonal aspects, and the overall satisfaction with the seavidsesgtion

four had questions about costs that were incurred during the pregnancy process by the raather

the sources of fund for meeting the costs.
3.4.4.7.The diary method

Diary method involves documentation of feelings, personal interpretation of events, interactions and
discussions in an unstructured journal form throughout the data collection period. Ituiseful
YSGK2R 06S0OldzaS AG FLLINBPEAYFGSAa | NB&ESHNOKSNRA
retrospective interviews, and provides access to abounding detailed information that would otherwise

be done in longer interview@alojoki, 1997)A diary entry was done at the end of each day to provide

I NBFt SOGA2Yy 2andanKd@henréfditoimatoid the@eéseaictSunder studyin

example of a diary entry is appendix16.

3.4.4.8.Use ofKenya Demographitealth Survey

The dility of Demographic and Health SurvéyHSY; a nationally representative household survey
provides an array of indices essential for both monitoring and impact evalu@@imft et al., 2018,
ICF International, 2018 he design to use th2014 Kenya Demographic anddith Survey (KDHS)
was to allow forimpact evaluation ofthe FM policyon quality outcome indicatorsearly neonatal
mortality, neonatal mortality, anédditionalintermediate outcome @elivery throughCS SBA birth
in a public hospital and low birth wggit (LBW))Detailed discussion of thehoice of theoutcomes is

in section3.4.8.3 below.
3.4.5.Samplingypproach and in/exclusion criteria

This section explains the sampling strategies, sample size, and the data saturation approach for all the
data collection methodsAlsq it explains the inclusion and exclusion criteria for the key populations

of interest.
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3.4.5.1.Sampling strategy
Sampling desigs applied in a mixethethod study draws from the strength of the qualitative
F LILINR I OKS &> ¢gKAOK & 8i&spaial wiortd withdah® SniNdi makinfeneralsatidizi K Q
and quantitative approaches, which seeks to ensure that the results presentative of the general
population (HesseBiber, 2010, p49)Non-probabilistic samplingcategorsed as either convenience
or volunteer sampling, and purposive sampling are often used in qualitative research to select
individual and sites that possess the characteristics relevant to the central phenomenon being studied
(Creswell and Clark, 201 T this studyl utilised purposive sampling to identify key informants at the
national (macro) leveldgescribed in section 3.42); county and the sugounty levelofficialsat the
county fnesg level; andhe facility in-charge as well aghealth care provider in charge of neahal
care/servicestthe facility(micro) level. Some national and county respondents who were not initially
purposively selected were referred through snowballing by the interviewed respondent who indicated
that they would be an interesting respondent interview. FGD participants mothers were also
purposively selected based atommon interest which is having given birth in the hosgitad came

back for the 6, 10, or 14 weeks pasdtal visits.

Probabilistic samplinglso known as random samplifig oftenused in quantitative research to select
anindividual who represestr LJ2 LJdzf F GA 2y aS3aYSyd 2NJ WI I NBS ydz
2F GKS L2resusll landl Clark, 2017, p178) YR2Y al YLX Ay 3> GKNRdAK { i

number generator ipstruction on use is found heréitp:/stattrek.com/statistics/randomnumber

generator.aspxwas used to identify mothers for th€lin the postnatal ward who hadjiven birth

recently; had been discharged home from the facility but had not yet left the hoslpitehich hospital,

| first identified the number of mothers who deliveredeéach of theday then gave them numbers

(say 110). The next step involved hitth G KS O f Odzt  §S o6dzit2y 2y GKS y
and producing a table witfive random numbers if the number of mothers who delivergds10. The

mothers whoagreed to participate weréncluded in the sample fram& collectinformation on

patient characteristics, healtseeking behaviar, paymentsand cost of careand satisfaction with
QoC(women who had recently delivered under the free prograbdta from 2014 KDHS did not

require further sampling as it was already nationally representative.
3.4.5.2.Sample size and saturation

Endeavouringo predetermine the sample size in qualitative research can sometimes prove futile
because it is dependent on several fact@vorse, 2015a)Having performed a literature review on

sample sizeletermination,Guest et al(2006, p61noted that several researchegsthough vaguely
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defined¢KF R NBO2YYSYRSR O2yliAydzAy3d gA0GK GKS &l YLX Ay 3
Whereas data saturation has its origin situated in grounded the@@aser and Stisss, 1967)it is

used more generally to refers to a point in the research progeksa collection and analysgsvhen

no new information or insights are discover¢Nelson, 2017) Saturaton is used in qualitative

research work to gaugthe adequacy of the sample siz@hich can either be noted in advance in

research protocols or operationalized at data collect{btfennink et al., 2017)Generally, in many

literatures, the concept of saturation has not been adequatidfined or operationalized. However,

Hennink et al(2017, p594)provide a distinction in two saturation conceptsode saturationd Wi K S
LRAYG ¢6KSY y2 |RRAGAZ2YIE A&aadzsSa | NB AmRénngA ¥ASR
saturationd W i K Swherdava flly understand issues and when no further dimensions, nuances, or
AyaArdakia 2F AaadsSa OFry 0SS F2dzyRQUd Ly G&Aa &addz
national, county, and facility) was determined tmganing saturationwhere inteviews amongst the

participants were stopped when there was no new information forthcoming. In oy#rate were 15
yEGA2y Lt {(Seé adl 1 SK2ft RSNAQungSatilitginfcRaggsiaadHCWY R H M
interviewed Eigure 37). For FGDs, it is postulated that 90% of themes are discoverable in 3 to 6 FGDs

and that three FGDs are ideal for identifying prevalent therfi@sest et al., 2017)n this study, |

conducted 9 FGDs as new information kept emergintheexperience of the mothers with the policy

and their overall birth experience. The FGDs had a rangel@f farticipants At the coding stage,

when exploring all the qualitative dat| kept even the less pertinent data in case | needed to use it

later in the analysis as suggested\grse (2015b)

For theEl | determined the sample size of the patients interviewed from each of the facility using the

formula proposed bysorstein et al(2007)as shown below:

1.96%p(1 — p)(DEFF)
n= -
d* 1)

The sample sizfn)® for the three facilities was estimated to be 553 (three entries were dropped at
the analysis stage as pertinent data on perception and demographic characteristics were incomplete).
| divided the number based on the proportions of birth in each of thedHezilities as obtained from

the Kenya Health Information System (KHIS) for aggregate repdRiAts2, 2020§see,column4 of

Table 3.5)

The 2014 KDHS dathd not require further sample size calculation, agas a national representative

survey whose design had allowed for representative estimates for different indicators at the national

5 Theestimation used a width of +3% (+0.03) (margin of error/level of absolute precision), an average desigEfgct (
of 2, anda nonresponse rate of 5%.
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level with rural and urban areas assigned differerdlythe regionalevel (formerly called provinces),

and for selected indicators at the county level (formerly called districts). The sample was designed to
have data from 40,300 households obtained from 1,612 clusters (617 urban areas and 995 rural areas).
Of the househtuls, 39,679 were sampled, 36,812 were occupied at the time of fieldwork, and 36,430

were success interviewgiKenya National Bureau of Statistics et al., 2014)

3.4.5.3.Inclusion and exclusion criteria

As noted earliemationatlevel key informants included in the study were those individtraim MoH,
NHIF officialsdevelopment partners, andivil society incluchg representatives of health sece
providersthat were knowledgeable on the subject, had participated in the policy formulations, and
were supporting the implementation of LM poliddso, the county, and sutounty respondents the
county fnesg level; andthe facility in-charge as well asealth care provider in charge of maternal
care/servicestthe facilitylevel were those individuals who were active in the implementation of the

FM policy.

The key population of interest included in thelwere mothers who had delivered in the facility of
study and were in the pogiatal ward waiting to go home after being procedurally discharged home
from the facility. Onlghe motherswhoagreed to participate in the survey were included. The mothers
may hare or may not have utilised LM services as we were also interested in evaluating utility and
knowledge of the policy. FGD patrticipants were mothers who had come to the facil@y fd¥, and

14-weekspostnatal care visit.

3.4.6.Data collectiorstrategy

The daa collection for each of the category odspondentskick-started once the research ethics
(appendix4 and 5 and permission to condudhe study @ppendix6 and j had been granted. This
section explains the process of recruitment for each of tespondents and the challenges

encountered.

From the onset of data collection, | created a database UdVigol2 software a computer supported
software for qualitative data analysis. It aided in filling all documents, audios, and transcripts
according ¢ the format or content, and source; thereby easing the tracking of any record when
needed, and it also aided in maintaining primary data separate from analysis as a way of keeping an

audit trail (Yin, 2018)
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3.4.6.1.National key informants

My host atKWTRnstitution is a health economist who was also leading a process evaluation of LM
at the same time as myesearch data collection and had worked with nearly all the national
respondents. Through his contacts, and with another colleague at the institution, we were introduced
to the national respondents with whom we made contacts through emails or telephoneange for

an appointment. | provided them with information sheesgppendix8A) during the interview prior to

obtaining their formal consenappendix9A).
3.4.6.2.County respondents, facility¢harges, and HCWs

| first made contact witlthe research and development-gharge at the countwho provided me with
permission to conduct the study in the coungppendix6) and listedseveralrespondents at the
county health management teams<CKHMT whom he perceived as relevant for the studydan
introduced me to them. Like with the national key informgnit provided them with information
sheets ppendix 8) during the interview prior to obtaining their formal conseappendix 8) and
asked for their preferred location for the interview ancht for the interviews. The interviews lasted

more thansixmonths.

For the facility ircharges, | walked into each of the facilities on different days and introduced myself
to the incharge. In this initial visit, | explained the purpose of my being thaceprovided the ethics
letters and the permission to conduct study letters from the courappendix6); in addition to
outlining the plans for the research workiven the seeming sensitive nature of part of my enquiry
(especially those touching on resoes), | emphasised to the administration that my role was on
examination of the FM policy rather than an audiith a view of building trust between the facilities
me, this assurance was critical because it patredway for sharing of views and other data sources.

| then made appointments with the icharges, for the interviews at the time of their convenience.
While | endeavoured to have the interviews conducted a quiet place, not always was it possible and |
ended p conducting some in the busy maternity waasideas,which ended up interrupting some
interviews. However, a majority were conducted in their offices after seeking their consent until
theoretical saturation was achieved. Hospital Reing a teaching and ferral hospital and having its
own internal ethical approvat took one more month to consent to commenthe study until my

protocol was approved by the hospitappendix7).

After the initial introduction, the ircharges introduced me to the heads oftimaternity sections

after which | explained the purpose of my study and subsequently undedtdwith them and
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respective HCWs in their department (ANC, labour wards, and PNC wards). All the interviews were
conducted at the respective facilities at i@ times based on convenience of the respondents. It was

pleasantly surprising at how the county, facilitycimarges, and HCWs were welcoming and were open.

3.4.6.3.Mothers

Since the targeted number ofiothers in theElwere many, | sought to work with four ofymmentees
(whom | had worked with in my previous organisation on other projaotspllect the data. They were
knowledgeableabout research designs, data collection methods, and skills. | trained therwior
daysbeforedata collection on ethics in ad@in to reviewing the questionnaire. As soon as they were
comfortable with the tool, we piloted it together (in mon-participating facility in the county).
Therefore, for theEl | went together with them to each of the facilities and introduced them to the
administration and maternity department heads after which we were granted access toatteer.

We all had name tagsthat we used to identify ourselves to theothers Each maning of the
interview, we went to the ircharges office to identify thenothersthat had been discharged (using
bed numbers) and were waiting to go homWe used the number of theothersper day to randomly
sample §ection3.4.5.]) the motherswe intendedto interview for the day. Thenotherswere then
invited to participate in the studyand the interviews were done until | attained the intended sample
size. Eachmother was taken through the information sheeafpendix8Q and until they were
comfortableto participate, then were the consent form handed to them. Only orather, declined

to participate.

The mothersin the FGD were recruited from the child welfare clinic when they had brought the
children for the vaccinationThe reason for not conductingné FGD immediately after birtivasto
allow the new mother to fully recover from the birth trauma and bond with the new baby. FGDs

in eachof the facility was organised with the help & nurse from the departmestwho during each

of the discussions booked for us a room at the department. The nurseemghjedhe mothers as

the children were being vaccinated and asked if they were willing to participate in the study. Those
who agreed to participate were askedhky were willing to spare an hour or two to participate in the
discussions; after which they were all let to the interview raiat had been booked in advancéhe
intention of the study was again explained to them, and they were taken through the study
information sheet §ppendix 8¢ Themotherswere allowed to ask questions after which they were
handed a consent formappendix9Q) that was translated in Swabhili (local dialetintil they were all
comfortable and content to participate in the study,eth did the discussions begifhe process of

organising the FGDs was rather challenging based on the first two that | conducted because some of
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the babieswho were with the parents were crying, and we kept posing until the mothers were
comfortable.Also, t was rather difficult to evaluate whether to allow the men who had come with

their wives in the clinic in the discussion.

3.4.6.4.Kenya Demographitealth Survey data

The study utilised the births recode (BR) file (whose unit of analysis is birth) 201#KDHSwhich

was obtained from thédHSProgram on 08/08/2018Xppendix3). The 2014 KDHS dataa national
representative survey, based time Fifth National Sample Survey and Evaluation Programme (NASSEP
V) ¢ a master sampling frame for Kenya, that wadlemied from May 7 to October 20, 2014. The
design of the 2014 KDHS was to allow for representative estimates for different indicators at the
national level with rural and urban areas assigned differently, at the regional level (formerly called
provinces)and for selected indicators at the county level (formerly called distri@f}he sampled
40,300 households, 36,430 were sucfadlyinterviewed. The survey questionnaire targeted women

of reproductive age 189 and askea limited number of questionabout their complete fertility
history anddetailed questions on births that occurred within five years that preceded the data
collection. Other topics covered in the women questionnaire are shovigiare 36; however, most

of these variables are only alable at the time of the interview and not the time of birth which

affected the choice of control as will be discussed in the subsequent section.

e Background characteristics (education, marital status, media exposure, etc.)
e Reproductive history

¢ Knowledge and use of family planning methods

e Fertility preferences

e Antenatal and delivery care

Breastfeeding and infant feeding practices

Vaccinations and childhood illnesses

Marriage and sexual activity

Women's work and husbands” background characteristics

Childhood mortality

Awareness and behaviour regarding HIV and other sexually transmitted infections
Adult mortality, including maternal mortality

e Domestic violence

¢ Female circumcision

e Fistula

Figure3.6: Topics covered in the questionnaire for women aged9 §ears (Source: (Kenya National Bureau of

Statistics et al(2014)

The oveall sample shows that the total number of birtimsthe last 5 yearfrom the 23,245mothers

interviewed was83,591 Usingmaternal history question presented using variable midx (which
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containedup to sixentriesof births in the lastfive yearsprior to the interview), | chooseonly births
that occurredin the last five years.The overall analytical sample contains information .3h949
mothers with 20,964 births. The methodology field manual and toolkit utilised by the DHS are

available for more detailsn sampling and data collecti¢@roft et al., 2018, ICF International, 2018)
3.4.7.Description of thesamples

In overall, 55FI| nine FGDs, twentgne IDIs with the county, facilityscharges and HCWSs, and fifteen
Klls were conducted between 2INovember 2018 and 13September 2019Figure 37 shows a
summary of the recruitment process, professionalteiviewed, and the sample per category. The

hospital descriptions have been provided in the study site sectieatipn3.4.2 andTable 3.5.

University of Kent, SSPSSR Sudent Research Ethics Committee Approval: 5t September 2018
AMREF R hics and Scientific Review Committee (ESRC) Approval: 22 October 2018

Kiambu Gounty Qearance to conduct research: 31% October 2018

Hospital CApproval to carry out research: 12th November 2018

PART A: Patient exit interviews (PB): Motherswho gave birth in the hospitals under the free maternity policy, and were preparing to be

discharged home
Hospital A: 20th November ¢ 20t Hospital B: 19t November ¢ 3 December | Hospital C 4th December 2018 ¢ 151
December 2018 (42) 2018 (170) February 2019 (338)

PART B: Focus Group Discussions: Mothers gave birth in the hospitals and had come back for post natal care at either 6, 10, or 14 weeks

Hospital A: 20th November ¢ 20th Hospital B: 19th November ¢ 3 December | Hospital C 4th December 2018 ¢ 15t
December 2018 (3) 2018 (3) February 2019 (3)

PART C In depth Interviews: Gounty officials, facility in charges, Healthcare workers, other hospital support staff working on the free
maternity policy: 21 November 2018 ¢ 04th June 2019

County officials: Senior level manager (1)
Middle level manager (2)

Hospital A: 22nd November ¢ 12th Hospital B: 21 November 2018 ¢ 04th Hospital C 1% December 2018 ¢ 30t
December 2018 May 2019 January 2019

Facility level manager (1) Facility level manager (3) Facility level manager (2)

Department in charge (1) Department in charge (1) Department in charge (1)

Nursing officers 4 Qerical officers () Nursing officers ()

Accounting officer () Qerical officers 2

PART D: Key Sakeholders Interviews: Ministry of Health officials, Development partners, Qvil society organisations 1% June 2019 ¢ 13
September 2019

Ministry of Health officials (5)
National Health Insurance fund officials (3)
Development Partners (7)

Total Number of respondents Patients exit interviews (553)

Patients Focus group Discussion (9)
Gounty and HOWs In depth interviews (21)
National Key stakeholders' interviews (15)

Figure3.7: A flow diagram of the sample and recruitment (Soutaghor), (Note: the bracketsshowthe number

of responders)

Nine of the keyinformantsinterviewed were female while six were male; 15 were from the MoH,

three from NHIF, and seven from developmeattper agenciesFifteen of the respondents in the
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IDIswere female andsixwere male In generalpne was aseniorcounty level managetwo county
middle-levelmanagerssixfacility-level managers, three departmesin-charges, five nursing officers,
three clerical officers, and one accounting offic&he range of the number ofmothers that

participatedin the FGDsvas between 512,

A summary othe characteristics of respondents in ti#is, as shown inTable 3.61n overall, 550
entries were includd in the analysignd three were dropped because tife incompletenessof
pertinent data on perception and demographic characteristignparatively the number of women
of reproductive age (between 140 years) in the county i§22,916(Kenya National Bureau of
Statistics, 2019b, p194A majority of the respondents were ag@dyearsand belav overall (46.18%)
hospital A (42.86%andhospital B (54.12%), arlitbtween25-34 years in hospital C (47.349%j)ost

of the respondents in all the hospitals (hospital @905%), hospital B (56.47%), hospital C (65.99%)

and general§3.27%) had a household income of between 5,0010,000 KE§19.24¢ 98.47USDP
(27.09%) and had more than three people in their household49.64% of all respondents were
unemployed and64.00%had aparity of between2-5. A majority in all the hospitals aralerallwere
Christian protestants fospitals A(66.67%) B (72.94%) C (75.15%) and overall(73.82%); had
attained secondary educatiofnospitals A52.38%) B (43.53%) C(45.27%) and overal(45.27%);
and were married ((hospitals (X1.43%,) B(85.8%) C(82.84%)and overal(82.91%).

Table3.6: Sociedemographic characteristics of tineothers

Estimated 1,076 5,635 9,152
annual

deliveries

n=550 n=42 n=170 n=338

Age 24 and below 254 (46.18) 18 (42.86) 92 (54.12) 144 (42.60)

2534 242 (44.00) 16 (38.10) 66 (38.82) 160 (47.34)

35 and above 54 (9.82) 8 (19.05) 12 (7.06) 34 (10.06)

Number of Three and below 202 (36.73) 13(30.95) 74 (43.53) 115 (34.02)

people inthe Morethan3  348(63.27) 29 (69.05) 96 (56.47) 223 (65.99)
household

5,000 and below 107 (19.45) 12(28.57) 29 (17.06) 66 (19.58)

(below49.23USD)

6 The cost data in this study was collected in Kenya shillings (KES), but was converted to US dollars (USD) using an exchange

rate of 1 USD = 101.555 KES; which was an average exchange rate from Septemhevi@@182019 as obtained from
OANDA currency cemsrter (seehttps://www1.0anda.com/currency/convertel.
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Household 5,001¢ 10,000 149 (27.09) 12 (28.57) 34 (20.00) 103 (30.47)
income per (49.24¢ 98.47
month (KES) USD)
10,001¢ 15,000 89 (16.18) 5(11.90) 26 (15.29) 58 (17.16)
(98.48¢ 147.70
USD)
15,001¢ 20,000 95 (17.27) 5(11.90) 34 (20.00) 56 (16.57)
(147.71¢ 196.99
20,001 andabove 110 (20.00) 8 (19.05) 47 (27.65) 55(16.27)
(196.95and above)
Occupation Student 19 (3.45) 2 (4.76) 9 (5.29) 8 (2.37)
Unemployed 273 (49.64) 12 (28.57) 86 (50.59) 175 (51.78)
Selfemployed 197 (35.82) 18(42.86) 53(31.18) 126 (37.28)
Salaried/formal 55 (10.00) 9(21.43) 20(11.76) 26 (7.69)
employment
Other (Casua 6 (1.09) 1(2.38) 2(1.18) 3(0.89)
labourer)
Parity Primigravida 192 (34.91) 15(35.71) 63 (37.06) 114 (33.73)
Para 25 352 (64.00) 27 (64.29) 107 (62.94) 218 (64.50)
Parity of above 54 6 (1.09) - - 6 (1.09)
Religion Christian 406 (73.82) 28 (66.67) 124 (72.94) 254 (75.15)
protestant
Christian Catholic 131 (23.82) 12 (28.57) 42 (24.71) 77 (22.78)
Other or no 13 (2.36) 2 (4.76) 4 (2.35) 7 (2.07)
religion
Marital status Single 94 (17.09) 12 (28.57) 24 (14.12) 58(17.16)
Married 456 (82.91) 30(71.43) 146 (85.88) 280 (82.84)
Number of Two or less 85 (15.45) 6 (14.29) 25(14.71) 54 (15.98)
ANC visits Three times or 465 (85.55) 36 (85.71) 145 (85.29) 284 (84.02)
attended more
Education Primary or no 197 (35.82) 11(26.19) 63(37.06) 123 (36.39)
education
Secondary 249 (45.27) 22 (52.38) 74 (43.53) 153 (45.27)
Tertiary 104 (18.91) 9(21.43) 33(19.41) 62(18.34)

Note: Source®*KenyaHealth Information System KKS) for aggregate reportingpHIS2, 2020)to show the

proportion of the sample againsumber ofdeliveriesn the facilitiegEstimates for annualelivery were for the

financial year July 2018June 2019).
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The sample characteristics of data from 2014 KDHS are presertbdpter 7 A detailed description
of how the data wagprepared is discusseokelow in the section3.4.8.3\greparationof the data for
Iy I f féllawing ifto the discussion NSt I G SR f AGSNI 0 deRBE I yR (G KS2NE

Description of the document reviewed is providedTiable 3.7.The documents were accessed via
government and other websites. Additionally, the lefprmants were asked for relevant documents,
reports, manuals that were not available publicly. The county anecsubty respondents and facility
in-charges were requested to provide relevant document and information on local policies strategies,
relevart work plans, and any other documents that were deemed useful for the study. To minimise
bias, | ascertained the authenticity and completeness of the document before including them as part

of the review.

Table3.7: Documents reviewed

Category Item

Legal 1. The Constitution of Kenyafticle 187 Article 43)

documents 2. The Health Act (Article 2, Article 5, Article 6, Article 7)

National Hospital Insurance Fund Act

The county government act

IntergovernmentaRelations Actdection 25)

Legal Notice 137183 of August 2013 whereby in Exercise of the pow
conferred by section 23(1) of the Transition to Devolved Government Act, 2
LegalNoticeNo.34NationalGovernmentReguation

ook w

N

Websites | 1. The standard groupLC

2. The Nation Media Group

3. KenyaMinistry of Health

4. The World Health Organisation
5. The World Bank

Other
documents

1. Linda Mama implementation manual

2. NHIF PowerPoint presentations on Linda Mama (2)

3. Draft free maternity service policy

4. Rapid assessment of Linama report

5. Other Linda Mama case studies reports (2)

6. Facilities maternal and child health progress charts and wall hangings/ post

3.4.8.Datamanagement andnalysis

This section outlines the process and rationale of data management utilised for the thpesaahes

(qualitative, quantitative, and econometrics).
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3.4.8.1.Qualitative Datananagement and analysis

Effectual data management in qualitative work is imperative for organising voluminous data and was
essential for ensuringhe transparency of the analysis mess. All recorded interviews were
transcribed verbatim. All the raw datancluding recorded audio files, full interview transcripts, field
notes, and documents gathered from fieldwowkere imported intoNVivol2 for ease of management

and transparency fothe analysis process. From the onsetno§ PhD work, | switched between
Endnote andNVivoto conductthe integrative review(chapter2) NVivogave methe flexibility of

moving between audio files, transcripts, codes, nodes, annotatmasmemos and keeping track of

any coding decisions | made during the process. Imported data was then organised according to source
and type of respondent (FGDs from patients I@is from county officials and HCWs or key
ail 1 SK2t RS NA Q ogregsedSMiIzanafysisil Adtled daia inlthe faldd of search queries and

concept mapsTable 3.8
Table3.8: Management of data usinyVivol2

Policy QoC Cost

Internal source: Keystakeholders at the macro leveKey
Folders and aldlF1SK2ft RSNAQ Ay S
subfolders - Government officials 0 o o
- NHIF officials 0 0 o
- Development partners 0 O 0
Internal source: County health management team, senic
and middlelevel managers, Healthcare
workers at the meso leveltn-depth
interviews andnotes from diary method
- County officials o} o 0
- Healthcare workers o} o 0
- Other support hospital officials o) O 0
Internal source: Focus group discussions
- Mothers whogave birth and came fo O o] 0
PNC
Internal source: Documentation
- National level:Legal document, ) @) o)
reports, websites
- County and facility level: C C C
implementation manuals, reports,
posters
Memos/annotations: - General / across the categooy 0 o] 0
interviewees groups
- Across the data collection method = O o) 0
Queries.using text | - Terms included (across the categori O 0 0

search on interviewees; across data
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Policy QoC Cost
collection methods)policy, matern*,
implement*
Maps - Concept and Mind maps: fonapping O @] @)

themes across sites
Qualitative data were analysed using a thematic approach. Thematic analysis was chosen because it
provides a clear, succinct, and transparent methodical account of coding that is epistemologically
neutral (Braun and Clarke, 2006, Clarke and Braun, 2017, Terry et al., 2adifijonally, it allows for
020K GKS2NBGAOKtT FftSEAOAfAGE yR Tt SEAOAfar (e AY
GONRGAOFE ¢ FNIYSE2NI Q GKFG LISNYAGE AYGSNNRAFGAZ2Y
or large datasets; and allows for both deductive (driven by theory) or inductive (driven by data)
analyses that elucidate explicit and underlyimganing(Clarke and Braun, 2017, pp29%8) In this
study, | followed the steps involved in framework thematic approach for applied policy research as
outlined byRitchie and Spencée002, p178)

Familiarisation oftte data

CFrYAfAFNRAFIGAR2Y 2F GKS RFEGF gl a R2yS GKNRdAzZEAK WA
transcripts and the field notes diary, in addition to listenindhte audio recording. Braun and Clarke
(2006)have argued that the act of transcribing data should be considered as an interpretive act of the
analytical process in lieu of a mechanical dnemy caseit was not possible to havéné experience
because | sought help for transcription from a qualified transcriber since it was taking rather teo long
a-time. Neverthelessgiven that | had collected the data, | was able to reflect through the data
immersed myself and even developadalytic thoughts and interest. In this phase, | wrote down the
preliminary coding ideas and searched for potential meaning, patterns and themes on a notebook
which was also supplemented by talking to a colleague fnyndepartment | started by analysing

two transcripts per each of the internal source category (Kdis, and FGDs) usiigVivqg as did two

of my supervisors with whom | had shared one sample of each category. We then compared the codes

as a way of understanding abstract ideas and helpiegararticulate the coding decisions.
Coding the material

The subsequent step, akin ftride-{ (G A N@O01/ Fp8&B91) included reducing the data in two
steps devisingWl O2RAy3 FNI}YSH2NLl Q FyR RA&aaSOGAYy3d WOSE
T NI Y S aexiepneeRof the phase, | had to decide on how to analyse the different data collected

through different methods, whether jointly per subtopic of policy, qualitydecost; or through
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combining each of the different data components into one before analysis. Importantly, from joint
data analysis through any of the two mettg)ydhe focuswason the shared meaning obtained from
the interaction; and the end goal of knowledge construciiBolak and Green, 2018)chose the first
perspective, to inform rather than dictate the analysgided by the research questions under the
analytic componentsplicy,QoCand costs perspectivggheoretical and conceptual framewordnd
theAYAGAFE ARSF&a GKFEG SYSNHSR FTNRY (K BE@NBENEA2Y
premises evi8 Y i Ay (Attfd& Stirlir) £200@, p38&hrough open coding (assigning codes to
portions of data)(Urquhart, 2001, p5)Through itl was able to create an initial coding framework
which was more descriptive for each category of data (RBl§ and FGDs) per analytical component
of the policy,QoC and cost. Throughout thisitial processl did not attempt to interpret the data but
rather kept codes as close as possible. In the subsequent step, | thethessedal coding technique
where the overlapping categories of codes were further refined by grouping together coddkadhat

succinctly summarised the text.
Identifying themes and constructing the networks

| then refined the codes into basic themes by reading through the groups of related @bitiede-

Stirling, 2001)I found this process flowing as the data had been reduced into components that | found
manageable. Significantly, | then rearranged the basic themes into clusters of larger organising themes

using the issues that were explaining each of them. For instanttee policy component of the study,

the key issues were otie formulation of the policy, implementation, and the effects and impact.
AppendixL7 shows an example of how the themes were organised. At this point, | shared the themes

that | had developed with my supervispend we had a discussion around them. After agreeing on

the organising themes, | then organised them into networks of globa¥'tieds ¢ KA OK- | NB W3
2NRAYIGS G(GKSYSa GKIFIG SyO2YLI aa (KSAtdoersyildg, LI £ Y S
2001, p389)

Describing and exploring thematic networks

In this part of the process, | crossferenced each of the thematic networks in turn by describing the
contents using the text segments. Through the woven tgken | was able to weave through patterns
right from the basic themes through to global themesderitify the patterns of interpretations. | was
able to evaluate what the organising themes were contributing to the glibleahe, andthe ones that
were not in overall relevant were moved to another section. In this reghsdflexibility ofNVivoto

codeand uncode became very helpful in supporting the interpretation.
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Summarise thematic network

In this sectionl evaluated the relationships across the multiple catéggof the multiple respondents

and categories/perspectives. | was looking for overl@psonsistencies and gaps) and convergence. |
preserved all evidengeeven the contradictory ones, to use them for explaining possible rival
interpretation (Yin, 2018) For instance, in situations where the Kill indicated that the patients were
not paying any cost for accessing LM servibasthe patients themselves indicated how they had to

pay for drig or other services. This part of the process was supported by having a discussion with my

supervisors, in addition to reflecting on the analysis.
Interpreting patterns

As a final step, | critically examined each of the thematic networks with the data interpretation
entailing the identification of key concepts and perceptions and explaining the integrated
relationships. Alsq the process involved explaining thelationship between the theoretical
conventions and the data; and identifying the policy implications in such a way that the findings were
fF NHESN) 6Ky @QKS Wadzy 2F LI NI &

3.4.8.2.Quantitative datananagement andnalysis

The management of quantitative data wasndoin both Excel software and STATA 15. Given that the
Eldata was collected using a structured questionnaire, | first entered it in Excel software. | found the
process rather tedious and was prone to errors; however, | ensure caution as | entered thitdata
utilised the Excel function diiter to clean the data. Through the Excel software, it was easier to pick
data elements that were irregular orfafangent. Eventuallythe data was then loaded to STATA 15

for analysis. In STATA, the data was coded labelled using the formuldab defto assign codes to

the responses as they appeared in the questionnaire, which was then used to create a codebook in
four sections: Socidemographic information, access to maternal health services during pregnancy
(including the aspects of visiting the facility such time taken to the facility, waiting time, and referral),
perceived quality of LM services (health facility, healthcare delivery, and interpersonal aspects), and

costs.

Analysis of the data was done inAHA 15The sociedemographic characteristics and the maternal
health access characteristicere analysed descriptively using proportions and-stjiiare to see if
there was a significant difference in the characteristitshe patient across the three falities. The

23 questions on perceive@oC(health facility, health care delivery, interpersonal) whose responses
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was in LikertwheréwasW/ 2 YLJ SGSf & RA&AFINBSZIQ Hndp5 WaRINBSH S «
I 3 Nde& @nalysed in using progmns. The questions on level of satisfaction, prospects of delivery

in the same hospitah future, cost of care (source of funds and proportion of the population paying

OOP payments) were done descriptively using proportion, and measures of dispandidahaa of

central tendency.

Further analysis on STATA also included runnintest (for continuous data) and oagay ANOVA
test (for categorical data that had more than two categories) to determine the difference in the mean

overall direct expense®©DE based on patients' characteristics as follows:

Using the method adopted fronDalinjong et al (2017, p3) | categorised the OOP payments in
childbirth as either DMC or DNMC. DMC were either service the patients incurred as inpatient or
outpatient (herein,services paidor (SPF) or items they were told to buy as eitherpatient or
outpatient (hereintold to buy (TTB)as defined iTable 3.9nd is a sum of the two cosBNMC were

cost incurred due to the admissigmocesginpatient). The overall direct expense (ODE) a sum of DMC
and DNMC and is expressed in the form of descriptive statistics of mean, standard deviation, median,
maximum and minimum. As part of the sociodemographic characteristics, income was estimated by
asking the repondents the detailed questions about the income of the patient, and household income

per month which included any wotlelated earnings, welfare payments, or government assistance.

To measure the financial risk protection, | estimated the extent of ¢atpkic expenditure which is

a disruption to the household consumption patterns. Catastrophic expenditure is defined as having
healthcare expenditure of careeeking episode that is equal to or that exceeds a threshold of
household resources, either expdtate or income(Dalinjong et al., 2017)Several authors have
defined the threshold asarying from 540%(Amayalara, 2016, Borghi et al., 2006, Dalaba et al.,
2015, Hoque et al., 2015k this thesis, | estimated the impact of the OOP payments on the overall
monthly household income by taking the ODE incurred divided by the monthly household income and
defined it as catastrophic if it was more thaf% of the overall income as has been defined in other
studies(Gol et al., 2016, Hoque et al., 2015, Wagstaff, 2008 cost data in this study was collected

in Kerya shillings (KES), but was converted to US dollars (USD) using an exchange rate of 1 USD =
101.555KESwhich was an werageexchange ratdrom September 2018 March 2019as obtained

from OANDA currency converter (ségtps://www1.o0anda.com/currency/convertel.
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Table3.9: Categorisation of OOP expenditdinat incurred during childbirth

Direct medical cost Is the summation of the services paid for yet should be fr¢ Calculated
(DMC) and things told to buy

Services paid for | Cost of service received by the patient during the birth Birth
(SPF) process, defined as the period duriAdC, birth and PNC. | process
The costs include registration fees, hospital card,
consultation admission lab-tests, ultrasound payment for
surgery (caesarean section or any theatre fees), blood, ai
drugs and other related costs. The cost is either inpatient
outpatient.

Told to Buy(TTB)  Cost of payment for items that the patient was told to buy Birth
The costs include cotton wool, basin, bandages/gauze rol process
syringe, drugs and other related costs. The cost is either
inpatient or outpatient.

Direct nonmedical = Costs such as transport cost to and from the hospital, Birth
cost(DNMC) accommodation cost for self and accompanion while the | process
patient is admitted, and any form of informal payments. T
cost is either inpatient

Overall direct Is the summation of theirect medical cosand drect non Calculated
expenseqODE) medical cost

The final set of cost analysis was a-liogar regression to determine if the characteristics of the
patients were predictors or determinamf the ODE used in the facility. The basicliogar model

was
et 1T O (2)

Whered ¢ i®dlog ofODEf is the intercept andb are the patients characteristics. The modeds

differentiated for ease of interpretation as:
— 11® 3

Wheref provides an instantaneous change (a percentage chan@®igfor Wis associated with a

unit change i patient characteristics.
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3.4.8.3. Econometricdata management andnalysigrocess

All the DHS data had already lbeeleaned and curated using a standard methodology field manual
and toolkit(Croft et al., 2018, ICF International, 201Bgspite using thé N2 T (i (2818, pp1f13p Q &
1.18)guide in the structure and component of the DHS data, it was not as straightforward to identify
the dataset that was relevant formy study.i G KS adlF NI 2F GKS aiddzResx L d
record (IR) dataset iwhich the woman interviewed was the point of reference; thugdhaped the

data long using stata commangshape lonyjto make the births the point of reference. | learnt, albeit

late in the process of data management and analysis, that the birth re(®R§ dataset had already

been cleaned and reshaped to fit my analysis. Therefore, | subsequently loaded the BR dataset in
STATA 15 for analysis. An initial descriptive analysis was condlibeedverall sample showed that

there were23,245mothersand 83,591 births (dentified using the egen commandJsingmaternal

history questionpresentedusingvariablemidx (whichcontainedup to sixentriesof birthsin the last

3-5 yearsbefore the interview), | chooseonly births that occurredin the last five years.Generally,
children born in the 5 years (b19 < 6The overall trimmed samplalso showedhat there were

14,949 mothers and 20,964 birtislentified using the egen command

However, before further analysis, | had to specifyglags in the impact analysis of FM policy in Kenya,
review literatureassociatedwvith the outcome of interest leading to theroposedtheory of change

and the addressed questiddiscussed in the following subsection)

In this section, evaluated overall effecthe FM policy(implemented in 2013), rather than the LM
policy, best captured bpoth early neonatal and neonatal ddest as quality outcome®Both early
neonatal and neonatal deathsere chosen as an outconsdecause, one, it is a measurable quality
outcome that can be cumulatively averted by a series of quality processes and inputs within the
continuum of maternal car¢Kerber et al., 2007, Lawn, 201%)nd, two, it was curated from the
dataset usinghe reported age at deatffior each of the bakes in the sample. The other maternal
outcome indicatorgdiscussed below in detailsjere limited by the fact that in th&KDHS]ata is

captured for the last birth that the mother had rather than all births in the dataset
Related literature and theory dfange

This section presents the literature on the different characteristics that elucidatexpeocted impact

of the FM policy onneonatal mortality.
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Some literature has shown a significant association between maternal and infant outcomes with the
utilisation of antenatal care ANG services, maternal characteristics such as sec@nomic,
demographic, and biological, delivery, and neonatal facttiser through using a survey or cress

sectional data.

Concerning the association betwestilisation of ANC servicesd maternal and neonatal outcomes,
ChamaChiliba and Koc(R016)reported that utilisation of ANC services stimulatesiiizarity of the
mothers with the health care system and allows tHEWs to promote skilled delivery services.
Schlembach et al2006) showed that ANC services such as skilled attendance and urine analysis
accorded to the mothers during pregnancy plagriéical role in determining the outcome of a delivery
and neonatal mortality. Other ANC services such as checkingdod pressure BB and intake of
iron-folic acid [FA supplement are recommended since theégcreasehe risk of preterm birthLBW
anaemia, and neonatal mortalifZeng et al., 2008A higher number of ANC visits increabances

of early identification of complicatianleading to better delivery outcome@runda et al., 2017)
Additionally, tetinus injections during ANC services prevent mothers from acquiring tetanddack

of it is associated with neonatal mortality (ibid, 2017)

Regardingnaternal characteristics, either biological, seeimnomic, or demographiseveral factors

in them have been shown to have an association with attending skilled delivery and potential for
affecting neonatal mortality. For example, t2B814KDHS concluded that infants born to mothers who
are too young (under age 18) or too old (over age 34) had a higledrapility of dying in early
childhood(Kenya National Bureau of Statistics et al., 20Ad{ditionally jt revealed that it was twice

as likely for a baby to die if the mother had a birth interval between the children of less than two years
compared to three or more yeai@bid, 2014) One study postulated six times higher deaths in the
neonatal period amog neonates who were multiple births compared with single bitterld Health
Organisation, 2006)n their evaluation of the socidemographiacharacteristics of infant mortality in
Kenya, Mustapha and OdimegwR008) revealed that ethnicity was the second madstportant
determinant after breastfeeding. They argued that there was a significant-sgoimomic inequality
between the mothers based on their ethnicity. For instarikhe,low probability of infants dying among

the Kikuyu infants could have been attributed to numerous secienomic advantages such high
urbanisation of their regiongreater wealth, and a lowroportion of noneducated womeramong
thisgroup(Mustafa and Odimegwu, 2008)lso, mothers' level of education was seen as a contributor
to seeking delivery seices, child survival, andherefore, associated with better healtseeking
behaviour (Caldwell, 1979)For instance, more educated women are likely to marry and get to

motherhood later, get fewer children, and utilise B8Mdare and immunise childréHobcraft, 1993)

92



Regarding household wealth, children from we#trhouseholds are at a lower neonatal and post
neonatal mortality risk compared to those fropoorer backgrainds (Ikamari, 2013) Similarly, the
region of residence is a significant determinant of both neonatal and-peshatal death in Kenya,
potentially due to differences in the soeeconomic and ecological envinmental conditions
(Ikamari, 2013)Area or place of residenagcategorised as either rural or urbas a crucial socio
economic determinant of infant mortality in Kernyandthe availability of health servicaa urban

areas could enhance the survival of the clfildamari, 2013)

Regarding delivery, Tura et §R013)argue thatplace of deliveryand skilled assistancelays a
significant role in maternal and neonatal birth outcomes in that there could be a 29% reduction in
neonatal mortaliy if mothers deliver in health facilitied~urther,Abdullah et al(2016)show that
infants delivered at homander the care ofraditional birth attendant TBA are six times likely to die
compared to infants born in a hospitallsothe potential for death among neonates born througls

is significantly higl{Signore and Klebanoff, 2008)Jowever,this estimateis not causal, given that
doctors recommend $to highrisk pregnancies, whidn itself isrelated to higher mortality isks to

the newborns, and not because of the procedure

About neonatal characteristicthe gender of the baby, birth sizZRPGARAppearance (skin colw);

Pulse (heart rate)Grimace response (reflexedctivity (muscle tone)Respiration (breathing rat and
effort)) score of the baby, and early initiation of breastfeeding have been identified as critical
determinants of maternal and neonatal outcomes. The mortality rates among male children in the
early neonatal period are significantly higher thamong female children (Abdullah et al., 201&s
males are more likely to die in their first year of life than feles(World Health Organisation, 2006)
Neonates who arborn withLBW often defined as being less than 2500 grdhdakimuli et al., 2015)

are twice as likely to die in their first month of life than those whose weight is categorised as average
or larger(Kenya National Bureau of Statistics et al., 2024Iditionally, the risk of neonatal death is
six times higher among neonates born with I&@@GARcores as compared to those with a normal
APGARcore and that neonates who had bdtBWand the lowAPGARcore had 28 times higher risk

of neonatal death compared with those with normaPGARscores(Abdullah et al., 2016)On the
other hand, failure to initiate early breastfeeding was shown to increase tlkeofisieonatal death
(Debes et al., 2013, Mullany et al., 2008)r instance, Abdullah et §2016)highlighted that neonates

who were not initiated orearly breastfeeding had 20 times more risks of death than those who were
breastfed early. Edmond et 2006)elucidated that 16% of neonatal mortality was preventable if all
infants were breastfed from thérst day and that 22% preventable deaths if breastfeeding started

within the first hour.
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Also,variables outside the health services suctaaailability of drinking wateandtoilet facilitiesin
homes have a significant net effect in maternal and neahatitcomes. For instance, children from
households without a water supply and a toilet facility have a significantly higher risk of both neonatal

and postneonatal deaths compared to the children who had both in their ho(iieamari, 2013)

Literature above suggests that causes of the outcomesatérnal and infant outcome&uch as early
neonatal andneonatal mortality) are multifaceted. The FM policy is an effective and useful
intervention that could addressome of the outcome challenges. Some studies from Kenya on the FM
policy have described the patterns and potential causes of neonatal outcome usingseotissal

data obtained from 77 health facilitig€itobu et al., 2017a, b, 2018&ddtionally, Lang'atet al.
(2019) evaluated the implementation of the FM policy using an interrupted time series analysis (2
years before and 2 years after the policy) using maternal health indicators reported monthly and
collected in three counties in Kenya. While the above studies htigenpted to elucidate cause and
effect, theyhave not addressed the causality conclusions related to the FM policy. By using cross
sectional data from a select number of counties, they may have potentially under or overestimated
the maternal, and neonataoutcomes as the studies cannot be generalised to the whole country.
Equally, their methods were descriptive and only compared the differences before and after the policy
implementation. With these limitations, | applied @bust policy evaluation methodogy of
difference in difference usingational dataset and comparing the effect before and after within the

same mother to bridge theauseand-effect gap of the FM policy.

Based on the literature described above, | have proposed a thaforhiange(Figure 38) that seeks

to evaluate the neonatal outcomes (early neonatal and neonatal mortality). Neonatal outcomes were
chosen as main outcomes from the policause they are a measurable quality outcome that can be
cumulatively averted by aeries of quality processes and inputs within the continuum of maternal
care(Kerber et al., 2007, Lawn, 201&hd it was posble to curate them from the dataset used (using
the reported age at deafhfor each of the babies in the sample. Maternal outcomes were considered
as intermediate outcomes (mediators) becaube policy affected them, and they affected the
outcome of inteest. For instancedelivery through theCS has been incorporated as additional
intermediate outcome since as denoted byisma et al(2019) it is increasingly associated with
neonatal mortalities especially for babies in pootealth. | have also includethe confounding
factors(that affect both the policy and the outconsg Additionally, theesults could be worthwhile

in prioritising the scarce resources allocated to the FM policy and maximise the child health benefits.
| propose the following hypotheses that this component of the study will addidsss theFM policy

reduceghe probability of early neonatal mortalitgnd the probability of neonatal mortalitydoes it
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increase theprobability ofskilled delivery through C8r(other intermediate outcomesand what is

the cost benefit consideration of the polfchhe final framework of analysis is as showRigure 38.

95



UHCagenda

The intervention

Intermediate outcome

Bvaluated impact

To increase the quality of care
and outcomes (quality);

To Increase volume of utilisation
of services (utilisation);

To increase the use by the
lowest in the population and
prevent catastrophic expenditure

(equity)

Free maternity policy as
implemented in Kenya: Linda
mama policy

ANCCare

Delivery care

1. Attended to by skilled
assistantsin pregnancy

1. Location (Place of delivery)

2. Weight check

2. Assistance by skilled assistants
at delivery (Assisted by Doctor
/nurse/ midwife)

3. Height check

3. Delivery through Caesarean

Reduced probability of
Early Neonatal Mortality
(B\NM)

Reduced probability of
Neonatal Mortality (NM)

section (CS
4. Blood pressure check Neonatal factors
5. Urine sample taken in Birthweight (birth size)
pregnancy
6. Blood sample taken in Early initiation of breast feeding
pregnancy

7. Told about complication

Mother and child postnatal care

8. Iron tabletstaken in

1. Mother checked by health

pregnancy professional after delivery
9. Malaria prophylaxis take in|2. Babies with postnatal check
pregnancy within 2 months

10. Taken intestinal parasite
drugsin pregnancy

11. Increased number of
ANCVvisits

12. Timing of first ANCvisit

Potential confounders causes: Demographic characteristics Age of the mother at birth, Age of the mother at first birth, Preceding birth intervals (excluding first
order births), Parity, Multiple pregnancy, Bhnicity, Highest level of education of the mother; Social economic characteristics Wealth index (quintile), Religion,
Regional difference, Type of place of residence, Drinking water, Toilet facilities; Neonatal factors Gender of the baby (being male)

Figure3.8: Framework for impaanalysigSource: Author)
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Preparation of the data for analysis

Outcome variablesThe two main outcome variables aa early neonatal mortality (deaths to live
births within the first seven days of life); af neonatal mortality (deaths at ages 0 to 8ays,
including deaths reported at age zero months). The two were calculated using the reported age at
death. | also explored other intermediate outcomes under ANC care, delivery care, neonatal factors

and mother and child postnatal care as follows:

ANCcare:Attended to by skilled assistants in pregnamnas recoded from question 409 of 2014 KDHS

to reflect skilled service provision by either a doctor, nurse, or a midiiiémya National Bureau of

Statistics et al., 2014, p456)he variable was binary: ©"No", and 1¢ "Yes." Weight check, height

check, blood and urine sample &k in pregnancywere recorded fromquestion 413 of the
guestionnaireof 2014 KDHS that asked if any of the above was condadteghst oncdn the last

birth and were binary: @G b 2 £ T ¢d yRa v 6 A 0 A. RS tabletsvaken in [plegngneyas
curated as binary:Qa b 2 £ T ¢ yRaaw FNRY GKS ljdzSadAz2y num 2F G
during the last birth, the mother was given or bought iron tablets/syrup (ibid, 2014, p421). The
NEalLlyasS WR2 y2i0 1y2¢Q stookintésthnBl IpaiaSitR drugéurat¥diad a A y 3 @
binary: 0ca b 2 ¢ = ¢ yRa &v TyheRtivh 4830&he questionnaiteat asked if the mother

G221 AyiGaSadAaylrft LINIFaAaAdS RN¥zZZa Ay GKS flad LINB3Iy
treated as nissing Malaria prophylaxis in pregnaneyas recoded as@a b 2 ¢ S¢d yRiém (12 NB T
whether the respondent received malaria prophylaxis in pregnancy or not. It was based on responses

to questions 425129 on the questionnairelhetiming of the firstANCand the number of ANC visits

during pregnancy were curated following the MoH recommendat{#t®nya Ministry of Public Health

and Sanitation and Kenya Ministry of Medical Services, 26b2)nstance, thdirst visit was recoded

as 1 if it happenedls weeks or le@ahd0c Wl 6 2 S mc ¢ BuBiheddf ANClvisiigerel K S
recodedastWn | yR | 062@S | b/ ¢ahdddWiad REyNA T AdzNINBEN T A FOR O

Delivery care: Delivery through tS8which was obtained from questichWas (NAME) delivered by
OFSalFNBlys GKIFIG AadX RAR (GKS@& (Qnlya NaodaNBuedifof & 2 LJS
Statistics et al., 2014, p459)he question targeted all births that happened in the last five years before

the interview. The outcome variables were binaryc@ b 2 ¢ > ¢cbhy Ba @ ¢ abitaintetby & >

skilled assistants at delivewas recoded to reflect skilled service provisaitirth by either a doctor,

nurse, or a midwife; the variableariables were binary: Qa b 2 ¢ > c y8aam ' yR 0ANIK A

hospital birth was considered to reflect the operationalisation and implementatiorFbf policy
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deliveries in all public fddies (including hospitals) and not private fprofit or not for profit facilities
(Chuma and Maina, 2013)

Neonatal factors Low birth weight (birth size & NBO2NRSR o0 AaSR20BYy bl | A"
definition of LBWbeing that less than 2500 grams; hence were categorised as ethéf;b and1 ¢

W Sritisien of breastfeedingwas categorised asdWA Y'Y S RO ¢ WftSrildwrorlate o6 & SR

2y 5 S0 S@01%definitidn of @aily breastfeeding.

Postnatal careboth variables othe mother being checked by a health professional after deleedy
babies with a postnatal check within two montiwere recoded adinary: 0cd b 2 £ = ¢l Yy Ra @

based on the interview responses.

Explanatory variablesThey were categorised as either demographic characteristics of the mother,
socioeconomic characteristics, and neonatal characteristics. Data were categorised and prepared as
follows:Age of the mdter at birth of the babwas constructedising the variable century month code

(CMC) which is described as the difference between 1,900 and year of an event, multiplied by twelve

and then adding the month of the eve(€roft et al., 2018)The value was calculated by taking the

CMC at the birth of the child minus CMC at the birth of the mother then divided by 12 as no question
explicitly asked about the year. It was categorised @$V[ S & a ;@&rgnn @d3XzWop &SI NE&
andabo$Q FyR (GKS ONBI | LR2AyGa 6SNBE aSt SOGSR 0SOI dza$s
of adolescence, young adults, and older adults as also been used by Mustafa and Od{2@@syu

Age of the mother at first birtivas categorised as a binary varialdgher L¢cQmy &SI NAR | YR 0
andOcQmMdp &@SIENE FYR 628SQ G2 Ol LIid2NB (moriilitySTFFS O
Preceding birth intervaleas categorised binary as eithec Wess than two yea@d0¢WH & S| N&
FYR | 020SQ 02 ygretadidgliitlsiRterval N&ohths)ivaridblBarity, which Kozuki et
al.(2013)define as the number of times a woman has given birth to a live or dead foetus of a gestation

age of 24 or more weeks, wasrstructed as @ WLIF NA & MI ¢WIJd NKR o QT YRR | @
capture parities as either low multiparity or grand multipara as suggestegbbgt al(2002) | used

the variablebord (birth order) to curate it as noted in the DHS 7 guidelif@®ft et al., 2018, p1.62)

Multiple pregnanies were categorised as binary, eithet@ b 2rélca, Saé¢ GKSIKSNI 6KS Y
twins. Wealth index (quintilejvas presented as had been collected during the sufivefPoorest; Z;

Poorer; 3¢ Middle; 4¢ Richer and5 ¢ RichestThe religion of the mothawvas constructed as a vector

of dummies for each of the categories of the variables under religion. The categories of the variables

were 1¢ Roman catholic2 ¢ Other Christian 3 ¢ Muslim; 4 ¢ Other (those with no religion were

O2YO0AYSR Ay U(UKS OFGS3I2NE W2iKSNRU P03 BKS MIZAN] A YA
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orl¢We 2Nl Ay3IQd DAPGSY VYSyelrQa 3INBIG RAGSNEKMGE 2F
ethnolinguistic minorities (tribes)Kenya Ministry of East African Community and Regional
Development, 2019, Makoloo et al., 2005, pX@g ethnicity of the mothewas classifid into seven

ONBI RSNJ OF iS32NRSa T2t f(2008)cissificatidnd Thé chtegorles/wereh RA Y S 3 ¢
WY I Q¢8R YIWY A |4 izazce WQez@{ 2 Yt AQ FyR tFad OF G653
rest of the mothers whose ethnic categorisation had less than 50 observatiighest level of

education of the motheawas constructed using a vector dummy of each category, with the categories
beingasl ¢ Wt NA;ZEWNERDO2 Yy R (NBIOATA K Kb @ Yy KRR dBendér bizhg ey

was categorised asQW ¥ S Yand1& @Y f SdQ

Two economic status of the math were categorised as follow#vailable toilet facilitiesvere
categorisedas QWb 20 | G¢WR {3 (1S@ITME | 6f SQd wSalLlyasSa |06 2dzi
Wodza Kk FASE RQZ W2iKSNR:E Wy2i I RS 2nNBailaN® FHeRSy i Q
question on thesource of drinkingwated 2 dzft R y 204 6S Of I 8aAFTASR AyiG2 SAi
since each of the respondents indicated some source of drinking water. Instead, | used classifications

as described bykamari(2013)where they wereclassified ad ¢ Wt A 12§ RSt f QPh PHNS NJ
a2dz2NDSadQ ¢KS NBaLRy aS eithez spriag Nin, denlztddk&, adts, boktléd, G NB |
other or not a dejure reslence from thevariable v113 (which was based on the question to the
interviewees about their source of watejor easeof orientation of the reader on theusnmary of

the variablesand the results, they were presented in sectio (Table 7.1
Empiricaktrategy

In this study, the empirical strategy applied is based on the differémcifference approach used to
estimate the impact of removing user fees on two main outcomes: early neonatal mortality and
neonatal mortality that happened before and after the itstion of the FM policy. The choice of other
intermediate outcome was restricted by the availability of dgtas most questions which would be
interesting to explore (asxplained in thesubsectionabove were only asked about the most recent
pregnancy,d KA OK g2dzZ R KI @S LINBOf dzZRSR (KS Iylteara
heterogeneity. Therefore, the analysis was only possible for birth through CS, skilled delivery, birth in
a public facility (hospital), andBWas additional intermediate outenes. The starting point of the
policy, June 1, 2013, is defined as the day the policy came into effect and is estimated for each birth
using the date of the birth variabl&@he starting point was based on the assumptibat the policy
affects only the births that occlafter Junel and not thebirths before the policyxame into effect.

However, it is possible that there are women who knew about the policy before it came into effect
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and may have planned their pregnanay doincide with it, or that some components of the policy
were gradually introduced. Therefore, thiseans that the boundary between the treatment and
control period is blurredAlso, the fact that pregnancy lasts several months may affect the choice of
the boundary.For example, if the policy was introduced unexpectedly, then the effect may only be
observed fully at least nine months later, but we do not have so many data points after the policy if
we were to set the aftetreatment period in April 2014.& | expect the estimated effect of the

strategydescribed in this sectio be an underestimate of the true effect.

The starting basic OLS regression model using data limited to children born in the last five years is

denoted as:
O T T O0AT dna T o0 OF - (4)

Where,w is the outcome (early neonatal death, neonatal death, and delivery by CS) which is a binary
measure for newboriat time G;f  is the intercept] is the slope associated withe independent
variable;i "Q0 ‘@ithe variableirth after the policy (after=1)vhich was formulatedo estimate the
effects of FM policy in outcome variables with OLS in time approach using robust standarg errors
@ O Gis the birth monthand o  dis the birth year varying across time and newbdbnis the vector

of the included characteristicand- is the intercept. To estimate theeasonality effectsf the policy

that could happen, but not related to the policy; | add the month and the year of the births as

independent variables.

From the literature reviewabove,the outcomes are associated with healtiputs such as wternal
characteristics (socieconomic, demographic, biologicalieonatal factors and economic status.
Whereas utilisation of ANC services has been shown as signifit¢hatliterature reviewthey remain

as intermediate outcomes of the FM polibgcause the policy affected them, érthey, in turn,
affected the outcomes of interest. The same applies to delivery care elements including the location
of birth andSBAas is neonatal factors such BBW early initiation of breastfeeding, and mother and
child postnatal care factord\lso,because of the limited data available around the time of the birth,
it is impossible to control for the timeariant variablesOccupationtype of place ofesidence wealth
index, the region of residence, the highest level of education of the motheértlameconomic status
(source of drinking water and toilet available), which are shown in the literaturdetermine
maternal outcomes and neonatal mortaljtgre only measurtat the time of interview Hence they
could have been completely different did time of the birth Additionally, our model does not include
the APGARcoreas a confoundebecause it is not captured in the DHS datance, the final control

variables included in the models (representedddy) includes the ge of the mother at the birth of
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the baby age of the mother at thefirst birth, birth intervals (excluding firsbrder births) parity,

multiple pregnances, ghnicity, religion, and gnder of the babymale).

In the final model, when searching for the rigdpecification, | explored the joint significance of the
following vectors of variablesindicator variables for the birth months, ethnicity and religion using

the FGSaGd ¢KS @SOG2NI 2F O0ANIK Y2yiKaQ AyRAPl (2 NA
statistic was not greater than 0.49 in any of the models, and tiralpe was not lower thaf.9128).

The final model becomes:
@ T 1 OQat ddd OfF - (5)

Themodel above represents the average treatment effef the policy using data of all children born

in the last five years. The estimates of the average treatment effect from the OLS model with all
children born in the last five years have three limitations. First, as mentioned above, some of the
controlsthat have been mentioned in the literature are not available at the time of birth; hence the
further | go in time from the interview the more difficult it is to assume that they would not matter.
Second, there could have been different things happenimeimya that could have affected the policy
(e.g. policy regimes in other areas of life, micro economic conditions, welfare etc.) thus the births
before cannot be compared to births after for reasons completely unrelated to policy, and this would
be exacerbted the further back | go with births included in the analysis. Third, the number of births
before is much larger than the number of births after hence technically, what is happening before will
be dominating what happens after. To address the concerraghitve a balanced sample, | limit the
data to include only the births that happened one year before and one year after policy

implementation.

But even still, the remaining concern is that the policy could have had an effect on the case mix of
mothers givg birth. For example, mothers with poor health endowment could have avoided giving
birth prior to the policy because it would have been too expensive or maybe did not carry the
pregnancy to birth/term. But now that it is free, mothers with poor health ditions could have
chosen to give birth, or those with at risk pregnancies carried them to birth. All of these
considerations, could have resulted in a completely different case mix of births after the policy as
compared to before which cannot be accountied by the observed control variables. To summarise,
the crosssectional approach does not allow to account for the unobserved heterogeneity of mothers
since mothers who gave birth before could have different unobserved characteristics to mothers who
gavebirth after, which may have an impact on birth outcomes. If indeed the case mix of mothers after

the policy introduction has poorer health endowment, then the crssstional setup would lead to

101



an underestimation of the true effect of the policy. Thusdliminate the bias resulting from the
changing case mix, | need to account for the mother fixed effect (get rid of the individual mother
unobserved heterogeneity). To achieve this | further restricted the sample to only mothers who have
at least one bith before and at least one after the policy implementation, and, effectively, compared

pairs of births to the same mothe&rone before and one after the policy introduction.

One concern remains, though, that the mother fixed effegproach may potentially overestimate
the effect given that the sample after the policy would not include any women for which this was their
first birth, while the sample before would@o evaluate the importance of this concermestricted the
sample futher to include only mothers who have at least one bitbpecifically second and onwards
births (excluding first births) before the policy and at least one after the policy implementation. This
was based on the distinct patterns of relationship betwdsrth order and mortality in the neonatal
period, where ‘firstborn children are slightly more susceptible to the risk of dying young compared
with children of second and third birth ordefMishra et al., 2018, p604yWhereas the same study
shows that the lasborn children (i.e., fourth and higherder births) are at the worst risk, the
mothers in the sarple utilised had not passed the child bearing age thus one cannot ascertain with
authority if this was their last born. In that regard, | did not exclude them from my sample calculation
¢ as the mothers may have potentially been planning to have moreelsahithe futureln this way, |

am generating an experiment by making the births happening before and after coonparable,

because they occur to the same mothers. Hence, | formuladixed effects model as follaw

© 1 doQ b O - 6)

As is in the above moded) is the outcome (early neonatal death, neonatal death, and delivery by
CS) which is a binary measure of observaifaat time ¢, ® "Q0 @ithe variablebirth after the policy

is adummy vaiable that is equal to Qafter=0)when the birth occurred before the policy and equal
to 1 when the birth occurred aftefafter=1)1 is the average mortality rate before the policy
introduction for after=0 and the intercept foafter=1isf{ 1 : @ is the vector of the included
characteristics dge of the mother at the birth of the babyge of the mother at thdfirst birth,
preceding birth intervaldirth year, parity, multiple pregnanges, ghnicity, religion, and gnder of the
baby (male)); andw is the unobserved effects (fixed effects) and theis the intercept. Together
with the fixed effects, all of the tim@variant mothers' characteristics are also controlled for (even
though it is impossible to estimate the coefénis for them).The estimate of the effect of the policy
is derived from the comparison of thaeonatal mortality outcomes (and other intermediate

outcomes) between babies born to the same mot(feom the restricted samplegnd averaged across
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all mothers i.e, the average treatment effects of the policihis approaclis preferable because it
removesthe time-invariant unobservedeffects (Wooldridge, 2020, pp43840) at the level of the
mother from the model. Fixed effectsmodel are useful when'{l) timeconstant unobserved
heterogeneity is likely to be a proble(a.g., concerning selection into the treatment), (2) one is not
interested in societal groufevel differences, (3)me-varyingunobserved heterogeneity is unlikely to
pose a problem, and (4) the direction of the causal effect is theoretically cleaif(iteere is likely no
problem with reverse causalit@jCollischon and Eberl, 2020, p29Mpwever, one key limitation of
the fixed effect moded, asconcluded byl eszczensky and Wolbrifg019, p21f)is that they are
WHardly a silver bullet if causal inference is threatened by reverse caualityny casereverse
causalityis not a problem becausa my sampleeach individual motheand her birth outcomes do

not have an effect. Moreover, | am estimating within the mother effects.

To ascertain if the coefficients from the two methodological approaches described above i.e., fixed
effects (with first born sample) andixed effects(without first born sample), are either under or

overestimated, | employed the score testlescribed as:
a it T m- - (7)

wheref andf refer to the coefficients obirth after the policy (after=1)n the two groups of
regressions (fixed effec{svith first born sample) andixed effects(without first born sample))and

- and- arethe standard errors 6f andf ,respectivey.Using equation (7) and estimates obtained
from equation (6) for both the fixed effec{svith first born sample) anfixed effects(without first
born sample)l first calculatedhe z score manually. Then using tlZescore and probability converter

obtained from Calculator.net (sebitps://www.calculator.net/zscorecalculator.htm), | interpreted

the results using p(x>Zyhere anyp value(the probability) that is greater than the critical value (0.05)

means that there is no statistical difference in the estimates of the outcomes.

At this point, the design could not allow for exploration of the other intermediate outcofersept

skilled delivery, birth in a public facility, ab8W as the corresponding DHS questions were based on
0KS NBaLRyRSyGdQa I ad oA NIKenyaNatoKabBuieal KflStatistzsieNI K &
al., 2014) Birth in a public facility is of interest because the FM policy as implemented in 2013 was
operationalised to cater for deliveries in all public facilities (including hospitals) and not private for

profit or not for profit facilitiegChuma and Maina, 2018Jescribed in section 1.3.4).

The evaluation of the impact of the policy implementation as presented above potentially has some

limitations. It assumes the average treatment effect across timethgimpactdoes notpermit for
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heterogeneity of treatmentanalysisbecause someolicy componens may have been gradually
implemented (instages. Itis possible that policy impact could be dependent on the duration and

timing of the implementation that he modeldoes not account foand does not refutea possibility

that the births before the policyare systematically different frorthose after the policy and if this

difference has ayimpact on the validity of the estimatesf the treatment effectas unelated

government actions or events may have influenced them; thus, resulting to an increased or reduced
estimate of the outcome. To address the probl&foffitt (1991, pp30B01)LINR LI2 3 Sa G KIF G Wi |
singlepretrS+ GYSyYy G RFEGF LRAYG LISN¥YAGa (GKS O2YLlzil GAz2y
GKIFIG YILeg 0SS O2NNBOUO Ay OANDdzraidl yoSa Ay ¢KAOK (k
procedure, tripledifference (also referred to as differenoe-differencein-difference), helps to
NBEO2@SNJIAYLI OGa 2F GKS LINRPINIYa GKIFIG A& y20 LIRaa
for essential heterogeneityWagstaff, 2010, p206However, in this case, it was not possible to apply

triple difference because the strategy would require that | have a group of mothers of the same
characteristics for whom the policy does not apf@gcause the policg iaccessible by all women, and

there are no other groups of the population who can give birth to children, there is no way to introduce

a triple difference. Instead, this experiment is based on a repeated-sexgion settingHowever, the

fixed effects stimation isthe triple difference, because amestimating the effect within the same

woman, so effectively using this as a third difference

Therefore instead, | applied a placebo test as proposedbstler et al.(2016)as an alternative

estimation procedure to testhe validity of the procedure applied abové).(In this strategy, the

treatment effects in equation@) applies to same outcomes (early neonatal and neonatal mortality;

and the additional intermediate outcome of delivery through CS) but applied in tredaiad (placebo

2N WFF1SQu GAYS NIraOKSNI GKIFIYy ¢gKSy GKS LlfAade G221
the actual policy dates (as placeb@dugust 2012 randomly chosejy November 2012 randomly

choser), March 2013 urposefully chosen toapture the election month and formation of county
government3® { G GA&AGAOFE aA3IYyAFAOIYOS 2F (KSasS WwWfri1SQ
the differential time trends rather than the true effects of the policy. The test would serve the parpo

to show that the fixed effect model abowghaving considered the differential time tremmdshows the

true effects of the policy. An alternative procedure of the placebo test would be to use a different
outcome (say, a disease or a disability) that deeisrelate to the births and that cannot plausibly be

affected by the project. However, the procedure was not feasible because there was no single disease

or disability outcome that could be linked to the same periods when the births in the analyticesampl

happened.
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In this study, | went further and designed a limited ebghefit analysis (CBA) to assess the net social
0SYSTAU 2F (GKS Ca LRt AOGET (KSA QBNEIYNT graBtionidkNT] KljgdkS\:
enhance allocative efficiencyDrummond et al., 2015, p212)A CBA values a programme

02y aSljdzSyO0Sa Ay Y2ySGlI NE dzyaGaz G2 ft2¢ SIFHasS 27
consequences with incremental meequences incommensurate units of measuremef@summond

etal., 2015, p211)A complete CBA of the FM policy is limited as it is hard to assess in monetary terms

the probabilites of change of the maternal and neonatal indicators. Hence, | used the most
appropriate costeffectiveness indicators and compared the average annual per maternity cost of the

FM policy and the average annual per maternity ben&fie average annual paraternity cost of the

FM policyutilised wasthe amount spent on the policy in the financial year 2013/2@%4postulated

by Mulaki and Muchir{2019) Theaverage annual per maternity benefias calculated first by taking

the average live births betweethe years2013 and 2014 as recorded in theNorld Population

Prospects 2019y United Nation(2020) Secondly, | calculated treverage neonatal deathis the

same periody takingneonatal mortality rate obtained from Kenya National Bureau of Statistics et al.

(2014) per 1,000 livebirths multiplied byaverage live births betweethe years2013 and 2014

(calculated above). Thirdly, | estimategsultant benefitof the policy Gumber of deaths avoided

because of free policgr saved lives of infants from the implementation of the ipgl by takingthe

estimated impactof the policyon neonatal Death(from Table 7.3 FE (without first born))and

multiplied by the calculatedverage neonatal deathfor 20132014. | then calculated the annual

benefit of the policy by using the value obtained from theultant benefitof the policy and multiplied
bytheSatAYlIG§Sa 2F YSyeél Qaas@potedp§ Vi add Mastedny@027D € f A T
Finally, the CBA ratio was then obtained by dividing the calculated annual benefit of the pdliey by

amount spent on the policy ithe financial yea2013/2014obtained fromMulaki and Muchir{2019)

The formulas are presented in the cdmnefit consideratiormable 7.7qsection7.5).
3.4.9.Enhancing rigar of methods

WAI2dz2NJ Ad (GKS YStya 2F aK2gAy3ad WAyYyGESanNriGge yR O
L2t AGAOCAQ y2 YTobiidhdiBegiey 280 p30a)NEIRA tHeYdifferences in the study

methods applied in the qualitative and quantitative methodology, there are different ways of
assessing rigo for each.Wisdom et al.(2012, p740)calls for mixed methods studies that are

Wgl NN yGSR 2NJ RSTSyaAot SQ pargntid tkrBd aldlatifhidy OSlagicSa | y |
dzy RSNLIAYYAY 3 (KS A Y ltrezasbeBsiént of rigdiiff obantitahive reSeN@hiars NRA | F 2
generalisability, replicability, reliability and validi@ryman et al., 2008)the rigour assessment

debate in qualitative research is ongoing despite transferability, confirmgbéind dependability



0SAYy3 LRaddz I G§ SR (LidcolniakKdSGub 3195, RSpatkéslaydFSmishR2A 13, pl79)
Therefore, mixed methods studies require additional consideratfor enhancing rigar. The

framework proposed by Q/ I {F010¥pnpvides the basis afood reporting of a mixedhethod

study (GRAMMSJsaresearch piecédy focusing on the quality of research rather thiére rigour. In

this study, | rely on the proposed framework lHgrrison et al(2020)whose basic principles focus on

four componentsrigour in data collection methods (both qualitative and quantitatjviglour in data

analysis (of both methods utilised), integration of both methods, and rijetsan of the design type.

Beyond the four elements, other researchers have called for adding a discusdiommurpose and

aims of mixed method&reswell and Clark, 201%)'Cathain(2006, pp6653)better capturesHarrison

St EEaMP LI2al t Fa YSUGK2R20RSI A0 NI NG IRljdzdd foAM]j &zl Z B G
2F AYOGSANI GA2Y Q0 YR . TaaNB K@lbd shovRndw Ihavdiscothdrisdi A @S N

the criteria into the study.
Table3.10: Enhancing rigour ithe convergent design

Rigorous Best practice for highiigour Application for this study
elements of
mixed methods
Aim and purpose Includes the rationale, questions The aim of the study is to evaluate the
and discussion about the value ¢ FMpolicy processes, implementation,
mixed methods and effects from multiple perspectives
and respondent in the policy
implementation processsectionl.2).
Data collection Includes the collection procedure Both qualitative data and quantitative
of both strands data wereboth collected at the same

time (paralletdatabase variant(section

3.4.3.
Data analysis Reports the analysis procedures Each of the data strasdvas first
for both the strands analysedndependently ¢ection3.4.8).
Data integration | Linking both strands Results were merged for triangulation

and complementarity purpose£hapter

4,5,6,and ¥
Design type of Defines the design type The onvergent designvas utilsed as
mixed methods the core mixeemethod design
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Rigorous Best practice for highiigour Application for this study

elements of

mixed methods

Elements of Refers to mixed methods studies The results have been synthesizatt

writing comparedfor convergence and
divergence at the writing of results and

discussionchapter8).
(Source: developed by the author)
3.4.9.1.Credibility (construct or internal validity)

Credibility¢ also referred to as internal validity is the concept that ascertains the verisimilitude

between the data presented and the phenomenon offered by the data to establish if the analysis and
interpretation presented by the researcher are bebdle or credible(Guba and Lincoln, 1982)

I NEBRAOAEAGE Aa | o0o2dzi GKS Wi NHzitKe®tility ofBitéct qutes TA Y RA Y
FNRY (GKS NBaLRyRSydGa Ay GKSYIFIGAO Fylfeaixm SyKIF y«
measure to ascertain credibility. In this stuaggembers checking was achievadtwo ways: one, |

shared the transcripts with the key informants and the preliminary findings with the three hospitals

to obtain their feedback. Two, | presented the pnghary findings in the knouse seminars &WTRP
andfiveinternational conferences and workshops. During the data collection for the KllIs, | had regular
meetings with colleagues who were doing process evaluation of LM patidywe reviewed the data

collection tool together to ascertain the flow and the content.

Also, the convergence of evidence and triangulation of data strengthdmes construct validity
especially in case studi€¥in, 2018) Yin(2018, p128)suggests four triangulation methoddata
triangulation related to multiple sources datajnvestigator triangulation among different
investigators or researchersheory triangulationof perspectives inveing the same dataset; and
methodological triangulatiorof methods. However, some authors suchMsran-Ellis et al (2006)

have criticised triangulation as a test of validity. Particularly, Mays and &0€)have argued that

the process of corroborating and overall interpretatjiar looking for patterns of convergence is
controversial as a test of validity but could beimperative way to establish reflexivity in data analysis
and enhancehe comprehensiveness of data. In this study, | was able to use multiple sources of data
which were complementary and bridged the gaps in the weaknesses of each. Additionally, through
integrativereview, | was able tpick essential gap&section 2.4)xhat was importantto the analysis

credibility.
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3.4.9.2.Generalisability or external validfiyransferability

Generalisabilityg also referred to as external validity (or transferability in qudiite researchy; is
WYIF{1AYy3 +ty AYFSNBYOS I 02dzi G KPSlit alnyBeoki®MIBSIR o6 4 SR
Firestong(1993)depicts three typologies useful in framing the concept of generalisability as statistical
generalisability (extrapolation from a calculated sample to a population)tyical generalisation
(generalisation from broader theory or construgtapd transferability (case to case translation, or

using results of an inquiry to a different setting or group). Analytical generalisability was ensured
through the utilised a natioally representative KDHS data to evaluate the impact of the sty

the findings vere meant to show the impact of the FM policy in the whole counkisg statistical
generalisation was enhanced by utilising appropriate samples fied would permit dversity and

saturation of information collectedséction3.4.5.2. However, given the pragmatic approach, | was

mindful of theplausibleOf 8K 06SG6SSy Wyl (GdzN> f AaG6A0 3ISYSNIfAZ
WEAOASYGATFAO ISYSNItAal (A2 y(Staké &8 NIMDUH, R8T, pgprive O2 y OS L
scientific generalisatiohasresultedin changesthat have been rejectedproposing improved practice

from changing researcher conviction or in emphasising functional and practical application of findings

for naturalistic generalisatio(Stake and Trumbull, 1982)

Transferability was enriched by providing the detailed account of the conduct of the embedded case
study desigr{Yin, 2018and other research processes of sampling (for both methods), data collection
and analysis. This was essential as it would provide some assurance to thex seatl other
researchers to evaluate the transferability of the findings or replication of the proceasdher
setting (Schwandt et al., 2007Whereas the sufficiency of the detailed description of the process is
arguable(Schwandet al., 2007) | adopted a pragmatic approach that allowed utility for triangulation

and convergence of results from several methods.
3.4.9.3.Reliability(Dependability

Reliability or dependability is showing that the study operatigugh as data collection and analysis

are replicable to producthe same result§HesseBiber, 2010, Yin, 2018yhough qualitative aspects

are flexible and thereby could bar replication, an audit trail should outline all decision and steps taken

(Guba and Lincoln, 1983jereof | have documented all the steps | took in the procedures of data
collection and analysis of the methods. Reliability in quantitative work could also be defined as the

extent to which an instrumenor measures are consistent over tinfBowling, 2014)In this regard

the Elwere nd subjected to testretest reliability (repeating the same measure for a second time) or

LI NF £ £ St F2NX NBfAFOAtAGE OWFRYAYAAGSNAY3I RAFTFS!
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as these concepts did not applMohajan, 2017, pp112). However, as further noted bylohajan

(2017, p13)I ensured interrater reliability in thElthrough consistency in the data collection.
3.4.9.4.0bjectivity Confirmability

Objectivity regards confirmability of data rather than of the researd@@uba and Lincoln, 1982)

Three strategies that are recommended Byba and Lincol(l1982, p248kre: triangulation of data

(already discussed); reflexivity (covered in the next section); anfirowability audit in which the
AYGSNIINBGEFGA2Y 2F GKS RFEGF A& WNBlFazylofS IyR Y.
through analysis to the original information or data. | created an audit trail for both the qualitative

and quantitative aalysis that would allow an independent reader/ researcher to follow all the steps

of the processFurther confirmability was ensured through the review of all transcripts, themes, and

final analysis by two of my supervisors
3.5. Reflexivity

Reflexivity of the doctoral process and the methodology is to enable the researcher to tease out biases
and assumptions that may have some effects on the st{Riychie et al., 2013)It enables the
researcher to account for the influence of their perspectives and values, experiences and the
background on the conduct of resear@reswell and Clark, 2017, Creswell and Creswell, 20&)e

it is often recognised to be shaping the findings and nature of qualitative engGirgen and
Thorogood, 2018)Kingdon(2005)shows that it is also applicable tantitative work because all

research work is seen from the perspective or the lenses of the investigator.

| present my reflexivity in the three dimensioas proposedy Finlay and Gougf2008) a) reflexivity

based on personal experiences, b) within relationships, and c) through collabailg academic
background, professional experience, and views may likely have influenced the research.process
While | currently view myself as a health policy and health economics researcher (based on the nature
of work and engagements | have undertakerhe past eight years), my basic training was in nursing
sciences. | spent one year working as a graduate nursing officer for MoH Kéiganay have
influenced my interest in engaging in a study that is based within hospital settings. My work
engagemets with the MoH at the policy level on a demasidie financing maternal health policy
programcalled the OBA may have influenced my interest in researching on the FM policy. It made it
easy and comfortable for me to evaluate th policy and spend prolorgl time in the facilities
engaging with the mothers, HCWs, aheé county officiatin a setting | was familiawith. It gave the

sense that the intervieweedJr NI A Odzf F NI @ GKS [ /2& IyR (KS O2dzyiée
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2F GKSYQ Ay GKSANI AYyGaSNI OGrazy 6A0GK YS YR Yl & K
respondents were staff | had worked with while working under the OBA pdligyprofessional and

academic background may have played a role in the power ambalbetween the participants and

myself throughout the data collection process for both FGDs and Holsever,using themixed

methods approachin the study,and engagingwith the familiar facesmay have enhanced the

trustworthiness of the process andédtresults.

During my basic training as a nurse, | developed a keen interest in maternal and neonatal healthcare
work based on the health systems challenges that | witnessed at the facilities | worked in. It also helped
GKFG Yeé Y2iKSNRA rganéd HitEniscarfiagek befdie Wi coddg’ RaGe me as her
firstborn, cemented the desire to focus my interest in maternal and neonatal healthcare work. While
working at the MoH, | led the OBA team in conducting fadiléged studies that evaluated the qugli

of maternal cargOyugi et al., 20081t could be argued that sudm experience may have had an
influence on the conception of the study with a foarsquality. However, my focus was on the whole

of the policy process of the FM was on the doing (the actual process of the study)tratheropying

the work.

Also, while observation was not a data collection method applied in this study, | kept a diary of the
daily occurrences (described section 3.4.4.7) as part of documenting my feelings, personal
interpretation of events, interactiomand discussions in an unstructured journal form throughout the
data collection period. While recognising that observation is an ethnographic method, | made notes
of the observed things and events which occurred during the day, and they may have chhaged t
way | asked the mothers questions and even analysed them as they brought out the concept of power
and authority which | did not expect, and which was not outright. For instance, the support staff who
served mothers with food and warm bathing water aftelivery wielded so much power that some
emotionally treated the mothers harshly when they could not follow their instructions. Also, the
administrators of the hospitals showed powever the nurses, as they made financial decisions on

LM reimbursements.

3.6. Ethical consideration

Unigue ethical reflectionthat bind the conduct of mixednethod researctand guide the research
process ardP LINE2 OS RdzNJ f S KA O &illemiyf &nd Gli&uin, ROOH E263) Y LINF Ol A OS
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3.6.1.Procedural ethics

Before beginning the study, | soughhizal approval fronthe University of Kent, SSPSSR Students
EthicsCommittee at 4ppendixd) andAMREF Scientifand Ethics Review Unih Kenygappendixb).
Additionally, | obtained tearance toconductthe studyfrom the MoH Kenya and the research unit of
the county of study é@ppendix6). At the referral hospital G,obtained a separate ethical approval
which was a requirement since it is a teaching institutiappendix7). At the onset of the study, |
introduced myself to each of the hospital management team and the purpose of the research and

obtained verbal cong# in the other two hospitals (A and B).

Beforeall theinterviews, eaclintervieweefirst received a verbal explanatigrcontingent upon their

level of comprehension on the purpose of the study and their rights as a respondent. Additionally,
they receiveda research information shedfppendix8) about the study, including details ofolwv
collected information wuld be uilised,and time requirements for study participatiomhemothers
informed consents were translated to Swabhili while all the rest were in English since | had anticipated
from the onset of the study that, all respondergside from themotherswould have a tertiary level

of education thus, comprehend English. | further explained tbentent of theinformation sheet to

the participant(shndansweedall the questions they had concerning the study after which they were
reguested to append their initiglas a way of consenting and agreeing to participdMethers who

were unable to read or write were requested to provide an oral agreement, followed by them

appending thumbprint as consent in the presence of a witness.

Regarihgthe confidentiality2 ¥ A RSYGAFTALF 6f S NB & lsivefa®iBps to&ampyh y T 2 NI |
with the data protection policies of the University of Kent and fenyaMinistry of Health. For

instance, all respondents were assigned a pseudonym at itrarece of the study with which they

were identified throughout as shown fable 3.11TheEland the transcribed data were anonymised

and a covesheet which linked the name to the numbeasstored separately. All the audios recorded

were only listened to by the transcriber, who signed a confidentiality agreemetiteapnset the

supervisory team and me. All the interview notes and paper questionnaire were transported to

England and kept uradt lock while the transcripts were stored in a laptop protected by a password.
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Table3.11: Example of codes used to anonymise participants

Identifier Meaning

R022MoHO Respondent 022, Ministry of Heal@fficial
RO25NHIFO Respondent 025, NHIF official

R029DAO Respondent 029, Development agency official
RO01DICHB Respondent 001, Department-gharge, Hospital B
ROO5FLMHA Respondent 005, Facilitgvel manager, Hospital A
ROO6AOHA Respondent 006\ ccounting officerHospital A
R002COHB Respondent 002, Clerical officer, Hospital B
RO14NOHC Respondent 014, Nursing officer, Hospital C
R0O16CSLM Respondent 016, County Senlerel manager
R017CMLM Respondent 017, County Middlevel manager
FGD0O01HB FGD 001, Hospital B

3.6.2.Ethics in practice

Ethics in practice consider moments of ethical importance that hheepotential to harm the
participants such as sensitive informatiofMarilys and Lynn, Z®). | encounteredsome ethical
challengedduring the data collection proces§or instance, during the interviewis emerged that

some information received would potentially negatively impact individuals either in the hospitals of
study, the county, pthe organisations at the national level (MoH, NHIF). Particularly, in areas where
information was pointing to allegations of corruption or negligence. In the course of the study, |
endeavoured to conceal all their identities; howevar,the indepth degriptions particularly as
applied in case studies and mixed methods, it rhagtill possible to use the information to identify

the individuals. Also, some information revealed at the hospitals pointed to sensitive information that
linked some of the couw offices senior individuals, private and government entities at the national
level to doublecrossing and unscrupulous acEthics in practice can be culturally and politically
determined. In many socipolitical systems, the question of corruption onscrupulous acts by
officials would be less important than direct harm to a patient caused by the research, and this is more
of indirect harm that as a researcher | do not have much control over. Still, nonetheless, | am trying to
protect the participantdor the greater good. As an example of utilitarian ethics, this is an important
part of the decisiormaking process in research from a basic stance of doing no harm and the
Declaration of Helsinki concerning moving forward with difficult decisions throuigthe research

procesgWorld Medical Assodi@n, 2001, 2018)L  LJdzN1J2 &S (G2 YAYAYA &S (KAA&
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details by using pseudonyms; and by minimising the exposition of the individuals mentioned by
providing feedback and policy recommendations in a coagng way rather than focusgon the

individual and behaviour.
3.7.Involvement and engagementather scientists and the public

The public is anyone who utilises the services, the HCWSs and county officials who implement the
services, and the national level experts who develop the policy. Involvement of the public is defined

Fd OFNNEBAY3I 2dzi GKS NBABI NOE Mded i KQ BNI &S RIQG KI- W
i K S(HA&yes et al., 2012, p6nvolvement isa process that is rather socially constructed and

subjective but that can be difficult to evaluat@Barber et al., 2012 hat said, it is an essential process

to do as it helps in producing better resear@liver et al., 2008and reflects on accountability and
transparency of the research proce@arber et al., 2012)Additionally,as has been shown in the
RAPPORStudy that wasbased on a wide number of NIHR case studieslvementencourages
inclusion,equity and diversityamongst research participan{®ilson et al., 2018)In this study, |

involved different cadres of participants, both formally and informally, to improve the design and as

a reflectionof the ethical choice of inclusiveness.

| stated by engaging with my host (during data collection) at KWW TRR; as a leading expert in
YSyel Qa KSI t G Konany thesiSivea viaaBandr, Ie@iiber4, 2017, 9:01 Pivand
informal discussion. He gave positive feedback and even poim&edther new and relevant studies

that had been conducted with the same topic line and thoughts. | then discussed the same thoughts
with the researchers he had pded me to to get their perception and understanding of their work
and the questions they we addressing. Additionally, | engaged with three more colleagues (both in
2017 at the start of the thesis and in 2018 during data collection) in the same institution who had done
a policy evaluation on a neonatal study to discuss the sampling procedutldh@processes of data
collection. These engagements highlighted to me the process evaluation protocol on the LM policy

that my host institution was preparing to conduct within a year of our engagement.

In mid-2018 (before | embarked on data collectidr@ngaged the county research lead (the purposive
county of study) whm | discussed with the choice of facilities of the study and my sampling criteria
for the mothersand key informants. The experience was insightful because we ended up evaluating
the chace of one of the initially chosen facility becausgespite being gazetted as a level three facility
providing FM servicesin was in practie a level two facility offeng only curative services and the

HCWs present were not even aware of the FM paiicghe country. The discussion was rather



imperative because he introduced me to all the relevant senior county officials and hospital heads

that | needed to engage

During the process of developing the protocol and at the start of data collection, ndstkfive
conferences and presented my literature review results and the protocol and received feedback from
the experts in the field which | incorporated in my actual work. | also presented my work in a seminar
discussion (September 2019) at my host ingiton, which elucidated an important point on three
aspects of quality (input, process, and outconmB)rough the pilot othe tools, | benefited from
talking to andobserving the experiences the pregnant and the postnatal mothers were going through
in the pilot facilities. | alstalked to andobserved the provision of catey theHCWSs. These gave me

a perspective in understanding the different views of the policy. Engagement with the national
stakeholders who were not interviewee was based on the needHeir pointers to information
(particularly documents) that were not in the public domain for document review rather than the
actual content. All these engagements helped to critically evaluate the changes in the data collection

document, analysis and ¢hwriting up.

Finally, | benefited from advice from a colleague at my departmeanfre for Health Services Stesli

¢ CHSS), who was my-goperson whenever | needed advice. She provided input and ideas on my
protocol (before | went to Kenya for datallection), and in the later stage of data analysis (winter
2019 and spring 2020). This was an informal process that helped me reflect on the processes and

progress of the doctoral journey
3.8.Chapter summary

In this chapter, | have presented the choice amdritique of the methodology and the methods
utilised in the study. The methodology highlighted the pragmatic approach underpinning the utility of
mixed methods. The case was thepanded~M policydubbedLinda Mamaasis beingimplemented
currently by tre Kenyan government under the NHiRce18" October 2016and the choice of the
county of study and the three facilities were purposefuihade The data collection utilized and
discussed were from several sources such as document reviews, Klls withtidteahstakeholders,

IDI with both the county and the HCWs, the FGDs and patient Els with the mothers who were users of
the services; and use of secondary data. Data analysis drew on multiple methods: econometrics,
gualitative and quantitative to explaithe policy processes, effects and potential methodological
approach to the impact. The chapter concluded by a discussion on enhancing the afgthe
methods, the ethical considerations, reflexivity of the process and the involvement and engagement

of the public.
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The next chapter explores the perspectives of thethers key informants at the national level,
county officials,and HCWson the background of the current policyThis includes th@rocess of
development of the current policy, which then leadsthe ideal structure of implementation as was
envisaged at the design phase. The discussion then focuses on the implementation gaps and concludes
with how county officials and HCWs at the meso level are shdbagrocess based on their overall

understanding and practice
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Chapter 4t Findings: An exploration of the policy process and
implementation of the free maternity policy in Kenya

4.1. Introduction

This chapter focuses on the views of key informants at the national level, county officials, HCWs, and
mothers. It begins with a brief description of the background of the current pofioyn the

NB a LJ2 yperSpgdiivie @ith the underlying challenges and experiences of the previous policy. It
then explores the process of development of the current policy, which lissafs to the ideal structure

of the policyimplementation as was envisaged at the design phase. The discussion then focuses on
the implementation gaps and concludes with how county officials and HCWs at the meso level are
shaping the process based on theierall understanding and practicsing thematic analysis scheme

below.
4.2.Background of the policy

This section distils the background of the policy. It explores the triggers or causes of the current policy
in addition to the challenges of the previous Fidicy. The multiple perspectives from the national
stakeholders, the county and HCWs responderds key policy actorsare considered in relation to

setting the current FM policy in the national agenda.
4.2.1.Triggerf the policy

The current policy i# 2WIF SR o6& GKSXfSIIf AyadNHzySydaXoes 2 dzN
Oft SFNJ 0KIFd S@OSNE LISNAZ2Y Kd(RO3IDAONWMoS kespondehts dicadst A G & |
the three levels macro, meso, and mic@pointed out the need to achieve Sastable Development

Goalg(SDGsas the main triggers of the policy:

Wi a LINBGA2dzaft e ¢S [MilleRiud BeSefoprieht BRI d &z akdHa RARY.
for the 15 years. So now we are working on the §BG&ainable Development GoalSp beig
a healthcare worker we are trying our best to ensure that the country and our county achieves its

2 0 2 S QRA0ENSHY

The acknowledgement about maternal and neonatal health, that most women had inadequate access
to SBAsin addition to the need to eliminate financial barriers, would enhance pregnant women to
acces$MS Many respondents also noted concerns of other barriers of accessasgewgraphical,

where manythoughtthat the marginalised and those in rural areasuld have equal access; socio
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cultural barriers, where there was a perception that use of traditional birth attend@rs\swould
reduce; and service availability, where services such as testing at ANC that were previously not

available would enhance ¢hachievement of UHC:

WIAYRE ab Yl Ffta2 AyT2NNE ! YAOSNELFE | SHtdGK /288
SYKIFIyOSs aSS]7 (G2 SYONI OScRO3MSI®)A (G2 KSIFfGK OF NB

N

c

Some respondents perceived that the policy was a political toadl igethe government to fulfil a
campaign agend® | LJG dZNB R Ay JibKeS camphigra MaRifBsyad XZ¥made during an
election year to acquire power as it was strategically announced during a public holiday. Given the
political angle as indicated by a nursing offig®Q03NDHA) the goal[of the policyjwas part of the

0 A3 T 2 daNat thep@sidBrifofmulated after the election and policy makers and implementers

had no option but to actualise it:

WAG ¢l a dzaSR Fa | LREAGAOIE (22t o0& 2XS0, 2F (KS
| can tell you in terms of even conceptualizing the idea implementation politics played its part, and

| think the president announced in 2013 during, is it Madarakddegyan public holida§] L OF y Qi
remember, so there is always politics behind somthe$e things but | think it was politically

appearing so usually the health workers have no cause for, | mean they have no choice but to

I OG dzl f t &c(ROZEAGYF f AT SQ

Equally, theravas the need taope in the private sector, who were not implementorgtie previous
FM policy. The move was aimeddatcongesting public facilities amgilving the mothers more choice;

thereby, improving efficiency:

YyS gFa 6S 6SNByQil AyOfdzRAYy3a LINAGFGS FyR Fa @&
population only 6% more often that uses GOK, so there was a feel we are leaving a few people
behind especially in Nairobi where we have more private facilities than public. it was brought the
public facilities the low cost, cause that is where you find people who mosthptaable to afford

maternal health go to, so that was one of the driving force HB@ith Based Organisation]so

thought left behind, who are our partners in so many ways and that was also a vulnerable
consideration. There was also the consideratibthe far front areas where there are private and

mostly even FBOs and there is no GOK facility around but there is a lot of FBOs especially in
Turkana so it was thought for us to improve on access and efficiency we need to bring them on

board but of couse they wereaming on board under our terms because there were those rates
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we were paying and if you were comfy with it you can come on board if you are not no one was
0SAYy 3 (TRDIDE® Q

The respondents felt that the policy was triggered by tieed for uniformity of service provision
across the counties which would enhance competition amongst counties and eliminate the incentive

to seek care in only developed counties:

o, | guess the structure levelled out the advantage that counties whichlerady developed

would have in terms of service delivery to its citizens. Because all we need is a card or a
NBEIAAGNFGA2y>T A0 R2SayQid YFGGSNI FNRY 6KAOK O2c
care from whichever county you gbhat is very ifferent from the rolout you see in other

counties where a county is rolling out its own program and you can only get that care if you are

from that county and you are registered as a member of that county. That discrimination also

ruled out the advantag of having your citizens access care in your neighbouring and not pay for

it somebody else pays for it was clearly based on the counties that were on the low end of service

delivery<x; (RO1G-LMHC)

Importantly, the policy was to cover for the loss of finglthat was previously charged on thmthers

for the services but that would no longer be available. The facilities needed to continue sustaining the
health facilities costs; but it was also linked to theed and urge to improve th®oCfrom the
reimbursements to the facilities. HCWs mentioned that the funds would help purchase equipment
that the government had been unable to provide, motivate staff through incentives, and employ

additional staff;

Wou know cost sharing; in the past you know maternigBs 2 ISy SNI S O akK
TSNP 06SOFdzaS AdGQa FNBS FyR aSNBAOSa KI @S G2
reasonsx, (ROONOHA)

Wvdzt ftAGE 2F OFNB o0SOlIdaAaS 2F GKIG Y2ySeéexX AT
AYLINR@GS 2y a2YS 2F GKS (KAy3a J(ROBDIGHA) G oA f £ |

Still, as pointed out byR023MoHO4A 2013 the SARAM [Kenya Service Aviithalzind Readiness
Assessment] survey wasne,and it showed that we did have the satandard care taking place in

F I O A liencdM\Bas 4h incentive to boost quality of maternal care through an enhanced FM policy.
The report had indicateleterioraion of quality in the facilities which now made our facilities death

traps and disease traps because we have seen an increase in(apsisned maternal and neonatal
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mortalities; rise in home deliveries that created missed opportunities; ndncreag in caesarean
sections which raise the question of was it driven by the incentive for getting more money or is it that
0S0OlFdzaS 6S KIFI@S Y2NB ¢2YSy I 00Saairy3a OF NBoQ

4.2.2.Challenges of the previous free maternity policy

Most respondents showed some awarenesshaf implementation challenges that were experienced

in the previous FM policy, and perceived them as substantial reason for the shift to the current LM
policy. The respondents at both the national and the county level referred to the challenges that had
been noted byTama et al2018) in the process evaluation akick of exhaustive service package
through inadequate costingfathe services,data problems where facilities were using inflated
utilisation numbers, rather thamotherunique identifiers, to get claims from the MoH that were
unverifiable; poor quality of care,since traffic was pushed to the public hospitals ihigere ill
prepared to tackle the rather high number afiothers because of inadequate infrastructure.
Additionally, there wasack of or inadequate communicatiaf the policy to the grassroot level that

led to poor clarity of the content of thpolicy,disappointed and dissatisfied cliemdth the services.

The key informants mentioned noted that the work was overwhelming to the MoH department of
policy and planning, and the reproductive health, who did not have the capacity to manage both the

payments ad the services.

Pata fraud, issues about data verification, data validation to be able to monitor the utilization
rate, second the issue of disbursement of money, proper disbursement of money from the
Ministry of Health to the health facilities, thirdly the fact that private sector was left ofK,
(RO29MA)

4.3.Policy formulatioprocess

This section reviews the process of development of the FM policy. It draws broadly from the Walt and
GilsoQ@994)policy analysis triangle encapsulating the actors involved, the context, the content, and
the process. A summary of the features of the process of the poliegldement are summarised in
Table 4.1The section considers the multiple perspectives from the national stakeholders, the county

and HCWs respondents as key policy actors.



Table4.1: Features of the proces$ development of the policy

Category Composition

Actors - Role of stakeholders in the policy formulation
Content and - The context (national (micro); county (meso); and facility (micro) I
context settings) and envisaged design

- Source of funding of thpolicy
- NHIF chosen as the ultimate purchaser of services

Processes - Committee to discuss the formulation agenda
- Politics of private sector interest at the formulation
- Costing of the policy andepception about the costing approach
- Development of manual anttie guidelines
- A gap in the quality manual and guidelines

Source: Author from the themes in the analysis
4.3.1.Committee to discuss the formulation agenda

At the formulation, there was a committee that was set up involving stakeholders such as
development pamers, the MoH representatives, and NHIF officials where a concept note
(comprehensive implementation document) was developed to review the whole FM policy process

and share tasks:

Phere was a committee that was set up that involved World Bank, there avisipation of
0KS YAYyAaidNB YR blILC 6KSNB | O2yOSLlicy23S ¢
(RO2EDAO
We¢KS ONARST YSSiAay3dasxs S KFER Al o6l a Y2NB 2F &K
O2YLINBKSYaAdS R20dzyYSyil 2y K26 O6QR®BRARDI R ol yi |
4.3.2.Role of stakeholders in the formulation
Obtained from document reviews arldls Table 4.9and Table 4.11summarises the actors who
participated in the formulation of the policy and their roles. Characteristically, the influential
participants at the formulation were the development partners (The World Bank, WHO, JICA, UNFPA,

and USAIpwho together supported the initial technical design. Of all the partners, the World Bank

and JICA were more involved as they were thdéucmlers of the previous FM policgt the national
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level,the Presidency outlined the agenda; the appointed officlthe National Treasury allocated

GKS 0dzZR3ISGT YR (KS a2l GKNRBAAK (GKS t NAYOALNI t ({
oversight. Interestingly, while FM policy was targeted at improving maternal and reproductive health,

the members of reprductive health were not involved as noted B923MoHO But not the team

from the reproductive health stakeholders, they have not been largely involved, | mean, that is why |

gla aleAy3a ¢S | NB | fEquallyydesjitk e pRlicaivded at imgradsing®he OA £ A G A
quality of service provision of maternal care, the MoH players managing the quality and standards

were not included as noted R@B4MoHOY tha#the players who are charged with quality just need

to be ropedy ® Q

The other playerdnvolved included the council of governors who provided the modalities of
implementation at the counties; the NHIF as the chosen purchaser of the fund who provided
implementation framework; the member of religious interest groups, private sector allizmesest

group, and workers unions. Population Services International was included and was focused on
persuading the committee to empanel the private sector facilities mostly in the informal settlement

that was working in collaboration with the organisatitmimprove access.

From the document review, the civil society and the beneficiaries (individual citizens and HCWs from
both the private and the public sector) were involved through community forums. However, the FGDs
with the women and IDIs with the cotynofficials and the HCWs showed that they were not involved

and did not know about the policy:

WLy @2t @SRK ,2dz (y26 y263> 21Fe& (GKS OKIy3aS L ¢2d
LIS2LX S 2y ¢ @RELSIOHEINE dzy R Q

¥ Were you involved in thaesign of the free maternity of the Linda ManRNoC, (RO1ECSLM)
4.3.3.Politics of private sector interests at the formulation

The discussion at the formulation was characterised by pushing of different organisations agenda
especially those who were justifig the inclusion of the private sector. For instanB835D0A

2 0 & S NI $rReanitiieILinda Mama came in, you will realize it worked very well under the private
facilities but at the public it did not woiii®e organisations pushing the private sectgpeada, besides
pushing their agenda at the national level, opted to control formulation discussions through the
county level leadership and even leveraged on their individual network of community health volunteer

which would give them acceptance when thelipy was finally rolled out. Additionally, it gave them
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the opportunity to prepare the private health facilities for advance accreditation using internal quality
of health standards and guidelines before the actual LM accreditation. Equally, they coratadnic

the packages of the policy in advance:

W.dzi L GKAY]l RSFEAY3 gAGK bl LC G GKS bliAazy
input at the National level, but also, we realized that we needed to do some groundwork at

the County level because these are two independent Government®. $ore dza & ' G G KS X
0KS ahl tS@Sts a2 ¢S ¢6Syid 2dzi G2 GKS /1 a¢tQa
understand what we are trying to do and why this is important and why they should support

us for them to be able to deliver on free maternity camtigh the private sector. And so what

gS alg GKS /lac¢cQa R2 Aa OGKFG GKS2& FddlF OKSR
supportive supervision with us on a sampling basis just to ensure that what we were telling

iKSY 6Fa& 6KIF{G ocRaSoRAY) GKS INRdzyRQ

In fact, the organisations pushing the agenda of a network of private sector noted that the NHIF was
not able to manage the extensive quality of service that private sector had achieved so far because

the private sector reimbursements were unatttae:

Within our providers, our 400 plus providér®HIF cannot manage that quality and you see

there are so many thingfou see there are so many thingsji Qa ONBIF GAy3 | 00S
creating equity in term of it reaching the pododndtsomanypedp S | LILINBOA L GS A G 6
not attractive in terms of profit but there are a lot of private sectors that are actually improving

2y (REDDMD)

As further noted byR®R9IDACQ Welprivate sector]would like to join Linda Mama but they
[government]have to raise ifreimbursement priced bit higher. If they raise it &it higher, we will

join the scheme because thisis an NGO, aNendSNY YSy (i f hNBIFyAT A2y > S
are there to serve the poor, but you know you have to break dveri.was also proposeHecause of

the level of our infrastructure, the fact that we pay rent, the fact that the staff isagite highX dt

has to be balanced, that is why | say a rate of 60QOSD 57.5DF y OKI y3S LISand SQa L
Linda MamaWe are not saying you put it at 12000J&2SD 95.9]we are saying put it at 6000f£/SD

57.5]there will be demand and they will increase. And then contract other facilities to support you,
contract other quality organizations like PSI, MSI who are knomaufality in terms of SRH to support

the Government in terms of quality.
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4.3.4.Costing of the policy at the formulation

At the conception as noted BRO25NHIFOY i KS ARSI O0SKAYR [AYRIF al Yl &l
LJ- O It ®EaS @ndisaged thahe mothers would use a LM cards which would guarantee care for up

to a year after birth before transition to NHIF card:

When the Linda Mama is almost expiring, we also need to think about NHIF, because the NHIF will
help you for outpatient services, inpatient Sees an& ®hoosing facilities of their choi€a;
(RO02COHB

The argument was based on; one, health being a free good, two, introducing sustainability in
developing provision of maternal care; and three demographic characteristics, as noted by
R@®4MoHQO, $he population and you look at women ciiildbearingage, down to how many would

get expectant in a yea@herefore, it was estimated that therewetél f Y2 a i m YAttt A2y |y
Y2GKSNE RSt AGSNAyY I witlya consebvatiGeestigiéi 0i.25% Beth§ Mduredb$ I NI
other entities than NHIF. It was anticipated that the FM policy could reach seven hundred thousand
mothers by the first year of roll up, who at the end of having utilised the services and seen the value
of it, would be attractedo it as some form of insurance. Consequently, it was further envisaged that
25% of those who use the free policy services, especially those in quantile 1 and 2, could transition to
full insurance after expiry of LM at start paying for it. The formulaiitea was that; in the following

years of the policg with the mothers in quantile 1,2 and 3 paying a monthly contribution fees to the

NHIF for themselves, then it would ease pressure on the treasury fund meant for the policy.

Additionally, there was arpjection of the prospective number of both normal delivery and CS that

was envisaged with an assumptitirat 15-20% would complicate:

AAAAA

w{i2z ff (K2aS 6SNB LINR2SOGSRI (KS
MPp2Y GKS y2REMOHOZ Y SEADPDQ

9(
(V)]
QX
Z
&
<

When the fund was being put in place, it was assumed that at least fifteen to twenty percent

would complicate{ 23 GKS& gAftf 0SS O §RRBIGHOF2NI 6& SOSNEI



The overall projection cost of the policy was estimated at KEBilidh (USD 62.3 millioh)but the
YEGA2y Lt GNBFad2NBE Fff20F0SR GKS a2l VYS8ufficiemtdn o0 Af
to meet the neefl, (R@®4MoHO).

WGKS LINRP2SOGA2Yy gl a O2YAy3d G2

cPp O damiaslikek S | f f 2
AT 6S SEKIdAGET 6S IcRBMowd S G2 3

G @2dz Y2y SeQ

(0p))

4.3.5.Poor perception about the costing approach

There was a mismatch in the perception that the costing had been done in a consultative way. While
a majority ofthe national stakeholders perceived that that the policy had been sufficiently costed and
even the future sustainability looked at, some felt thia¢ program had rather been arbitrarily costed

in programmatic approach rather than in an academic way adlrhade many costly assumptions:

We cost it according to what we spend and then we put an arbitrary amount for miscellaneous,

we are not thinkingpf what is the cost benefit of this like can you relate every cost you put in, like

for every a hundred bob® LJdzi Ay G2 KSIf GKOFNBX K2g YlIye YI i
R 2y QG why;ywe éannot justify why we put a mark of four billion at least scientifieglly
(R@3MoHO)

Consequently, the respondents at the meso level felt that the costing was somelwhatus based
on the implementation experience that had left them with more cost to absorb from the service

provision:

Y2dz R2y Qi (1y2¢ K2¢ GKS FAIdZNB&E 2F NBAYOodzZNAES
county is a market in its own way, with its owfluencers of supply, demand and price, giving

one cut line of a price disadvantages those counties where services are provided at a higher

cost compared to counties where services are provided at a lower cost. So, for you to remain

in the system you had @bsorb some cost and absorbing the cost you have to lose. And again,

with coming to be like a revenue loss for the county to keep on reimbursing services for which
GKSANI LIS2LX S INB lalAy3I F2NJ odzi TF2NJ gKAOK
(RO1OFLMHKD)

7Exchange rate used is 1 USD = KES 104.32 which was the raté dmnofaty 2017 at the initiation of the first phase of the
implementéion of Linda mama (obtained froiwttps://www1.0anda.com/currency/converte)y
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4.3.6.Source of funding for the policy

Unlike the previous policy that was -tonded by the development partners (JICA and The World
Bank), the current policy was mainly conceived as tax funded by the national government. However,

the responded note tht it was not earmarked taxes:

Wi Aa fFNBSte FdzyRSR o6& 2dzNJ G ESax a2 AG Aa Gl
GKS@ IINB y20 SFENXYIN]JSR:Z a2 0GKIFG YSIya dKFG (K
(R®3MoHO)

4.3.7.NHIF chosen as thdtimate purchaser of services

At the formulation stage, NHIF was the proposed agency to run the FM fund as it had the capacity to
manage resources efficiently. There was no other consideration of transitioning the policy to other
organisations rather than through NHIF. A majority & thspondents were of the opinion that NHIF
was undergoing reforms at the time aimed at transition to UHC; hence, they had better accountability
structure. Additionally, NHIF had existing structures and networks of facilities across the country that
could be leveragedas opposed to creating a different prograBesides, NHIF had already been
working with the private sector and so it was easy to attract a considerable number of facilities
enrolled. Therefore, thewhole desigrnwas to utiliseuse NHIF instrunmés to trackelementssuch as

average length of stafQoC access, fraud, complaint system and payment of providers

Wh2 (KSNB ¢S NFBealf €use liindeSmdin2thelivhagwer even when we are talking

about the efficiency and everything else, wanted really to involve théow-cost privates to
AYLINRGS GKS | 00Saa (G2 Y2GKSNA ¢KAOK ¢S g¢g2dz R
money to private but the law allows NHIF to pay to do that. So that was one of the drivirg]force
NHIFcanpayprivet L YSIy (KSeé KIFI @S O2y iGN} OGa éAiGK GKS
ail NI a2 YEREB2MoHB). vy S5 Q

While some respondents felt that there were no legal hurdles in working with the kliIBemi
autonomous agency under the Mattdocument review evealed that civil society organisations had
been pushing the narrative of illegality of the procésee KELIN Keny@019). Additionally, engaging

the NHIF would remove the challenge of returning unconsumed money to the treasury as was the
case when the program was managed by the MoH during the previdicy pohe process would allow

for exhaustive use of the finance allocated for the project in the rolling years:



W2y gKIG KIFILWSya oKSYy (GKS Y2ySeé Aa gAGKAY (GKS
to the end, that money goes back to nationaddsury, through the process, the government

budgeting process and it is availed again the following financial year. So in such a scenario where

now it goes to NHIF such a body corporate, that money does not have to go back and perhaps if

there are pendingeimbursements like for instance if | am doing reimbursements for the last

guarter of the financial year, April, May, June, and you see like for end of June or end of May, the
facilities have to report, then it is compiled, then it is paid, which meamdl ibe paid post, the
TAYFYOALE &SFNJAa SYRSR yR GKS Yz2ySe gratft FEN
that period. So that kind of challenges they required an institution that can be able to handle that

¢ (R®@4MoHO)

4.3.8.Development of manus and the guidelines

The formulation committee@leveloped golicy document and a concept note which were eventually
taken to the Cabinet for approval. In addition, an implementation manual and a communication

strategy were also developed:

Wi KS A Yl Baviddlyfar mdst of the managers just to know what you know services
entittements to Linda Mama, service providers, implementation arrangements which you were
asking about, monitoring and evaluation, client feedback mechanisms, which we are trying to do

AY FIOAEAGASE (2cRABMLMKSNE (KS A54d8a FNBQ

To kickstart the process of implementation, a memorandum of understanding (MoU) between the

MoH and the NHIF was signed:

Wah! ¢gA0GK (GKS YAYyAadNER ¢KSNSaGehnddgy td &asiiftie | (§ K2
registration of women so that through NHIF system we are able to register first, once you register,

the next step is that there has to be a confirmation of pregnancyw&signed an MOU on what

will be our roles inline withiktS A YLX SYSy (I § xRg25NHIB) § KA & LINRRdAzOG Q

Correspondinglyfinancial guidelines were also developed but it was envisaged that the HCWs would

rely on the clinical and service provision guidelines that were in use prior to the policy:

Wa2ald 2delines W&e fillatwial, | think there was an assumption that clinical and care
guidelines were already in existence because we were giving this service for many years. Before
[AYRI abYl ¢S KIR FTNBS YIISNYyAdGe | yRbaesdF2NE TFI
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cover somewhere to cover for mothers. So clinically the guidelines were not changed but
financially the guidelines were thefg.(RO10FLMB)

4.3.9.A gap in the quality manuals and guidelines

Notwithstanding that the MoH through department of qualityaetiards developed the Kenya Quality

Model of Health (KQMH) to provides#ructured support to counties fogeneralQoG there was no

other guideline on quality maternal care developed at the formulation of the policy as noted by
RO22MoHQW 4 S | NB y2¢ O2YAy3 dzLlJ 6A G K | NBI GarehaENE G KSe@
was a feeling that the little attention was being paid to quality guidelines but more on the
implementation.The private organisations and development partners proplogefill up the gap in

quality through their own project such asafe carewhich trains and teaches the facilities on

improvement of quality:

WXy2iG aldza NBte 2y (GKS 3I2@0SNYYSyidz odzi GKIFyla
are very clear projects or approaches that come into address some of these gaps that are
identified. So, | say the facilities are willing, but it only worksre/teey have development

LI- NJi ¢(RISEHND)

4.3.10.The context and envisaged design

At the formulation of the FM policyimplementation would take atop-down approach from the

national through the county, and facility levels.

Envisionednclusive benefit packgesis as summarised ifiable 4.2and cuts across maternal care
from ANC, delivery, to PNC care in addition to complications and referral services. Furthermore, it was

envisaged that it would take care of the infant within eyear period in the program.

Envisioned investment in more infrastructure and human resoured; the formulation it was
projected that the workload would increase and hence more investment in infrastructure and human

resource was anticipated:
w2 S RAR y20 32 AylG2 GK2aS RSOFAt & odzi ¢S Ifaz
resources, we are anticipating some increases in human resources, | mean increases in workload,

I think that should be followed by investment in human resoyricegstments in commodities

and also even infrastructure, other infrastructures, renovation of the maternity wards, those were
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things that we had anticipated and we recommended investments in those areas as to whether
GKIFG KFELLISYSR K@RO2ZDARAFFSNBY UG AadaadzsSoQ

As further noted byRO2®AQ Wa 2 trandp@t element was not factored @at the formulation

hencemotherswould spend money on transport.

Table4.2: Benefit packages for Linda mama

Services for all pregnant women and newborns, for a period of one year

Antenatal care | -ANC Profile including Hemoglobin levels, Blood group, Rhesus, Serology, screening
(ANC) for tuberculosis, HIV counseling and testing and urinalysis

-Preventive services including tetanus toxoid, intermittent preventive treatment
for malaria, deworming, iron and folate supplementation

-Prevention of Mother to Child Transmission of HIV (PMTCT)

Delivery -Skilled delivery (including caesarean section) in public facilities and accredited
not-for-profit and for-profit private health institutions.
-Neonatal care including costs related to pre-term births

Postnatal care | -Within 48 hours after birth: Analsegics, vitamin A, iron and folate supplemetns,
(PNC) long lasting instecide nets, family planning, PMTCT for HIV positive mothers,
treatment or refer any complications for mother, and care for newborn
(tretracycline eye ointment, Vitamin K, immunization and birth polio, Infact
prophylaxis for HIV if indicated, treat or refer any complications).

-Within 1-2 weeks after birth (mother and baby): Screening for cervical cancer,
sexually transmitted infections and tuberculosis; and treatment/preventive
measures if not previously adminstered

-Within 4-6 weeks after birth: Family planning services, screening for cervical
cancer, STIs and tuberculosis among others; and immunization as per schedule and
early infant diagnosis of HIV

-Within 4-6 months after birth: Family planning services, screening for cervical
cancer, STI and tuberculosis among others; and immunization as per schedule and
vitamin A supplementation

Emergency -Ambulance service

referrals

Conditions and | -Outpatient treatment in in accreditted public, faith-based and selected low-cost

complications private-for-profit facilities
during -Inpatient treatment in accreditted public, faith-based and selected low cost
pregnancy private-for-profit facilities

Children under 1 year

Care for the infant® -Outpatient services including treatmet and child welfare clinics in
accreditted public, faith-based and selected low-cost private-for-profit
facilities

-Inpatient services in accreditted public, faith-based and selected low
cost private-for-profit facilities
*Care for the infant is within the one year period in the programme.

Source: Adated from Implementation manual for program managé616, p4)

The reimbursement of the schemes is as shownhahle 4.3Howeverthe reimbursement tariff was

not acceptable to the privatesector.
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Table4.3: Reimbursement rates

FACILITY TYPE | SERVICES FACILITY LEVEL
Level Il and 1l Level IVand V Level VI
Government | Normal delivery KES 2,500 KES 5,000 KES 6,000
healthcare
facilities Caesarean section | N/A KES 5,000 KES 17,000
Antenatal care KES 600 for 1st visit then KES | KES 1,000 for 1st visit then KES |KES 1,000 for 1st visit then
300 for each of the 3 300 for each of the 3 KES 500 for each of the 3
subsequent visits subsequent visits subsequent visits
Post Natal care KES 250 per visit KES 250 per visit KES 250 per visit
Ambulatory Transport for emergency referrals available at a fixed rate based on the number of services
services
Private and | Normal delivery | KES 3,500 KES 6,000 KES 6,000
faith-based Caesarean section |N/A KES 17,000 KES 17,000
facilities Antenatal care | KES 1,000 for Istvisit then KES |KES 1,000 for 1st visit then KES |KES 1,000 for Ist visit then
500 for each of the 3 500 for each of the 3 KES 500 for each of the 3
subsequent visits subsequent visits subsequent visits
Post Natal care KES 250 per visit KES 250 per visit KES 250 per visit
Ambulatory Transport for emergency referrals available at a fixed rate based on the number of services
services
KEY:| | OUTPATIENTCARE | | INPATIENTCARE | | AMBULANCE SERVICES
NOTES: | 1. N/A — Not Applicable
2. Exchange rate 1 USD = KES 104.32; as of Jan 1, 2017 (https://www1.0anda.com/currency/converter/)
3. Outpatient care: Facilities are reimbursed based on the number of beneficiaries they provide care. The amounts
are risk adjusted
4. Deliveries (either CS /normal): Facilities are reimbursed as a delivery package where delivery is treated as an event.
S. Inpatient care: Facilities are reimbursed for additional inpatient services other than deliveries as a rebate (based on
the number of days the patients have taken in the hospital)

Source: Adopted from Implementation manual for program mana(@s6, p9)

4.4.Implementation of the policy

This section reviews the process of implementation of the FM policy. It presents the intended,
unintended positive, and some unintended negative impact of the policy using the framework

summarised ifTable 4.4The analysis concludes by presenting 8idBnechanisms employed by the

HCWs; and the adoptive strategies employed by the county to make the policy work better.



Table4.4: Features of the implementation of the policy

Features of implementation

Benefits package and services covered
Communication of the policy
Reimbursement of the facility

Claims

Referral systems

Accreditation and contracting

Monitoring and evaluation

Supportive supervision

Reporting channels
Organisationalarrangement and the role of actors in implementation
Conflicting and complementing programs
SLBmechanisms employed by the HCWs
Adoptive strategies employed by the county

4.4.1.Benefitpackageand services covered

4.4.1.1.Perception that there is no differerimsween previous FM policy and the current

LM

Across the three facilities, some HCWSs perceived that there was no difference between LM policy and

FM as was previously implementéd:, 2dz 1y26 6KSy GKSNB 61 a FTNBS Yl
when Linda MXI  OF'YS AG Aa FTNBSo® {23 YS L R2yQi 4ass
(ROO9NOHA)LM policy was seen as a continuation of the services provided before and that it had

given the patients cards to be identified:

Bo,the free maternity there was tibing to show the mothers, but now the antenatal card that
is the Linda Mama card, the mother at least has something to dawnshow maybe the
government has done this for me through maternity, through delivery services and even after

delivery that is posf I Gc{ROGR2COHB)
4.4.1.2 Adequacy and awareness of the benefit package and services covered

Despite the positive perception of the scope of the services covered as highlighRo1S¥LMHEY L

find it quite adequate especially for our level of health €@here was a mixed level of awareness
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about the services and the benefit package. A majority of county and facility resporideswsthe
benefit packages and the reimbursements rate. There was particularly good awareness of the services
among the NHIF clerks dmecords personnel but poor awareness among facility in charges and some

HCWs despite overseeing and providing the services.

WL dzy RSNEGIYR AdG 61 a (G2 O0208NJ (KS OKAfR dzLd 2
. dzi ASY SN f f etdtaké Gu@ oF $he hikinéni AftygT diSHR policy that has been there
has been taking care of the underA @ GRACANOHA)

WL R2y Q0 PWRG GRKSEH wFIRE X odzi L (y2¢ AGQa adzLIL
LI GASyGas A0Qa adzllRaSR G2y OR@ESEBLMHAS RSt A S NE

The lack of awareness amongst the HCWs may have been due to teppen the policy imperatives

was not their role as noted bROOSNOHAWYb 2 ¢ F2NJ YS Sié YS areée AdQa ¢
0S0lIdzaS GKIFGQa Aa (K& besaguddlpfthe differi@ricsShetivaerviheypdlidy @NI G A 2
paper and policy on practicBut there are a lot of information gaps on what the customer is supposed

G2 NBOSAGS IyR gKIG | O0dz t¢i(RD30BQARA dzLJ KI LIISY Ay 3 A

However, while there was a consistent effort to educatentia&herson the policy, they showed some
lackof clarity on its content. For instance, some mothers were spending money where they should

not or skipping policy procedures and LM services for lack of know how:

R3 When someone comes for ANC, they should continue informing us about Linda Mama. If it i
L2aaAof ST &2dz 1y2¢6 AGQa y24G4 ftA1S L KIR Y2ySe
0S50l dzaS 6S 6SNB (2ftR Al R2Say Qi XQRMOEMNIPlke F A G 7
to say during the first visit at the clinic you shouldb2 f R GKSNB Aa [AYyRI al Yl
Free maternity so that when you go to the lab you do not pay anything. Then | think even if there

is a computer, they register your name in so that when you go during delivery they just log in your
nameanditbhlA y 34 SOSNEBGKAY IE(FEGDPWHE 2dz LI & Yy20KAYyIdQ

On the other hand, some women despite knowing about the policy content, were ignoring the call to
utilise the services as they did not see the need while some neither knew the services covered nor the
timings and had to rely on family and friend for the information:
wa2dz 1y26 UKSNB INB ¢62YSy oKz 0O2YS FyR KSIFNJI I
Linda Mamais foryetL | £ Y2 & (i ¢FFSDODIBIB)NA y I K Q
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W2 KIFG L KFEGS y20 dzy BENEK2AZR[ A ¥ Rl K aFER®BIBB WA (i K

Table 4.5rovides a summary of the causes of information gap and contributors to poor awareness

of the policy as obtained from the interviews and the document reviews.

4.4.2.Communication of the policy

4.4.2.1.There wasoncerted effort among many partners to communicate the policy from

the national level to the facilities and then to public

The policy was communicated to the implementers from NHIF through circulars, workshops, mass

media, partners:

WeKSe 6SNBE RAFFSNBYyUGSX GKSNB gSNBE 42YS 62N] aK2L
some circulars that came from the financing arm, this thing is financed by NHIF. There were some
circulars that came from the NHIF side for financing the samd.we had quite a number of
YSSiAay3a SEOKIy3IAYyI QROJOFIMHR)Y K2 Al aKz2dzZ R 32 C

WhllEesbKBE LRaAGSNED® ¢KS NIXRA2 YR (G(KS ¢ea GKSe
(RO14NOHC)

In certain instances, the NHIF has used government instruments &l chiefs and chief Barazas to
communicate the policy to the public. Besides, the county of study has been utidisingunity

health workers CHW$, free medical camps, and roadshows to communicate the policy:

w{2s L GKAY1l 0KSNB whoMBe notlbgah redchied ank Pthirk using teS y
I2FSNYYSyiQa AyadNHzySyda tA1S GKS OKASFaz GKS
| hear of AMREF having some connection with the community health workers but well that is also

bringingendza K ydzYo SNE (23 F2NJ NBMRA2BDADY GA2y Aa | RAT

WeKSe K2t R T NXBuntydarRdb &freé meditay¥chiipXdr NHIF can do a road show

or our branch network can go to the markets when we have market days or go to churches and

make announcements or rather religious institutions also the mosques, gedhey are able to

share this information with as many people as they can reach and then also encourage them to

come to the branches and you find we collaborate a lot with the cesimthere if they have an

activity they will loop NHIF in. it may not necessarily be for Linda Mama but we are able to sell all
GKFG bl LC R2Sa® ¢KIFdG GKSNB Aa [ AYRROZNHFOE  KSN.
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Cognisanthat there was nostructured way of communicatg the nitty-gritty of the policy to the
HCWs, HCWs In facility A took a personal initiative to learn the policy from the accountants and the
records clerks who by themselves had also taken a personal initiative to folloveugstie of claims

from the NHIF team:

WS fSENYG FNRY (KS NBO2ZNR& LIS2LX S0 ¢KS | 002 dzy
When they realized the facility, we have so much workload and so little money coming in, so he

went to follow up from NHA and it was assumed no one is claiming those Linda Mama. So, he is

GKS 2yS ¢6K2 | Oldzl tf @ ROOYNDBEANNX SR YS | o2dzi GKIFdoQ

Some county managers, in the county of study, reached out to the NHIF office to facilitate training of

the HCWs about the policy:

Y. SOFdzaS bl LC Ay GSN¥Y& 2F AYTF2NXI A2y A& 6KSY
level twos and threes and in charges, superintendents in the level five and fours. So, | have to
facilitate something for them to come and communicate for ug SoA G Q& | Ol dz £ £t @ (K
example my will, yes. | have to push to get dates arranged, to make sure there is a venue, to make

sure that three people come and talk about it. | think also that they were also a bit overwhelmed,
because of the claims thatNBE  O2 YAy 3 A Yo (ROY7CMLMRI A f & o6l AA 43 dQ

There were varied means and methods utilised by the HCWs to communicate the policy to the
patients. For instance, in one FGD session, the mothers noted that they hadaname talk with

the HCWs in the laho ward and maternal and neonatal health clinics to educate them on the policy:

R1:It was announced even in the radio you could hear them RIXEven when you come here,
they would tell someone to get the car®3:When you came for clinic, they wdukll you to get

Linda Mamag (FGDO01HB)

4.4.2.2. There was a challenge in dissemination of the policy guidelines and lack of policy

document at the implementation level

There were multiple challenges with the dissemination of the policy as note’OBBDOAYL G KA v |

AaadzsS Aa GKIG GKSNBE Ada RAAASYAYlLIOGA2Y 2F QOGKS Lk2f
G2 GKS SEGSyd GKFG Ylye 2F GKS FLOAtAGEQa YIlyl 3
what is the score or what coveragewh& &a [ AY Rl  YI Yl O2@SNJ 20KSNJ GKI

under Linda mama project, | have this card this is my facility and it covers for my delivery, the antenatal



OF NB ¢KIG 2GKSNJ &SNIA OS dhe digséniinatidn ofi tkeSoligiicuneritsI S 2 F
and the entire LM framework did not happen as it should have as there were gaps in awareness of the

L2f A0éd LY FRRAGAZ2YSE GKS AYLI SYSy (!l énbtBeythiyT G KS
[government policy] which is now coming up ofise of late is the UHC program which is now also
I32Ay3 2y 02 NRT ¢S KIFE@S Al Ay (KS YIhigwas aesStink | @S 06

confusion without adequate elaboration on how multigdeojectswere supposed to work in tandem.

The blueprints entailing the policyformulation were not circulated to the implementorsiowever,
RO10FLMHGoted that: Wi K2 dz3K L R2y Qi GKAY1 Wadlldba ofiticel SYSy G I 1
documents, would be critical documents at formation level. That woutduyel maybe at ministries,

the headquarter level. The blueprints and the policy documents and what, they were not shared to the
LINE GA RSNE ©Q

However, the facility level managers across the three sites were more aware of the guidelines than
the HCWs actubl implementing the work of providing maternal carestipulated in the policy. More
nurses on the ground noted that they had never seen the policy documents, and indicated that the

communication of the current policy was worse than the previous one:

I: Okay, and do you think there were even policy documents or documents that were detailing

these guidelines?

ROGSY AT (KSe& 4SNB>X YS L RARyQl aSS dKSyvyo

I: Okay.

R:L RARYyQG aS8SS GKSY Ay (GKS K2aLAGLFt FTyR Ay &as
(ROO3NOHA)

WYt SNE2YFffexX L KIFI@S ySOSNI aSSy GKS 3FdzARSfAySa
this setup you see most people are nurses, | sit mostly at records, but from last week we have been
IAPSY AYTF2NNI GA2Y koo daich dboutht actuAlly,iwa just Knéw thérSis RA Ry ¢
[ AYRI cqROMNGTHA)
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Table4.5: Causes of information gap and contributors to poor awareness of the policy

Category of Causes oinformation gap/ information not trickling down

information

gap

County - Poor infrastructure and road networks hence inability for the mothers to
government register (Remoteness of the county)
Community - SocieCultural practices by some communities e.g.
a. Pastoralists whohave to move very long distance to ensure they are nc
accessible
b. Belief in traditional birth attendants
c. Male factor forcing mothers to give birth at home
Healthcare - Lack of adequate policy training or policy document
providers
Beneficiaries - Lack ofeducation amongst the women hence not able to understand the

content of the policy
- Language barriers hence cannot understand registration instructions

- Lack of registration phones and poor internet connectivity

Source: KlldPlsand document reviewBold are from Killsitalics are fromDIswith the County officials and
HCWs)

4 .4.3.Reimbursements to facilities

4.4.3.1.There are delays in reimbursements of claims to facilities across all sites

While all the three facilities noted that the LM policy reimbursementsesgeginning to come, the
respondents noted that there were constant delays in receiving the reimbursement. According to the
YIEGA2ylLtx O2dzyie FyR 1/2a NBaAaLRyRSyiaQr RStl e&a
sources as summarisedTiable 4.6Given the nature of government bureaucratic process, a delay in

one arm of government would cause a ripple effect across the whole system affecting the facilities.
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Table4.6: Sources of delays isimbursements

Source of Kind of delay

delay

The National

Delay in releasing fund to MoH

Treasury (the Issuance of fund to the MoH intermittently and not as a whole block as
exchequer) required
- Failure, through Kenya Revenue Authority, to collect adequéatads from
taxes
- Reallocation of resources meant for LM and other health issues to other
urgent government matters of national interests
MoH - Delays in receipt of money from the National Treasury, occasioned by
bureaucratic processes of ending the finaatiear (amount of work
involved); money ends up coming in September
NHIF - Sourcing for funds from other sources when the money from the
exchequer delays
- Lack of proactiveness of the NHIF officer supposed to transfer the funds
the facilities
- Logistical processes of reviewing the claims and reimbursements
County - Delayed in releasing the funds from t@eunty Revenue Fuf@Raccount
Treasury to the facility account
- Accounting for the 5% deduction done at the county for administration ct
- Lack of accountability and transparency in the deductions made at the
county treasury
Public - Waiting for the authority to incur expense from the chief officer of health
facilities - Lack of motivation by the HCWs as they perceive that the reimbursemer

is the work of the administration

Source: KlldPplsand document reviewBpld are from Kllisttalics are fromDIswith the County officials and

HCWSs)
4.4.3.2.The reimbursement funds are inadequate

Aside from the delays and the unpredictability of the fundsilitgdn charges and HCWs across the

three sites noted the funds wermadequate and it was pushing facilities into rolling debts and
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borrowing: WwA 3Kd y2¢3 ¢S IINBE @g2NJAy3a gAGK | 24 27
RA &0 dzNBE S Y SYRDOSRLMHAY.dzy Ra Q

However, some respondents thought that the funds were adequate if only they are made aware of

the claims rejections and the processes and paid timely:

WL GKAY]l GKSe& IINB NBlIaz2ylroftSs AT GKSe& &€2dA R o
review, they can review maybe after two years or so to see where we are. But if payment is the
prompt and they are made to understand what to claim, | think that revenue for the time being

can actually improve the quality of services and the infrastidd&ggRDO3NOHA)

4.4.4.Claims

4.4.4.1.The claim process is fraught with multiplicity of challenges

A majority of the respondents, national, county and HCWSs, noted that the claim process was fraught
with challenges that have been summarisediable 4.Avhose sources we either from the NHIF
office, health facility, health records officer (HROs) and other HCWS, anibthers. The challenges

were causing facilities to lose out on significant reimbursements.

Table4.7: Chalenges in the claim system

Source for claim Kind of claim challenge

challenge

NHIF office - Overwhelmed by the number of claims to handle

(National and - Not sharing reasons for rejection of claims with the county or facilities
local)

Health facilities Infrastructure problene.g.,lack of printers and photocopy machines to

print the IDs and the paperwork

- Claim automated and requires internet and many facilities are not
connected to the grid

- Lack of or inadequate number of computers

- Many requirements such as IDs that tm®thersdo not have or cannot
access

- ldentification of the women still a challenge
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Source for claim Kind of claim challenge

challenge

- Some public facilities, having participated in the previous package, an
were not accredited by the NHIF this time roydd not knowthat they
were to claim forcertain aspect of work

- Higherlevelfacilities have more than one source of income and so do
get motivated to make the claims

- Lowerlevelfacilities are receiving other sources of fund from capitatior
anddonotwantto thR dzZ3 K G KS KdzadtS 27F LI

money

HROs and other
HCWs for

Lack of training on the claim procesgnce,do not know what to claim

- Lack of motivation or incentive to make claim because they do not get
right amount of money fronthe previous claims

- Feeling demotivated that the private sector has to claim and earn mor
than the publicsector, andbecause the county does deduct morfegm
the public sector

- Requires a lot of paperwork making the process tiresome for the facili

and the mothers

Mothers - Mother required to register themselves through the phone (via a mobi
platform), but some cannot do thabecause of lack of phone

- Lack of knowledge on the mother (hence gap in awareness of the poli

Source: Kll$Dland document reviews

4.4.5.Referral system

4.4.5.1.There is policy confusion and perverse incentives on referrals and referrals claims

Accordingto some HCWBNBE F SNNI f a2 a i SY KRGIDICABINEe@S RrocessizNI & & 4 |
is akin to cascading a ladder where pats are meant to move fromlawer-levelfacility to ahigher

levelseeking more specialised treatment that cannot be handlebwer-levelfacilities.However WL F

there is an issue, a complication that arises that cannot be handled at a certainthev&gility is

required to refer to the next highdr S@S t ¢ TROZINHIFO)heér&lore, referral forms a critical
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part of the LM policy. However, there is a poliopnfusion becausthe referral aspects in paper differs

from practice. Document rewes shoved that referring facilities are supposed to be reimbursed for
ambulatory services at a fixed amount based on the number of services, which is yet to be agreed
upon(Table4.31 2 6 SOSNE [a YlydzZadf A& 020K WO2y(dN} RAOG2NE
package. For instance, the manual says that the contracted referring facilities cater for costs of

GNF yaLRNIG G2 F KAIKSNI Fl OAf Al aderrihgfdRiliyWupablétd 2 F 2
LINE JARS Sod3Id 02N G2NEZI (Kenwh Rinigfiydof HeSIitNE Q&idnal 6 dzf G N.
Hospital Insuranc&und, 2016, p7)The statement is not clear on who between the referring and

referred to facility makes the claim. The assumption at the policy level is that the facilities work on

modalities on how to reimburse each other when the claims are made:

WE2AY GKIFG A0SYIFNR23 @2dz RARY QU RSt AGSNI AY t dzv
had checked you in and then you were admitted and then something happened, already we [NHIF]

have a natification in the system for a delivery. So, what ttegyonce they refer you, they will be

required to reimburse KNH [National referral centre in Nairobi County] once we, because the claim

will start the process from Pumwani. So, we will reimburse Pumwani and they will reimburse KNH
because you will not bebée to raise two claims to the same person, to the same period of time,

GKS acadsSy gAatt y20 |tf20¢Xoohighé&leklfaliybridiné A a NB
arrangement is that where you have referred from it will reimburse the othédityamecause you

did not do the delivery or anything, it was a complication you could not handle, you referred or
82dz NBFSNNBR | FUSNI RStAQPSNEE a2 Yl&oS GKS Y
complication or something and they need referral to thieo facility so the facility that referred is

NBIljdzA NBR (2 NBAYOdzZNES GKS 20KRZ/NHIFOAt AGexX &S| K

Additionally, in practice, if a mother develops complication before giving birth, and are referred to a
higherlevelfacility, the referring facility are neither reimbursed for the transport cost, or for the cost
of services they provide before referring, but the referred to facility claims for both complications

received and birth (perverse incentive):

WYe¢ KS NB T &dnedskdiingtially dédausé when somebody comes, they are registered with

NHIF, they bring in their cards, their Linda Mama cards we just claim regardless of where they

came from. The next one is a person who comes with all the identification documerttegnd

KI5 y2d 6588y NBIAAEGSNERIRAGLMHEERRd&N] ( KSYS |y

¥ And reimbursements, is the hospital reimbursed?
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Rb2iKAYy3Id | yR a2YSGAYSa 2dzNJ | YO dzf ¢ (ROOBOHAR DS NE

[referring fadlity]

Also, when a mother gives birth in a facility and either the baby and or the mother develops
complication after birth and are referred, then referring facility claim for LM fees or NHIF package
depending on the type of registration, and the referredfacility only claims for inpatient services

offered:

WXK2¢g R2 &2dz RSIf 6AGK NBEFTSNNI AT K2¢g R2 82dz C
R:For referrals we normally claim them as inpatients, yes. Just as a normal inpatient as if you are
inany otherward attheh & LA Gt @ 28 R2y Qi dzaS G(KS FAESR | Y2
other in patient.

I: Even if they are maternity?

R:Yeah, even if they are maternity.

I: Why would you claim as an inpatient and not as either Linda Mama or maternity?

R:Because they have not delivered here. As far as they have not delivered here, we cannot treat

you as a maternity patient. You just came with your baby in the ward like any other patient in any

other ward. So just count the number of days you stay. Thakd i ¢ Sc (RDL1ICQHCH Q

While Fd GAYSA 6KSy Y2 K Sdidedityt@sforioge reasBrizod G KN
another, they are referred to another facility, the facility where she will deliver is the one that will
0S NBAYOddINBASR® ¢KS NBFSNNAYy3I FLOAftAGE RSaLAGS

reimbursed this money. S0 G KSNBX A& ySSR G2 €221 FiGg 6GKS NE
(RO16CSLM)

The other perverse incentive that comes with the referral is that fadked facilities that are located
near somelower-level government facilities are scheming for refdrifmom lower-evel facilities
because of the challenge of accessing ambulance care. The act is so open that even government

facilities advicanothers on the referral:

For example, in [the] sub county where | was working before, | came here, therevslrfoue
hospital and the level two hospitals that are there are not accredited for Maataa, but we have
afaith-basedhospital that is accreditedso,we would register our mothers and refer them to the
faith-basedhospital, sometimes even when theyean a state of emergency instead of referring
them to a place like [facility C] which is far away we just register them in the ambulance very fast

and take them to thdaith-basedhospital.So,number one not all facilities have it but even those
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whodo i KI @S AdG NBIA&AGSNBR yR (Stf GKS EIS2LX S
(RO16CSLM)

HCWs reported that while theanotherswere referred from dispensaries (level 2 facilities), they chose
to bypass themiddlelevel facilities (level 3) and seek treatment franigherlevel facilities (level 4

and 5), which is then creating more workload in re¢efrtofacilities(receivingfacilities)

“

We¢KS RAALISYalNASasY (GKS € SOSt Ha eiliieSteypd®S #isS NI LJF
G2 32 G2 JROSFUIMEASE padQ

Due to increase in referrals, the county has provided ambulances to support facility referral process

for all facilities across the county. However, given the high number of facilities that aexidgrthe

few ambulances, sometimes referring from a smaller facility to a higghel facility proves to be a

challenge. Additionally, the poor working state of the ambulance poses a significant challenge:

W2 XG0K GKAA avlftf FI OAreadd an ofiekaoh aNBavelto rafe. (SE,SNJ Y I
referring is also a challenge because like even our ambulance, we have reported to the county.

Most of the times it does not work well and most of the time it is sent to the county. So, we have

a call centre but sice it is far, maybe there are times even we call an ambulance from [facility B],

@2dz 1y2¢ AG GF1Sa GAYS® {2 YI&o&XROORDIGHRA) ISG |y

In irony, some lowelevel facilities¢ because ofmotherd freferences and locaih closer to the
market centres; are having to treat and deal with significantly higher numbenmsothersthan their
higherlevel counterparts who are located within the same vicinity. The challenge of this on referral is
that, in so being, the highdevel facility, rather than refer upwards, then refer to thawer-level

facility, hence a perverse incentive for reverse referral:

Wh2s AG KFra oSSy ftA1S GKIG wFFrOAftAGe 18 o6SAy13

subcounty, itisalevet,0 dzi G KS g2NJf2FR Aa f26SNJ iKIy Tl O
Hp RSEAGSNASE AYy || Y2y NBXOSO&iIX0® KIIRADYSP NS S
they [patients] like this place. So maybe you know what people are taking it seriously, they are

R2Ay3 (KS ySOSAHROODICHA? 2FTi2FR dzaPddQ
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4.4.6.Accreditation and contracting

4.4.6.1.Currentaccreditatiorproces is compromising quality of care in the public service

facilities

The mandate of the accreditation of the facilities to ensure that they meet the quality government
standardsh & O NI BNXBSRRISIRE & yW 1 KS RSLI NI YSYRRIVOHG G Yy R N
and the facilities are registered in different service provision levels based on the Kenya Essential
Package for HealtfKenya Ministry of Health, 2020dgeally, accreditation of the facilities should

meet a set threshold of quality on infrastructure, equipment, human resource, etc. However, the
transfer of the mandate of accreditation to NHIF and the expansion of the packages, and the
requirement of NHF to do ablanket accreditation and contracting of all public facilities irrespective

of whether they met the standards or not alters the quality standards of services:

Whl LC KFa Iy FOONBRAGFGAZ2Y LINE OS 4 &acorediiation 2 NJ G K S
process. So, they are given a blanket of approval and | think, if | am not sure they have given a
blanket to all health centres, but the issue is whether they have that capacity to provide those
services. So NHIF there is faced with a bigballenge because their clients are saying that you

KIS OFLIAGIGSR dza Ay GKAA FLOAftAGE:Z o0dzi GKS@& R
I LINBAONARLIIAZ2Y (2cB@EDAQIR 6dz2 (K2aS RNHZEEDQ

Yhe public sector is really struggling witlvdetwo and three that do have delivery services

because there are so many things that they have to, the bare minimum for accreditation they have

324 G2 YSSG:zX GKSe IINB y20 6fS G2 GKS& R2y Qi |
data and thel KAy 3a @&2dz N8B adzaJl2aSR (2 dzJ 2¢R | yR
(RO23MoHO)

Besides the initial accreditation process of the facilities, the NHIF and MoH have not put in adequate
measures to ensure that there is the monitoring of quality beyonat fimitial accreditation. The
independent professional associations come into the process later when facilities are facing quality
challenges, yet they should be at the forefront of protecting consumers interest right from the start

of the process:

Yo dafe afeKisually those spot checks by those what they call by these, pharmacy and poisons
board, these associations that they go closing facilities, they only respond when there is an issue
but those quality checks that come with the accreditation and icspe are not there, | think they

I NB dza dzl € (RGR6DA®)S 2 FTFQ
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Through accreditation, when the NHIF used the same checklist across all levels of hospitals, whether
a referral hospital or dispensary and a health centre, then it became disadvantagedhbes foawer-
levelfacilities as they are exempted from meeting standards. This is despite the fadispansaries

and HC already lost funds from the free primary health care that was introduced concurrently with
the FM policy. However, while the pubfeilities were meant to be given blanket accreditation due

to it being the source of access of maternal care, they were not:

Y2 Sff GKS FTdzyRAYy3I FE263 YI&0S F2NI £ 26SNI Fl OAf A
were abolished in 2013 or sand this is a facility, when you look at the initial thought of free
maternity, it was to strengthen primary healthcare because delivery is really not something that

is necessary have to take place in very high facilities because delivery can happen theen i
community, it can happen in the midwives and then somebody comes later, most people are
delivering as long as there is care, but now dispensaries and health centres were disadvantaged
when the fund went to NHIF because first of all NHIF before wasioerediting hospitals, so this

time they were to bring now dispensaries and health centres on board, which | think did not
happen as per the MOU because last year in 2018 when we were doing readiness assessment, for
instance in Machakos county, when were looking at the facilities accredited by NHIF, none of

0KS RA&ALISYalrNARSaE 61 a I OONBRACFIMAHD) bl LC 2NJ 6SA

Equally, while the NHIF have developed a checklist to use for accreditation to ensure that facilities are

only conrdDi SR (2 aSNBAOSa F2N 6KAOK (tSais diNBiPgA RST |
I &&dzNJ y OS R S LJI(ROIBITHAYhé&ir nfonyftoribgl olLth@ Guality assessment processes are

not as routineg twice a year rather than quarterky as was with thévioH in the previous FM policy,

hence, many accredited facilities could compromise on quality for not being appropriately monitored:

8o that is why you find a few places have a lot of compromise and of course recently there has
been that argument whetheh®uld NHIF which funds should they be the ones mandated to check

j dzI £ A (i & (RD33DORAY K Q
4.4.6.2 Private facilities are having a field day in accreditation

However, the process of accreditation and contractual agreement on the other hand is working
seamlessly for the private sector because as postulate@@38MoHOW G KS LINA @I S aS0Oh 2
0S0lFdzaS (GKS& | NB dzaSR (TBey kiak paiticipatdOMIRdus quélity 2 y 6 dz
monitoring processes before the LM poli®026DOAoted thatW i KSNBE  NB 2yfe& || FSg

those that | would call, not the bigger ones not, but the otlogrer-level or middlelevelhospitals,
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private hospials they are providing those [LM] services and they have entered into contractual
arrangement with, yes. And also, the faith based not all of them because the Mater Hospital for me is

I FITAGK o6FaSR odzi L R2y Qi (K thgesédmidilelevelfaciliiedandi A OA LI
2F O2daNES GKS& KI @S 0SSy I OdepeBdihg an @ihether they acdeptd Sy |
the reimbursement rates, and once in the contract, they buildiip LINR OSaa (2 Sy adzNB
services are availdbS (G2 3Idzk N» y i ®éhepudlic. t A G& ASNIBAOSaQ

4.4.6.3.Development partners supporting private facilities in informal settlement worked

very hard to support their accreditation

Some development partners that work with private facilities through social franchising schemes,
particularly in the informal settlements in the country, strategised well and thoughtfully on how to
have many of their supported facilities accredited to otf&t services. For instance, the organisation
capitalised on the power play and communication breakdown between the national NHIF office and
the county NHIF office, to ensure their interests of having their facilities accredited and contracted.
Besides, thg invested in providing their facilities with prerequisite registration information, through
training, before the actual accreditation by the facilities to ease the process of accreditation for the
facilities. Additionally, they instigated their internataeditation to mimic NHIF's procedures for

actual accreditation as noted by one respondent:

WXd G2 Llzi LINA QDI GS LINPGARSNE 2y GKS [AYRF al Yl
were in panels or were empanelled or were created by NHIF tadprthe services. Argb,we

NEFHtfAT SR GKIFG GKS KSIR 2FFAO0S OFyQi KSb LI YdzOK
what we did is we had to go to the branch offices at NHIF. Unfortunately, these two people like
R2y QG G t 1 G 2enSriscinkhog dorided/here fihkre i§a cBrfmunication breakdown.
So,you can discuss one thing with head office but when you go tdithiech,they are very

powerful and almost autonomous, so you have to start the process all over &gaive found

that desypite spending significant time trying to put our case across at head office we almost had

to start afresh when we went to the counties. Start having relationships with the Branch Managers

at NHIF and making them understand whyingpartant first of all acredit private health facilities

and for them to come to our facilities and see that these are the facilities that they would
otherwise be looking for. But once the accreditation process was done, they would also come in

with NHIF teams on the ground topport Linda Mama registration. It has been quite a process, |

think like any other program where you are working with the Government, | think you need to be
NEFR& (2 Lizi Ay @ROSDADAYS Ay@dSadySyilioQ

144



Table4.8: Summary of barriers of accreditation process

Barriers

There is a confusion and lack of clarity of the roles of different players in accreditation
Facilities, mostly public, are not incentivized enough to meet the quality standards
Thesupport of the professional bodies only comes in during problems rather than at the star
the accreditation

Lack of involvement of all the players
Source: Kll$DIsand document reviews

4.4.6.4.Reforms have separated the roles of accreditatiorcanttacting; and there is a

national quality taskforce to monitor the quality of care

At the writing of the results of this sectipand asioted byR024MoHQ [wéPhave set various bodies,

they are supposed to look at the quality, the joint inspectioriithay S SR & &n2l asth&l béeg y S Q
proposed by the health financing NHIF reform team, the role of accreditation has been reverted to
the MoH and NHIF now has an easier role of just contracting to enhance efficiency as ndstliby
(2019) Additionally, there is a new national quality improvement taskforce called a joint inspection
board called a joint inspection board which more likeechnical working group, checking the quality

outcomes of maternal care in reality verses what is in a checklist which is modelled around the KQMH:

WFNRY flaid @SINE L KIFILIWSYSR (2 aS8S (KIFd 6S KI ¢
thetecy AOI £ 62NJAy3d INRAzZLIXP 2dzad (2 OKSO1 |3l Aya
0S KIFILIWSYyAy3a |yR GKAA& A #isd@fduitementithatkall thaliBeywd y 3 Ay
GK2dzal yR LX dza TFLOAftAGASE Ay GKS O2dzy GNBX LJdzo €
beginning to see some improvement because of that quality improvement aspect, | mean the
component, it is a very specifprogram, and we have a very clear framework for quality
improvement, the Kenya quality model for health that every facility at whatever level is supposed

02 I RKERIBSDA® ¢ Q

Ythink there was a time we were coming up with a joint inspection disckut | think there are
GFrftla Fo2dzi GKS YSyeéel vdzZ tAde az2RSERADMI)I SIf (K
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4.4.7.Monitoring and evaluation

4.4.7.1.There is a system for monitoring and evaluating the progress of the policy effects

and outcomes in facilité and the county

In all the sites, there is a standard way of monitoring and evaluating the progress of the policy. The
facilities are monitoring deliveries, ANC visits, PNC visits (workload), and complications by recording
and documenting the numbers am A3 charts that is hung on the notice boards in the corridors or at

the entry of maternal care unit in the full view of tineothers and visitors:

W g Kveyassess how many of our mothers deliver here, how many of our mothers have had any
complications, how many of our mothers lose their babies, how many of our mothers have
attended the antenatal clinics as required? And when you look at all that yolbkrdcasee any

differences that have been achieved as far as during this time. Do we have less mothers coming

with ruptured uteruses from there, do we have fewer mothers coming with, delivering macerated
stillbirths because they had complications outtheryg R 1 KS& RARY QO ¢l yid G2 C
because they thought we were going to do other things that we will need them to pay for it. So,
gKSy ¢S t221 4G +rtt GKIG ¢S INB lofS yRs (2 :
(RO15FLMHC)

The record of the workload and claims are made into a monthly report and discussed amongst facility

managers, HCWs, NHIF officials in monthly review meetings:

W, dzii &2 FIFN a2 322R 0S0OldzaS 6S Ifglea KIFGFS |
achievingornd = 2 NJ S@Sy (2 ®RO02ZCOMBS SEGNI 62NJ ©Q

Y2 S KI@PS NBGASe YSSiAy3Iazr adFNIAy3a FTNRY (G(KS Yyl
FNRY (RALGEUMBIC)

At the county level, there are independent groups that meet monthly to look at unfavaarabl

outcomes with a learning experience:

w2 S KI@S | 3INPRIzZLIZ Materoa &ahd Pebrathl {DSath Sarveiliahos anch
Responsgthat looks into maternal deaths and unfavourable outcomes. Apart from the ones that
are at the facility, we have one atehcounty that includes people from different parts of the
county. That committee meets once in a month and they go through all the cases that happened.

Andof coursegvery time we have a maternal death or neo natal death or unfavourable outcome,

14¢€



some membrs of the team usually join the team at the hospital to go discuss what issue it is and
to make it a learning experience and not necessarily a punitive experience unless there is need,
& S@RD16CSLM)

Furthermore, the county focal person collaborateith the hospital clerks in the whole county to do
a quarterly report about LM and disbursements as a way of identifying the gaps and need for

efficiency:

WL y2NXIFffe R2 | ljdzZr NISNIe& NBLR2NI>X vYzadfte Foz2d
havethe people who are doing the Linda Mama and we meet them. The clerks who are also doing

Linda Mama. So, | am able to know what issues they are currently facing and what the mothers,

odzi a2 FTINE GKS Y2G0KSNB (KSNB ¥2NlAy8a6F5YADYR
(RO17CMLM)

4.4.8.Supportive supervision

4.4.8.1.There is adequate supportive supervision to oversee overall maternal care

On support of working practice, the facilities have adequate supportive supervision from the national
government and the coug. The supervisions happen quarterly but, in some instances, can be random
just to ensure the facilities are doing the right thing in practice of maternal care. In addition, the visits

identify practice challenges and make recommendations for improvement:

wa2YSiAaySa (GkKSe OFy R2 G NYYR2YSZ o0dzii | dzZ NI SN
Sometimes even we get from the national governmée g KSy (G KSeé 02YS 2y (K
4SS (UKS OKIfftSy3aSa GKIFIG @&2dz | NB THov@dmgm oXft Sii
supervision, the latest one they come, they found a challenge. They could not even believe that
those mothers are delivering in that small unit. They could even see the congestion, you see when
GKSe IINB 2y GKS 3INRdzy RF HWR BRIMHIG KR d6 KIKYS &l KOS &y Xl
SELIYR GKS LIadyl Gl f 3 ¢@RE0RNVHB) KI S | yS6062NYy dzy

Equally, facility managers are doing daily facility supervision by monitoring reports during ward rounds
to identify gaps such as departmental worklahdt can be sorted out without waiting for the county
and the national government:
W2 dzNJ adzZLISNIDAAA2Y Aad ¢S R2 A0 RFEAfeZ SalLISOALlff e

make two rounds. You have to make a round in the morning, and you svamake a round
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in the later afternoons. And during those rounds, you are going and identifying the gaps, where
maybe there is overload so that even you can be able to withdraw staffs from another department

which is not busy and add to them. So, lémal & ¢S R2 AG |G fcSlIrad g

(RO20FLMHB)

In addition to the county officials, Facility A had a subcounty nurse, who oversees supervision of all

subcounty hospitals, and would schedule supervisions:

WeKSY FTNRBY (KSNB pieSthefDlre@t& of IN&rSng. §@atizAgirégardidy £ how
2FGSY L R2y Qi 1y26 6KSGKSNI AGQa FOtdatte 2y ao
facility where the office of the sutpunty nurse is, so she is able to oversee it very often rmost o

0 KS @(RO0ENDEA)

4.4.8.2.There is no adequate support supervision from the NHIF officials on LM policy

implementation aspects

There was lack of monitoring and evaluation and support in meeting LM aspects of the work

particularly as soon as the procesd.®f kick started at the facility:

WhblLC L OFy (Stt @e2dz Ad6Qa I Ftld y2¢ {2 2y O0S
F3AFAYy dzyf Saada GKSNB A& I LINRofSYD {23 gKSy (KSe
its inspectionand® dz | NB 32 Ay 3 ¢RR30MAS) Ay (NRdzof SPQ

WC2NJ dza KSNB 6S INB 2dzAad adzll2aSR G2 YIS adzsNB
FyR S@FtdztiAz2ye aLSOG 2F Al &@SIFKed bz2d o0SOId
supportingusintera 2F K2g G2 32 | o2dzi OKSOlAy3dI AT (KS
AYRAOFG2NR GKI G OG@MRBSFUIMNE) dzaAy 3 &2dz 1y266Q

4.4.9.0rganisational arrangement and role of actors in implementation

The analysis showed that implementation of the FM policy takesdhealown approach and are in
three levels: the national, county, and facility levéi&gure 4.). There are more actors in the

implementation than the formulation.
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Figure4.1: implementation arrangement of the free maternity policy as it is being implemented (source:

document review and interviews)
4.4.9.1.Joined up government at the centre

The policy imperatives emerging from the national level deefacto priority of the government as

Ol LJi dzNB R Ay 201K JubilédNBridigR Mahife¥si the national level, The Presidency,
development partners, NHIF, MoH, The National Treasury, Office of the Auditor General, the Council

of Governors (CoGand the Parliament are joined up in what Exworthy and Poi2e04) call

WK2NRT 2y il g joireddASy 82 BB NY YSy i Fd GKS OSYGNBQ |y
implementation rolesas shown irmable 4.%and Table4.11 MoH is a powerful and influential actor at

the national level. Three entities in Mol@S Health, PS health, and DG Health are strategic policy
experts, who source for funds from the National Treasury and provides strategic, future policy
direction in line with the presidential directive of Uiable 4.1].In terms of a governance struceir
R028MoHoted that it is imperative to have a proper reporting structure at the national level that

would monitor the implementation of the progranWd K & Aa @gK& L ¢k a GFf1AYy:



having a steering group that has everybody in the ¢ablou would need to have that kind of
32 @SNV I yHbBever, ZnEré idddbreak down in the reporting channels and as such monitoring
system, leading to a gap at the national level. The resulting effect is that the principal secretary (PS),
who represen the MoH, would be receiving many communications concerning challenges of
implementation from several sources which could be misinformatiiriMoH, the implementation is
overseen by the equally powerful and influenté@partment of preventative and proative health
(Division of Family Health), together with the NHIF, they have provided adequate social marketing to
the policy through social maobilisation and communication of the providers and beneficiaries. Also,
upon receiving claims and utilisation repoifrom the NHIF, the MoH is able to track the level of
remaining funds in the pot and mobilises additional reports from the National treasury. However, the
team from division of family health at Motidespite being concerned with the reproductive headth

was not involved in the formulation but passively participate in the implementation as noted by one

respondent:

WXodzi y2id GKS GSFY FTNRY (GKS NBLINRRAzOGA GBS KSI
Ay @2 ¢ (ROZIMOHO)

Other departments at the MoHhtat are less powerful and have a medium level of interest are the
division of health policy and planning, division of healthcare financing, standards and quality
assurance and regulations, and monitoring and evaluation unit. The units provide strateigic pol

direction to the NHIF on their areas of strength and concern.

Similarly, the national treasury plays a critical role but has a less influential role in the implementation
process of the policy; however, they liaise with the parliament to approve theired budget for the
policy. Since the introduction of the policy, they have been able to providduthds as required.
Besides linking with the MOH, the National Treasury links with the county treasury to provide other

statutory funds not necessarilinked to the running of FM policy.

Equally, the NHIF is a powerful actor drawing from its mandate as an overall overseer of
implementation of FM policg as a managed fund under its department of programs and schemes
and primary purchaser of servicess A purchaser, the NHIF uses its extensive network with service
providers to accredit and contract provideysot previously registered on their systenfior FM policy
services provision. The NHIF timely reimburses the providers for services rendereghthts
automated database for registration and authentication of beneficiaries. Through the use of
government ID numbers, NHIF verifies the claims and redresses any complains arising from the

providers on thanothers served. The NHIF has the mandate tooré the claims and utilisation data
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for service provided, which is then yearly audited by the influential office of the auditor general.
Besides, auditing the reports, the office of the auditor general is not concerned with the daily running

of the implenentation process.

The development partners, equally play critical roles role in the implementation sudévatoping
financing strategies demand generation, capacity building, and collaborations as noted by the

respondents:

w2 § R2 OF LI Okiprdvider tkvef dR Ayfidiadt that botk the public and private
understand the process of claim because of accreditation, process of contracting, understand
issues to do with strategic purchasing in term¥op & ShiiZdb &/ pay, how do they sefle
just the whole aspect. Demand generation is one of our key aspects in terms of creation

I 6 NB ¢ (&E@aDAQ)

w2 S HgSNB g2NJAy3T 6A0GK bl LC (2 KSfLI GKSyY TFTANRGDG
(RO30DAO)

Still, at the national level, therera two other key players: the advisory panel, researchers and
advocacy team, that are less influential in the process of implementation of the policy but play an
important role. The advisory panel was developed by the minister of health, albeit late in the
implementation process (on 18th April 2019) in line with the Health Act of reforming and repositioning
the NHIF as a strategic purchag€he Kenya Gazette, 2019he team comprisgthe development
partners, private sector, researchgrgovernment technocrats, and advocacy coalition teams and
their role is to provide the technical and financial support for NHIF, part of which is management and
implementation ofthe NHIF. On the other hand, the researchers, mostly research institutions, and the
advocacy teams, mostly the civil society, are working independently or together with the NHIF to link
the activities at the county and facility levels to the national pties, participate in the process
monitoring and evaluation, provide advocacy especially of the weak and vulnerable such as

adolescents, and scientific publication which are mdaritnproveknowledge.
4.4.9.2 Joined up governance at the periphery

At the county ¢vel, several players work towards the implementation of LM as one respondent noted:
WOoddA G QA fY2a0 S 0ERBDNDSAThekvioRey mihidtriesSat the caudythaw 2 NJ Q
play the biggest roles in the implementation process are the trgaand health. The county treasury

is concerned with receiving finance from the national treasury and providing financial support and
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monitoring the flow of funds at th€ounty RevenueFund (CRF). On the other hand, the members of

the MoH at the county who oversees the implementation of the policy form the CHMT and are
composed of several dockets such as nursing, clinical services, monitoring and evaluation, research
and development, phamacy and administration. The dockets report to the county executive officer

of Health. Overall, the county governgra Sv@rse@}all the activities in the county, like especially in

adzOK FNBS YIFIUGSNYyrt AdGa 62 NIG/RDINOHAJR & dzLISNIDA &AA2Y >

However, as part of the CHMT, the most influential and active player in the implementation of the LM

policy at the county is the chief officers of health as noted by the respondents:

8o now our relationship to the county is probably linked to the chief officer, through the chief
officer. Because if we have issues with the implementation, then we are supposed to address them
G2 GKS OKAST® . dzii 20 KSN LINBEVtS e8¢ F(BEEBHMIKIE)NDYR 6 6

The county has adopted the UHC agenda of the central government by employing a county focal
person for NHIF, who is important but less influential player and has ardl&ig@ Ay 3 F2 NB I NR y
with NHIF butthe UHC go&ls¥ Y A | Y0 dz / 2 dARGIECMLN)The regioRadffi&Sof the

NHIF at the county also plays a significant role of receiving, batching, and quality assurance check of

all the claims from the facilities in the county and sending to the nationalesff

At the service provider level, there were two kind of providers: the private and the public providers,
who provide services that are responsive to needs of clients and in line with contracted terms. The
public providers were part of the previoldMSthat was run before while the private sector joined

the service in 2017 when the new service was moved to the NHIF. They all provide the service delivery

as per the benefit package and reporting of services:

GL oAttt are GKI G 0K & ofkdsStalinanapenient kickRntolplySany2iNea | y 2 3
GKSNBE A& |y AaadzsS GGKIid (G2dz0KSa 2y GKS K2&LAGLH

R2y Qi KIFI @S &SLINIGSR 2NHIya G2 RSHt gixliK [AY]
(RO10FLMHC)

Finally, he most interested but less powerful stakeholders are the beneficiaries. They are responsible
for registering with the NHIF either through sedfgistration or HCWs assisted, utilise services and
provide feedback. A summary of all roles, interests and pawe inTable 4.9Table 4.1Q andTable

411
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Table4.9: Actors roles, interest, influences and position on the formulation and implementation process of the free maternity policy

Elected
officials

Appointed
officials/
offices

The Presidency

The members of parliament and senate
County Governor

Member of county assembly

Office of the Auditor General

Council of Governors

The National Treasury

Cabinet secretary, Principal secretary for healt
and Director General (National)

MoH-Department of policy, planning and healtt
Financing (Division of Health Policy and planni
and division of healthcarénancing) (National)

MoH-Department of preventative and promotive
health (Division of Family Health) (National)

MoH-Other departments and divisions
(Standards and quality assurance and
regulations, M and E)

County Executive Committee (CEE)ealth

County Chief officer of health (County)

The summit ((CHMT) County directors of Healt
Administration and planning and their deputies

The County Treasury (Includes County
accountants)
County NHIF focal person

+
No
No
No
No
+++

b

+++

+

+

No
No
No

No

No

+++

et

++

+++

+++

+++

+++

+++

High
Low
Medium
High
Low
High
High
High

Medium

High

Medium
Medium
High
High
Medium

High

High
Low
High
High
Low
High
High
High

Medium

High
Medium
High
High
Medium

Medium

Low

Supportive
Middle support
Middle support
Middle support
Middle support
Supportive
Supportive
Supportive

Supportive

Supportive

Middle support

Supportive
Supportive
Supportive

Supportive

Supportive



Purchaser of NHIKNational level) AR AR High High Supportive
health NHIF (County offices) No +++ High Medium Supportive
services
Member of The Church (SUPKEM, Council of churches) @ + 1 Medium High Supportive
i”rtgl:ezt The Kenya Private Sector Alliance ++ +++ High High Supportive
oo HCWs Unions Ak AR High High Supportive
Donors and  The World Bank +++ +++ High High Supportive
development | \yo +++ +++ High High Supportive
partners JICA +++ +++ High High Supportive
UN agencies (UNFPA) 4+ A High Medium Supportive
AMREF + ++ High High Supportive
USAID it it High High Supportive
Marie Stopes International + +++ High Low Supportive
Population service International + it High Low Supportive
PharmAcess
Civil society = Kenya Human Rights Commission + + Low Low Immobilised
KELIN + No Low Low Immobilised
Centre for Reproductive Rights No + Low Low Middle support
Beneficiaries | Individual citizens (Men and women) + +++ High Low Supportive
Private health facilities it it High High Supportive
Publichealth facilities + +++ High Medium Supportive
Academia Kemri Wellcome Trust No SEE High Medium Supportive
and Population Council No + Medium Low Middle support
researchers : . : . .
Mannion Daniels and Options Consultancy No i Medium Low Middle support
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ThinkWell No + High Low Middle support
Media Local and international media st SRt High High Supportive
Other Beyond Zero No +++ High High Supportive

Jacaranda Health No it High Low Supportive

Philips No ++ High Low Supportive

AfyaTu No + High Low Supportive
Key: +++: Very good involvement; ++: Good involvement; +: Partial or weak involvement; No: no evidence of involvement.

Source: Author, extracted froareview ofdocuments infable 3.7

Note: It is plausible that some actors may have been omitted because they were not apparent in the document reviews or teedDEsKI
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Table4.10: Force field analysis map showing the level of influendepawer of actors

Level of  Proponent Opponents
power High support Middle Low Non mobilised Low Middle High
opposition

High The Presidency County Governor

Council of Governors Member of county assembly

The National Treasury

Cabinet secretary, Principal secretan

for health, and Director General

(National)

MoH-Department of preventative and

promotive health (Division of Family

Health) (National)

County Executive Committee (CEC)

Health

County Chiebfficer of health (County)

NHIF (National level)

The Church (SUPKEM, Council of

churches)

The Kenya Private Sector Alliance

HCWs Unions

The World Bank

WHO

JICA

AMREF

USAID

Private health facilities

Local and international media

Beyond Zero
Medium  MoH-Department of policy, planning MoH-Other departments and

and health Financing (Division of divisions (Standards and
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Level of  Proponent Opponents
power High support Middle Low Non mobilised Low Middle High
opposition
Health Policy and planning and quality assurance and
division of healthcare financing) regulations, M and E)
(National)
The summit ((CHMT) County directol
of Health, Administration and
planning and their deputies)
The County Treasury (Includes Coun
accountants)
NHIF (County offices)
UN agencies (UNFPA)
Public health facilities
Kemri Wellcome Trust
Low County NHIF focal person The members of parliament Kenya Human

and senators

Marie Stopes International

Office of the Auditor General

Population service International

Centre for Reproductive Righ

Individual citizens (Men and women)

Population Council

Jacaranda Health

Mannion Daniels and Options
Consultancy

Philips

ThinkWell

CHS

Rights
Commission

KELIN

Source: Authgextracted from a review afocuments infable 3.7

Note: It is plausible that some actors may have been omitted because they were not apparent in the document reviews or taedDEsKI
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Table4.11: Role of the actors

Elected
officials

Appointed
officials/
offices

Category of actors
The Presidency

The members of
parliament and senators
County Governor

Member of county
assembly

Office of the Auditor
General

Council of Governors

The Nationallreasury

Cabinet secretary, Princip:
secretary for health, and
Director General (National

MoH-Deparment of

policy, planning and healtr
Financing (Division of
Health Policy and planning

Role in formulation
Outlining theJubilee Agenda

No

No

No

No

Supporting initiatechnical design
(technical capacity)

Modalities of implementation at the
county level

Resource and budgetary costing

Oversight of the discussion and directic
Overseeing the implementation of the
previous Lindanama Services and
transition from the previous FMS to the
current Linda Mama

Limited involvement except advisory

Role in implementation

Outlining theJubilee Agenda
Approving the government spending on Linda mama

Supervision of the CHMT for service provision and
financial allocation

Working in collaboration with other similar projects
that are targeted at achieving UHC

Working with the pregnant mothers who provide
feedback about the services received

Statutory audit of FM policy reports

Collaborating with the counties to form council of
health ministers from the counties to ensure efficient
implementation of the policy at the county level

Resource and budgetary allocation

Providing funds to the NHIF

Source for funds from the National Treasury and
provides strategic, future policy direction in line with
the presidential directive of UHC

Limited involvement

Advisory on Health financing strategies not linked to
Linda mama
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Category of actors Role in formulation

and division of healthcare
financing) (National)
MoH-Department of -
preventative and

promotive health (Division
of Family Health)

(National)

MoH-Other departments | -
and divisions (Standards

and guality assurance and
regulations, M and E)

County Executive No
Committee (CE@)Health
County Chief officer of No
health (County)

The summit ((CHMT) No
County directors oHealth,
Administration and

planning and their

deputies)

The County Treasury No
(Includes County
accountants)

County NHIF focal person No

Limited involvement except advisory

Limited involvement except advisory

Role in implementation

Providing the overall oversight of the implementation
of Linda mama (Providing the technical lead on beha
of MoH)

Monitoring and evaluation of the progress of
implementation of UHC for which Linda mama is pari

Limited involvement except advisory

Coordinates health services at the county

Hands on in overseeing the implementation of Linda
mama at the county level

Supervision of the policy outcome

Providing continuity of supplies and supporting the
referral system

Communication of the policy to the healthcare worke
Employment of the clerks and supervisthgm

Providing approvals to the facilities to spend the cast
Accountant oversees financial operations

County NHIF point person who streamlining the
hospital accounts andhaking sure they do the right
things.

Overseeing the UHC project for which the Linda man
is part



Purchaser of
health
services

Member of
interest
groups

Donors and
development
partners

Category of actors Role in formulation

Hospital employees (HB®, = No
NHIF clerk, In charges,
Administrators, @her

HCWSs)

NHIF (National level) -

NHIF (County offices) No

The Church (SUPKEM, -
Council of churches

The Kenya Private Sector | -
Alliance

HCWs Unions -

The World Bank -

WHO -

Supporting initial technical design
(technical capacity)

Came up with ways of improving
coverage (issuing cards aseliting up
offices in the hospital)

Provide support on the implementation
strategy and the duality of it.

Provide input from members

Provide support on the implementation
strategy and the duality of it.

Provide input from members

Provide support on thénplementation
strategy and the duality of it.

Provide input from members

Funding the initial initiative

Supporting initial technical design
(technicalcapacity)

Part of the technical working group
discussing the movement

Supporting initial technical design
(technical capacity)

Role in implementation

Linking with the Beyond zero project to ensure free
camps maternal camps are carried out

Provide services to the Clients and supporting in thei

registration

Overall management of Linda mama

Creating demand and providing awareness / educatil
the mothers

Registration of the members and providing the servic
Batching of claims form all hospitals in the county

Educating the congregations on Fidlicy
Provide support on the implementation strategy and
the duality of it.

I NRGALdAY3I GKS TI2FSNYYS)

Participating in the discussions around health reform
in Kenya for which Linda mama is part

Evaluate the legal accegghts to health care through
independent consultants
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Category of actors Role in formulation

JICA =

UN agencies (UNFPA) -

AMREF (+)

USAID -

DANIDA

Marie Stopes International (+)

Supporting initial technical design
(technical capacity)

Advocating for inclusion of a broad
spectrum of services

Supporting initial technical design
(technical capacity)

Transitioning from the FMS to Linda
mama

Supporting the launch of Linda mama
through a report

Role in implementation

Fostering partnerships for UHC

Supporting the MoH to develop the policy and plans
and documents

Engaging the extensive network of community health
volunteers and beyond zero to register mothers in the
program

Directly working with the facilities to enhance t»C
investing in human resource, investing in supplies ar
commodities.

Supporting in development of thaolicies, more so
health financing policies

Working with counties to improve their efficiency in
utilisation of the available resources and other resout
allocation (PFM act)

Advocacy for increasgresources

Supporting the District health Information $g, and
data quality assurance (DQS) in hospitals

Providing equitable fund to improve facilities

Capacity building of the provider level for both private
and public providers on claim process, accreditation,
process ff contracting

Demand creation by creating awareness of the policy
the community

Support the government in achieving UHC
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Category of actors
Population Service
International

Civil society | Kenya National
Commission on Human
Rights
KELIN

Centre for Reproductive
Rights

Beneficiaries Individual citizens (Men
and women)

Private health facilities

Role in formulation

No

No

Discussion with the NHIF on the
importance of working with the private
sector in informal settlements (more so
small andmiddle-level health facilities)

A review of implementation of program
including FM policy

Involvement of the community in forum
and at the launch

Discussion about reimbursement
strategies and rates

Role in implementation

Through AHME, working with NHIF to package bene
for the informal sector

Capacity buildingprofessional competency/
continuous medical education of the providers
Monitoring and evaluation/ supervision to ensure
quality isadhered.

Demand creation by creating awareness of the policy
the community

Ensuring that the registered facilities are pesly
licenced by the professional bodies such as NCK, CIi
officers board, KMPDB

Conduct their own quality checks in the facility before
empanelling to ensuring hospitals have beds, referra
equipment; and safecare program forl@ months
before emparlling so accreditation is guaranteed

A review of implementation of programs including F
policy

Providing legal critique dfinging Linda Mama under
NHIF

Documenting abuse and disrespect in maternal healt
setting

Registering for theervice (seffegistration or HCW
supported)
Benefiting/utilising the services

Provision of the service to the beneficiaries
Reporting the outcomes
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Category of actors Role in formulation Role in implementation

Public health facilities - Providing feedback from the previous - Provision of the service to the beneficiaries
FMS - Reporting the outcomes
Academia Kemri Wellcome Trust No - Working with ThinkWell and NHIF to conduct proces:
and evaluation of Linda mama
researchers
PopulationCouncil No - Impact evaluation of removal of fee for FM policy on
UHC
Mannion Daniels and No - Evaluating a case study of implementing Linda Mam:
Options Consultancy Kenya Bungom&ounty
ThinkWell No - Working with Kemri Wellcome Trust and NHIF to
conduct process evaluation of Linda mama
Media Local and international No - Participate in media coverage of progress and critiqu
media the government where there is no progress
Other Beyond Zero No - Engaging the county governments and the NHIF to d
mobile clinic campaigns encouraging mothers to
register with NHIF and access Linda mama.
- Work with likeminded programs and organisation to
support maternal care
Jacaranda Health No - Coordinating witlthe healthcare facilities to conduct

health care education and training nurses on the care
for patients
- Evaluating satisfaction of client on the services provit

Philips No - Develop innovation and digital solutions for Maternal
and Child Health such as Digital labour and delivery



Category of actors Role in formulation Role in implementation
solution (DLDS) and Mobile Obstetric Monitoring

(MOM)
CHS No - Employing PMTCT nurse in maternity
Aphia Plus No - Training stuff on provision of quality care; providing

equipment and supplies for maternal care

KEY: (+): there is participation, but the interviewees could not revedd;tliere is participation from document review but not outrightly
stated; ?: In deth interviews and document review could not reveal any evidence of the role

Author, extracted frona review of documents ihable 3.7

Note: It is plausible that some actors may have been omitted because they were not apparent in the document revielid sirkiis, or Els.
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4.4.10.Role of other conflicting and complementing programs

4.4.10.1.0ther NHIF schemes causing policy confusion, fragmentation of services, and

double payments

Besides the LM policy, NHIF provides maternal services cover throughyhe G A 2 y | f LINE 3 NJ
A0KSYSa 6KAOK I NSRO2SNNE@ddané Giffederdios & LaMPolicyds noted
byROIOFLMHGP (G KS bl LC &aGAf f NHzyias happeded iy thal shbdLindaMan@2 @ S NID
the people like civil servants have NHIF cover, company employees have NHIF cover, a lot of other
LJIS2 LX S KI @ SHowelel, Gincetae?NGINFIb&Yers reimburse facilities differently and at a

higher price than LM gicy as posited bRO11ICOH& (1 Q&4 | FAESR | Y2dzy (s 6KSI
month or two months the hospital will only get that 30,000 if the mother went through the CS or 10,000

AT GKS@& RAR Itresyl® teJfdgmentRtiSri ohsgr8add > Q

Y ¢ Kag@entation even at a service provider level if we can also address that, because you can
see one queue for Linda Mama and another queue for Supa Cover, those who are going for
maternal deliveries, those are, those queues, we should not be having gtimsesqueues at the
AaSNIAOS LINHERD6BAORY f SOSt ©oQ

Whereas there is a difference in reimbursement charges, some of the respondents justified the pricing

model noting that? 6 SO dz&S @2dz 1y26 bl LC LI GASYGa tha\B LI &A
Y2ySe (KFG dKSe KIFI@S 0SSy O2yiNROdziAy 3> odzi @& 2dz
governmentNRA IKGK {2 L 0K@RYIBCOHB)I 1Qa (KS NBIFazyQ

While NHIF was meant to provide complementary service for LM services, its preseacause of
lack of clarity on the servicesvas causing a policy confusion among HCWsanttiers. For instance,

mothers were made to pay for free services:

R1:l went to register for Linda Mama, they told me | cannot register because | have NHIF so |
sK2dzf R 0S dzaAy3a GKS OFNR® .dzi L RARY QU S@Sy dza€
ward, theatre, their things got lost there. But they did not get lost, | stayed for like three days and

they found them. Now you see time had runouta® dzft Ry Qi NBIA a0 SNJ F2NJ [ A
| paid cash.

I: Okay so you paid cash, but you have NHIF and you have Linda Mama?

RI¢KSe (2tR YS L OFyy2d NBIAaGKWCEBEB) A YRl al Y



Additionally, somenothers are registereth the two dual schemes under extreme circumstances such
as where the mothers stopped contributing to NHIF monthly contribution due to lack of jobs etc. This
eventually results to double entry of the sammtherin the system incentivising the HCWs to ckeo

which one to claim for based on the condition that tmetheris facing:

Whb2g | Oldd tte L KIFI@S SELISNASYOSR (o2 OFasSaz oc
try to deal with the Linda Mama one because NHIF covers a different policy other than
GKSX6SOFdaS L GKAYy|l olairdrtte sKFG [AYRFE al Yl
AGQa | dzy A@SNEIFIE 2yS>y a2 ¢S GNB (2 RSIf Y2NB ¢
GKS oloeéd .dzi AF AGQA Liviththe NHIF gakdibéthugedinda Mania G K Sy
2yfe 02 0SKNEROBADNA)I &S ND

As noted byRO1IOFLMHEK W@ A Y3 2y S LISNAR2Y 2y (62 O2OSNHE Aa&XAl
as a whole whewou look at it from the national court. And what it does is to make other services that

would have been otherwise be financed with the extra go down to the expense of LindaxXMamhab

there is no need of giving a family that is capable of paying and iadsineaying NHIF contribution,

GKSNBE A& y2 YySSR 2F IAGAY3I AG [AYRIF alYlIz GKIGQa
AY FTRYAYA&AUNrGA2Y YR @2dz FAYR LIS2LXS tA1S blLC
it, whileontheheal KOF NB &aARS 4SS I NB a2 aiddFFSR 6S R2yQi S
swap it, | would give it as a family cover to the people who are at a reproductive age, excluding the
LIS2LX S K2 I NB £ NEIRE NBIAAGSNBR gAUGK bl LCPQ

However, some respondéndisagreed with the assertion of double payments and noted that NHIF
had worked on the modalities of ensuring that ID numbers were used to identifyntitber in a

networked system, hence there was no double payments:

Y, SOFdzaS y2¢6 GKS [AYRI albYl IyR GKA&a 2yS GKS L

you were contributing the NHIF. Batill,y 20 2 Reé LI} @43 (GKSNB Aa ¢ gl & 2
(RO14NOHC)

4.4.10.2.Beyond zero project complements LM policy but siwfly resources from it

Beyond zereproject championed by the country's first lady, seeks to help reduce maternal and
neonatal deaths and complements the work of the county and the national government in delivering

and achieving LM policy objectives. Theject, as shown ifrigure 4.1 has a management office at
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the county and national level, and operates like an autonomous clinic, analogous to the other county

clinics and health centre to register mothers for NHIF, besides provide ambulance:

Beyond Zerwve largely partner when they are having events, we attend their events and we do,
we deploy staff to do sensitization and registration for the targeted women. Because the way
Beyond Zero works, they give access through the mobile clinics for delivenpeng that we
R2y Qi NBO23y Al S fadilikeS, buyvigedake afivarafiehof sudh &veritsithat they
have, medical safaris to engage the membdosengage potential beneficiaries, have them
enrolled, they are taught about their benefits, whéhey can access services so that has been
alsocomplementargpc¥R027NHIFO)

However, the Beyond zetoIN2 2 SO0 OF NI @ yI RS 3& LtikénSt like 8ieytrda Y 20 A €
facility. You know like the way | can have a dispensary a health centre anchaletyou, that is
FY20KSNI 2y S ¥ QROEGCSWHiCK is RillyiNdged ardrindepefdent, it is shifting

g & NBaz2dzNOSad FNBY (GKS YIFAY LRfAOED C22eMIyAyaidl y
time it goes out in a sub courXydn@ dre able to get funding to able to pay for lunches for staff who

are working therX dthe deproductive health coordinator is given a budget of 99,000 [RISLIY]to

be able to pay lunch allowances to the people that are giving services there redsaime time, she

SPSyY LINB @A RS aAdtitiohdhy$EWs@re &llochtedyfddnkh@ifmain hospital duty to work

in the beyond zero caravans while it is moving from one-cunty to the next. Moreover, as an
independent county facility despiteoh meeting the quality and accreditation standards, the county

treasury allocates it financial resources every month to cover its ‘operation’. As a recognised health

FI OAHWMWRIi @ Zdzai GKS gl & AG 3ISGa TFdzyRa -phainQéom 6§ KS &l
KEMSX dbdt @f course any time that they are not able to get, some things because of costs KEMSA
OFyy2( adzldllf e wmnmxk:»2 6S wiKS 02 dzyininkodt cades daththe @ (1 2 LJ
pharmaceutical, and nepharmaceutical supply allocatiofrom KEMSA are meant for other

traditional hospital facilities; yet they do not get their regular supply.

4.4.10.3.The free primary healthcare, some NHIF schemes, and other private schemes are

complementary to LM policy

Some concurrent government programs suchfi@ee primary care particularly in theower-level

facilities offer complementary services to the FM policy posited by one respondent:

WL (KAY] GKSNB A& LINAYINE KSFEGK OFNBO® t NAYE NE
and obviously that§ S 0 | 6 &¢ (ROA7CHMLMY S ® Q
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Given that the facilities were reimbursed fixed LM policy fees for approved services, there are
instances where the mother or the baby would develop complications wdnienot covered by the
policy; hence, resorted to usimgher NHIF covers to avoid incurring OOP costs. Besides, the HCWs
preferred to use the Linda mama for any issue related to the baby, and only deal with the NHIF if the
cases were beyond the services covered by LM policy; hence, it would be complemertsrgyvét,
some development partners had developed complementary programs, in additional to the NHIF

national scheme (herein super cover), to complement the LM policy:

WL gAfft ale& (i KRUSH[InmdEivedBadhersbigk By Uniersal Sustainable
Hedthcaref came in, we came in with super cover. Super cover is inclusive, it is very inclusive
because it takes care of the woman and all members of a household, regardless of the ages,
NEIFNRfSaa 2F GKSZT AG R2Sa y24 f Ayohcanoalke 1 Ay R
taken care of, the free maternity, if it is a maternal related or child related, the package of
YFGSNYFE FyR €ROBIDROYKSF f G K OF NBQ

4.4.11.SLBnechanisms employed by the HCWs

TheHCWs & { [ . &% | LILJXaasBakegyasBa@ebstaihstormitig- ti@ (FBI Qolicyrém the
perspective of thenational stakeholders to public service system users (mothers). The strategies
definedin the form of shaping theworking practice (defining new identity for the public policy),
policymaking (creatinginique developments from the policy systems), and professionalism and
ethical tact (using both expert and contextual knowledge to enhance the operafidgimnen et al.,
2018)within the context of the FM policfFigure 4.2

8 An innovative programme that focuses of health financing by increasing the finance for women of reproductive age (WRA)
in Kenya as well as increasing health knowledge on maternal and child health (see, https://amref.org/enterprses/our
products/ipush/).
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Figured.2: SLB strategies (source: Author)

4.4.11.1 Srategies of policynaking

Hospitals employ H® and clerks to support the LM claim process

All the facilities that participated in the study were employing an addition health records information
officer (HRIO)Yand modifying their roleto support the registration of many mothers to seek LM
services, besides educating them on the importance of LM. They were makihtRiltas the most
important person in the policy making because, being the first person that interacts withdakbigers

in the facility, they had the possibility to shape the perception ofrttaherand influence them taking

up services in future. In addition, the facilities are makingHiRI® to work extra hours to capture as
many mothers as possible which would then trangldao claims, and finally reimbursements to the

facility:

WKS Y240 LR2oSNFdzZ LISNEH2Y A& (GKS 1 SFEGK LYT2NYIE
the Health Information Officer as in give a negative reference or give a negative perception
towardd G KS [AYRI al Yl GKSy GKS Y20KSNBR FyR (GKS Y
shy off from getting the insurance. So that is one of the strongest persons in culminating the same.

Then it translates to the person claiming, because if she claimsglyror if she fails to claim a

YydzYo SN 2F Of FAvya GKSy GKFGQa | &aK2NITFIEE G2 G



starts from the Health Information Officer, translate to the person claiming and basically for one
for the Nutrition Departmett & Ay 0SOl dzaS GKI 1Qa (GKS a2 dzNOS:
the mothers have to pass through. X@RO06A0OHA).

YWolh®& gl a 62NJAYy3 Ay (GKS NBO2NRa 2FFA0Ss &aKS$S A
changed, we said she has to just cemicate on the Linda Mama policy. And we have also talked

to nurses to be telling the mothers about the Linda Mama policy down there at the clinic so that
GKSe Oly S@Sy (Sftft GKS LIS2L)X S 2dziaARS GKSNB:

L 6Att lfolea Ftt20GS 242YS62Re AT #ér®and LIZAEAO
82dz (Y26 Y2¢(ROOTDIEKHAYE 24 St &8 Q

Additionally, HRIOs and employed clerks to followngthers, educate them, and ensure they submit
documentaton on timely to avoid missed opportunity of reimbursement due to strict guideline put
by the NHIF. Hospitals hamethers, who have no resources to meet basic costs such as photocopying
IDs and other paperwork as is required, with a hospital photocopierethy relieving them of the

burden:

Y2 S KI@S a2YS2yS i (GKAa K2aLAGlFt ¢gK2 32S& | NP
FNE FRYAGGSR AF @&2dz KF@S 'y blLC OFNR LX SIFasS a
really trying to eradicateli = 6 dzi A G AGROLICOGHCH OKLI ff Sy3asSQ

{2z (42 ONARR3IS Ay (G(KS 3FILI 6S KIFS GNASR (23 I a
facility, we have provided a health record officer to be giving them the health information.
Immediately afttNd G KS& O02YS a2 (KIFGQa 2yS 2F (KS (KAy3
0S0OFdzaS (KIFI{iQa 2yS 2F GKS o0A33Sad AadadzsSa oS
Of I A ¥Q(ROOGAQHA)

Employment of additional nursing staff as volunteers and locuneét demand

Since the shortage of staff was noted as a hindrance to LM service delivery, the facilities devised a rota
to employ additional nurses from their budgets on both a volunteer and locum basis. The concept has

impacted positively on the utilisetn and HCWs are even more motivated because of reduced

workload:

Bometimes like now here in [Facility A] we have shortage of the staffs, and so sometimes the

administration or the administrator sometimes he can get nurses from outside we call them

17C



volunteer and they come, and they are given those locums. And in fact, they help us a lot, because
KSNBE 42YSiAYSa 6S KRONOBHNE o6FR akK2NIF3ASQ

However, all the facility in charges interviewed noted that the hospitals were getting into debts

meeting tre costs of the additional staff because of delayed reimbursements:

W2 S GSyR (2 3ISG Y2NB a0l FF 2y t20dzvs dKI G 0S02
Ydzad 0SS LI ARZ Y2yS@é Aa y2i a Al aK2szdike {2 &S
times we have locum arrears, like even for three, four months yeah. And even when that money
O02YSa a2YSGAYSa @&2dz OFyQié LIk &z &2dz OFyQid Of SIN
¥ 2cNED19FLMHB)

Early discharge ahothers afterbirth

Some of the facilities were captured to be dischargimgthersimmediately after birth, even before

offering the fully costed LM services, in order to maximise the profits:

WLT L 3F2 G2 ol NBFSNNIf K2ALAOI d89%dfAsRha@goli 2 RSH
there deliver normally, if | deliver normally, they will take care of the mother that day, the
following day, by evening they dischar@®.first of all this mother may not have taken that high

cost and two they are not holding mothesisymore like they were holding before waiting for

them to pay. There are no waivers and the exemption that you need to do, there are no holding
patients in the ward anymore and adding to the cost, you just release. So even one or two that
complicates, umss the facility does not want to use the same money to serve this client, there
wasnot really that need to make it a big conflict. It is more of how we look at utilizing the funds
because a lot of mothers would come, they are discharged very fast, zhgy@i S @By NB G A
when a mother comes and requires maybe anti D, maybe they have this problem with the Rhesus
factor and maybe the rhesus, maybe vaccine is costing some four thousand, even the facility is

02 Y LY | (RO24VEHDY

This happened des@tLM having provisionsf mothers stay. According tRO25NHIFD [ @ia Wl

L2t AOXKI@ZS | ftAYAG 2F | YFEAYdzY F2dzNJ RF&a F2NJ |
KFa G2 Of I NATe ¢ A (AKd sbriebf@he fe@sdhb shelriotésoNakiéntl theAstay ® Q

of the mothersincludesWg S KI @S LINBYIl GdzZNB o6l oASa GKIG FNB O2
because it is very hard now to re exit them from the program. That is handled through notifications

from the hospitals and then approvalsNS R3IWRSAEB® S O & S a adapefocdsébhded, SR 2y
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yes, because we have mothers who also go to ICldacelwe get the notification, the woman is still
O2SNBR 06S501dAaS 6S Olyy2i SEAGL GKSY FTNRY (KS

Nurses are seeking transferloaver-levelfacilities to avoid workload in highlewel ones

One common theme noted by all the sabunty heads, most of who double up as level three facility
in-charges was that a majority of the HCWs in the-sabnty were reshaping the policy by scheming
for deployment to lowetlevel facilities like dispensaries and community areas to avoid the workload

in level fours and fives which are county and-sabinty referral centres:

Y |-sdb-county head when the nurses come in, most of the nurses do not want to be deployed to

go to the health centre because the workload is too high, yes. So, you will see most of the workers

gl yaG G2 32 G2 GKS fS@St H ath dertdesiviere the W&klo&isa LIS
y2i | ac(ROGBOLANEA)

4.4.11.2 Srategies of working practices

Hospitals and HCWs are correcting the referral policy confusion

Given the referral challenge as notedR30DAQsome facilities especially for clients that haakh

coming to their ANC clinic and developed complications in attempting to dev@rS NB G 1 A y 3
into their hands, pay for like an ambulance of course which is a taxi, the ones that have ambulances,
then they take those cases to the referralcénr o6dzi GKI G A& Y2ySeée GKI G

Therefore, the facilities were losing on funds, but their aim was to ensure zero maternal death.

The referring facilities are correcting the policy challenge on referral by making local arrangements
with the referred to facility on how they sort reimbursements. The arrangements include making local
arrangements on payments. However, this could potentially be a perverse incentive on only working

with the likeminded managements that agree on reimbursensent

Wl YR 6KSYy &2dz NBTFSNE A& Al e&2dz ¢Kz2z 3SGa GKS
to?

R:If | refer the patient to for example [hospital C, referred to hospital], because the management
from [hospital C] will know that people frofnospital B, the referring hospital] are referring. We

are in good terms with that, there are those terms that the facilities will have to have and there is

LINE

yal

Y I

A a

Y 2

GKFG NN y3ISYSyd GKFG GKS YFylF3asSySyd sraftt KI @S
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fromthS YI yIF3SYSyid tS@St (GKSe& gAftt (y26 YI&0oSX ¢S
GKA& | Y2 dzyg(ROREOHBR y S& ©Q
Additionally, facilities are working with the county and other partners in a collaborative agreement to

bridge and correct the refeal confusion; hence, overcoming cost implications:

w28 KIFE@S Ly FYodd FyOS yR S$OSy AT 2dzNJ | Yodz |y <
the call centre, they always provide for us an ambulance. Even when the call centre is busy, we

have partners li& the GSUGeneral Service Unithe prison and the GSU they always assist us in

OrasS 6S NS Ay RANB ySSR> &SI @RD20FIddiHB)E 2dz (Y262

Clerical officers colour code of files to easily identifgntitbers and also divide lalor

During the registration of thenother at the registration desks, the clerical officers devised a strategy
of colour coding, the files to indicate the type of services that i@hers were seeking to avoid
making double claims for both Linda mama ardiNservices. Through the colour codes, it was easy

for the clerks to know what kind of claims to make:

¥ So, you capture the mothers who are the NHIF mothers, those who pay NHIF regularly when
they are pregnant, and they come for the clinics?

R:Yes.

I: How do you identify these mothers?

R:How do we identify the mothers? Because everyone who is pregnant and they have an NHIF
card they usually come for clinics here, they have a special book that they are given at the
antenatal clinics, they have that bk. Sowe normally know this is a pregnant mother and if they
need an ultrasound, an ultrasound the card will still cover for whatever test that they need even

0ST2NB (KRILIGOHC)A IS NI Q

In addition, the records offices have also distributed clerical claims filing work amongst themselves to
ensure that only one records officer handle Linda mama claims for efficiency of work and ensuring

that all mothers claims are captured:

Wctually, likeh y 2 dzNJ 2 FFAOST 6SQOS 2NHBIYAT SR 2dz2NASt 0SS &
or specific claims. Like | told you myself | handle all the NHIF maternity and all the theatre claims.
Okay, the surgical claims. There is somebody who handles thé teese is somebody who

handles Linda Mama only, and so the work is divided amongst all of us so that everybody has a



role to play. At the end of theay,& 2 dz KI @S (G2 &aK2¢ oKIG @2z I NB
(RO11COHC)

Nurses are conducting contirusomedical education to educate both mothers and the nurses

not trained on LM processes

Some nurses across all the facilities have adopted a strategy that involves those who are trained on
the LM policy processes and guidelines, conducting interdepartrhéar@and workshops commonly
referred to ascontinuous medical educatiqitMES) to enlighten the other HCWs who are not well

versed in the procedures. Such fora have been perceived to improve the implementation of the policy:

WYl SNB Ay (K 8scsulldd ik drishie hal gttSnderl & certain seniintdre county or
Kiambu and then she comes and tell the rest of the group, those CMEs they also help us a lot in
2NRSNJ G2 cqROOSNMBRAY) G SRQ

In addition, the CMEs and morning health messages ardwzied when a majority of the mothers
attend clinic by the HCWs, nutritionists, and other specialists. The talks are targeted tetactiing

mothers on registering themselves for LM, family planning, and expectations during delivery:

YOPSNE Y2NYyAy3d GKIFIG 2yS Aa YFYyRFG2NREI 4SS R2 |/ a
gA0Sd ¢KSeQff 3ISHG FNRY G(GKS ydaNES yR (GKSe I f &
KS 'b/ FyR GKS Ct (KSe& | f &t;s gérferdl papiaionivieed & A &
KSe IINB ¢FAlGAY3a YR ¢KSy {(KSe 3F2 Ayid2 aLISOA
R S LJ- NJicYRDI0ELMEB)

[ N N

(et

Facility in charges are investing in the training of the staff of maternal healthcare procedures

and LM claim system

In addition to the CMEs, the facility in charges and managers especially in the referral facility (level 5)
are investing the hospital finances particularly those obtained from LM policy reimbursements toward
equipping the HCWs with adequate knewge of dealing with complications and referrals if and when

they arise:

W28 I NB GGNBAY3 (G2 tA1S F2NISEFYLXS YI1S adaNB
We keep on giving them updates so that each person who is working in thatmtaterows how

to manage these complications that come with, that accompany delivery or that could follow a
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RSEAPOSNES® {2 (KIFG ¢6KSy GKAA Y2GKSNI O2YS8a FNRY
comes here, the midwife who is there will be @bl2 K I y Ri{RD15ELKIHG) ® Q

Constrained by lack service provision guidelines, HCWs are going above and beyond by resorting to

online learning of the LM processes:

Y And do they give you the documents to show you the guidelines, do you have the disdemen
show you the guidelines?
R:! Olidzl ffe y23 L 2dgAROOBNBHAR 2y 2yt AyS € SFENYyAy3Q

Facility managers are giving matermtpthers and maternity investments a priority

In all the facilities, it was noted that the in charges and the HCWs werditigiigg both hospital

workload balance and investments in the maternal care from the LM policy reimbursements as
averred byROISFLMH@ & 2 G KI G 2y S ¢S 3 X@S owagst anMdxiiataff,ive Y I G SN
send them to maternity so that we try to béddi i K S A NBesiddgy ser®liNG o2 HCWs to

maternal wings, investments were made out to the wing by squeezing out other departments, since

it brought more funds through LM policy reimbursements. In additionthersin are given priority

compared toother hospital patients to avoid them incurring any costs:

WL ¢g2dz R ake& ¢gKSy Al O2YSa (2 GKS AaadsSa G2 R
OLI GASy(Gae LINA2NARGe o0SOldzasS S R2y Qi KIF @S |y
bear the cost. So, it would adjust the budgeting lanes, it will give them [maternity wing] priority

in limited resources. It would also adjust the supply lines to skew it a little more towards giving

GKS Y2G0KSNB FTNBS YI SNy A bfthatGriorePpids extrasgoesdhd 2 F
maternity and mama issues. We actually plough in back all of it and squeeze other departments

02 I REROIDFEIAHC)

However, in one hospital, there was equitable distribution of supplies purchased through
reimbursements from LM policy across all departments. This showed that LM was efficient in running

other hospital departments as well:

Bo,when we are allocating the supplies and all that we take care of maternity just as we take

care of all the places.eBause when now that money from Linda Mama comes the supplies are
replenished for everybod$o,6 S R2y Qi | a4 &dzOK al & GKIFIG GKA&a Aa
SEKIdzald GKIFIG 6S S6ACMROIBFEMHC)iI 1S OINB 2F GKSY®DQ



Innovative communication predures adopted by hospitals to the mothers

In all the facilities, there were innovative communication strategy using posters developed by the
facilities targeted atmothers telling them the requirements of registering for LM policy that are
strategicallylocated for ease oimothers reading them.However, some of the communication
involved the use of dominion power ovemnd the facility provided false threatening information such
assuch as the threat to charge patients if they did not produce dDgassports Figure 4.3. Some of

the communication strategiesnvolved mothers being rquired to come with someadmission
requirement that would makéhem incurcosts;yet the policy was freéigure 4.3 Technicallysome

of the strategies were promotedtthe facilities by the senior managers at the county:

WL NBYAYR GKSY (2 O2yiliAydzS NBSIA&AGSNAY3 FyR (2
that when the mother sits there, they can be able to register. And also, when | go to the facilities

ford dzLJLJ2 NIi & dzZLISNBA&aAA2y L 32 IyR SyadiNB (KIFG GKSe@
GKS aidlFlFF¥ GKIFIG L FAYR 2y [AYRICRDIG6EILM) 6 SOl dzaS L

\

TO: ALL MATERNITY PATIENTS ’

YOU ARE REQUIRED TO PRODUCE ANY OF THE |
FOLLOWING ON ADMISSION,

« IDENTITY CARD (SELF/SPOUSE/GURDIAN) 1
« UP TO DATE NHIF CARD IF ANY
« PASSPORT FOR REFUGEES (1
NB: YOU WILL BE CHARGED KSH.5000 IF YOU FAIL

MOTHERS REQUIREMENTS ON ADMISSION
IN MATERNITY
1. PLATE
SPOON
cup

BASIN

n a2 W oN

TO PRODUCE THE ABOVE,
COTTON WOOL ( BIG ROLL)

HEXICORD ( DAWA YA KITOVU)

FROM: MANAGEMENT

Figure4.3: Example ofnnovative communication strategies done by facilifSBurce Authorfrom a review of

documentsn Table 3.7

Additionally, document review shows that the NHIF is using innovative strategies of communication
and registration of LM beneficiaries such dsough working with communication providers

Safaricom to ease the process of registration by using phones networks rather than paper.
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Hospital clerical officers are collaborating with the maternity department and county NHIF

teams to ease claims proses

In the course of their work, the hospital clerical officers who are working on the LM claims are closely
collaborating with a both the NHIF county office and the maternity department to work on the LM

claims and ease other processes of maternal work.iffgiance, one clerical officer from facility B
(RO02COHRoted thatthe direct working relationship with the NHIF office was in a way reassuring

and informative4ét me say that our relationship with our NHIF office, they always work on our claims,
sothere are not many times that we complain that we have not been paid that even if it takes long

82dz oAttt FAYR GKIFIG AG Aa y2G dza f2ySs &2dz oAt
they call us for a meeting we go and try to chart thay forward, to raise our complaints. They will

also try and give us their views so that we can work as a team. So, there is always a way out to work

for our claims. And we also have their numbers, their accountant, the whoever process is, sometimes

they dso give their number in case of anything we complain. We also gave the staffs in case you are
y2G FtofS (2 1y2¢ &a2YSUKAYy3 @&2dz NS loftS S@Sy G2
them. But we can say so far, we are working very well with thenifdhdre is any delay they will also
O2YYdzyAOFiSd LF ¢S Fal GKSYZ (KSe& gAatt (St dza
LINEPOSadad LGQA y20 GKSYXZ G(GKS& FINB y20 FAYIEI G(GKSE
them to theheadquarter, then the HQ will even take some process to approve. But a lot of work is
R2yS Ay (G(KS O0N}YyOK®d {23 ¢KSy Fff GKS OflAyYya 32
GKIFIG 3284 GKSNB 6KAOK KlFa y20 0SSy | LIINRBISR o0& I
On the other kand, once the NHIF office has reverted to the clerical officers with areas of corrections

on the claims, the officers in turg besides registering thenothers at the maternityg have a good

symbiotic working relationship with the maternity wing nurses amdployees. The nurses support

them with getting the correct information from thmothers' files. Such acts facilitate follow up and

correction of claims:

Whileéx gKIG L ¢l & akreAy3al Aa &2dz FAYR 2dzi GKI @
saythat they have some mistakes. You find out that maybe when the registration was being done
maybe there was some errors with the IDs and Xu¢h theg ®turn the claim but as, okay as

long as they returthem,L. R2y Qd GF 1S Y dzOK allihg mdtésBy@@idirdout 3| A y X
the document on where the mistakeas,; YR L GF 1S GKSY o061 01® {22 L R
them that they are not processed. Yeah, so they are supposed to pay the exact amount, but you
aSS y2¢ GKIG 2yeXKay Rly Q2 Y|S/& did2 bi2kac (ROBGARIE) G KS &
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Smaller facilities are collaborating with the bigger facilities in the claim making process

Smaller level facilities are innovatively making the claim processes. Because of the logistical and
resource challenges in the claim processes, the smaller level facilities are making claims together with

the bigger facilities to ease the process:

W, Sas (KS@ seNBesp2dFiT SINRS/ET INGSS y203 SAGKSNI AlG Aa
somebog for logistics and claiming and all that, some of them like in [the county] were innovative,

they were trying to bring dispensaries and health centres together, when they deliver, they send

their data through a hospital. They claim as if they were maylegel four, all the data is claimed

through the major hospitals because that is where maybe the system has beenSbgrihink

0KS TdzyRa Ft2¢ y2¢ (2 (KS&AS FLOAtAGASasS L R2yQ
have that challenge, dier they may not have been having an account, because some of them

may not be keeping an account, because maybe they are managing from the county level, so you
FAYR y2¢ GKS& R2y Qi KI @S | yéR@4MdHO) KSe OFy 3Si

Having employeé county focal person, the county is ensuring that the person supports the smaller
facilities in the county to make claims on their behalf so as not to lose revenue, and in turn, since LM

is considered a form of county revenue, the county does not lose funds:

WHIF focal person in Kiambu is to make sure that they get their service as quickly and as efficiently
Fa LR2aarofSeo ¢KS 20KSNJ AaadzS Aa G2 YIS &adaNB 0
AGQa | F2NY 2 F¢RIBBEBYWzS F2NJ YAl YO dzQ

4.4.11.3 Srategies of professionalism and ethics

Nurses are registering the mothers even outside the hospitals

Interestingly, some nursearguingthat the role of the nurse does not just end at the hospithloose
to register and advice the pregnant mothers ore thtreets on LM services and the choice of health
facilities which seems helpful to the mothers. They use it as an opportunity to teach the mothers about

LM:

W A1lS &2SadGdSNRIe L ¢gta L | alrfz2y FyR L alg I L
LindaMama she told me no and | registered her. Everywhere | go be it in Kiambu County or
wherever it is | go registering mothers. | remember the other day | registered some at Eastleigh [a

subcounty in Nairobi county] and some of them have never heard of Miawfa. So, | have that
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NEtS Fa GKS RANBOG2NI FYR Ffaz2 L KIFE@S Y& NRES |
¢ (RO16CSLM)

Nurses are supporting the mothers during referrals

The nurses and other HCWs were shown to be working over and abovsueghepregnantwomen

werereferred safelyW ¢ Sy dzZNB Sa ¢ S it idgudatork fo éeferltHerh &petidly wihen the
Y2UKSNI 02YSa Ay OGAGS aidlF3asS 6S QROVNOHAERUEIBNI (2 3
the nursesfurther disclosel that besides the referral, they also follow up on the outcomes of the

mothers post referral:

Y SIFKY fA1S y26 Ay ONBFSNNIt FFLOAfAGE /68X (K
feedback. Especially when it comes to maternity, antenatal and newborn, those ones they have to
IAPS dza | FSSROIF Ol Xd ZIROREMHBP dzNJ LJ GASyida I NS R
While it may be part of the job description of the nurses to referriiahers, the nurses are changing
and modifying the process of referral. For instance, the nurses are keeping proper records on maternal
cases, including those they refer and make gheereferredmothers are getting the required care
besides just escorting them at the time of referral. This, they believe, is part of their work even if it is

not indicated anywhere:

W S&ax SalLISOALFffte 1 SSLAY3I LINE taif sNerNtBed oNRample/ Y I (S
all the mothers who report here in this maternity, we have to keep proper record. Yes, even those

S NBFSNE &é2dz {y26 KSNB 6S R2y Qi O2yRdzOG I f f
supposed to refer. But even before weéer, we have to keep the record, we have to put the record

and then those referrals not all of them they go by themselves. We nurse we usually take, that is
2dzNJ 62N (2 NBFSNI GKSY SalLlSOAlrffe gKSy (GKS Y2

alonS S KI @S (2 Sa02Nl G(KSY® | SZROBNMOHAKZ2AS | NB
Including the nurses in planning and budgeting for the finances obtained from LM policy
Hospital boards are involving the nurses in the planning for the funds, despite Mhéumhds
inadequacy. The maternity nurses are empowered to decide on where they would like the funds to

be spent by giving them some sense of authority and freedom in the hospital budgeting process since

they are ones that do the work which brings the fun@ibe boards and hospitals perceive it as being



professional. While the chief offers of the health of the county could suggest areas of spending, the

authority to spend the finances remains with the facility who decide to involve the nurses:

€

. SOl dzady we ®Rede efplained t&o,if they asked thewurseswe participate a lot, to
Sy O02dzNY 38  G(ROBSNDRAI K S NE Q

Bo,| will get to hear different departments with their own views and their recommendations and

have to key in some of the recommendattbat they might tell me which are quite a priority of

GKAOK Y2NIrfS Aa ljdzAdS 2yS 2F (GKS LINA2NARAGASA o
working to zeroSo,we have to put as in every meeting we have to put aside a certain portion
thatwearegd y3 G2XSOSNE Y2y GK (GKFG GKS alyYS Aa 3I2Ay
put aside a morale kit so that we have to keep giving our staff quite a push showing them that
GKSe INBE NBIffaR®ADKMA | 3JI22R 62NJ] Q

Regular meetings to enhance watkrelationships

The facilitiesconduct regular meetings, either formally or informally, to support the working

relationships within the department and also solve internal problems together as a team:

W SIFKXZ a2YSGAYSaA @2dz R2 ouknil gebto liekr & celtahepdttinént YS S (i A
problem, unless trying to hear it out and trying to solve it internally, that even creates a good and
peaceful environment where people who work as a team. Because if you have a problem and you

are not airing it, ad | am not solving it, you will always be the disturbed. So as to be able to work
efficiently, we convey meetings, we get to know different problems affecting different people and
sometimes we do eat lunch together. And actually, another thing, in evergritieent we
KFIdSXlFa Ay GKSNB Aa GSIF oNBF1Z Ay SOSNE RSLI NI
G2 32 G2 RAFTFSNBYy(d RSLINIYSyida yR (Kl dqQa |IjdzAd
(ROOBAOHA)

HCWs providing leeway for providing d¢dveto thevulnerable and bearing the costs

The LM manual provides for the inclusion and exclusion criteria for the beneficiaries and part of it is
the exclusion of the foreigners. However, as noted by the resporsdardll the facilities, the HCWs
are focused on providing care to atlotherswho showup at the facilities rather than focus on the

technicalities:
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W{2 ANNBALISOUALBS 2F ¢gKSUKSNI GKS& KI@S GKS NEBJd
be offered so we talk later. And you will find cases where if worse comes to worst you have to still

release the mother without those documentation, theyyghi 06 S I QROFSFLVHB)LI & Q

However, some facilities because of their location are predisposed to getting a high number of
foreigners without identification who prefer to live in the nearby catchment vicinity. Despite the high
numbers of foreignerghe FGD with the women confirmed that the facilities provide them with the

services for free without asking for payments:

WoOCFOAfAGE 18 ¢S KI @S Sy kS TANBSS yESNES TiNeSe | A2

the importance of clinicSo,i KS& RAPPR BEKS 1 b/ OtAyAOcikKSe O
(ROOINOHA)

We¢KSe Lz KSR &2 38 lthede,and e doetdr 16l md- thyeR carinot @& 4 i
Ugandan ID; I needan ID fromhega,lL. RARY Qi KI @S Iy L5 F2NJ KSNB
problemi K G L akK2dzZ R 32 F2N) aOlyyAy3dod ¢KSe& a0FyySs
GKS RI®d 2F RS{AGSNAyYy3Id L RSEFEEOWBAR TFT2N) FNBES> L

The other vulnerable groups of maternal clients, which the facilities akeciyged in providing service

for are the street children with no parents, refugees without IDs, or schoolgirls who are underage and
pregnant. Despite requiring the IDs before providing the service, the facilities seek ways of bridging

the gap. For instancgeo claim for the services provided from some of the vulnerable group, they seek

to utilise a patient's close relative ID for those who have relatives. In cases where it is not possible to

get a relative, the HCWs are resorting to using any random pexrd@n'(who is not necessarily

pregnant) to ensure that no mother pays for any service and that the facility also does not lose out on

LM claims. For the underage where the ID of the spouse cannot be used because of fear of the
underage marriages,the HCWSB dzi Af AdaAy 3 3Jdzr NRAFYaQ L5483 YR 4¢

they provide the services for free and bear the burden of the cost:

WATF  LISNE 2 yD,R SIay1Qii KIWSi 2 ydza S S@PSy GKSANI Y2ia
anyotherladAy G KSANJ f A@S&aQ L5 .SOlFdzaS i GKS SyR
mother is served, every mother is not forced to pay anything until they get out of the maternity

with their babiesc (RO11COHC)

WC2NJ §KS dzy RSN} 383 GKSNB Aa GKIG rft2slyOS T2

maybe probably in school. We require a letter from the school to show for sure that they are a
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a0dzRSy G FyR Ffaz2z GKS 3Idzr NRALl Y ek soméSwhardNBy G 0
married underage, but you cannot use the spouse ID because ideally an underage cannot be

YFENNASR® {23 GKS 3Jdzr NRAFya 0O02YS Ay FyR ¢S dzas
a I Yc¢§RD18FLMHB)

For the adolescents, the illitate, and other people with disability, HCWs provide education and
adolescent services in addition to waiving the costs. The preferred form of education from the facilities
is normally aone-on-one basis between the HCW and thethers which seem to be hang a better

effect:

Wa2zaidfte GKS OKIftSy3aS Aad SRdzOFGA2y 06SOFdzasS GKS
F2NJ 6KS R20dzySyiGaz odzi GKSe& &aKeé Fglé& FNRY Al
0KS R20dzySydax{2sz Wil T2 NISEKH I { 2NP RLBX d§ Rd2ZONMIAE £ &
ones that come and we realize there is a challenge, we sit down with them and we explain exactly
gKe [AYRIF al Yl XROPNMEBNIIYyGS &SI KOQ

Bothere is that adolescence aspect which is beingeskid through proper communication with

GKS LINPOARSNE YR Ifaz2c@ReRoRaIK (KS O2YYdzyraide |

Given the service to the vulnerable population, the hospitals are bearing the burden of providing the
services by absorbing the costs and using otheans to offset them such as through the government

social work waiver system

Y Saz 4SS INB | 3I2@8SNYYSyild K2aLAdlrts ¢S R2y Qi
have Linda Mama you still take care of them, yeah. But now it is on a vw&istam, you waive
thecosK DIPPR2 Y Qi 1y263 6S dzaS (GKS tAGGES 6S KI @So

waiver, there is nobody who caters for the waiver cost yeah. Because the funding is either Linda

Mama and NHIF or F[Facility Improvemenfund (Costsharinl) { 2> AF G(GKS& OF yQf
Fff GK2aS OKlIyyStaz AlGQa ¢ A¢RONBIRIHB)Y R (KS K2al
w2 § O2dzyid AG a + f2aad ! Otdzrftftesr GKSe& FFNB yz2i

they are unabletop&@ @ ! yR &2dz (y2¢ LIS2L)X S adAatt KAyl S
(RO16CSLM)

In some facilities, because of the rigidity of the claim service, they provide the service and let the

mothersgo as they are not concerned about the claim system:
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WekK> odzi | Oldzr tfe AF GKS& R2y Qi KIFI @S |yeéd [ AYyRI

z

FIOAfAGEET ¢S R2y Q0 Llzi GKSY 2FFz a2 ¢S 2adzai
YyS3AFGADBS (QROOGASHAF I OAf A e dQ

We KS LI GA Sy ( &t tdd kikNiatSdst@SmawhichNisd ygu use to fund their care. Al
they want is care and go home. Now to claim under the insurance cover requires a lot of personal
involvement, IDs, filling of forms, declarations and authorizati®@w.the patients are not
interestedk d5® the hospital is left right in the middle, you cannot ask for the cover. But have to
dza S (G KS dzy ReSROFOBIIRQR 2y SQ

Facilities withholding delivery packs for the need@hers

In some instances, facilitiesagive delivery packs and supply meant for the rolgthers. However,

because the number of theothersare more than the supply, some facilities withhold the supply and

only distribute them on the need basis or based on the assessment of who is neediercgad m

deserving:

Y2YSGAYSE 6S R2 o0dzi a2yYS 20KSNJ GAYSa 6S R2yQi
GKSNB AayQiszx S 1SSLI F2NJ 1KS @SNEBR ySSReo |, 2dz |
GKSANI ol aAya | yR S@SNRIKKSARY I yorSCG daalS AY IY2AANYRI Al

OF NNE | o6l aAayxé yR GKS NBad FyR GkKSe& 0O2YS
FAYR y20KAY XZIROMEGHCA Y 3D | S| KQ

HCWs are focusing on preventative medicine

Besides, the county facilities aaelding primary care and preventative medicine to LM maternal care.
The goal is to have a ripple effect which is to ensure that fewer mothers are admitted in the medical
and surgical wards. Through that way, there will be femethersin preventative mediine, and the
HCWs are then relocated to work in the reproductive clinics to meet the needs of the mothers and

offer quality services:

Wy2GKSNJ 6KAYy3 6SQ@S R2yS Aa GKIG G2 FotS G2
5SQPS 0SSy ohtbefprdveritize liK€ hagrgy Ndlommunicable diseasentres So that

we can have, less patients admitted in the medical and surgical wards, so that the staff who are
there can be deployed in reproductive health settings to be able to give qualitY $e&iQ
(RO16CE)



4.4.12.Adoptive strategies by the county

4.4.12.1 . Granting permission to the facilities to employ nurses on locums

The counties have also managed to implement strategies that would allay the burden off both the
facilities and the county itself caused byl policy and services. For instance, the county has given the
health facilities the autonomy to utilise the LM funds for employing additional workers on their own

without requiring additional approval from the county offices:

Yhe workload is still highdsause we do not have enough nurses as seen and that is why it was

good for the country to allow us to do locums such that we are able to have better coverage, yeah.
Because you know there before, there were no locums, so you only wait for people td b2 émp R Q
¢ (ROO3NOHA)

4.4.12.2.Development of bylaws to enhance freedom of flow of the funds and utilisation

As noted by a majority of the respondents, the flow of funds from the county to the facilities and vice
versa is determined by article 130 (1a) of the PFM(20815, pp27R71)a ( | ( A yt@Ansfér&to a W X
O2dzyie 3A2O0SNYYSYyiX INB RSLRaAGSR 2yfte Ayid2 GKS
unless the allocations are withheld or stopped$nNlY& 2 F | NI A Of S Givgnthe ¥ (K S
circumstance, some counties according to the national respondents, are working on bylaws that can
encourage ease of access of the funds by the facilities that generate them and the freedom to spend

the fund without sending the money to the CRF account:

W 2dz 1y26 AYy &a2yYS 02dzyiASa RSLISYyRAy3dI 2y G(KS o
autonomy to access the funds direc®p,in those counties, you will see they are able to do a lot

with that money but in somecountiesi K SNB A a Yy 2¢ (RO2EBOHIFOPK | y IS D Q

Ya2YSX KIFI@S LI aaSR oe flga a2 GKIG FTdzyRa Ff 244
health accounts unlike what is guided by the PFM act that funds flow to the cdredasury,so

they are able to quickly access the money and remit it to the facilities and services keep flowing,

so that has been one of the challenges in other counties because we are guided by the act so when

we pay claims, all money go to the country treasuriRanii KS& RSGSNNXAYS gKI G (2
have gone a step further to ensure that there is no delay in reimbursing the facilities so that
ASNDAOSA | NIBRO2ONHFO)A v dz2 dza & Q
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However, the act to ensure that facilities spend the money appropriatelyeenident on the

governance at the hospital level:

Y would presume it is dependent on the facility and the leadership that now is a factor of
governance and leadership in a certain county because even, before sometimes they receive the
monies, there are aS K2alLWAdlfa GKFd @&2dz ¢2dzdZ R cal & Y2,
(RO24MoHO)

4.4.12.3.Development of complementary programs to support utility of LM services

Some counties, as noted by the national respondem&re developing and implementing
complementary progams particularly targeting the poor women that were boosting the uptake of the

LM services and there was achievement of significant goals with the uptake:

Ya2YS & andydré ilm@ementing complementary programs for the free maternity, so they

give an incentive to particularly targeted poor women in the counties to incentivize them to come

for antenatal, come for a skilled birth delivery at the hospital etc, so that really boosts Linda Mama
programme because for us we are also pushing for them to haienatal visits and postnatal
GrarGa FryR RSTEAGSNE |G GKS K2akKRE@NHPBO){ 2 GKI G A

In the county of study, they were working in collaboration with some hospitals leveraging on the
network of community health voluntes (CHVSs) to help track the pregnambmen For instance,
some hospitals are seeking the services of the network€a¥/s who are retired nurses in the
facilities, to help them track down thwomenfrom the villages when they are due for delivery and
make sure they are referred appropriately. While in the interview, it is not clear whether the hospital
pays the volunteers, the strategy ensures that themen are taken to the health facilities at the
appropriate time. Else ways, the county is working with a team chosen by the community themselves
to impart health knowledge to the community. The county trains them. However, the issue that

remains is a way to compensate them:

w2 S KI @S @S NBvhovaregf&ourgeirdtiedib@it fourse, they are not yet tired. Some
of these clients may not be able to reach the hospital, so once the do the deliveries in the
community but of course they know how to refer in case there is a problem. Maybe thegean al
68 02YLISyal ¢i(BOR6CELAMNI & dzOK © Q

N>

Y Sax ¢S KI @S O2dzyide KSIfGK @2fdzyiSSNAR 2y (K
LIS2LX S 6K2Q0S 08Sy OK2al8Sy 2y GKS INRBdzyRa o8& (fF
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registration and impact of knowdge of health are designated to ensure that this regime or these

people ensure that the people in the village get the best service inv@®eed.S Q@3S KI R T A«

trainings in the twelve subounties, we have sixty focal persons, we havsixiy-countyhedth
extensionworkers) YR ¢S KI @S (¢St @S ®RURAMINGIA O T2 OI f

In addition, the county of study is attracting development partners (whose roles are nofeabie
4.17) to ensure that they supplement the uptake of LM services and enxigggiod quality outcomes

on different innovative fronts such as registration, training, enrolment, and communication:

LJS N.

w2 SQ@S Ffaz2 0SSy FofS (G2 (G23SGKSNI gAGK LI NIy SN

T I Ok (RA16GSOV)

WiKS LISt A QBGdAV YA 2y GKS 3INRdzyR 2 R2 NBIAaG!

are tech capable to ensure that they are enrolled to registrations. But you find that this app also

RSIFf&a 6A0K LINAYI NE KSROL7CMIM) NB t A1S KELISNISyaaz

However, while ame of the partnership work, others are altering the gains in the referral system. For
instance, there is one partner who provides lowevel facilities with basic maternal health
equipment such as ultrasound and the incentive. Such incentives, contrtirg KQMH, are instituted

by the partner in the lowetevel facilities (level 2 and 3) while ideally, they should be in the higher
level facilities (level 4 and 5) resulting skewed distribution of the HCWs and reverse referral from
higherlevel facilitiedo alower-levelfacility. In addition, the county has empowered the facilities with

the partners investments to conduct deliveries, yet they lack adequate equipment:

WS KIFI@PS a2y23IN) LIKSNEX® ¢S KI @S SYLRSGSNSR (KS

2dz 1y29 t2y3 0SF2NB LIS2LIX S ¢g2dzZ R al & GKI

5

OSYiNBzI 6SQ0S SYLRSSNBR 2dz2NJ aidl¥F G2 o6S |ofS

AT

1

DAGKdAzNI A [Fy3Fdl R2Sa | NF&PR afn OKONBES OLISNI Y2 d

level three. Everything in a level three is free of ch@@&R016CSLM)

Other innovative strategies employed by the counties, include provision of transport through

vouchers to pregnant women to the facilities whiglfeviates the burden of the mothers:

WL 1y26 ljdAGS | ydzyoSNI 2F LINR2SOGa GKFdG KI @S

uptake of maternal health services. | know there was what we call in Bungoma, they are using
vouchers, and the vouchers alseluded the riding of those bodadas [motorcycle form of

i NI y & LJ2 NI 6c (ROZEBRAGY f £ G KI (G dQ
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4.5. Chapter summary

This chapter is about the free maternity policy analysis, starting with describing its background, the
formulation, and the implementation. tAts onset, the Klls converged with the document reviews and
showed that the triggers of the new FM policy included the need to achieve SDGs; the need to
eliminate maternal health care access barriers (financial, geographical, and service); and the need t
achieve UHC as was outlined in the Jubilee Manifesto. The chapter reveals that the new policy was
envisaged as a new lease of life to the previous policy's underlying challenges. Atsmubeence

of the KllIs, IDIs and document reviews characteribedactors who participated in the formulation

of the policy and their roles and the policy's content and context.

As part of the context, it showed how the envisaged design of the policy was cascaded through the
national (micro), county (meso), and fasilimicro) levels and how the NHIF was chosen as the
ultimate purchaser of maternal health services. It further shows the nexus between different
stakeholders at the formulation and the processes involved in moving from the free maternity to LM
policy. Some of the processes highlighted include how the committee formulated discussed the
formulation agenda, the politics of private sector interest at the formulation, the costing of the policy
and perception about the costing approach, the development of maanéithe guidelines and the

gap in the quality manual and guidelines.

Further, the chapter reviews the FM policy's implementation under the concepts of the benefits
package and services, communication of the policy, reimbursements, claims, referral system,
accreditation and contracting monitoring and evaluation, and supportive supervision. A majority of
the responses from all the KllIs, IDI, FGDs, and documents reviews converged to show intended positive
impacts around the framework. However, the IDIs alseealed the unintended positive and some
unintended negative impact of the policy. Responses from the mothers' experiences under the FGDs
further confirmed the unintended consequences. Interestingly, the IDIs revealed how the HCWSs
modified the policies aSLBs to help the policy achieve its objective. Better still, the IDIs, with the
county and sukcounty staff, also showed the adaptive strategies employed by the county to make
the policy work better and maximise its objectives. Through it all ctivevergace of the data from

all the methods shows that policy implementation does not follow a linear process but takes the ebbs

and flows fluid process instead of choosing to remain in a fixed static form.
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Chapter 5t Findings: The quality of care of the free maternity poy:
perspectives oimothers, HCWs, County officials and National stakeholders

5.1.Introduction

The previous chapter explored the background, the process of formulation, and the implementation
of the LM policy. The implementation of the policy was fraught with the challenges and it did not flow

as intended. The HCWSs and the county modified elemeintiseopolicy to fit themothera &eds.

This chapter presents the findings on the effects of the FM policy on aspects of quality of maternal
care by considering the views of key informants at the national level, county officials, HCWs, and
mothers. The fidings have been triangulated into two process aspect of quality: provision of care and

experience of care.
5.2.Provision of care

This section considers the quality of provision of maternal care under LM policy through the lens of
accessof maternal careservices choice of maternal carservices infrastructure, equipment and

commodities;yrole of HCWsand referral of emergency cases.
5.2.1.Access of maternal care services under LM policy

Access can either be geographical, financial, or utilisation of servites subsection presents all

levels of maternal access that the policy has influenced.
5.2.1.1.Linda mama has improved access during pregnancy, delivery and postnatal care

LM policy has improved access through increase in the utilization and the number of s@ther

attend maternal and ANC clinics REOONOHAoted: Wo SO dza S Y2 G KSNAE ¢K2 O2 d
they are coming. And there is also a change in the number of deliveries we used to have before and

y 2 g-dr@er, through LM, mothers are no longer deliveraagpome under unskilled attendant8y” 2 g

GKS Y2UKSNB NB Y2NB O2yFTARSyGsE GKS&@ I NBoly2d adl
gAtt 0S A1 SR F2NJ UKAA YdzOK Y2y Seé FyR L R2y Qi KI
are becomig fewer and fewer and this is where we are headed as a country and as a hospital in our

OF GOKYSY (i JUROQDHAYI A 2y ©Q
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In fact, from theElwith the mothers, all mother in hospital A and a majority in hospital B (99.41%), C
(98.82%), and overall (9%®%), visited a hospital for maternal health services during their pregnancy
(Table 5.} Additionally, public hospitals were the most visited by the mothers during pregnancy
(hospitals A (90.48%), B (87.65%), C (94.38%), and overall (92.00%)) either for antenatal clinic or other
health checkgTable 5.).

Besides, the respondents noted thBM has also improved geographical access, where both the
mothers in the rural and urban areas are able to access the services, and financial access where

mothers who were previously not able to pay for the services, now access them

WAG A& OXopeygplkary mt delike@ng at homé @ riedtMas been a game changer
especially to the rural facilities, but we have also not done much in terms of marketing those
FIOAfAGRZT Ay GSN¥Y&a 2F ONBFOGAY3I | slcRERDBE)A T AY

Basically, from thék, there was a significant difference in the proportion of access characteristics
across the three facilities. The potentidgterminants of access were identified as: type of facilities
visited by the mothers during pregnanél<0.001), perception about the distance to the delivery
hospital (P<0.001), means of transport to the hospital (P<0.001), ideal opening hours of the hospital
(P<0.001), waiting time at the hospital (P<0.001), and proper waiting area at the hospitalo®=0.0

(Table 5.); which were statistically significant.

In fact,a majority of the respondents across the three facilities hatha a positive perception about

time taken to the facility and distance to the hospitalotflers in the Elwho visiting hospitals A
(45.24%), B (51.18%), C (46.75%), and overall (48.00%)) noted that they took 30 minutes to 1 hour
seeking delivery services and they perceived the time to be short. Most of the respondents in hospitals
A, B, C, and overall, pereed the distance to the hospital was normal and for a majority the preferred

choice of transport to the facility was public transpdraple 5.1
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Table5.1: Maternal healthcare access chateigstics

Facility visited
during pregnancy

Type offacility
visited

Time taken to reach
hospital

Perception of the
time take to reach
the hospital

Yes
No

Public facility

Private facility

Faith based
organization (Mission)
Other

Below 30 minutes

30 minutesl hour

1 hour2 hours

More than 2 hours
52y QG 1y26
Very short

Short

Normal

Long

Very long

52y Qi 1y26

545 (99.09)
5 (0.91)

506 (92.00)
28 (5.09)
7 (1.27)

9 (1.64)

137 (24.91)
264 (48.00)
121 (22.00)
20 (3.64)

8 (1.45)

60 (10.91)
249 (45.27)
99 (18.00)
107 (19.45)
32 (5.82)

3 (0.54)

42 (100)
0

38 (90.48)
1 (2.38)

3(7.14)

12 (28.57)
19 (45.24)
7 (16.67)
4 (9.52)

6 (14.29)
18 (42.86)
12 (28.57)
5 (11.90)
1(2.38)

169 (99.41)
1 (0.59)

149 (87.65)
17 (10.00)
3 (1.76)

1 (0.59)

45 (26.47)
87 (51.18)
35 (20.59)
2 (1.18)
1(0.59)

25 (14.71)
73 (42.94)
32 (18.82)
29 (17.06)
11 (6.47)

334 (98.82) 0.650
4 (1.18)

319 (94.38) P<0.00%
10 (2.96)

4 (1.18)

5(1.48)

80 (23.67) 0.309
158 (46.75)

79 (23.37)

14 (4.14)

7 (1.96)

29 (8.58) 0.340
158 (46.75)

55 (16.27)

73 (21.60)

20 (5.92)

3 (0.89)
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Perception about
distance to the
facility

Means of transport

to the facility

Does opening hour
suit your time?

Waiting time at the

facility

Very near
Normal
Far

Very far
52y Qi

Walking

Bi/Motorcycle

1ly26

Public transport
(matatu/tuk tuk)
Private car/taxi

Ambulance

Combined modes

Yes
No
52y Qi
N/A

Very short
Short
Normal
Long
Very long

ly2e

69 (12.55)
339 (61.64)
110 (20.00)
28 (5.09)
4(0.73)

27 (4.91)
60 (10.91)
224 (40.73)

211 (38.36)
22 (4.00)
6 (1.09)

431 (78.36)
9 (1.64)

76 (13.82)
34 (6.18)

80 (14.55)
237 (43.09)
70 (12.73)
80 (14.55)
43 (7.82)

16(38.10)
17 (40.48)
8 (19.05)

1(2.38)

7 (16.67)
1(2.38)
8 (19.05)

24 (57.14)

2 (4.76)

41 (97.62)
1 (2.38)

12 (28.57)
16 (38.10)
11 (26.19)
1 (2.38)
2 (4.76)

22 (12.94)
107 (62.94)
33 (19.41)
8 (4.71)

14 (8.24)
20 (11.76)
55 (32.35)

78(45.88)
1 (0.59)
2 (1.18)

152 (89.41)
1 (0.59)

15 (8.82)

2 (1.18)

26 (15.29)
72 (42.35)
28 (16.47)
22 (12.94)
22 (12.94)

31(9.17)
215 (63.61)
69 (20.41)
20 (5.92)

3 (0.89)

6 (1.78)
39 (11.54)
161 (47.63)

109 (32.25)
21 (6.21)
2 (0.59)

238 (70.41)
7 (2.07)

61 (18.05)
32 (9.47)

42 (12.43)
149 (44.08)
31 (9.17)
57 (16.86)
19 (5.62)

P<0.001

P<0.001

P<0.001

P<0.001
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N/A 40 (7.27) - - 40 (11.83)
Hospital have a Yes 422 (76.73) 40 (95.24) 134 (78.82) 248(73.37) 0.005
proper waiting area No 85 (15.45) 1 (2.38) 29 (17.06) 55 (16.27)

52y Qi 1y2¢ 28(5.09) 1(2.38) 7 (4.12) 20 (5.92)

N/A 15(2.73) - - 15 (4.44)

Note: Chi square test of proportion was used to test differenceviarallproportionsof maternal healthaccess characteristics

*There is a statistical difference in thge offacilitiesthat the mothers visitedmajority visited public facilities).

Bold meansp-value <0.05
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5.2.1.2.There is mixed perception on the waiting time but genetiadise is a longer

waiting time for the initial visit and normal waiting time for other visits

Due to the increased number @fomen, the waiting time was perceived as long according to mothers
in the FGDs, but most of the mothers in théwere happy with the time the facilities were being
opened and perceived the waiting time before being attended to as being short (43(08kt¢ 5.1

In fact, the mothers in th&lnoted that all the three hospitals had a proper waiting a(€able 5.}.

Across all the sites, particularly during ANC visit mothers had to wait for a long time before being
attended. The longer time spent at the facility particularly at the initial ANC visit was due to the
enhanced package of the LM policy because of hawingphduct initial lab tests and other services

which are catered for in the package; yet, the facilities were providing other services as well:

R2:| started antenatal clinic here and counselling was good, but the time, pregnant women wait
F2N) f2y3 0SF2NB GKSe@& NP FGGSYRSR G2 o0& (KS R2
O2YAYy3a FT2NJ 6KS OKAf RQa Of{AVNEEDOOZHAR {1 8> GKI G &8s

W{z2s &2dz oAttt FAYR GKIG a2YSo2Reé& gAftf O2YS KSN
hospital, she will be out of the facility. But you will find somebody who comes for the first visit you

will find her taking a lot of tim. Maybe some will report here at 8:00 and most of the mothers get

2dzi 2F GUKA&a LXFOS Fta €4S ta oYnnXed . SOIdaS ¢
fA1S GKA&A LISNE2Y Kla aLlSOArt ySSRa o pdopazaS S
gK2 TNB O2YAy3a F2N) 2dzi LI GASy G ASNIBAOSa | NB | dzS
GKS FANRG OA&AG Aa Ffaz2 GNRBAY3I EGROQRABB)NI dzLJ | f

In some instances, the HCWs would requestrti@hers to come early to help manage the waiting

time:
R3:1 am okay because when | started coming for clinic the doctor himself complained that we
GSNBE 1G4S IyR KS 02YSa SINIeéo {23 KS ci2fR dz
(FGDOO3HA)

5.2.1.3.There ismproved access for the vulnerable population

Equally, therewas a feeling that since there has been enhanced identification strategies for the
mothers by different players, the program has seen widening access of services among vulnerable

population such as street children, orphans, and adolescents. For instancendee eighteen are
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FoftS G2 dzaS (GKS 3Jdzr NRAIFIyQa L5ad ! RRAGAZ2Y Il tfez @

the hospitals particularly government hospitals since costs have reduced:

Y dKAY]l AdGQa 62N] Ay3 oS Otb amgisker ahd efed id at2rifl toltis 2 LI S
A32PSNYYSyld Kz2alLhAdrfa oSOl ¢ROPOEHNEGKAYI Aa GSN

WRSALIAGS + GSSylF3aISNI 2NJ +Fy |R2tSao0Syd 3IANI y2i
LINE RdzOS |y L5X® [ AYyRI adopddesfite af th&nhbt bavidghD cars2 4 S &
they can enrol and be able to receive the services because many of them are poor especially where
teenage pregnancy is quite high, adolescent pregnancy is high, majority of them are poor yeah
because of the cyclénat process and therefore it increases access. As much as it may not be
optimum it may help us auditor and improve these things if we look at the data from the ministry

2T KSFHfGKEZ ¢S aSS ySIENIeé nmg: 2F (KZ®EB3DARRZ | NB

5.2.2.Choice of maternal care

This subsection presents findings on the effects of choice of maternal care that the LM policy has

influenced.
5.2.2.1.Challenges in the public sector was pushing mothers to deliver in the private sector

Challenges such as congistand the oflack of attention ormothersthat were being experienced in
the public sector was incentivising the mothers to seek care in private facility. Also, some mothers

were willing to pay the delivery cost but get quality maternal care and outcome:

Yhe congestion was so much, the mothers were, there several of them on one bed, sharing a bed
you meet three four of them so literally some of them were sitting, labour wards was too full,
mothers would deliver on their own or would deliver with thesiasce of whoever the helper
would accompany them, so they saw this was not possible so they started going to private
facilities.Because they believed that the numbers growing, so they would rather pay but get better

outcome, what down perception tende#l @ (RO33DA0)

5.2.2.2.There is a mixed Perception of having better services in private sector facilities than

the public

Equally, the private sector, despite charging some delivery fees, were doing significantly well in terms

of meeting themotherQa Yy S S Rraimburserie®ts Nitl not have to go through so many
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bureaucratic processes like the public sector, they had good leadership, and commodities were in

place:

Wow if you compare a private sector facility and a public facility, private sector looks liker¢hey

doing very well because remember they are for profit and they ch&aehey have most of the

systems covered and the system is what | have talked about. The money is flowing, the people are
there, the commodities are in place, leadership and managrare in the right place and so

everybody is in harmony and thing are happenifige public sector sometimes has challenges in
Syadz2NAy3a ff GKSaS IINB LXFe@Ay3d 6SOFdzasS 2F NBaz
(RO31DAO)

Nearly all the mdiers who had delivered in the private sector and paid for the delivery costs through
LM policy, other NHIF services, or private insurances, noted that the services they had received in the
private sector was somewhat superior to the public facilities.ifstance, the mothers indicated that
nurses in the private sector were very caring and treated them with kindness and even cleaned the

baby for them:

R4:But for me private | was treated very nicely, because | delivered well and my baby was dressed

and ewerything, and | was taken to bed and | was in pain and they brought me my baby nicely, and
everything. And in the next morning they came cleaned the baby and dredRBd-iby me where

L RSEtAGSNBR AYy LINARGIFGST L éngprivaieisBetter hah pybicOSt & |
| delivered nicely; they cleaned my baby and did everything. Even when the baby attempts to cry,
@2dz 4SS (GKS ydzZNBS L) &KGDHOIMBY G Sy A2y (2 GKFd ol o

R1: Yeah what | think, and | saw how they are caring, they arl NR dzy R &2dz | 4 |
(FGDOO2HB)

The perception of better services in private sector was mainly exacerbated by the experience of other
relatives, who by word of mouth, spread the message to the patients and end ended up choosing to

deliver in the pivate hospitals:

R5:1 delivered [a private hospital] and | was referred there by a friend. The nurses there are so
caring, so gentle. | was a bit afraid to deliver in public | have heard the nurses are so rough and
their facilities are not so well clead. So, there it was clean, the place is clean, they wash the
g AKNR2Yad L f EFGROGHNA) X L dzaSR bl LCPQ



W{2 6KSy &2dz I LIISIFINJ tA1S &2dz NB R2Ay3d &a2YSGKA
spreads, they will come and say, you know thedity has really improved and when you go there,

its clean, you can take a shower, they have nice beds, nice sheets, even without doing much, the
next time a person has an issue they will run there. So you find if the resources are used for the
rightpull2 3 Sz Yol yI yOKA @RBIDAD)SYS8 gAff TFTt201 AyoQ

Somemothers indicated that in the private facilities they were allocated a nurse who not only

supported them in birth but also, provided them with adequate education on breastfeeding:

R5: In private dter delivery we are given a matron who provide care and showed how to
breastfeed and how to hold the baby after breastfeeding to burp them. So private they taught us
% S &t FGDO01HB)

However, somavomenpostulated that the private sector HCWs tended to ignovethers as noted

by one respondent leading them to seeking of care in public facility:

R3IL faz2 albe¢g Al é6la 21Fex L RSEtAPSNBR odzi L KI
saw told to wadt but | just left and came here. | came here around four and | was given the baby
G FAOBS GKS ySEG RJReDOOTHBSE (GNBI G LIS2LX S St Q

For somanothers though, the choice of a place of deliver in was driven by their own previous birth in
experience.There was an indifference in the choice, some preferred public and others preferred

private:

R6:| also delivered here; | came on Monday morning and by four, | had delivered. | have another
one | had delivered in private, but | discovered public is bistéa private; R4: Initially | had other
children and | used to go to public but this time | preferred to go to private because | used to go to
OFlF OAfAdGe /8d .dzi GKS aSNBAOS&a GKSNB RAR yz2id A
private 0 SGGSNI gKAET S REGDO@BAAY I G(GKIFYy Llzot AOdQ
One mother reported that she had had a good experience in a private sector hospital because the

baby had been born premature and was attended to successfully and with the support they had

anticipated:

R1: Okay my experience was not bad, and | chose [private hospital] because my baby-was pre
mature. So, | had to go there because if the nursery, but the experience was not bad, they assisted
YS 4 tSHad GKS OKEFEG®EHES Al yR KSNBE KS AdaoC
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The gwernment facilities were perceived as having a fair share of challenges such long queues, and

lack of personal touch with the patients:

WeKS D2OSNYYSyYyd FFLHOAEAGeE YFGOGSNI 2F FS¢ aidl FFXX

have too many people b® served and therefore there is no that personal contact, the nurse or
GK2SOSNI Aa KFEYRfAY3I A& Ay | KdzZNNEROEERPACY SNBSS

We¢KSe GNBFG GKSY a2YSaAySa y20 GKFG IamayR 2NJ (F

not have painted but the health workers are providing good services and the attitude is good, they
gAft ERIBODOAOR Y ®Q
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Table5.2: Summary of the reasons for choice of delivery place

Place ofdelivery Reason for choice of delivery place

Private

Public

Influence from friends and positive word of mouth

There is no congestion

Better attention onmothers that were being experienced in the publ
sector

Caring and kind heartedness of the HCWs (throadgdiitional support for
the babies)

Better support through breast feeding education

Services are free right from ANC through to delivery then to PNC
Because of a shorter distance to placé stay

A positive perception of the services right from AINENC

Availability of theatrenewborn unit NBU, and additional services thatin
handle complications such as pafdtism

Previous positive experience in a public facility

Source: KlldPlsand document reviewBold are from Killsitalics are fromDIswith the County officials and

HCWs)

5.2.2.3.There is a preference foigherlevelf I OAf AGAS& Rdz2S G2 Y2(iKSNE

service provision and choice

According to the HCWSs and county respondgrihcreased workload ihigherlevel facilities was

Ol dza SR

w

0e

GKS Y2GKSNRDa LISNOSLIGA2Y GKI {lowekSe KI

level dispensaries or community centres lack. For instance, one mother in the FGD said that the

presene of gynaecologist was a good motivator for seeking the care:

R2:Because | had rhesus negative and | was seeing a gynaecologist for the first time for them to

find out if | am rhesus negative. So, | decided to continue with that clinic, and | sawwitcese
4 SNB &(FGDBORHB)

WYe KS

 dz8dz8 Aa F o6AdG | f2y3 o6dzi GKIG Aa

are trying to do is now, we are trying to empower the level threes and twos. These are the facilities

thathave metthe primarfk NEAK2f R gAGKAY GKS O2YYdzyAlde

198

D ¢
a2YSiOK,;
odzi @



realized after studies is that a lot of the women come to the major facilities as opposed to the
avylrtf KaLAdlrfaz FyR GKIFGQa gKSNB (ReIEMIN) FTAYR

Y{23s (KS& 02YS KSNEBE S&PYKeEa2kMSAS\ Y&#dz ERIOD A R R Ui
. SOFdzaS KSNB LIS2LX S 6K2 gAaftt GGSYyR G2 YS I NB
paying, and they are being attended by qualified people youBgdhey say outside there you
Oy 6S FGUSYRSR 08 lyego2Re® {2YS 2F (GKSY GKSe@
d,Sa L ¢Syl FT2NIGKS 2GKSNJ RSt AGSNER Ay I OSNII A
2dzi02YS 41 a @Aflfe AESEhfd KeSNd> aL Ff gl @84 RSt ADSNI K
y2¢ 20KSNR gAff ales 4L cqROYNAGHRA & LI | OS Kl & OKI

Additionally, the other possible cause of preference for seeking LM care in specific health facility was
noted by some respondents as the interpersonal skills of the HCWSs, and the general environment of

the health facility. Consequently, the choice was perceived as driving the workload higher:

WeKS aSNBAOSA 6S I NB 2FTFSNAY Je laygRagd alsérfatteisk S Of ¢
especially in maternity. When a mother comes here, you talk to her well, you welcome her, she
gAftft 3I2 YR (Stt GKS 20KSNBR® .dzi AF @&2dz Ay ad
(ROOBNOHA)

In hospital A, one HCW natahat the construction a larger hospital building was a key trigger of the
perception of themothers choosing to seek care in that facility despite it being a level 3 and lacking

some specialist services:
WL GKAY]l 2dzNJ aSNDBAOSKI t B ARSROIKSOI daza SNII KR &0 «
they thought now the hospital is very big. You find even two previous clients coming to this place

G2 RSEtAOGSNI GKSY 6S NBTFSN KRBOBNOHA)K S (KAYy]|l GKAA

Equally, the perception by thmothers thathigherlevelfacilities had a higher chance of dealing with

complication than the lover level was a key driver to seeking care LM care and services:

R3:I thought they had everything there, so | could have had complications and being isished
LINEOf SYDP {23 L cEFCSOARBR (2 3IF2 GKSNBDQ



5.2.2.4.Indifference in treatment ofiothers based on type of birth (CS vs normal birth) and
parity

The mothers perceived that there was a difference in treatment by the HCWSs between those who had
undergone S and normal delivery. They acknowledged that thent@hers were given better
treatment. For instance, QBothershad their clothes washed for them, whileose who underwent
a normal delivey were given cold water to shower. Basically, the mi@hers received far more

assistance in the care of the batiose with normal delivery

R2:They do not treat CS and normal patients the same. CS patients are treated properly than
normal patientsR1:That is right, they are treated very nicely like you sega@énts can get their

clothes washed, you can be cleaned but normal people they even pour cold waterRByng

again, you find someone from CS is treated very well they even clean your child very well and dress
them with diapers but for normal defWNA S& & 2 dz R NB@ERGD@PHENI 26y ol 68 Q

And the perception was that the HCWs do so because they fear complication that could arise from not

paying attention to the mothers who had undergone CS:
R2:LGQAa tA1S (GKSe TSI N O2YWSE ST iEGOIHBR @ Q vy 26 T

Some mothers reported that the HCWSs gave priority to primigravida and left the multiparous women

for a later time leading to a perception among the multiparous women of unfair treatment:

R4:1 have no problem with Linda Mambut the only place there is a little delay is where they

separate from first deliveries, second and third and so on. Those who are on their third are left
andthefirsti AYS Y2GKSNAB | NB NBIAAZGSNBR FANBRG ¢l YR GKI
(FGDOO3HA)

5.2.3.Referral of emergency cases

Referral of emergency cases is essential in preventing complications. This subsection presents the

influence of the LM policy on referral.
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5.2.3.1.Fewer number offomenare being referred but they have better perceptiamuab

services received during referral

Of the mothersinterviewed in theEl only 59(10.73%)had been referred from other facilitiea

majority of whom were referred from level 3 facilities perceived by thenothers due to the

adequate amount of LM services provided by the facilities, there has been a significant reduction in
referralsWwoyY L Oly alé& GKS aSNWBAOSa FINBE 3I22R 0SSOl dza S
way we used to. So, this hospital @S Sy 322 R3>X Al KI QFGD®OSHAMSESS t LIT dzt
mothers had been referred using an ambulance (n=22) or public means (n=15) and were mainly
accompanied by their husbands (n=27), relatives (n=23) or health workers (n=21) either as an
individual orboth at the same time(Figure 5.1 Most of the companions during referral had
knowledge of emergency management (n=47), were allowed to stay in the hospitals (n=33) and were

warmly received at the hospitals (n=1&jgure 5.1
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5.2.3.2.Lack of equipment is the main reason for referral

As noted byRO07DICHSsomemothesWR St A GSNXIF yR 3ASG O2YLX AOF GA2ya |
their conditionA & Y 2 (whicB Pe8uRe@ to referral tchigherlevel facilities. As per theEl the
referred mothers noted that lack of equipment, theatre, NBU and blood (n=1&\uhe main cause

of referral followed by foetal distress (n={Bigure 5.2

Other sicknesses of the mothe S 3
Doctor not available mm 2
No incubators, equipment, theatre or NBU, bloodnmmeeeseassaaaa 16
Postdatism s 3
Previous scar mmmms 2
Breech presentation mamm——— 4
Multiple gestation m—— 3
Premature labour masssss—— 4
Premature rupture of membranes (PROM)mmmm 2
Prolonged labour mmms 2
Obstructed labour mm 1
Cephalo pelvic disproportion (CPDjmm 1
Fetal distress/none-reassuring fetal statcnEEEE——————— 7
Pre-eclampsia and eclampsiamm 1
Antepartum Hemorrhage mm 1

Figureb.2: Reasons for referral
5.2.3.3.Mothers are looking for their own referral means from the hospital

Whereas HCWs indicated that the county and facilities provide some form of referral transport for
mothers ection4.4.11.3, the referredmothers reported having a different experience with the
transport. A majority of them had to seek for their transport means for referral, and some perceived

it as dangerous for health and safety, and expensive especially in unplanmergencies.

R5:. S&a> yR GKSe& (2fR YS (KSNBXQa y2 OSKAOtS:I |y
AaKS OFly 06S NBFSNNBR®dE b2g (2 R2 AOG Frad yR &2
R7ZL OFYS G yA3IKGE a2 6t GFrEAa adFNI GSttAy3
Gt Fo2ddi GKS FTENBZ AT &82dz R2yQé | ANBSs (KS@a

just make a phone call and a vehicle comes for you, itwdaild B S G G SNX T



R8&h{1tFte [AYRF alYlF Ay GSN¥Ya 2F OGN yaLRNIXAT | Y
referral facility] and you know the road there is not good and someone has been stitched up down
there [CS]. So, when going there the stitches mighiZyeR 2 ¥ GF&ODOIHA)

5.2.4.State of infrastructure, equipment, and supply of commodities

This subsection shows how the LM policy has influenced the state of the infrastructure, equipment,

and supply of basic commodities such as drugs.
5.2.4.1.LM has improved the avdilility of equipment and supplies

With the help of LM reimbursements, all the facilities reported to have had improvements in
availability of supplies and medical equipment. In fact, the facilities have kept reordemmuiesto
keep up with the demand:

W[ SG YS aSS: (KS adzlll)f ASazx ¢6SQ@S y2i | Oldz €@
reordering, because the demand is more. But at Iéa6tS G YS &l &> GKS O2dzyie

1SSL) 2y NEXIROIZDAMABF3I dza o Q

WIA1S FT2NJSEFYLXS S R2y QG Yraa 3I3t2¢0gSazx AdQa A
YA &da G(RODONOMA)

Moreover, besides improving the availability, LM has enhanced the standard of equipment being
utilised and facilities are no longhaving to utilise substandard care or equipment. For instance, one
hospital HCW noted that that there is how an availability of delivery packs and they are no longer
usingordinaryblades as before. In addition, they have now departmentalised the stéidlisprocess

of the equipment rather than using the hospital steriliser:

Y SIKYX fA1S y26 GKS SldALIYSYyld ¢S KI @S a2 Ylye
{2YSGAYSa S dzaSR G(G2Xd dzaS | o0flF RS AyaaiesSI R 2F
y20 GKSNBX® ¢KSNB NB (GK2a$ LIS2LX S K2 I NB SYL
and then they take to the utility for preparation for the next use, so they are there. Immediately
GKSe INB dzaSR (GKSNB A& Jkparidies tR greparefot h&ld@xtusé, KS Y 2
& S | {ROUNOHC)
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5.2.4.2 Facilities have improved infrastructure due to LM

Some facilities have been able to use the money from the LM to improve the theatre and ultrasound

services:

W, dzi +rG tSrald y2¢6 6A0GK GKS [AYRF al YlFsS SaLISOAl

OKSO1l GKSY &aSLINIXGSteod {2 AG KIFIa Ay2S@iSR Y2
(RO19FLMHB)

Additionally, facilities are prioritising reducingrigestion and complications amongpthersthrough
expansion of building extensions. For instance, facility C have been able to complete a section of an

incomplete building and transfenothersto it from the congested postnatal ward:

W{ 23 ¢gKSy agdahdy ivf thid miadfeMBly now, so those without complications or those

who had delivered yesterday we transfer them to that department, so there is that decongestion.

And we have another building there, the reproductive health, it is only that it iseh@iver we

could have moved that department, but we have hope. But now the patients who are being
FGGSYRSR Ay 6FINR ¢ GKS& ¢gSNB OGN YyaFSNNBR (2
(RO14NOHC)

Interestingly, some other facilities have renovatedesldbuildings that were no longer in use and
converted them to maternity clinics to ease congestion. For instance, in facility B, one building that
had been constructed five years ago as a mortuary and was only being used asaf &tiirel A Sy (1 & Q
records has now been refurbished and is being used m®atpatientclinic. Thadlownsideis that the

mothers have a negative attitude towards it as they still believe it is a mortuary:

WGKAAE A& | K2dzaS 46KSNBoeée ¢S KIR (enevorzhadm8iNI A (X
FyedKAYy3d:X S 2yte Of SFYySR AlGd {2Xodzi 6S FINB 27
Y2NHdzZSX® {2 0ST2NB SOSy 6S Ot SI NBRXS@Sy GKIG Y
adAtf OFff Al WY2 NHdz® defused tozenteyttatrooin KianNBng is NE LIS
GKSNBEX® ' yR Al Aa o0SGGSNI GKSNB 20KSNJ GKIFy 62NJ
GKAY3& (GROASELMRIB)Y S dQ

Additionally, the LM policy reimbursements is helping facilities to nieeit essential services that
are critical in easing the burden of work. With the reimbursements, the HCWs noted that the policy

pushed them towards providing quality maternal care by providing the commodities, since it was a
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way of encouraging mothers tthoose the facility. However, despite the incentive to providing quality

maternal care, it created increased workload:

Yes of course because you see sometimes that money will help to fuel the vehicle @od also
YEAYGFEAY GKS FYodg I yOSo® | Sas GKS FYodZ+ydsS yS§s§
also improved because sometimes it can support those staffs to go for seminars and also, they

help us to conduct those-reach. You know we need funds whename conducting irreach and

F £ &2 2 dzi NBKROBNGHENIDA OSaQ

WAYRI alYl KF& LJzZaAKSR dzA ljdzAdGS | g+& 060SOFdzasS ¢
OKFG @2dz KF @GS G2 YIS &adzN® @&2dz KIS GKS O2YY2R
the only way you are going to benefit from Linda Mama is if clients choose the facility. So, in a way
AGQa | LJzZaAKSN) G2 | Y2NB ljdz2ftAdGe aSNBAOS (2 (K
Because the more the better. But now you see, that atsobirought the issue of us bursting

0 KNRB dA K (REI9F.MHBY a4 © Q

5.2.4.3.Mothers have a strong positive perception about health facility characteristics as
stated by the HCWs

Themothers had a positive perception about the health facility characteristicdssstated by the
HCWs. For instance, a majority of the mothers inEheoted that the facilities had adequate waiting

and examination rooms (51.60%); adequate hand washing facilities (91.82%); adequate bathing
facilities (67.46%); adequate toilet fatids (71.45%); well suited equipment for detecting women's
problems (90.91%); had adequate number of staff (76.37%) who are well suited to treat women
(96.55%); and had an overall clean environment (93.46%li(e 5.3. However, thanothers showed

some cmcern about the adequacy of the facility providing clean drinking water as indicated by 46.18%
of mothers Figure 5.3. 67.64% of thanothers noted that the distance from home to the health

facility was not very farHigure 5.3
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Distance from home very 1o SEST IS oS Zies 2382% 636%

Well suited equipment for detecting women_

69.82% 21.09%
problems
Overal facility environment very clezjgdd% 70.00% 23.45%
” Toilet facilities adequazFi0eN241000611464% 55.45% 16.00%
28
2
|5
Q
g Bathing facilities adequani§ade 24:36% 1 4.36% 52.91% 14.55%
S
2
& Hand washing facilities adequat{§iige 70.55% 21.27%
£
=
(]
T

Provision of clean drinking water adequa{§2oeniia8:3608 1 11.46% 34.00% 12.18%

Waiting and examination rooms adequasiBeoe 8. 7800 13:82% 40.55% 11.05%

Staff well suited to treat womenfg% 70.73% 25.82%

Number of staff adequate |[I181099%38:82% 57.82% 18.55%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Proportion of the respondents

m Completely Disagree m Disagree ® Not Sure ® Agree Completely agree

Figureb5.3: Patients perception about health facility characteristics
5.2.4.4 Despite progress, infrastructure and some commodities are still inadequate

Nevertheless, despite the progress in improvement of infrastructure, some respondeiats that

some facilities still have inadequate medical equipment, space and supplies:

Yo9@SYy Ay 1 062dNJ 6 NR AdQa y2G 'y ARSFf 1 02dzNJ
know the improvised one? So, you havbaaxtra cautious not to shake that thing, so the heater

falls on the baby. Imagine, you have three mothers delivering, and you deliver as you put there,

you deliver as you put there. In the process you can burn those babies as you go to pick the other

one you see. So, you have to be extra cautious, you will wish to work in a carefree environment,
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SOSNE o0l o0& 6AGK 82dz 1y26> 6S KIF @S S@OSy RSt AOSN
IPJinfection prevention and controfl S 02 YSa ¢ (RO1SERHBIZS ® Q

WL GKAY]l (GKS@& KI@S faz2 y2id O2NNBaLRYRAYy3 AyQ
services that has not happened, most of our facilities, they stock out those RH commodities and
GKFG A&  YIF22NJRD26pA3NY | yR FEf GKFGQ

Similarly,some of the facilities still lack basic laboratory, which is demotivatingwtbmen from

utilising the services in the hospital or is preventing HCWs from completely following opothers

as they would wish to. Other lacking equipment are ultrasoudtlB8 R2y QG KIF @S | @SN
laboratory, you know. As a clinician | believe you want the patient tested, drugs availed, that patient

will not come back to you after two days [said with wry humour]. You can give them a prescription and

they tellyoutheybaB KG KIFf F | R2a4S 0SOldzasS (KS& RARYQUO KI ¢
. 2dz 4SS AG RSY20AQFGSaxXx ,Sao 9@Sy (GKS dzZ GNF azc
02 R2 GKS a0l yaqRUEFBVHBRS OO KS Tl OAtAGEBQ

5.2.4.5.Supply of certaimedication is still a challenge

The noted challenge in terms of the supplies is that the county governments are choosing to focus on

improving infrastructure, which are easily seen by thethers rather than supplies and medication:

W{ dzLJLX A Sa d/aBodce.\sb haniy dl@ZE8unty governments invested in infrastructure
rather than providing necessary medicines, necessary pharmaceuticalphaonaceuticals to
FYR SldA LISyl G2 &dzZlIlBMIMBIDAKS KSIHE GKOFNB 62NJ] SN

Of the supplies, medicatioroged the biggest headache that has never been resolved:

But there are some issues when we come to drugs, if it ipharmaceuticals then we are okay

but issues when it comes to drugs, those sometimes we go out of stock. And sometimes you see
withLindaM YIF = GKS Y20KSNJ Aaxlyz2eéa GKFEG LQY adzillRa.
We feel now that is the only gap. But when we come toptmarmaceuticals and this other thing,

82dz FAYR GKIG (K248 2y84 68 | NB ICROBFLEMBX(KS 2V

The other potential cause of the pharmaceutical headache is the drug ordering protocol. The facilities

have to wait for a certain number of days before receiving top up for their orders:
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WGKSNBE A& | LINRP(G202t X gk ONSt fAd]l 4ARSYWSHNE DNAGA OO

the drugs. Because like our drugs are ordered through KEMSA for a certain period, by any chance
GK2aS RNHzZa |NB y20 Sy2dAKXiKSe 3Si FAYAAKSR

order. But usually hospital like us sometimes we are given extra money like miscellaneous where

you can purchase emergency. But even when you purchase emergency like drugs, we are able to

purchase a start dose or a prophylaxis, for continuity, you find now you have teeimvay/be the

LI GASYyGoe . dzi a2yYSdAaySa Ad R2SayQid Gr1S t2y3as

GKSYy GKS O2y XiRA20MEHB] O2YSaoQ
5.2.5.Role of Healthcare workeasid facilitiesn supporting LM

HCWs play a key role in both provision ofvgge and determining the experience of care that the
motherreceive. This subsection characterises the roles of the HCWs in LM policy; in addition to others

perception about HCWs.

5.2.5.1.Mothers have a strong positive perception about healthcare delivery aivistics
by the HCWs and the facility

A majority of themothers in the El had a positive perception about the healthcare delivery
characteristics. For instance, 95.27% perceived that the staff examined pregnant and postpartum
women well; 95.45% noted th#te staff were very capable of finding out what is wrong waiththers;
59.64% noted that staff prescribed drugs that are needed and that the drugs supplied by the health
facility were good (58.37%) and theothers could obtain the drugs from healtacility easily (67.27%)
(Figure 5.4)In addition, 71,27% perceived that they received adequate Information on danger signs
of delivery and postpartunfFigure 5.4)interestingly, 79.82% perceived that the facility provided
privacy very much during vagineamination and delivery and 84.70% believed that the procedure

they received during ANC and delivery felt very much nece¢Bagyre 5.4).

(
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Figureb.4: Patients perception about healthcare delivery chtadstics

5.2.5.2.Nurses are partographing and charting thethers progress though facing some

challenges

The nurses showed awareness of the need for proper documentation procedures as a way of ensuring

goodQoC

z -

0PA GBS ljdz-rt Ade OFNBXP Aa
2 0dzY Sy G(RODINDKAP Q
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dzLJ |

YA RS A FQROBDICKS dzil

In that regard, the nurses noted that sometimes there may be some challeged: (i K 2 dz3 K
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staff to enlighten the nurses on the procedures of monitonmgmenthrough partograph¥® S @Sy t A 1 S
now we might even assign either amern or a student after we give them some presentations to do.
{2 FFASNI GKS NBLERNI AF AG A& LI NI 2@ROURDGHACR vy S LIS N

Equally, the challenge that some HCWs across the facilities were facing, especialg} fatdities,
was that mothers would come in second phase of labour; hence, HCWs were conflicted on the

importance filling the partograph:

W 2dz {y26 I Y2GKSNJ gK2 0O2YSa 6KSy akKS Aa Ay I C
partograph for monitoing of labour. The only time when you are not able to monitor if this one

who finds you in second stage. But any other mother who comes at four centimetre and above
daK2dzf R KF@S | LI NI23INFLKD . dzii F2N 0KS 2538 6Kz
I OK2AO0OS 0SSOl dzaS ZMESI2MGHE) F2dzy R 82dz G§KSNBQ

5.2.5.3.Facilities and HCWs are bearing the brunt of the burden of increased numbers of

mothers seeking LM care

As noted by a majority of the respondents, facilities were bearing the brunt of the burdéme of

increased number ahothers due to LM. As highlighted BR019FLMHBhe numbers ofnothers are

WONF T &X KAIK XGKS aK2NIlF3asa 2F aLlk O0S I NB SgSy Y
meant to cater for 20 mothers, in a day we are admitting ab&to 80, so we are bursting through

0 KS & Askconfirmed by mothers in the FGDs, this It has led to inadequate space and increased
workload for HCWs:

WL ¢ & ASNBSR Sttt GKS 2yte OKIFfftSy3asS ed SELISN
at 4:00 but during that period, there was no one to help me, they were kind of busy. That was the
OKIftSyasS L FFOSRYX S@Sy ¢KSy e&2dz NS LINBiaaSR
& 2 dAPQDO0SHB)

R4:] see it is okay but what | can addhat here in the clinic with pregnant women you might
FAYR 2yS ydzZNES YR 62YSY IINB Ylyeéeod {23 &2dz FAY
nurses at the clinic it will make work easier and women will not get tired at the clinic. Those who

camS Sk NXé& KI@gS (2 ¢l Ad FT2N (K@EFGH3EARH2 OFYS 1+ GS

As further noted byR019FLMHRhe hospitals are overwhelmed becad 2 S NY YSy & K2 & LJA
GdzN}Y Fyeo2Re lgled 90Sy AT (GKSe& 02YS NB R Fi KIKS YR
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g2dAZ RyQli 06S yAO0S (2 GdaNy GKSY I ¢lF& 0SOFdzasS GKAaA
02YS KSNB vzailfexOtyyzid FFF2NR LINAGIGS KSIFfGK Ol
questions and they will ask questiagns 2 ¥ O2 dzNAS A0 Qa y2d L} SIFal yd o dz
Hn O0SRazX @2dz KI @S c n ThedntknSmslvere saifp@ted@thelresjoidénts 2 dzi K
at the national level who equally noted that the increased workload was more particakeuked by

the nature of work in the public facilities where the HCWs had no choice but to serveothers and

meet the required utilisation targets:

WF2NJ GKS LIzt A0 FFHOAtAGASAX &2dz FNBE 20SNBKSE YS
thal 3I2 Ayid2 OftASyidQa al dAatrOlAz2yd {23 @&2dz KI @
2F GKA& f2y3 [[dzSdzS NB3IIFNRf Saa 2F gKIG AG GF1Sa
have targets that by the end of the day, the utilizgtio NI (i S & K 2 dzf RR@BZIDAG)KA & 2 NJ

However, soméower-levelfacilities are adapting to the huge workload¥iasing awa§he mothers

because they are overworked leading to overburderiigherlevelfacilities or a gap in delivery:

WeKSYy LQff 3IAGS &2dz Iy 2iKSNuflyEwe Yiaw réalizadhursey 2 G K S N
are sending away patients, the mothers who are coming to deliver because the work is too much.

{2 L R2yQil (y26z &2dz R2y Qi fpriyakgmayp&tBeyBo bdck 2 4 S L.
K2YS YR RSt AGRBSFLENE Y K2YSdQ

But interestingly, because of the high numbers of mothers coupled with the shortage of space and
staff, the facilities are working way beyond their abilities and to manage the work®aen the
workload, a common theme across the three facilities is that there is a rise in burnout amongst HCWs.

In fact, the HCWs are having to work extra hours:

w2 8§ g2N)] SEGN}Y K2dzZNEXeé2dz 6Aff FAYR SIOK OF NB |
AdadzS 27F 0dzNY 2 dAR018FRAMHBY) a2 O2 YAy 3 dzLJQ

Ol dz

(s}

Y,
0SSO

Q)¢

§ e2dz FAYR YdzOK +a ¢S styd G2 R2 GKIG
2F (KI G c@ATIAMHBE N £ 21 RZ &S+ KQ

(7))

- dza

While the HCWs have acknowledged that the policy improved how ahidities were managing
complications, both the administration of the hospital and the HCWs are giving their best to ensure

complications are well managed:
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Because maybe for example she comes up with a chronic infection, that also means the
administrationwill spend more money buying an expensive drug for her. But you see the moment
aKS 02YSa 2y GAYSI SINIeée Sy2dzak a4KS (y2ga:z

Y2NXYIFftade {KS gAtt O02YS KSNB 2y (r¥cBettd 25 ak

$SS1a 32 G2 GKS K2 aLh il -dedidn veryisselygvery dimple she go&sNB ©

K2YS® b.! RSO2y3SaGSR KSNBzZI b.! Fftaz2z (GdKS OK2NA

¢ (RO12DICHC)

Y DRay, and for the complicatiotisat | see on the charts as well, how do you manage them and

even record and claim for them...;R:C2 NJ G KS Of FAYAy3 ¢S R2y Qi 1y2

full stop. Even if she comes with complications, we try our best to ensure that mother goes home
al ¥ SoOuk Xothdrsbare happy, we handle them individually. Even if a mother comes here, we
R2y Qi aSyR KSNJlgleod ,2dz 1{y2¢ a2YS 2F (KSas

R2y Qi ySSR Y2ySeod 90@Sy yRO®DIBHC KI @S O2yaidl yi
5.2.5.4.Migration from another county causing workload

While workload was a common theme amongst the respondents, the workload in the county of study
could have been contributed to by the influx ofothers from other surrounding counties taking

advantage of theounty boundaries and proximity to the facilities:

WIA1S L ¢2dzf R (St @2dz2 KSNB gAlGK2dzi FSIFENE Ay
and half are from our own. Like the report, | got this morning from [referral hospital], they had
sixteen admissions in maternity yesterday, eight were from Nairobi county and eight from
Gatundu. And you know how far Gatundu is from Nairobi. Kiambu the same, you get twenty,
twenty like that. So as much as we are trying on our own of course with the irdarxritever be
0KF G licdROI6GILR)D Q

5.2.5.5.HCWs are reducing the time they allocatenpether

Given the workload that the HCWs are faced with, the time that they allocate to providing each
mother with care is now reducing and even soover-levelfacilities are chasing awayothers for

they have burnout:



WYwing to the fact that the patient numbers are higher than the health workers, so the burden on
GKS KSFfOdK @¢2N]J SN Aad Y2NB® aSltyiy3a (K& GAYS
(ROO5FLMHA)

WL GKAY]l 0680l dzasS 2F (GKS o0dzNYy 2dzi | f&25 @2dz 1Y

clients that come in because again at the same tig&035DA0)

5.2.5.6.Nurses are multitasking and handling many roles amidst the challenge of human

resource

Nursesare going over and above particularly in health centres when they have to cover both nights
and day shifts in addition to handling other hospital consultations at nights, and still referatieers.
Despite the tasks being their roles, the constrained bemof nurses is making th&taff rotation

allocation challenging and hence they have to multitask amidst the challenge:

YWLiQa 2yteée (KS ydzZNESa ¢gK2 |NB 2y yAIKG Rdzié X X{
you see now if they are so busy likerdn was a night we had seven deliveries during the night,

and there was a referral, you know if there is a referral one nurse escorts the patient to [referral
OSY(NBBXXd, 2dz 1y26 (GKS 2GKSNJ ydzNBES Aa adiN} AySR
some mothers delivering and even monitoring. You see now there is a challenge because if they
FNE a2 Ylyeées 20aSNWAy3 (KSaS Y2G0KSNR I|yR I|fa
complained because if they are in some other delivery maybe it will take 8me, the others

gAft 6FAGT (GKS@ ¢ROUATDICHAY I NI O2 YL FAYAYy3IDQ

Besides, because of the challenges of workload, even the nursdsige of both department and
hospital administrations are forced to do the actual haatisnursing practice ratir than just stay in

the office doing administrative work to ensure that the services are timely provided:

Because most of the time really like when it is so busy, | usually work this place so that | oversee

the other areas. Because when you go therewidlunot be around this place. And | do feel you

are supposed to assist when there is somebody. So there is also the issue of shortage, like today

we are so many, at least we have covered all areas. But other times we report like three people,
soeven likeCt = | LJX I OSXsS KIFI@S (2 62N] KSNB¢g FyR 3:
(ROO7DICHA)
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To overcome the challenge of workload in the hospital, the nurses in the maternity wing are also able

to call for help from other departments when the work becomes ovesiming:
WwgS OFff KSfLI FNRY 20KSNIREOSDGHBLI YSyGa 6KSy AdQa
5.2.5.7.HCWs are adequately motivated to work despite the challenges

Despite the challenge of more workload, the HCWs are motivated to work more because they perceive
that the more theefforts that they put in the providing the service, then the more the money and the

funds that the facility will make:

Yt has, one thing the policy of Linda mama has motivated the staff. At least we know that if you
put more effort there will be more fais on the facility, we will get more commodities, we will be
compensated for escort [referral] and lunch. So, it will be more comfortable for us, so that is one
i K A ¢{H003NOHA)

Also, the hospital i#tharges note that the despite the high workload, yhieel that the HCWs are
motivated because eithély 2 2y S K| §(REOZDYCHED thattii RIOWSs present a perfect

picture during supervisions:

WSPSy GAGK GKS Ay¥FfdzE 2F LI G AlSwulddhink tha2 e FA Y R
motivationsO2 YS FTNRBY G(GKS 2dzi02YSa Ay o KBedaGs@ebNd (1 KSe X
gKSy @2dz 32 G2 R2 fA1S | &dzZISNBAAAZ2Y AYy YI G§SNYy
overall report of how many deliveries have been conducted this month, you se¢heyeare

proud telingyoud b2¢ ¢S KI @S A2y S dzZlls 6S | NBSoddaa i | 02
FSSt GKSe IINB y23 RSY20A0I GSRX (KSe ¥F¥SSt S@Sy
FNB Y2GA G 3SR @ROAKLMHBR)Y Rl al YI ®Q

Infact, the other cadre of HCWSs such as department clerical officers, across the sites noted that amidst
the challenges, they are working beyond the stipulated hours either to support provision of LM
services or to work on the batching of the claims and emghat the hospitals are receiving timely
reimbursement. However, they face a challenge with the inadequate number of hardware such as
computers. HCWs and clerks know how to plan their days and work even amidst other motivation and

satisfaction challengesf the salaries:

Wi f20 2F 62Nl = | f280 2F GKAy3Iaoe L R2yQi &t yi

to jump to January, | have to make sure | have processed everything | have submitted everything.



Sometimes | work after 5:00, sometinideave the office at 7:00 or even 8:00 pm, if | have a lot

2F ¢2N] ® .dzi NBlItfe GKS alfrNBE A& y20 Y2aA0F 0

02t t S 3dzSa &(ROLICRACG K2aLWAdlF f Q

Also, both the HCWs and hospital clerks despite the vimikg a lot, feel they are adequately
motivated. The only challenge is having to deal with inadequate and insufficient infrastructure

required to meet the demands, and it is altering the motivation of work as noted by a clerk in facility

C:

By the way | do it, me actually | am happy with my work because maybe some people find it hard
because you see like | told you Linda Mama claims they there many than in patients and maternity

NHIF, those who are using NHIF but even if they are many,dkayi S| 8A SNJ 02 LINR OS
SFaASNXY LG R2SayQi YIGGSNI g KSGKSNJ GKS@ | NB Yl
0KSe& R2y QiAslgng SsRokay di@tkd dan say if they are enough equipment like enough

YI OKAy Sa Al QaeystSdddhe Boimaéndl git dowd &ndl Izl that | am doing my work,

L OFyQi S@Sy y2 YIFGGSNI K2g YdzOK GKSe& NB tA71S

am concentrating. But you see when | am doing it and maybe someone else wants to uke now,

1SSL) YAYST L K2fR (G4KSY YR 6 A lic(ROBNOHCKSYX @& 2dz

A majority of the HCWSs across the three facilities, noted that they are adequately motivated and
energised to provide services to an extent of running the wardsealoithout the support of other
nurses, and forfeiting their lunch time (working without foo@hiswas confirmed by thenothers

who also indicated that the doctors went above and overboard:

W[ SG YS aSSs> GKSe 32 2 OSND 2 MR Mutydeondithglikes 2 dzf R
M T X-U7pdeliveries. So, you find this nurse is conducting around 8, approximately 8 deliveries
alone. And finding this nurse has to monitor this mother from admission, delivery and postnatal
and also the baby, you find they geesboard.But when we looked at that initially, like our nurses

in maternity, they would not even break for lun¢hey would wait until now the shift is over, they

0 NB k£ (RGREFLMHB)

R7:Where | delivered is here and the doctor, | got was good. tnHaavas in night shift and he

gla t1r4S 0S0OFdzaS 2F YSO® L ¢ & (FSBOWHAOSR ¢St =

Somemothers reported that the HCWs served them even when it was not their working shifts which

signified dedication to work:

21¢€



R4:| camehere at 2:00 pm and | got a doctor who was in the morning shift and the other one
was changing. So, | told him to serve me, | wanted to deliver. He dressed in a hurry and came to
K St L (FGDO@HA)

5.2.5.8.0ther additional forms of motivation of HCW

Some of he factors that the HCWs indicated as a source of motivation, rather than monetary values,
were the acts of the both the county administration and facilischarges. For instance, in facility B,
the department in charge felt that the administration prded them a listening ear, and acted on

their grievances part of which included renovating the theatre and expanding admission area:

Wg2NJ £ 21 R A& orNdplofihens is oup &f te& Aril Kt least we are listened to when

we at least raise somettilz & S| K | at @&styiv® GeNdgtdénéervice operating because of

that | mean theatre. So at least it was moved from here the squeezed area to that place and then
0KSNE ¢l ayQi o0SRZ AlG 61 a ONRAAKGI® MRBISHK WHKKISINBIONS
just suchcx, (ROO1DICHB)

The response was further confirmed by a respondent from the county who averredtBay OS Ay |
GgKAE ST 4SS OFrftt GKSYXZ KI @S oOoNBI1Flrad YSSGgy3aa oA
(RO16CSLM)

With the listening ear, the HCWs felt that there was provision for adequate equipment and supplies

to the facilities and that without having to improvise the old equipment:

{2 L GKAY]l 6AGK 06S0GGSNI Sl dzA LILIA ¥ BvedtBinzyduy 2 6 @& 2
need. | think that is more than enough because you are able to do what you are supposed to do,
NI KSNJ GKIFy glFadgAiyda GKS GQROBINOHNE Ay 3 (G2 AYLINE A

The other source of motivation (discussed in detail under sections¥ah SLBSs) is that workers are
happy when their burden of work is eased and departmentharges are doing so by employing
additional people on locums, provision for training opportunities, recognition for risking their lives at

night during referrals tother facilities:

WA1S F2NJSEFYLES 22dz Oy &l & 6KSsométngzuNB FSNI |
32Sa4 GUKS NRala | yR @& ?Phdse toNiBuouBMESCodtfuous Mi&dicat G | G A 2
Educatio, I Y R & K 2 NZ(RODSNO#HE S & & Q
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WY, SOl dzaS S@Sy 2y ydaNBAS (GNIAyas FOGdzfte ¢S L
department she is workindf it is like breastfeeding, we take the nurse who is usually in the
LRabdylralrtf aARS® ! yR 2y 0S (K Agabagkdeednéke itlalldduty & Ay
FT2NJ KSNJ (2 085 SRdzOI GAy3 ( KQROXEUBHEINI 2y (K2aSXx2y

However, nurses noted that involving the HCWSs in decision making is another source of motivation in
that the HCWs perceive that if they are involvédyould give them a voice to raise an opinion on

how the work needs to be done:

WYl &80S 6S 62df R KI @S O2y(iNRO6dziSR (2 G(KA&azZ @&Sa
0SSy R2yS Al O2dz R KI @S 06SSy 0S5 c&Nileakthey (KS ¢
O2dzf R KI @S Ay @2f OSR JiROI4NOSBC)LIS2LX S 2y (GKS 3INRdzy

5.2.5.9.There is some Inadequate motivation and job satisfaction among the HCWs

Despite the positive motivation among the workers, there are also some evidégndemotivation
and dissatisfaction among HCWs. For instance, HCWSs noted that, while they are well charged to

achieve the objectives of the work, they feel inadequately remunerated:

w2 S | NB dzy RSNJ LI ARX &@SIK fSi Y Sfwoike&oulséelike oA (K :
GKS GAYS @2dz OFYS Ayia2 GKS 2FFAOST L 6l@ &2 0d
(RO11COHC)

Similarly, the ircharges' of the maternity departments, who are also HCWSs noted that they are
demotivated when they prdde the services and do not get reimbursed for it; hence, putting them in
a precarious position of dealing with hospital suppliers. With such untimely delays,-thaiiges

were having a strained working relationship with the hospital suppliers and emeksb

You are doing your services and you are claiming but you are not getting the benefit of your work,
so it renders even demoralizing the people who are in charge of the wards, the mategdyse

the same they maybe they may work out of their waysthere are no incentives to thermsp it

might demoralize them and the same might demoralize even the suppliers who do supply us with
the goods that are required but we might fail them because lack of funds and lack of Linda Mama
wiring the same back tthe accounts, it might as in it actually demoralize even the suppliers, some
of them do cut off deals with dealing with the facility. Because we do pay them very late and

a2YSUAYSaszs (GKS& R2 | G(ROD6AGHAR y G SNBal Ay GKSANI O
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Equally, the HCWsted that some elements of the workload were demotivating. For instance, they
felt that despite having to multitask and handling of referrals at all hours of the night, they still had to
come back to the facility after referral to carry out their dutiesetiwere waiting for them, and which

they felt they were not adequately motivated for:

We are not motivated because you can refer a patient at 2 am and you come back. You find your
patients are still waiting for you and the nurse you left is really ovelmvdd by work. So we are

y2i Y2 it RABNOSR Q

5.2.5.10.Facilities are struggling to employ specialist nurses and other HCWs staffing

challenge

The facility incharges noted that they had a challenge of hiring specialist nurses to take care of the

growing nuniers, which could have been exacerbated by the lack of specialised units:

WhS2ylaGrttez ¢S O2dzZ R y20 YIlIylr3aS G2 aSa dzd |
. SOl dzaS ¢S FSt4 GKS o0FroASa 6SNBE az2xgStilgsia az

a2YS o0Flo0ASa gAUKXgK2 YAIKEG y20 a02NB ¢Sttt {23

able to assess for us these babies even in good time even when we refer, we refer in good time.
And that we have gotten a neonatal nurse, even if wg @i KI @S | yS2yIl Gl €
YyS2yIl il ¢(ROZOEMNBHE ¢ Q

One incharge noted that, while the facilities had installed an ultrasound machine to meet the needs
of the pregnant mothers, there was a gap in trying to identify the person to operatalisustainably

pay the staff. The county promised to intervene:

W f GK2dzZaK GKSe 31 @S dza |y dztf N} az2dzyR YI OKAYS A

it and also the infrastructure. But if we get somebody you squeeze because our mothers, we really
want them to go for that scan because we send them to Kiambu, some opt to go to better care,
you know even travel to Kiambu. And also, they pay, | understand they do pay. So if we have one

it will really assist us because sometimes at the clinic you kveare supposed to do it and we

NEFffe ySSR UKFIGXXXsS gSNBE IALPSY FTNRY UKS O2dzy

they had said they will train people that is what they had said, two people. Before around April,
so we are still waiting, whethér K S& gAf t LR a0 aA2RBPOECRA)I 2N GKSe



The staffing challenge particularly in the level 3 facilities are hard to deal with because of the rules of

staffing where, despite thighnumber ofmothers, staffing cannogo beyond a certainumber.

W, dzi L GKAYy|l AGQa y204 06SOlFdzaS 2F GKS [AYRF al’
been a level 3, although they said they will add us people. But you see now they cannot exceed
the number of staffs in a level 3. Ifitwas alevélK S& & 2 dzf RRODADICNA | 4 S Q

5.3. Experience of care

This section considers the experience of maternal care under LM policy based on the services
provided. It categorises the experiences as either good or bad, based on how it madmtiers

feel.
5.3.1.Goodexperience of care

This subsection starts by presenting results from the positive perception of maternal care from LM

policy.

5.3.1.1.In overall majority of thenothers are satisfied with the services and would consider

future delivery in the same facility

Resuls from theElshow that in overall, a majority of the mothers (84.2%) are completely satisfied
with the services they received. It was established that almost equal proportion of respondents from
the three facilities, A (85.1%), B (80.9%) and C (85.2%) emnpletely satisfied with the services
provided. On the other hand, a higher proportionnobthers in hospital C (74.4%) than B (66.7%) and
A (74.1%), would consider future delivery in the same health faddigu(e 5.5.
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Figureb.5: Overall satisfaction and future delivery

5.3.1.2.HCWs are perceived to have positive interpersonal qualities rioptines

A majority of themothersin the Elhad a positive perception (agreeing and completely agreeing) about
the HCWs as being very open (94.34%); compassionate (90.58%); respectful (95.46%); devoted
adequate time to themothers (94.18%); and are very honest (92.00Bgre 5.5.
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Figureb.6: Mothers perceptioraboutthe HCWénterpersonal aspect of the HCWs

In addition, a majority of the women in the FGDs across all the facilities indicated the HCWs were
empathetic and friendly. They noted that they had had a good experience and that the HCWs were
RAyY X ¢ SHEGODO2NENARDthe nurses werekay;i KS& 6SNB a20xlf | yR
(FGDOO6HCIror instance, in hospital B, mothers felt very secure because the HCWs were empathetic

and held their hands, and gave them a good treatment:

R3:Yeah, lcame h&X ' yR (G(KS& GNBIFIGSR YS yAaOStez L RARy
K2f RAy3 YSI &SI KcEGDPREBfR AlG G2 6S 3I22R0Q

The good treatment came in the form of warming the food for thethers if and wherrequired as

postulated by one woman in the FGD:
R2:Even me when | was here it was nice, | delivered well, the doctors have been good, the services
GSNBE yAOSd® . SOlFLdzaS S@OSy AT az2yvySz2yS OlFyQd SIKd |
2

the food fdNJ & 2 dzd { 0KS SHEGBMWIHA)Y OS 461+ a&4 IJ22RPQ
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Other doctorscalled for assistance for the baby and in emergency scenarios when they were not able

to handle themothers at the time:

R1:What | can say like when | came once | got a certain doctor ahthk there was an
emergencyl YR L 61 & F2NOSR G2 61 AG o6dzi L RAR y20G Gl
gK2 OFYS KSNB |yR L al g (KS& K| @ECDOBHAG NA Sy OS o6

R3: After delivery, they took the baby and put himewé they normally put them and then you
are told to leave slowly and go shower, they did not yell at people the way you would hear mothers
O2YLIX I AYyAy3a Ay (GKS LI &ig(RGRUOGHC) i KS& ¢gSNB o6SAy3a &

5.3.1.3.Prompt services during emergency

There was a fling among thenothers that the doctors gave them a priority when dealing with them

especially when there were some prompt services to be provided to the mothers during emergencies:

R1:Let me just say that it was okay because like they served me wellid® of the problem |

had. | was that the doctors | met were very good and they served me fast because they said it was

Fy SYSNHSyOéX ¢KS R20G2N¥» |, SIK®d 2KIFdG YIRS YS |
went with made sure that | was admitted abécause it was an emergency, he made sure that |

went to the theatre and it was CS. So, he did not leave me alone, when he left, | had been admitted

and everything was okdy RR®By the way, | did not sleep on that day before being assisted. |
cameonWRYy SaRl & G plY FYR 6@ HLIY L 61 & FfNBIFR& A
¢ (FGDO04HA)

5.3.1.4.Caring for the baby and making tmethersbed

The HCWs, as perceived by the mothers, showed them some caring especially when it came handing

the babies to thanothers who were already tired and exhausted from the experience of birth:

R1:Because they brought my baby cleaned from the bloodstains, dressed and very clean. So, |
Olyy20G al&xFT2NIYS (KSe 6SNB OSNE ATdzZLRIMNE A SS o L
was good, | delivered okay and | was given the baby nicely. But in dressing the baby you know it

was small and | asked the doctor will | manage this one, after that | was treated well, they even

changed my bedsheet, dressed my baby, y@&axGD0O01HB)

Themothersalso felt very nice when the doctors and nurses were making their beds:



R2:They are good, if you go with a problem, and you need someone to wash the baby they wash
0KS olo& F2NJ &2dz2 RNBHRGDWWARB)Y ® ¢ KSe& YIS @2dzNJ 6

5.3.1.5.Mothers were told about the procedure

Somemothers are happy with the fact that the doctors explained the problems that they were facing

or that they were preparing téace, and this helpedo relieve some anxiety:

R5:1 delivered here, | came on Saturday around two in the morning and | struggled before getting
the baby, and they told me | would go to CS but at the time the CS doctor was not there. | waited
and they added me water then | delivered here. | saw they justgood, and they serve people

% S f¢{(FEODO1HB)

Wwhiy 61+ a&a 3F22RP ¢KS R2030G2NJ ¢61&8 3TF22RT KScili2fR Y
(FGDO04HA)

However, some felt that the hospitals did not quite explain the expectations tonthibers:

R1:Sq some hospitals you are told you are a CS patient and they have not tested you to see if

82dz Olyy2d LldzaK | o6l o6& 2dzid { 2¢(BGDYOSHBK2 & LA Gl f &

5.3.1.6.Mothers appreciates the firmness of the nurses and the experience from older

nurses

Some women acknowledged that they had received a firm treatment from the nurses because in their

perception they were focused on helping the babies asiwathers indicated:

R1:They treated me well, you know there are places you see they must bstadbibecause

they want to help the baby, no matter the pain you are through, right? So, | cannot complain
because there is a nurse that helped me and took my child because he had a problem with
breathing, she rushed him and put him on oxygen, and shged my baby RZXKYeah | liked

GKSY 0SOldzaS Y& o0loé KIFEIR G4KS O2NR Syidlyataiyia K
(FGDOOGHC)

Themothersperceived that the older nurses were providitmgm better care than the youngers one.

Theyacknowledged that they knew how to talk to them:
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R5:The doctors treated me well, and the nurses who are older serviced us well but the young ones
GKSNBE y23 R2Ay3 ¢gSttXd L YSIYy (GKS &2dzy3 ydz2NASaA
therewere6 RSNJ 2y Sad ¢ KSEGDAWEHEB R a2 YdzOK®Q

5.3.1.7.LM works for breastfeeding and family planning

A common theme across all the FGDs was that the nurses were courteous enough to the patients and
supported them during breastfeeding in addition to teaching themvtio breastfeed. One mother

said that despite the challenges of having to undergo CS, one nurse held the baby for her to breastfeed
when she felt that her hands were numb:

R2:You now like us who went through CS, so by the time | leave the theatre thésbaingry

KS Kra 2 FTSSR® {22 AlG ol a adzOK (GKFd @&2dz I NB f
anything. So, there were nurses who held our babies and we breastfed them, they would show us

how you are supposed to breastfeed the baby. Likefwvhe 2 dz OF y Qi aAd dzLJx GKS
fA1S GKIGd {23 c@FCDOHBEBE (I dzZaAKG ¢Stf ®Q

The assertion of training was confirmed by a one facility manager who noted that indeed the hospitals

train and empower the nurses with breastfeeding knowledge risuge that they in turn train the
mothers:

WIyR 2y 0SS (GKA&a ydz2NES GNIAya Ay GKS oNBFaldFSSRA
SRdzOF GAy3 G(GKS Y2GKSNJ 2y G(GK2aSX2y oONBIFadFSSRAY:
we tell them when thg are in postnatal, they try to identify, there are mothers who are okay with

ONBFaGFSSRAY3IS (KSe KIFIGS y2 IGRR2ORLEHB) LI2aAGA2YAY

The mothers reported that they received adequate training on procedure and the duratioreas$t

feeding. In addition, they were taught what to do in case the baby was facing some complications

which they felt reassuring:

R4:1t was good because we were even told for how long to breastfeed, fifteen minutes, how to
hold him, if he throws up whgou should do, how to support to swallow the milk, things like that
> S $SNB (k@EEDRAHBI dzad FTAYSP®Q

One of the hospitals, was even reported to have demonstrated to the mothers through a video on the

procedure of breast feeding which they peneed as very useful and helpful:



R1:Let me say in the morning the doctor came and asked if we had questions and we asked what

time the baby should be breastfed, and he told us anytime the baby wants. And then they showed

a video that showed how childrehauld be breastfed, how to place the breast to their mouth and
GKAy3a tA1S GKFEGe 'yYR GKS Tl YAf &(FGHOOANAY I 65 &

In addition to breast feeding, in the public hospitals, the mothers were also taught about family
LX FyyAy3ds K2g¢g G2 oFakK (GKS oloeQa O2NRX |yR S@Sy

another facility:

R1:Actually, what | can say is you are grouped, and you are taught how you are supposed to
breastfeed a baby, yeah

R2:And about family planning, all that.

R3:They wash the cord.

R4:, 2dzNJ L | OS Aa 3F22RICEGRRBHEAI R y2iKAy3 fA1S (K

5.3.2.Poor experience of care
This subsection presents results from the negative perception of maternal care from LM policy.
5.3.2.1.Inadequae preparation for birth by the HCWs

Somemothers experienced that the HCWs were not well prepared to handle the birth of the baby as
they never had the birth equipment readily laid. For instance, ma¢herindicated that she had been

told not to push thebaby as some materials were lacking:

R6:So, | went and delivered but | felt they were slow, they were well prepared. Because you are
FSStAy3d G(GKS o6loé O2YAy3d odzi GKSe& FINB GSttAy3a e
buttheyareteling 2 dzX a2 AG F2NJ dza G2 G11S GKA& YR (GKA:
GKSe ¢SNB y2§FexdSHB) LINBLI NBER®Q

5.3.2.2.Some hospital support staff are perceived as unfriendly

Across the three facilities, the support staff played a key role in shapingetcteption of thanothers
particularly in maternal care. For instance, in facility C, support staff were perceived as being non

friendly and norempathetic:
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R4[A1S GKS LIS2L) S ¢gK2 Y21 06SOFdzasS FFG4SNI GKS
hold you and you have no one hold and they tell you to wake up and remove your beddings and
€2dz OLyQid LY FRRAGAZ2YS ATFFSRMBA)NE I GSs GKSe@

Ywywhat | saw, what he did to me, when | was experiencing labour pains, | was told to go to
theatre, and | told him | cannot walk. He pushed me like a cart up to the theatre. | told him | cannot
gt 12 KS Lldza KE@EGDOSBHB)A 1S I f 2NNE®Q

5.3.2.3.The laclof communication of treatment plan after delivery

Themothers felt that there should be a clear communication of the treatment plan immediately after
birth and not waituntil they weredischarged. The plan would help in easing the pressure from the

mothers and lessen the potential mistakes of management of the babies:

R2:can public hospitals offer services like after you deliver your child they wash it for you and
wash the cord immediately instead of waiting for two days until you are released for koowo
how to wash the cord yourself because | did not know. So, | was asking if they can show you before

@ 2 dz 32 ¢ (RGDINRHBY

A clear example of lack of clarity in the communication plas a story by onenotherwho indicated
that because they didat know how to use the cord cleaning medication, they put it as a nose drop

and they ended up in hospital as an emergency case:

R6:For my child there was a time | put thedtd on their nose. | did not know; | asked my husband
to pass me the medicine atght thinking it was a nose drip. So we thought that was it and we
FRYAYAGGSNBR (2 KAYXZ 6S 4gSNBcFeDMIB® (2 oNARy3d i

5.3.2.4.Food is inadequate in some hospitals

Some mothers especially in facility A in one FGD interview revéaédespite having a good birth
experience in the labour ward and not paying anything for delivery, the food provided particularly by
the support staff postlelivery was inadequate and unwholesome. The irony is that while facility A
was the least overcrgded for delivery, the food seemed inadequate because the other mothers who
delivered in facility B and C noted that they had been fed well. Some mothers in facility A said that

appetence for food could sometime last for a whole night paeivery:
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R2IFfaz OFYS (G2 €SFENY Fo2dzi AG KSNB i GKS K2al
Ad 22 tAGGES F2NJ b LINBIYlLyYyld s2YFyo LGQA G NHSS
then they serve it very early, when it reaches 9pm younangry again.

R6: The birthing process of the birth is good, they are very encouraging, but the problem is
nutrition, they should look at that. They should know after a mother delivers, the stomach is

empty, they should work on that.

R5:Iwillalsosayi Kl 1 ydziNAGAZ2Y A& y2G 322R® L s+ a& BAGK
R72¢KSNE ¢l a I RIF& L adl8SR KSNB ¢gAlGK2dzi F22R
I: When did you come?

R7:1 had delivered like today and | spent the night. The next day the baby was examined, and he
hadaF S@SNJ a2 L O2dzZ Ry Qi 32 K2YS® ¢ KJFRGDFOAHAK (I L R.

Some mothers also in some private facilities equally experienced the lack of food. For instance, one

mother noted:

R5:1 went to the hospital at 10:00 and | wasso much pain, so | went, and they took me and
FFGSNI 3SGGAy3a GKS OKAfRI Ay (GKS K2aLAdGFft GKSNI
0l GK | YR ¢EBDO3BEA)G & DQ

Therefore, the mothers resorted to having their relatives and family togothem food which was

aggravated by the weakness they perceived after delivery:
R2: S&as L KIFER G2 O f fcHGPWSHAY SO dzaS L FSt G 6SI 1o

R2:L OFyy2i aleé GKS T22R Aa 3J22R:X GKSe R2yQi f 2
fA1S L aidlreSR F2NJ dKEBHO5AEG)ea YR ySOSNI 320 F22

However, an informal conversation with the administration post the FGD, revealed that tla@dest
of food inadequacy may have been caused by the support staff who despite the facility planning for
adequate food for the whole hospital patients, may have rationed the food further. The sentiments

were confirmed by support staff but not indicated thencrete reason for the same.

However, despite the inadequacy of food, there are some mothers from the same hospital who

acknowledged that the food was actually good:

WwoY ,S8IK=Z AdG ¢ta 3F22R: L +FiS 3I22R lthekeyr@a s I yR
3 2 2 REDO03HA)
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5.3.2.5.There is oveerowding and bed sharing leading to lack of privacy (congestion)

Congestion, as a result of the policy was a common theme across all cadre of respondents. In order to
deal with the high numbers ahothers particuarly in the level 4 and five facilities which were fairly
overcrowded, themothers shared beds as a way in which the hospital resorted to dealing with the
high numbers. Whilg¢he level three equally facednincreasein numberof mothers particularly for

ANC and delivery, thmothersdid notshared beds:

w2 S RSIE 6A0GK GKS ydzYo SNEQROIOFIMKIBE | NB Yl yes (K

WGKSNBE Aa &aKFENAy3I> @8SIFK L ¢g2dAZ R aleée GKFG odzi 2
Ofcourse, w¢y SSR Y2NB 2F 0SRa X06SOlFdzasS 2F 02d2NBRS (KS
FNBE 2F O2dzNB S cBROIGBGMNBHBA I SR 6SF

The finding from the HCWs was confirmed by the mothers in the FGD who noted that, the hospitals
gave a bed priority to motheraho had had CS over normal delivery. Besides on CS mothers were
allowed to sleep on the bed alone in addition to having a special monitoring room. However, the
mothers who had given birth normally, were forced to either share beds with other mothersew sle

on the floor with only the babies sleeping on the beds. The problem was particularly in the public

sector:

R30dzi GKS LINRPofSY L F2dzyR KSNB Aa O2y3aSaidrzyXo
GKS FTANRG G§KNBS K2 dzMieXatiedtiréedmud we were tw pddple dnthel 6 SR
bed. And from there the room we were taken too we would sleep four people with children, six
people like that in one bed. So, | would say the thing | would like them to improve are the beds
mostly for CS pients. Yeah, because | left there with a back problem because | cannot sleep, you

are forced to sit, you sit for the child to sleep. That is what the big problem waXR8:{balso

said | delivered here but the problem | got here was sleeping. | delitrtemigh CS but after the

I{ 6AGKAY &AE K2dz2NB 6S 6SNB &t SSLMAy3I GKNBS LIS
(FGDOO5HC)

The sharing of beds, according to the HCWSs, was altering the quality of service provision and even had

a potential of introduaig nosocomial infection amongst theotherswhich was of significant concern:

Yo@Sy & YdOK |a @&2dz glyid G2 SYLKFaiAil S 2y | dz
g2YSy 2y 2yS 0SR® ¢KA&A 2yS R2Say Qi opdrfinfeSs (KA :

this one loves perfume. All those three you will put them on one bed, and they are supposed to
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sleep with their babies, what are you doing to those mothers? So, they will end up even bothering

you, because they will complain, this one has ddgdta > GKAa 2yS KlIa R2yS

(RO18FLMHB)

Additionally, a majority ofhe mothers confirmed that the congestion particularly in the government
facilities did not make them happy and was forcing them to seek care elsewhere such as private

facilities. Such sentiments were also echoed by the national respondents:

Ywo Y doeldliKe td_tell gou this hospital is very good, if they could just improve the beds,
those are the only things that stress us and the wards for pregnant women who are delivering.

That is the only stress here. There is no mother who would come from [th#nicounty] and go

to private or go to another county, but we are going because you come for CS and sleep while
aSIFGSR R2g6yzI &2dzNJ FSS{ & ¢ S(FGCDOOS®) @2dz KI @S y2

WiKS 02y3SaitAazy 61 a a2 YdzOKX betl $o8 Bieetthiree fodr ofi KS Y

them so literally some of them were sitting, labour wards was too full, mothers would deliver on

their own or would deliver with the assistance of whoever the helper would accompany them, so

they saw this was not possible so tiieyi F NIi SR 32 Ay 3 {((RO3IDNM)D | GS FI OAf

The experience of sharing the beds is something the mothers noted that that they did not want to

remember and if there was a solution to it, then autd make the lives of other mothers beautiful:

¥ What was your experience with sharing a bed?

RALG ol & OSNB O0FIR® L adreSR F2NJ2yS 4SS FyR
lyelGKAYy3 (G2 az2t@dS GKIG AaadzsS o2dzi 0SRx:I AT

(FGDOOSHB)

5.3.2.6.Babes are weighed naked in harsh weather condition

Despite being able to provide LM care, the lack of basic essential equipment and space was also noted

be a key driver to pooQoC For instance, facility managers noted that there were instances when the
infants and children were being weighed in an overly populated area which was open during the harsh

weather condition:

wD2 (2 al/lxX 282dQ@S 3F2yS G2 al/l IyR asS8Sy K2

weather at times, it is at times very coldthee morning but what do we do, we have to weigh

23C
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5.3.2.7.Mothers are experiencing boflinysical and verbal abuse

Somemothers noted that they had experienced both physical and verbal abuse from HCWs. The
abuse, they said, was exacerbated by the lack of clarity in communication with HCWs and were
characteristically similar across the thrages. For instance, oneother in hospital B reported that

the nurses had slapped her for being stubborn and uncooperative during birth:

R6:Yeah, | was slapped here.
2:, 2dz 6SNBE afl LIISRX gA0K GKS ydzNBSK
R6:1 could not tell whether it was a nurse or a doctor, but she was a female.
I2: For what reasons?
R6:C2 NJ 0 SA Yy X (F&MN0O043B)2 N & Q
In another instance, one mother mentioned that the nurse had tried to suture her episiotomy without

using anaesthesia vith was painful:

R3:you see someone is still in pain, they do not inject you with anaesthesia and they want to
A0AGOK @2dzd ¢KAy3Ia tA1S GKFEG INB y2i 3@2RI (K
(FGDO0O1HB)

Besides physical abuse, there veasotional abuse, which was common, especially on occasions that

the patients had requested for support from the HCWs. Some HCWSs resorted to verbal abuse:

R5:Someone can even hit you with the mop, | saw someone who had gone through a CS and they
told the nurse, they wanted to rise up, you know there is pain while rising up. | have never gone
through CS, but | saw her, telling that nurse to help her get up | was the nurse insult her and | did

y2i f Ac(FSDADKHBYI @ Q

Another mother noted that she was rda to wipe the blood from the floor using her own cotton wool

despite there being support workers, which she considered unfortunate:

R2:| delivered in public, and when | was in maternity and after you have delivered the baby, you
are in bed, you want tgo to the loo, when | wake up sometimes blood falls on the floor. You hear

42Y82yS 02v8a (G2 OftShty FyR ale @&2dz NB YI1Ay3
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me that day when blood fell on the floor, | was told to use my tissue to clean tre blwas not
KFELILkes GKFG GKAYy3 NBIf f &FCORAKBIZND SR YSE | yR A

Equally important was onenotherQ testimony showing how she was wheeled to the theatre in a

rather uncaring manner that lacked dignity:

R5:What | saw, what he did to maevhen | was experiencing labour pains, | was told to go to
theatre, and | told him | cannot walk. He pushed me like a cart up to the theatre. | told him | cannot

gt 12 KS Lldza KE@EGDOSBHB)A 1S I f 2NNE®DQ
5.3.2.8.Some HCWs subjenbthers to some unhygienicgxtices

Somemothers noted that they had experienced being subjected to unhygienic practices by some
HCWs. For instance, omeother in one FGD noted that she examined in a bed that had not been
cleaned afteruse by another mothemand another one reported haviran episiotomy and being left

unattendedfor some timebefore being treate:

R4 Yy2HKSNI GKAY3I GKIFIG L RARYQG fA1S GKSNBI &2dz
SEFYAYSR 2y FyR AdG A @rmelwasékaminéd omsd badt@ithadsen®e R ® [ A
liquid substance, but they are clébn Rld RSt A GSNBR i ONBFSNNI f K2
services at all. Because when | delivered, | was cut down there [episiotomy] and the doctor left me

for 30 mirutes. On coming back he stitched me with all that dirt, so | was not happy at all by their

& S NIZXFGB00IMA)

Another unhygienic practice and experience were by a support staff who had askethar to put

their dirty bags on top if the bed which thmbies slept:

R6:Okay, when | delivered here, | was asleep, when | woke up around 6.30. | found they had
opened windows they wanted to clean, if you had put your bag on the floor they ask you to pick it

up and put it in bed and that bed is where you flact KS o6+ o6& |yR @GKS 3I NP
(FGDOO1HB)

5.3.2.9.Mothers experienced lack of attention/care and negligence

Some mothers also experienced some form of negligence from the HCWs. In one case, the mother

reported that the doctor had forgotten to remove cottomool used in packing blood after delivery
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and that they ended; unbeknown to themg going with it home. Similarly, another mother in the

same FGD claimed that the students had equally forgotten to remove the cotton wool from them:

R3:For me there are things that did not please me. Telling students to help them then they make
mistakes and also, they should be careful. Like they left me with the thing they had blocked me
withT ~ JR&: Like in my case they did not remove thatthinganfiyh L &Sy i K2YS 44
(FGDOO02HB)

Additionally, themothers perceived that the HCWs are not giving them proper attention while

attending to them and that they feel ignored:

R4:What | can say is the doctor should listen to the patient, you see didkbe tome with my
LINPOf SYa @2dz aK2dzZ R f ACqFBBOP4AHA)2 YS FyR y20 A3y2N

Rib2g (GKSe STl YS GKSNB FyR GKIFIG R200G2NJ OF YS |
b2g KS [Fad1SR GKSYIZI da2KIF{iQa (GKS LINPaskeMeni b2g
G2 Keé KIF@S @2dz t STii KSNJ KSNBKEFADHOSHR)a ¢ KSy (KSe

One respondent from facility B reported that an HCW had neglectadtaer who ended up giving
birth unattended. In her experience, the baby was left hanging auitrcutting the cord posed a

challenge both to the baby and the mother:

YwmY {2 GKFG GAYS L OFrYS KSNB Ay (GKS Y2NYyAy3a
me at the time because there was a woman delivering there but it was at night youdoubovs

do not want to be disturbed during that time. So that lady screamed a lot, she was on induced

labour and cried to the doctor that the baby is coming, and they would tell her to shut up and go

G2 afSSLI Fa Ay @2dz ¢ 2didBRamg &8 the ioinandéldhgt @ith hedA 3 K (i ¢
legs. That is something we did not like but we did not get someone to tell. We were many and we

RAR y20 f A1 Sc¢@O0MGHBK I LILISY SR®Q

Additionally, themothers also perceived negligence as lack of assurandgeoper communication
from the HCWSs rather than just providing them with the expected support as noted by two

respondents:

R12:I came here, and they examined me and sent me to the ward. When | reached the ward, the

LI Ay 6Fa G22 YdOKe® 2KSy L ¢Syid G2 GKS 6 NR: L

G/ tAYDd (K 0SSR 68 KI @S SEI YAy Swnteéndikdzthatydil 6 S R2
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sKSYy 6S NBIOKSRI {(KSe 2f R YSz 428 KI @S SEI Y
a2YSGAYSa &2dz ¥SSt G(GKS oloe Aa Ot2aSs gKSy AdGQ
G2t R YSI d2Keé | NB @&adRRNAG &END AyKSD ded 2 2a8Nzpdz / If N 6
Ot AYod ¢KSe (2fR YST 428 NS NBFSNNAy3a &2dz (2
gAff L R2K !G4 (GKFG GAYST GKSe adlFNILSR G2 Ayadz

in the waNR PEGDO09IHA)

R62 KSYy L ¢Syl (G2 RSEAGSNE Ad ¢l a 3IF22R odzi G§KSN
and | was in so much pain, we were with him and he told me to go for clothes and | told him the

LI Ay KIR SEOSSRSR &/ RAIKSTANIIR vN>0tG2 RS &XZ | YR
K I LIGEFGOMO3HA)

Despite undergoing successful CS, mothers who had delivered in private sector developed a negative
attitude about the facility because they perceived that the HCWs did not gzeébéiny adequate
attention in the NBU as they had anticipated:

R6:For me the person who operated on me did well, the baby came out fine. But | saw that the
GAYS KS ¢gFa NBOSAPSR o0& (GKS ydNBESR KS gl ayQi
facility] did not care because when | woke up after six hours | had to go look after my baby, when

the oxygen came out | would put it back, | changed everything. So, this time round | did not like

i K SYBRADO06HC)

5.4.Chapter summary

This chapter started by desbiing the effects of the FM policy on aspects of quality of maternal care.
The analysisf results from the mixed methods have converged in the description oélnments of
guality on maternal care provision and experience through the lens of access)alaf HCWSs, choice

of maternal services, and referral of emergency cagéso, findings from singular data methods
(either quantitative or qualitative) have complemented one another especially velxigoring the

good and poor experience of maternal eaxperienced from the policy.

Data from all the methods haveonverged tashow thatLM policyhas improved access, as evidenced

by the increase in maternal care utilisation (by all mothers, including the vulnerable). A majority of
the women have had skl delivery because of the LM policy. Also, geographical access, where
mothers in rural and urban areas have equal access to maternal care, has improved, and financial

access where mothers who may not have previously been able to afford care can nowdbad
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paying. However, the Els have shown that transport to facilities, the type/level of facilities, distance
to the hospital, hospital opening hours, and the waiting time influences how the mothers access the
healthcare facilitiesThe combined resultBom all collected data have also shown that the current
implementation of LM policy has enhanced the choice of delivery place (either in public or private
facilities). However, the results from FGDs and Klls have complemented the findings from document
reviews to show a mixed perception about the choice and preference of place of delivery. The mothers
were choosing their place of delivery as influenced by previous birth experiences and opinions from

friends and family.

Equally, while the Els showed fewmothers were being referred for complications because of LM
policy. Those referred revealed in the FGDs that the lack of transport was a main gap in the referral
system. Chiefly, the lack of medical equipment and proper infrastructure to deal with the
comications resulted in referralAll the convergedresults showed that facilities had improved the
availability of maternal healthcare supplies and equipment through LM policy. IDIs with¢hariges

have further demonstrated that some facilities have even improved their infrastructure to attract
more nothers to deliver in the facilities. The mothers revealed that the state of infrastructure,
supplies, and equipment influenced their perception about the choice of place of delivery. However,
the challenges of implementing the LM policy (as shown in tle¥ipus result chapter) are forcing

some facilities to supplies, equipment, and infrastructure challenges.

HCWs play a significant role in implementing the LM policy, buttmeergedesults show that they
are overwhelmed by the workload. Nonetheless, ttae going over and above to provide adequate
maternal care to pregnant mothers, who perceive their healthcare delivery and interpersonal skills

positively. There is a mixed perception about the HCWs motivation and satisfaction.

Overall, both the FGDs aifidds have shown that mothers have a good care experience, which includes
reception of prompt maternal services, good care for the baby after birth, teaching about the birth
procedures, breastfeeding, and family planning. However, the mothers' -crgiag poor
experiences are the overcrowding of the healthcare facilities, inadequate food supply, the lack of

communication of treatment plans, and experiencing both physical and verbal abuse.
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Chapter 61 Findings: Theut-of-pocket payments during childbirth under
LindaMama policy: perspectives ahothers, HCWs, County officials and
National stakeholders

6.1.Introduction

The preceding chapter highlighted the quality implication of the current LM policy. This chapter
outlines the OOP payments that the mothers make despiéepiblicy being free using the perspectives

of the mothers, HCWs, county officials and document reviews. It starts by showing that services under
the current policy are freer compared to the previous policy. It then proceeds to show how much OOP
the mothers are making and their cost drivers, the perspectives of OOP payments. The chapter

concludes by showing the source of funds for thethersto meet OOP payments.
6.2. Cost implications to theothers

This section utilises the opinions of theothers (from the E$ and FGDs) and to those of the HCWs
and county officials IDIs to highlight the cost of the policy torttehersand the facilities.

6.2.1.Services under the current policy are free compared to the previous policy

A majority of themothersacross all the thredospital (and an overall of 78.4%) from the Els thought
that there had been a positive change in the current costs incurred byrtbghers under LM as
comparedthe previous FMpolicy and the era before the poligfrigure 6.1 Some HCWs also
acknowledged that facilities are able to manage the costs better because they do not have to worry

about the cost of treating the mothers like they used to before the policy:

WLE ol a £SFRAY3 G2 Y2NB 02 Gthir whOkndws thaf she shdbl® | dza S
actually come for an operation because she had been operated before, so sheds tdddz y S SR

G2 RStEAGSNIAY | o6A3 FrOAtAlGe a2 GKIG e2dz 6S 2
stay out there waiting just t@ee if they might probably deliver and miss out on the caesarean

section. So by the time they realize that they will actually not deliver and they are in danger and

they come, you find some of them maybe lose their babies, sometimes you find the uterus ha
ruptured they get complications so they will end up not ever having a baby and they lose even this

baby. So that is something that has been mitigated against by these free services. The mother is
confident that if she comes here, she will not incur egtrsts. She will just be operated, and she

gAff F2 K2YS 2dald da aKS s2@IIBFLMHE) aKS 2dzald KI R
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Figure6.1: Proportion of respondents in tigthinking there has been a change in the costs of delivery from the

era of payments or previous free maternity to Linda mama

The statement was affirmed by a majority of the mothers in the FGDs who acknowledged that the

services they received under the cunkgoolicy were free as compared to the charges before:

Before Linda Mama came, | had two children before that, but | was charged a lot of money to
deliver a baby. Because the first one was 10,000 [USD 92.8], the second was almost 15,000 [USD
139.3] but tre one | delivered with Linda mama was free. Nothing was charged in [a nearby
FILOAfAGEBY Al oFa FNBST FNBSZ(FANEBKC)F YR AlG o1l &

Wstayed there for four days and | did not pay anything when | left. | showed themNlamda
FYR L fSTiG FTNECSDOMHA)KZ2dzi LI @8Ay3Q

The assertion was also supported by a majority of the HCWs who indicated that the services at present

are free save for requiring thmothers to come with personal effects:
R2y Qi (KA ytd makekaByepayméehB, biNBdy dzk SliBp@sed now to have their
LISNE2YyFf STFSOdhaxe [A1S F2N SEFYLXS akKS ySS
A

a
YySSR& F2NJ KSNJ O2 YT 2 NROIFFKMHE) 4KS A & y GKS 41 NRQC

Whe services they [mothers]geie I NB FNBE S dzyf Saa ¢S R2y Qi KI ¢
NEFSNI (2 I ¢(RO2GFAMNB)T I OAf A& Q
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There was a political angle to the claim that the mothers were not incurring any cost for services of
childbirth. HCWs noted that they could not request tinetherto pay for the services for fear of the
political elites in the county who had the capalid# of shaming the health facilities for seeking

charges for free care:

W25 @2dz OF yQi OKI NAH Stheyi wilStefl the MGA [detnbbler oDtk iRt ( K S'Y
FaaSyofe NBLNBaSyiliAy3a (GKS 61 NR 6KSNB (KS K2aLJ
aSSy lyez2yS K2 LI eaxr 0SOFdzaS AT &ZRADANDHA) & 2 dz K

6.2.2.Mothers are making O®payments for certain direct and indirect costs

Both Els, FGDs, and IDIs revealed thathers made some OOPs despite the policy being free. For
instance, 98% of all thenothers (n=541), all patients in hospitals A and B from the Els made some
OOP payment, and only 3% in hospital C did hot make some ®&i@Rre 6.1

TOTAL

Hospital C

Hospital B

||

Hospital A

0% 20% 40% 60% 80% 100%
HYes ENo

Figure6.2: Proportion oimothersincurring outof-pocket expenditure from thel

Thosemothers who made the most OOP payments were agpetiveen 25¢ 34 years (USD 10.36);

had three and below people in their households (USD 10.29); had a household income of between KES
5,001¢ 10,000 (USD 10.52); had other form of employments or were casual labourers (USD 11.36);
had an assisted vacuum dedry (USD 16.25). Other characteristics are as showfaiplé 6.]. No

Y 2 i K éhhidicRristics showed any statistically significant difference in the OOP payments made
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(Table 6.} and the characteristics of thmothersin the subgroup analysis were n@iredictors of the

OOP payments they incurredigble 6.2.

Table 6.1: The difference in the O® payment made by the mothers based on tbecialdemographic

characteristics

Age

Number of people
in the household

Household income
per month (KES)

Occupation

Parity

Religion

Marital status

Number of ANC
visits attended

Education

24 and below
25-34

35 and above

Three and below
More than 3

5,000 and below
5,001¢ 10,000
10,001¢ 15,000
15,001¢ 20,000
20,001 and above

Student
Unemployed
Seltemployed

Salaried/formal
employment

Other (Casual labourer

Primigravida
Para 25
Parity of above 5+

Christianprotestant
Christian Catholic
Other or no religion

Single
Married

Two or less
Three times or more

Primary or no
education
Secondary
Tertiary

249 (46.03)
239 (44.18)

53 (9.80)

195 (36.04)
346 (63.96)

103 (19.04)
148 (27.36)
88 (16.27)
93 (17.19)
109 (20.15)

19 (3.51)
266 (49.17)
195 (35.04)
55 (10.17)

6 (1.11)

188 (34.74)
347 (64.14)
6 (1.11)

401 (74.12)
128 (23.66)
12 (2.22)

93 (17.19)
448 (82.81)

85 (15.71)
456 (84.29)

193 (35.67)

246 (45.47)
102 (18.85)

9.29
10.36

8.30

10.29
9.30

8.76
10.52
9.84
8.96
9.85

10.96
9.28
9.70
10.80

11.36

9.73
9.65
8.40

9.68
9.67
9.17

8.54
9.90

9.24
9.74

8.74

10.14
10.27

0.2973

0.2703

0.6665

0.8204

0.9515

0.9843

0.2399

0.6810

0.2849
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Means of delivery ~ (Vaginal (normal 416 (76.89) 9.34 0.3404
delivery)
Caesariarsection 124(22.92) 10.71
Assisted vacuum 1(0.18) 16.25
delivery

Type of hospital Level 3 42 (7.76) 9.46 0.9587
Level 4 170 (31.42) 9.85
Level 5 329 (60.81) 9.60

*obtained from one-way ANOVAtest for categorical valuewith more than two categoriesand chisquare test for
categorical data with two categoriesThe p-value compared theODOP paymenmade by the mothersusingmothers
social demographic characteristic¥he analysis only focuses on the mothevho made OOP payments (n=54dut of
the total sample of 55). The9 mothers who did not make any OOP payments were excluded from the analysis.
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Table6.2: Relationship between key characteristicenothers and the total direct OOP expenditure

Age

Number of
people in the
household

Household
income per
month (KES)

Occupation

Parity

Religion

Marital status

Number of
ANC visits
attended

Education

Means of
delivery

REF (24 and below)
2534
3544

REF (Three and below)
More than 3

REF (5,000 and below)
5,001¢ 10,000

10,001¢ 15,000
15,001¢ 20,000

20,001 and above

REF(Student)

Unemployed

Seltemployed
Salaried/formal employment
Other (Casual labourer)

REF (Primigravida)
Para 25
Parity of above 5+

REF (Christian protestant)
Christian Catholic

Other or no religion

REF (Single)
Married

REF (Two or less)
Three times or more

REF (Primary or no education)

Secondary
Tertiary

REF (Vaginal (normal delivery))

Caesareasection

0.075*
-0.039

-0.115

0.123
0.099
0.045
0.105

-0.155
-0.129
-0.016
0.024

-0.004
0.015

-0.004
0.108

0.095

-0.019

0.092
0.112

0.099

0.358
0.756

0.193

0.196
0.356
0.676
0.332

0.406
0.499
0.938
0.945

0.967
0.962

0.959
0.619

0.304

0.833

0.213
0.271

0.203

Lower
Bound

-0.085

-0.287

-0.288

-0.063
-0.112
-0.166
-0.107

-0.522
-0.503
-0.410
-0.666

-0.202
-0.613

-0.150
-0.318

-0.087

-0.193

-0.053
-0.088

-0.054

Upper
Bound

0.235

0.209

0.058

0.308
0.310
0.255
0.316

0.211
0.245
0.379
0.714

0.194
0.644

0.142
0.534

0.277

0.155

0.236
0.311

0.252
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Assisted vacuum delivery 0.790 0.28 -0.644 2.224
Type of REF (Level 3)
hospital Level 4 0.135  0.297 | -0.119 0.388
Level 5 0.031 0.804 -0.212 0.274
_cons 1.883 0 1.428 2.339

*The OOP paymerincreases by 7.5% the 2534 age group compared to 24 and belage group
t the p-value compared therelationship between theOOP paymentmade with the Y 2 (i K Sadi#? demographic
characteristics. The analysis only focuses on the mothers who made OOP payments (n=541/ out of the total san
551). The 9 mothers who did not make any OOP payments were excluded from the analysis.

6.2.3.Estimated / cost drivers of OO&yments in delivery

Bothmotherswho had a normal delivery and CS incurred some OOP expenditure related to childbirth
(Table 6.3and Table 6.4. A majority ofwomen (98.35%, n=416) who had normal delivery incurred a
mean OOP expenditure of USD 9.50 in childbirth, while 98.41% (n=124) of the women who had a CS,
incurred a mean OOP of USD 10.88. The mean DMC and DNMC incurred by mothers who had CS were
similar atUSD 4.70 with the highest cost driver of the services paid for being an ultrasound at USD
15.76; highest cost driver of what mothers were told to buy was the syringe at USD 2.95 whereas the
highest DNMC being transport at USD 5.B&bje 6.4. On the othe hand, the mean DMC and DNMC
incurred by mothers who had a normal delivery were USD 4.26 and USD 5.69 respectively, with the
highest cost driver for service paid for being drugs (particularly-Bnait USD 49.23; highest cost
driver of what mothers weréold to buy being drugs prescriptions at USD 7.66, and the highest DNMC
being transport at USD 5.184ble 6.3. The commonest drug thaotherswere told to buy was Hexi

cord used to clean the umbilical cord as it was not available across the hospitals.

Unlike the Els, key OOPs expenditures identified from the FGDs were failure of the hospital to notify
the NHIF offices that they had a NHIF paying client within 24 hours of admission as is retgiaisl (
in sectiord.4.5.1); unforeseen complication redning admission of neonates in NBU; and scan during

ANC.

R6:L LI A R: What werenydu told itwas forR6:L gl ay Qi G2t R gKIFG Al
GKSYX6S 6SNB (2fR 68 KR 688y IAOSY LISN¥AZAA2)
we went to payl: And did they use the NHIF cardaswBl?b 2 5 (G KS&@ RAR y20 dzas
G2t R YS 0SSOl daaussXighk £h@ midehad Slready elapsed KS& RARY Qi S @€
to follow up.R6:1 tried following up at NHIF, but they told me because | had not identified
FyedKAYIS (KSe &1 qRGDORHBE OF yy2i KSf Ll YS®Q
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R5:NBU [newborn unit], | paid fortte K A f R® L (FEGDOASRC)n p n n Q

R2:When | was sent to the lab we paid for the things, we were told which was four hundred and
GKSy (221 0GKSy (G221 (0§K&SKGDIBHOIKS R2O00G2NE y20KAY

Like Els, the cost of Hexicord drug and Antvere a commio theme across all the FGDS and the HCWs
IDIs. HCWs acknowledged that some of the reasmothers were incurring costs was due to

inadequate or lack of supplies and medication in the hospital:

Y Sad [A1S 6KSY | Y2UKSNJI RSt AGSNAERZ (KSe& | NB ad:
cord, which we are asking them to buy the Hmtid. And also, if there are no drugs, maybe a

mother is sick, has an infection and we do not have that dryg LIK I NI 08 (&S& KI @
(ROO7DICHA)

PySiQa alre ¢S KIFE@S | Y2G0KSNJ gK2 Aa NKSadza yS3l
buys(x (ROO9INOHA)

R3:Like this injectiondrugnow [AFB]E. A 1 Q& €t A1 S G(KS@& y2NMdmef @8 R2Yy(

02 0dz&8 XX, 2dz  NB Ay2SOGSR ( oNRBBOOSHBR G KIF G A& mnz
Like from Els, transport cost, either for referral or for seeking treatment, was a common theme and a

hinderance to seeking care, besides predisposingrbthersto risks

R6:Especially that transport issue, when someone comes here, they are in pain and they have

been referred to [a referral hospital in the county of study]. They are told to look for their own

GNI yaBB:NI %I yiG G2 aleé (NI yaLR2Nl A& OSNeB SELISya
undergone CS from [a referral hospital in the county of study], you cannot board a matatu [public

OGN} yaLR2 NI 6 06SOldzasS 2F GKS odzyLlaz IcyrRDODIHA)E 2 dz dza

Lack of clarity of the policy amongst the clerks and accountants handling the LM registration and HCWs
was shown as a driver of OOP payments byntio¢hers. For instance, while the policy states that the
infant is cared for under Linda mamar up to a yeafKenya Ministry of Health and National Hospital
Insurance Fund, 2016, p4he clerks and HCWsecause of lack of awareness aardly of the policy

¢ were making the mothers incur OOP payment despite being free:



R1 | came here with a sick child one month old, the place where we pay for the card and asked
that my baby is one month old if | could use Linda Mama and | was told here they do not use Linda
al Yl a2c¢(EGDQOLHBR Q

Also, the unclearness of the poliaynong the HCWSs and clerks is making the hospitals to lose the
moneys that they are incurring for treating complications. It is not clear in the policy on whether the

mothers are supposed to pay the cost:

We are yet to get feedback from the office becawséhave had three cases of such. Yes, we tried
G2 OfFAY odzi AGQ& ljdzAdGS || 220X a2z GKSe KIFIR G2
L2t A08 F2N f SOQRO6AOHAY OAf Alleé A0Qa KIFINR®Q
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Table6.3: Estimated oubf-pocket payments in normal delivery (number = 423)

OOP expenditure incurred during Observations (%) Mean USD  Median USD Min USD Max USD As a % of total
childbirth (SD) (from the (from the (from the direct cost
(from the people who people who people who
people who  paid) paid) paid)
paid)
Direct medical cost (Services paid for 397 (93.85) 4.26 (4.66) @ 3.45 0.98 56.13 94.23%
Told to Buy)
Services paid Consultation 1(0.24) 3.94 (0.00) | 3.94 3.94 3.94 6.61%
for
Labtests 5(1.18) 492 (1.87) 4.92 2.46 7.39 12.41%
Ultrasound 6 (1.42) 14.28 (5.49) 12.8 9.85 24.62 41.33%
Drugs 1 (0.24) 49.23 (0.00) 49.23 49.23 49.23 82.64%
Other costs 2 (0.47) 6.31(0.56) | 6.31 5.91 6.7 11.25%
Total services paid for 14 (3.31) 12.58 (12.20) 8.62 3.94 49.23 82.64%
Told to Buy Cotton wool 390 (92.20) 2.46 (0.88) | 2.46 0.49 6.89 11.57%
Basin 367 (86.76) 1.07 (0.26)  0.98 0.49 2.95 4.95%
Drugs 18 (4.26) 7.66 (15.14) 2.95 0.59 49.23 82.64%
Other 89(21.04) 2.24 (5.48) 0.98 0.20 50.71 85.13%
Total Told to Buy 397 (93.85) 4.26 (4.65) | 3.45 0.98 56.13 94.23%
Direct nonmedical cost 366 (86.52) 5.69 (6.21)  3.59 0.20 41.36 69.43%
Transport 355 (83.92) 5.13(5.85) @ 2.95 0.20 39.39 66.12%
Food 28(6.62) 291 (2.81) 1.97 0.20 11.82 19.84%
Other 90 (21.28) 1.96 (3.56) | 0.98 0.20 29.54 49.59%
Unofficial payments 1 (0.24) 1.97 (0.00) 1.97 1.97 1.97 3.31%
Overall direct expenses 416 (98.35) 9.50 (8.20)  6.89 0.98 59.57 100.00%
Note: Average Exchange rate (September 2018arch 2019) 1USD=101.555; Overall number of mothers who had normal delivery is 423; People who had normal delivery btuhdilenany OOP is 7
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Table6.4: Estimatedut-of-pocket payments in caesarean section delivery (number = 126)

OOP expenditure incurred during

Observations (%)

Mean USD

Median USD

Min USD

Max USD

As a % of total

childbirth

Direct medical cost (Services paid for

Told to Buy)

Services paid Consultation

for

Admission
Labtests
Ultrasound
Drugs
Other costs

Total services paid for

Told to Buy

Total told to Buy

Cotton wool
Basin
Syringe
Drugs
Other

Direct nonrmedical cost

Transport
Food
Other

Overall direct expenses

Note: Average Exchange rate (September 2028arch 2019) 1USD=101.555

(overall n=126)
121 (96.03)

1(0.79)

1 (0.79)
6 (4.76)
2 (1.59)
1 (0.79)
2 (1.59)
9 (7.14)

121 (96.03)
117 (92.86)
1 (0.79)
9 (7.14)
9 (7.14)
121 (96.03)

121 (96.03)
110 (87.30)
4 (3.17)

42 (33.33)

124 (98.41)

(SD)
4.70 (4.09)

0.98 (0.00)

0.98 (0.00)
8.86 (6.29)
15.76 (8.35)
1.97 (0.00)
12.80 (2.79)
12.69 (7.78)

2.37 (0.86)
1.11 (0.37)
2.95 (0.00)
2.29 (0.42)
1.43 (0.69)
3.75 (1.25)

4.70 (4.09)
5.95 (15.03)
3.13 (2.31)
2.70 (4.14)

3.45

0.98

0.98
7.39
15.76
1.97
12.80
10.83

2.46
0.98
2.95
2.46
0.98
3.45

3.45
1.97
3.45
0.98

10.88 (15.16) 6.89

1.97

0.98

0.98
3.94
9.85
1.97
10.83
0.98

0.98
0.59
2.95
1.48
0.49
1.97

1.97
0.20
0.69
0.30

0.98

31.51

0.98

0.98
19.69
21.66
1.97
14.77
26.59

7.88
3.54
2.25
2.95
2.56
8.86

32.52
147.70
4.92
19.69

153.51

direct cost
20.53%

0.64%

0.64%
12.83%
14.11%
1.28%
9.62%
17.32%

5.13%
2.31%
1.47%
1.92%
1.67%
5.77%

21.18%
96.22%
3.21%

12.83%

100.00%
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6.2.4.Informal payment

Two mothers from El (one had normal delivery and the other CS) made informal payment for
notification of birth and the for other security and in both cases the payments were demanded. From
the FGDs, informal payments were also a common theme. Mothers werg Inedidle to pay non
existent fees and cost either due to HCWs taking advantage of the mothers or due to
misrepresentation of the policy aggravated by poor knowledge of the policy. For instance, in one of

the hospitals, the registration clerk misrepresentée tpolicy to the mothers:

Y2 KSy ¢S A0GFNISR OfAYyAO w!b/ OftAyAO08Z 6S 6SNB
to be fully covered until completion of clinic during pregnancy to pay three hundred. So, we paid
0 KNBS K ESDOOEE Q

Somemothers were making some informal payments that were inexplicable:

WL gla OKIFENASR® {23 L R2yQli 1y26X YR (GKS o0l 0
with any medicine. Even if it is free maternity after that | must go back to my pocket, arsg¢go

L FY aiGAtt LIe&Ay3 F2NIblLC YR L KIFZS ySOSNI 6S
(FGDOO5HC)

6.2.5.Mixed perception abounothersincurring OOP payments

There was a mixed perception amongst thethers HCWs, and county respondents concerning OOP
expenditures. A majority of the mothers from the FGDs felt that the OOP payments for basic purchases
were pushing mothers in need of financial aid into catastrophic expenditure and they felt that mothers

who canot afford basic items should be adequately supported:

R12:0kay | think those cotton wool and things we are told to buy, because we have Linda Mama,

it should support the mother in every way and even provide those things. Because not everyone is
financally stable. There are people who cannot afford the cotton, or they are over bleeding and
GKSe8 ySSR | 20 2F 02002y oc(RGPOIHA)I a K2 dzf R & dzLJILJ?
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Table6.5: Impact of OOP on averageonthly household income

Mean OOP payments % of monthly household income

Total direct medical cost 2.36 %
Total nonmedical cost 2.79%
Overall direct expenses 5.16 %

Overall direct expenses (Hospital £ 6.38 %

Overall direct expenses (Hospital E 3.78%

Overall direct expenses (Hospital ( 6.17 %
However, analysis of Els shows that there is no OOP payments which exceeded the 10% threshold
(Table 6.5)hence there was no catastrophic expenditure. The average total DMC and the total non
medical costsvere estimated to be 2.36% and 2.79% of the average monthly household income. The
overall direct expenses in all the hospitalere estimated to be 5.16% of the average monthly
household income. However, hospitals A and C had a higher overall direct exgén36% and 6.17%
respectively of the average monthly household income while Hospital B had 8raglé 6.5).

Some mothers in the FGDs thought that thethers should take some responsibility and prepare for
birth as the government cannot take care of everything, an assertion that some HCWs acknowledged
and indicated thaimothers need to take care of basic things. For instance, one mother in the FGD
noted that the government cannot buy mothers babies clothing and that it is common sense to come

with baby clothing before birth:

R6:, SFKXT 0S0OFdzaS GKSNB Aa y2 gle& (GKSe wa20SNYY!
LJdzoft AO Aa OKINARGe>X S@Sy AF Ada OKFENRGE Aa GKSN

Like there was a certain woman, who came here to deliver, anRs$h& y Qi S @Sy KI @S C

we had to help. Surely how can you come to the hospital without anything, what were you coming
to the hospital to do? Some things you should not even be told to bring, you should think for

yourself because you are an adult.y©u should even ask if that is your first born. You know many

LIS2LX S FNB Fa AdQa Y& TFANRG aérmedgibuldwedR@othgs2 G | Y 2

They come here and all they have bought the baby is a swimming costume, surely is that baby

really going to swim? And they only have one baby shawl, you see the baby gets cold at the time,

GKS oloé Aa OfSIYSR 2F o0ft22R ¢gA0K GKS &lFYS ol

are not about public, some things are about using your common s&ioseshould carry cotton

wool; you know they cannot provide cotton wool for everyone and you know many people use big
OG22y 622f® {23 L GKAY]l &2Y$S G(KAy3a LaS2LX S
(FGDOO1HB)
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We have not reached there, th&oK facilities, we will give people basins and slippers and towel
FYR O0lFGKAY3 (G26Stx y2¢ .| 0 ROISFLMHBENBE S YI 280S 4 S

Themothersalso noted that during their ANC clinic, in preparation for birth, the HCWs adequately
prepared tre mothers on what is needed at birth. The perception was that, with the preparation, it

was justifiable to purchase some things and come with to deliver:

R2:We are told all the time, like here | since | delivered, | have come to the clinic thred times.

hear them say, like right now we are all here, you hear them being told carry diapers, especially
cotton wool is very important. If you know you are almost delivering a baby, as in you see your

days are almost, you pack your clothes, and you pack yaugba @ / 2G G2y 622t T R2
cotton wool and things like that. The rest can be taken care of there, things like razor blades, and
20KSN) GKAy3a G(GKS@& | NB dzadz ffe G&SB3MBoMHB] 2> a2YSi

Somemothersacknowledged that it was okay for them to buy the personal effects as they had to use
GKSY Rdz2NAYy3I GKSANJI adGle FyR GKS&@ O2yaARSNBR 0dz A

and inexpensive, because they were not paying for hospital delivery:

R1:The ones | was using personally | thought of buying myself because when | was admitted on
Monday and | delivered on Tuesday night so | had to buy all those because | had to use [and]
0S50l dzaS L O2dzAZ R y20 adl & ft A prépaying forithé hodpitdl, #e & K 2 dz
g2dzd R y20 KIFI@S YIylF3aSR odzi KXIFESD@MHA)E £ (KAYy3Ia

RANG A& o0SGGSNI (G2 o0dz2 F2N) @2dzNESE T(FEGDR@HAZAS (K23

On the other hand, others perceived that besa of increased number of mothers seeking birth
services, they were happy to incur cost of some services such as ultrasound and lab tests outside the

public health facilities to avoid queueing:

R2: What | did, | saw the line that is usually at the lath lasid my math as a Kenyan. | came with

the results from outside the hospital and gave them to the doctor. We did not pay anything to see

KAY® ! FGSNBIFNRa AGQa ¢KSy ¢S ailtlrNISR G2 02YS

here for the firsttime h&& T2 NJ Of AYAOd ¢KI Q& cgFeBOgeHEKSe (G 2f R
Moreover, both mothers and HCWs were convinced that it was okay to purchase the basic elements

such as basins as they perceived sharing with ati@thers as being unhealthy and a potentialisce

of nosocomial infection:



R4, SO dzaS AT G(KSe LINPOARS TFT2NJ e2dzx e2dz oAttt o
KSI f {(KEDESHC)

Y[ SiQa ale GKSNB NP (1Se (KAy3a GKFG GKS Y2iK:¢
GKAy3a tA1S olaiayasz O2YAy3d 6AGK GKSANI 26y O &
my own basin as opposed to having sharing. These aremartsongs where you are guaranteed

82dNJ 26y ® {23 AGQa Y2NB 2F | LINBOSYGASS GKAy3I
Ayo® [ S&as odzi fazs 68 R2yQi SELSOG GKSYy (2 0 d:
(RO17CMLM)

In addition, amog both mothers and HCWs, there was a feeling that items such as basin were things

that they would end up using at home and so it okay to purchase them:

RAL ¢gla GKAYlAy3dIs L 1ySs L ySSRSR (2 KIFI@S | ol
itLtLQftt 3JI2 o0l O1 K2YS 6AGK Aldd {23 GKSNBYoal a yz2i
1y26 @2dz Ydzad dzasS I ol aiay @&2diNBEStF o0SCR5dzaS AT

Even for me, the things that we buy are okay because they deNyvd(FPGD0O0SHB)

Somemothersnoted that while it was imperative for the mothers to purchase some of their own basic
stuff, they felt that the hospitals was in a position to provide the mothers with the same in cases where
the mothers were admitted due & emergency before the actual date of delivery. This claim was
supported by the HCWs who indicated that they had adequate supply of maternity packs that were
given tomotherswho were very poor and in need, or those who came in as emergencies. The decision

not to give allmotherswas for the hospital to be able to maintain the supply:

Re:[A1S O20G2y 22t (GKAy3Ia tA1S GKIFIG® L RARYC
because it was nigkime. So, | was thinking if they could provide such thingslbelzd S A 1 Q& Yy A
GAYS GKSNBQa y2 gleée (2 32 FyR 0dees &2dz KI @S O
LINE SQ(FRGHaD8HB)

WLG KI&a AYLINRPOSR 0SOlIdzaS 6KSYy Al @eus&ldotell2 GKS
the mothers to buy but you see now sometimes, yes they will buy but in case of emergency
especially from the mothers who come in second stage or the mothers who cannot be able to
afford. You know there are those mothers even to buy a naottool is an issue. So, we help them

with those things, we propose this from the hospital. So, it lde{f§RO08NOHA)
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Despite providing free LM services, thmthers felt that private hospitals had some hidden costs:
Weah, pay 5000 and after delivery yoay another 5000, if you deliver through Cesarean you pay
Iy 2 i K SNFEGBO0®HS)dich is in results incentivising thraothers to seek services from the

public facilities rather than private as one respondent noted:

WL gSyid F2N Otehoppitad The last twé cliticd | came haxFoetause of that Linda
al YI' OFNRXZ 0SOlFdzaS AGQa FNBS® L gla G2fR 20SNJI
f A

Hnnnn G2 RS GSNI (KI (icFBD0BgFB). L LINSFSNNBR O2YAy

Some of the charges incurred by thmthers, particularly those that had sought some services from
the private hospitals, were due to lack of sincerity on the part of the private providers who indicated
to them that possession of LM cards excluded them from making any payments but they ended up

incurring costs at discharge:

WLYAGAFff@ WRAZNAY3I RYAAAA2YBOPXL KFIR |aiSR @K
g2dzZ Ry Qi LI & F2NJ IyedKAyaId ¢KS F2tt2¢gAy3 RI &
oFaAy IyR O2GG2y o8 @bléd bakiy but |Add @ged Hhém ifch €dald buy

one for myself and they said they would be free but when we were leaving they asked us for

money.¢ (FGDOO3HA)

Wh2d Ay 3J20SNYYSyid FrOAfAGASas fA]lSygointhet R &2d
FBOs [Faith based facilities], some in the private. And | think there is need for closer supervision
FNRY @2dzNJ AARS 0SOIdzAS G(KI&OI6OAKMY IJa akKz2dzZ R y2i

Hospitals are using their network of ambulances and community hgaltinteers to ensure that the
transport cost incurred by thmothersto the facility is reduced. In addition, the facilities are utilising
funds set up by the administrators, or personal contributions from HCWs to help meet the transport

costs and prevenmnothersincurring OOP expenditure:

w2 S (1S GKSYZ Ay FFOG GKSNB INB (kK2a$S Ol asSa i
we even ask and contribute and help that mother. And if there is money in the office the

administrator can givethemotheér 2 YSOGKAY 3 aYIlIff X®d LF (GKS Y23iKSNJ
G2 OGN} @St (2 K2YSs GKS | YodzZ | yOS &(ROOFNOHES @ ! y R

W f K2dzAK GKS /2YYdzyAde | SIFHEGK 22N]SNAR ol NB Ay
that if there is someone who has a problem, they have contacts for the hospital, they are able to
Sa02NIl GKS LI G§Ax&RPBNOHA)2Z (KS K2aLRAGEf oQ
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6.2.6.Sources of fads for meeting OOP payments

The Els show that across the three hospitals, a majority ofrtb#éhers are using donations from

friends and family and own cash and that from family to meet the OOP expdrigesd 6.3

70.0% 65.9%
62.1% 62.9%
2 60.0% 57.1%
T
1S
z 50.0%
o
ECL) 40.
40.0% 35,
9 3 35.
o
g, 30.0%
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10.0%
1.2% 1.8% 1.5%
0.0% — -
Hospital A Hospital B Hospital C TOTAL
m Own cash/savings m Donation from friends and famil Harambe contribution
Borrowed money m Sale of household m others

Figure6.3: Sources of funds for the OOP payments

As shown irFigure 6.4most of the respondents are registered with the NHIF to access LM services
across the three hospitals of study, as compared to those who are payimfifdbirth services by

NHIF card where they pay monthly fees, and a minority that have private health insurance. The
mothers in the FGDs acknowledged that NHIF, wherertbthers pay monthly fees, catered for the

cost of complications that arose after the baby wasrband not LM. Those who did not own the NHIF

cards, ended up paying OOP in cases of complication:

Whey calculated the bill and returned them to the doctor. | did not pay anything. Since when my
baby was born, he did not cry. He was taken to NBU ane@dténere for two days of which NHIF
LI ACRFGRDO06HC)
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Figure6.4: Proportion under Linda mama, other NHIF claims, has health insurance (n=550)

Being complementary, NHIF card (where thether pays monthly fees), gives thmother more

choice and relieves childbirth costs. However, late payments of NHIF monthly fees, results to penalty
charges; hence, making mothers and their families to choose LM cover to meet the cost despite having
NHIF card$or which they pay monthly fees. On the other hand, defaulting to pay the monthly fees

may result to noraccess to other schemes of childbirth services:

R2:But you see NHIF is something that you pay for and Linda Mama is something free, you do

not pay. 8, they should look properly into it because | would have been served using NHIF, but it
turned out | had not paid for one month, so it had a penalty and we used Linda Mama because |

had both [schemes]. So, | can say that NHIF should also look at the frempkerve because like

now she [fellow FGD respondent] was charged nine thousand, what was it for? We delivered like

2y GKS &aFYS RIF& FYyR L ¢l akibad OHKF, bull §a- Riletl ghlk a4 K S
day without paying so lhad apenaltg s 4§ KS& &F AR L 62y Qi dzAS bl LC |
Al 61 &c¢(BEGEDA0SHCS R Q

WeKS LIS2LX S wblLC OfASyida LI eAy3d Y2yuKte F¥SSas
will be excluded if they are not going to pay feactivation of their ards because the system
I f NBF Ré KIa GKSYX | YR ¢ARI0BUIMAQG NBIAAGSNI GKSY |
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The other source of funds for childbirth services are private health insurances, mostly for peoples in

formal jobs, are givinghothersa good choice of the type skrvices, and better treatment:

R4:| used Jubilee card medical cover from work. So, | went there and found their services good,
GKS F22R ¢gla 3I22RI (KSe& GNBI (G cFeDoelsSB)E ¢ K2 RSt A

6.3.Chapter summary

This chapter started byegcribing the OOP payments that the mothers make despite the policy being
free. While the policy is free on paper, combined data from all the methods converge to show that
mothers are still making OOP payments estimated averagely at USD 9.50 for thoseomtl
delivery and USD 10.88 for those with CS. Els show that thedmiographic characteristics of the
mothers do not determine the amount of OOP incurred. On the contrary, the main cost drivers are
DMC of elements such as drugs (mainly Anti D) adlO of transport for those undergoing normal
delivery; and DMC of components such as lab tests and other costs and DNMC of transportation for
those undergoing CS delivery. Also, very few mothers, both from the El and FGDs, confirmed that they
make OOP expaliture either because of misrepresentation of the policy's content from the providers

or lack of knowledge. However, while the OOP payments were not considered catastrophic at 10%,
the FGDs with the mothers revealed a mixed perception about the OOPsedc@ome mothers
perceived that they had a responsibility to spend on their personal effects (and that they had been
prepared for it during ANC visits). On the other hand, others felt that the costs could be avoided in
their entirety. The Els showed thtite main source of OOP fund were donations from friends and
family. Further, the NHIF card (where the mother pays monthly fees) were complementary and give

the mother more choice and relieved childbirth costs.
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Chapter 7t Findings Potential impact of the freematernity policy:
methodological approach to evaluating impact.

7.1.Introduction

The preceding chapter highlighted ti¥OP paymentthat the mothers make despite theM policy
being freeand the cost drivers of the OOP paymeriiss is the final findings ché&gr of the thesis. It
presents findings of the evaluated overall efftioe FM policy(implemented in 2013), captured by
both early neonatal and neonatal deaths as quality outcoares intermediate outcomes described
in section 34.8.3 The chapter is baskon the empirical strategy described in the same section 3.4.8.3
The chapter starts by providing treample characteristics and the descriptive analysis of2b&4
KDHS data utilisett.then proceeds to shoW®LS models and fixed effects estimation fesfollowed

by further exploration of the modeli four different panelsaind effects of the placebo treatment. It

concludes by presenting the estimation of the cost benefit consideration of the policy evaluated
7.2. Sample characteristics and descriptvalysis

This section presents the 2014 KD¥8ablecharacteristis of the data utilised in this analysis and
the descriptive analysi§hevariable definition andharacteristics are presentedrable 7.1The first
column shows the variable; the seabdescribes the categories, the third shows overall mean, and
the last the standarérrors. Overall, 1.61% and 2.34% of all the births resulted in early neonatal deaths
and neonatal deaths. Additionally, 6.75% of all the births were conducted througf2@%% of all
births were from mothers who were between 28B4 years; 45.26% of the births were from teenage
pregnancy (age of the mother 18 years and below); 19.15% happened to mothers who had Less than
two years preceding birth interval39.51% from mothers whaevere grandmultiparous; 30.31% from
working-class mothersA third of the births, 34.23% were from children of the mothers in the Poorest
quintile; from mothers residing in rural areas 67.40%; and from the former Rift Valley province
3267%; and had primary level of education 52.72%. Nearly equal proportions of the births were from

either gender; a minority 2.12% wek&8W and 29.75% were initiated early on breastfeeding.
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Table7.1: Summary of variables, their definitions, and descriptive statistics (n= 20,927)

Variable

Dependent variable

Main outcome variables

Early neonatal mortality

Neonatal mortality

Intermediate outcome variables
(ANCcare)

Attended to by skilled assistants in
pregnancy (assisted by Doctor
/nurse/midwife)

Timing of the first ANC check is les:
than 16 weeks

Four and above ANC visits during
pregnancy

Blood pressure measured in
pregnancy

Urine sample measured in pregnan

Blood sample taken in pregnancy
Iron tablets taken in pregnancy
Malaria prophylaxign pregnancy
Weighed in pregnancy

Height measured in pregnancy

Told about pregnancy complication

Took intestinal parasite drugs

Description

Dichotomous variable indicating iady neonatal mortality, @therwise
Dichotomous variable indicatingriEonatal mortality, O otherwise

Dichotomous variable indicatingaftended to by skilled assistants in
pregnancy 0 otherwise.

Dichotomous variable indicatingtife timing of the first ANC check is less
than 16 weeks, @therwise

Dichotomous variable indicatingfdur and above ANC visits during
pregnancy 0 otherwise

Dichotomous variable indicatinghfood pressure measured in pregnanéy
otherwise

Dichotomous variable indicatingufine sample measured in pregnan€y
otherwise

Dichotomous variable indicatingtife blood sample was taken in pregnancy
0 otherwise

Dichotomous variable indicatingiibn tablets were taken in pregnand
otherwise

Dichotomous variable indicatingMalaria prophylaxis in pregnancy
otherwise

Dichotomous variable indicatingvifeighed in pregnangyd otherwise
Dichotomous variable indicatingh&ight measured in pregnanc§ otherwise
Dichotomous variable indicatingtdld about pregnancy complicatio®
otherwise

Dichotomous variable indicatingtdok intestinal parasite drug® otherwise

Mean

0.0161
0.0234

0.6646

0.2570

0.3860

0.3024

0.2829

0.3086

0.2303

0.2633

0.3120

0.1362

0.1726

0.1046

SE

0.00®
0.0011

0.0033

0.0030

0.00#

0.0032

0.0031

0.0032

0.0030

0.0030

0.0022

0.0024

0.0026

0.0021
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Variable Description
Intermediate outcome variables
(Delivery caré

Delivery through CS Dichotomous variable indicating if delivered through €8therwise

Birthin a public hospital Dichotomous variable indicatinghbfrth in a public hospital0 otherwise
Assistance by skilled assistants at = Dichotomous variable indicatingassistance by skilled assista at delivery O
delivery (assisted by Doctor otherwise

/nurse/midwife)
Intermediate outcome variables
(Neonatal care/ factor$

Low birth weight Dichotomous variable indicating if the baby.sw birth weightO otherwise
Early initiation of breastfeeding Dichotomous variable indicatirifjearly initiation of breastfeeding)
otherwise

Intermediate outcome variables
(Postnatal factor$

Mother checked by a health Dichotomous variable indicatingother checked by a health professional
professional after delivery after delivery 0 otherwise

Babies with a postnatal check withir Dichotomous variable indicatifgabies with a postnatal check within 2

2 months months, 0 otherwise

Independent variables
Maternal characteristics (socio
economic, demographic, biological)
Age of the mother at the birth of the Categorical variable indicating thgaof the mother at the birth of the baby
baby
Less than 2( 1= if the e of the mother at the birth ahe baby iséss than 2(D otherwise
20-34 | 1= if the aye of the mother at the birth of the baby 26-34,0 otherwise
35 years and abovi 1= if the e of the mother at the birth of the baby 3 years and above
otherwise
Age of the mother at first birth if an Dichotomousvariable indicating thage of the mother at first birth 8 years
adolescent and below
18 years and belov 1= ifthe age of the mother at first birth &8 years and beloy® otherwise

Mean

0.0675
0.4293
0.5493

0.0212
0.2975

0.1990

0.2162

0.1485
0.7247
0.1269

0.4526

SE

0.0018
0.0034
0.0034

0.0010
0.0032

0.0028

0.0028

0.0025
0.0031
0.0023

0.0034



Variable Description

Preceding birth intervals (excludin¢ Dichotomous variable indicating if the preceding birth interval is less than

first-order births) years
Less than two year 1= if the preceding birth interval is less than two ye@ustherwise
Parity Dichotomousvariables indicatingrand multipargparity of 4 and above)
Grand multipara 1= if parity isdéur and above, 0 otherwise
Multiple pregnancy Dichotomous variable indicating if the multiple pregnanatiferwise
Ethnicity Categorical variables indicating the ethnicity of the women

Kalenjin 1= if ethnicity is Kalenjin, O otherwise
Kamba 1= if ethnicity is Kamba, O otherwise
Kikuyu 1= if ethnicity is Kikuy® otherwise
Luhya 1= if ethnicity is Luhya, O otherwise
Luo | 1=if ethnicity is Luo, O otherwise
Somali 1= if ethnicity is Somali, O otherwise
Other | 1= if ethnicity is Other, 0 otherwise
Occupation Dichotomous variable indicating if working,0 otherwise
Wealth index (quintile) Categorical variables indicatingealth indexof the women
Poorest 1= if wealth index is poorest, O otherwise
Poorer 1= ifwealth index is poor, 0 otherwise
Middle 1= if wealth index is middle, O otherwise
Richer 1= if wealth index is richer, O otherwise
Richest 1= if wealth index is richest, O otherwise
Religion Categorical variables indicatingligionof the women
Roman Catholic 1= if religion i<Catholic, O otherwise
Other Christian 1= if religion is Christian, 0 otherwise
Muslim 1= if religion is Muslim, O otherwise
Other | 1= if religion is other, 0 otherwise

Type of place of residence Dichotomous variable indicating if the type of residence of the mother
Urban | 1= if the type of residence is urban, O otherwise
Region ofresidence Categorical variables indicating thegion of residence

Coast 1= if Coast, O otherwise
North Eastern 1= if North Eastern, O otherwise

Mean

0.1915

0.1545
0.027™

0.1528
0.0782
0.1130
0.1184
0.104%5
0.0817
0.3515
0.3031

0.3423
0.2074
0.1667
0.1493
0.1343

0.1835
0.6180
0.1681
0.0286

0.3260

0.1264
0.0760

SE

0.0031

0.005
0.0011

0.005
0.0019
0.0022
0.0022
0.0021
0.0019
0.0033
0.0032

0.0033
0.0028
0.002%
0.005
0.0024

0.0027
0.0034
0.0026
0.0012
0.0032
0.003
0.0018
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Variable Description Mean SE

Eastern 1= if Eastern, O otherwise 0.1441 0.0024
Central 1= if Central, @therwise 0.0678 0.0017
Rift Valley 1= if Rift Valley, O otherwise 0.3267 0.0032
Western 1= if Western, O otherwise 0.0942 0.0020
Nyanza 1= if Nyanza, O otherwise 0.1392 0.0024
Nairobi 1= if Nairobi, O otherwise 0.0254 0.0011
Highest level okducation of the Categorical variables indicating thigghest level of educationf the women
mother
Primary 1= if the hghest level of education of the mothes primary O otherwise 0.5272 0.0035
Secondary 1= if the hghest level of education of thexotheris secondary0 otherwise 0.1909 0.0027
Higher 1= if the highest level of education of the mother higher O otherwise 0.0630 0.0017
No education 1= if the lighest level of education of the mothér none 0 otherwise 0.2189 0.0029
Neonatalfactors
Gender of the baby Dichotomous variable indicating if the male gender of the baby
Male 1= if the g@nder of the babys male 0 otherwise 0.5073 0.003%
Economic status
Source of drinking water Categorical variables indicating theusceof drinking water
Piped 1= if the surce of drinking water is pipe® otherwise 0.3063 0.0022
Well ' 1= if the surce of drinking water is welD otherwise 0.2497 0.0030
Other | 1= if the ®urce of drinking water is othef otherwise 0.4204 0.0034
Toilet facilities available Dichotomous variable indicating the availability of toilet 0.7416 0.0030

Note: The description of the data is when all outcome variables have equal observatj¢ns 20,927)



Descriptive analysisNone of the mortality outcomes shows any significant difference in the
proportions following the implementation of the policy. Howevdrete is a significant increase of
1.25%deliveries through CS after tHeM policyimplementation.A summary of the differenca ithe
characteristics before and after is shown Tiable 7.2 The other soci@conomic, demographic,
maternal biological characteristics and neonatal characteristics that show a significant difference
through comparison of before and after the poliane preceding birth intervals of less than two years,

a mother being from Kikuyu and other ethnic groups, working mothers, poorest and poorer wealth
indices, residing in the Rift valley, having primary and secondary education, and the type of toilet
facility. However, these differences are unconditional and need to be considered in the regression

framework.
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Table7.2: Difference in the characteristics before and after (n= 20,927)

Dependent variable

Early neonatal mortality

Neonatal mortality

Intermediate outcome variables (ANC care)
Attended to by skilledassistants in pregnanc
(Assisted by Doctor /nurse/midwife)

Timing of the first ANC check is less than 16 week
4 and above ANC visits during pregnancy
Bloodpressure measured in pregnancy

Urine sample measured in pregnancy

Blood sample taken in pregnancy

Iron tablets taken in pregnancy

Malaria prophylaxis in pregnancy

Weighed in pregnancy

Height measured in pregnancy

Told about pregnancy complication

Took intestinaparasite drugs

Intermediate outcome variables (Delivery care)
Delivery through CS

Birth in a public hospital

Assistance by skilled assistants at delivi@&gsisted
by Doctor /nurse/midwife)

Intermediate outcome variables (Neonatal care
factors)

Low birth weight

Early initiation of breastfeeding

Intermediate outcome variables (Postnatal factors)

Before Free Matemity After free maternity  Diff (After ¢ Before)

0.0157
0.0234

0.8462

0.3341
0.4982
0.3916
0.3646
0.3988
0.3009
0.3372
0.4031
0.1834
0.2188
0.1425

0.0646
0.4164
0.5567

0.0212
0.2985

0.0171
0.0235

0.9101

0.3228
0.4915
0.4100
0.3857
0.4202
0.3191
0.3261
0.4253
0.1769
0.2316
0.1342

0.0772
0.4840
0.5980

0.0210
0.2939

0.00142
0.00008

0.06392***

-0.01124
-0.00669
0.01845~
0.02111*
0.02138**
0.01821*
-0.01106
0.02213**
-0.00653
0.01284
-0.00823

0.01258**
0.06762***
0.04135***

-0.00019
-0.00460

se (mean)

0.0021
0.0025

0.0070

0.0101
0.0107
0.0105
0.0104
0.0106
0.0099
0.0101
0.0106
0.0083
0.0090
0.0074

0.0041

0.0107
0.0106

0.0024
0.0075
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Mother checked by a health professional after
delivery
Babies with a postnatal check within 2 months
Independent variables
Maternal characteristics (soci@conomic,
demographic, biological)
Age of the mother at the birth of the baby
Less than 2(
20-34
35 years and abowvi
Age of themother at first birth (adolescent)
18 years and belov
Preceding birth intervals (excluding firsirder
births)
Less than 2 year
Parity
Grand multipara
Multiple pregnancy
Ethnicity
Kalenijin
Kamba
Kikuyu
Luhya
Luo
Somali
Other
Occupation
Working
Wealth index (quintile)
Poorest
Poorer

Before Free Matemity After free maternity  Diff (After ¢ Before)

0.2452

0.2681

0.1502
0.7248
0.1250

0.4535

0.2002

0.3975
0.0270

0.1515
0.0777
0.1159
0.1200
0.1053
0.0824
0.3473

0.3143

0.3354
0.2115

0.2639

0.2892

0.1427
0.7242
0.1331

0.4497

0.1628

0.3874
0.0308

0.1570
0.0800
0.1037
0.1131
0.1017
0.0796
0.3650

0.2666

0.3652
0.1941

0.01860**

0.02113**

-0.00755
-0.00056
0.00812

-0.00377

-0.03738***

-0.0101
0.00387

0.00549
0.00234
-0.01217**
-0.00689
-0.00366
-0.00275
0.01764*

0.04774***

0.02983***
-0.01738**

se (mean)
0.0094

0.0096

0.0059
0.0071
0.0054

0.0081

0.0073

0.0080
0.0027

0.0059
0.0044
0.0052
0.0053
0.0050
0.0045
0.0079

0.0075

0.0077
0.0066



Religion

Type of place of residence

Region of residence

Middle
Richer
Richest

Roman Catholi
Other Christian
Muslim

Other

Urban

Coast

North Eastern
Eastern
Central

Rift Valley
Western
Nyanza
Nairobi

Highest level of education of the mother

Neonatal factors
Gender of the baby

Economic status
Source of drinking water

Primary
Secondary
Higher

No education

Male

Piped
Well

Before Free Matemity After free maternity  Diff (After ¢ Before)

0.1666
0.1506
0.1359

0.1840
0.6196
0.1670
0.0278

0.3282

0.1248
0.0766
0.1442
0.0695
0.3216
0.0961
0.1418
0.0254

0.5319
0.1878
0.0622
0.2181

0.5067

0.3063
0.2508

0.1668
0.1449
0.1290

0.1819
0.6126
0.1719
0.0314

0.3190

0.1319
0.0745
0.1437
0.0623
0.3433
0.0880
0.1308
0.0255

0.5117
0.2009
0.0657
0.2217

0.5095

0.3062
0.2460

0.00012
-0.00568
-0.00688

-0.00212
-0.00703
0.00491
0.00367

-0.00913

0.00708
-0.00204
-0.00048
-0.00725

0.02171**
-0.00817
-0.01097

0.00012

-0.02021**
0.01306*
0.00352
0.00362

0.00282

-0.00015
-0.00484

se (mean)
0.0061
0.0058
0.0056

0.0063
0.0079
0.0061
0.0027

0.0077

0.0054
0.0043
0.0057
0.0041
0.0077
0.0048
0.0057
0.0026

0.0081
0.0064

0.0040
0.0068

0.0082

0.0075
0.0071
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Other

Before Free Matemity After free maternity  Diff (After ¢ Before)

0.4217

0.4162

-0.00549

0.0081

Toilet facilities available

0.7479

0.7208

-0.02718***

0.0071

*p < 0.01, **p < 0.05, *p < 0.1;
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7.3. Estimation results

The analysis starts by estimation of the impact of the policy on early necadaeonatal mortality

using thebirths in the lastfive-year data point(Table 7.3 OLS¢ model 1) The measure of the
treatment variable is equal to one if the birth happened after the FM policy was instituted.
Consequently, the average treatment effect is given by the estimated coeffitient; after policy
shown in the fourth row ofTable 7.3 None & the evaluated impacts on outcomes is statistically
significant. However, the results are of an extended period (5 years) which masks the true effects as
the number of births before the FM policy dominate the number of births significantly after theypolic

hence, the effect may be underestimated.

Therefore, in the next regressiorgstimaed the impact of the policy on the outcomesing one year
before and one year after sample dafeable 7.3 OLS; model J still with the average treatment
effect given by the estimateccoefficient;born after policyfor each outcome. Even snone of the
outcomes is statistically significantet, this does not give the truedfects of the policyas there could

be a selection bias among the women who gave birth during the period. Some women who may not
have given birth before the policy may have started giving birth because of the introduction of the
policy; hence, the characteristics of the mothdefore the policy could be different from those after

the policy. To address the concerns of contaminated controls and determine the true impact of the
FM policy, | accounted for the mother fixed effects on the births by using a sample with the same
mothers who gave birth both before and aft@rable 7.3FE (without first borf)showsthe estimates

of the regressiorwith the mother fixed effectand the coefficients on the outcome variablesyly
neonataland neonatal mortality are statistically sigficant. The probability obirth resulting in an

early neonatatleath issignificantly reducd by 20.8%after the policy introductior{or by 16.5% when

first born are included in the modelvhile that ofneonatal mortalityisreduced by 20.0%(or by 19.3%
when first born are included in the modeBdditionally, in fitting the model, variablemye of the
mother at thefirst birth, ethnicity, and religionare omitted from the FE model, as they do not vary
across births to the same mother in the analytic sam@leall the control variables,rdy the year of

birth andmultiple pregnancysignificantly affect both outcomes.

9This FE is based on thestricted sample with mothers who have at least one bg#pecifically second and onwards births
(excluding first births) before the policy and at least one after the policy implementation.
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Table7.3: Estimation of the impact of the policy on early neonatal and neonatal mortality

Early neonatal death Neonatal death

OLSKlodel )  OLSNodel 2) FEwith first  FE (without ~ OLSNodel 1) OLSNodel2)  FE(with first = FE (without

born) first born) born) first born)
n= 16,056 n= 6,653 n= 5,052 n=1,467 n= 16,056 n= 6,653 n= 5,052 n= 1,467
Born after -0.002 -0.002 -0.165** -0.206** 0.001 0.002 -0.193*** -0.200**
policy
(0.004) (0.004) (0.068) (0.081) (0.005) (0.005) (0.073) (0.082)
Year of birth
(Ref: 2014)
2009 -0.009 -0.194*** -0.238*** -0.008 -0.213%*** -0.221**
(0.007) (0.072) (0.089) (0.008) (0.076) (0.091)
2010 -0.007 -0.169** -0.210** 0.001 -0.185** -0.180**
(0.006) (0.071) (0.086) (0.007) (0.075) (0.089)
2011 -0.011* -0.191*** -0.261*** -0.005 -0.219%*** -0.258***
(0.006) (0.070) (0.087) (0.007) (0.075) (0.089)
2012 -0.008 -0.007 -0.156** -0.201** -0.001 0.003 -0.167** -0.170**
(0.006) (0.006) (0.069) (0.084) (0.007) (0.007) (0.074) (0.086)
2013 -0.007 -0.005 -0.024*** -0.041** -0.003 -0.000 -0.018* -0.029
(0.004) (0.004) (0.009) (0.019) (0.005) (0.005) (0.010) (0.024)
Age of the
mother at
the birth of
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the baby
(Ref: Less
than 20)

20-34

35 years and
above

Preceding
birth
intervals of
less than 2
years
Grand
multipara

Multiple
pregnancy

Male baby

_cons

0.008**

(0.003)
0.016%**

(0.005)
0.013%**
(0.003)

0.002
(0.002)
0.061%+*
(0.012)
0.004**
(0.002)
0.008

(0.007)
Notes:

0.012***

(0.003)
0.020%**

(0.007)
0.013%**
(0.005)

0.004
(0.004)
0.065%**
(0.019)
0.005
(0.003)
0.008
(0.008)

0.015

(0.014)
0.009

(0.021)
0.008
(0.008)

-0.011
(0.009)
0.109**
(0.045)
0.004
(0.005)
0.181**
(0.072)

-0.001

(0.022)
-0.012

(0.032)
0.017*
(0.010)

-0.024
(0.016)
0.159%**
(0.059)
0.011
(0.010)
0.246%**
(0.091)

0.008*

(0.005)
0.016%**

(0.006)
0.020%**
(0.004)

0.003
(0.003)
0.075%**
(0.013)
0.004*
(0.002)
0.007
(0.009)

***p < 0.01, *p < 0.05, *p < 0.1; Clustered robust standard errors in parentheses.

OLSordinary least square&Efixed effects
Model 1:Using the fiveyear sample (complete data set)

Model 2:Usingthe one year before and one year after the policy jgiam
FE (with first born)is the fixed effects when firstorn are included in thesample while FE (without first born)is fixed effectsvhen the sample is

restrided only to women who have 2nd or higher order birth before the policy

0.011*

(0.006)
0.016*

(0.009)
0.016%**
(0.006)

0.005
(0.004)
0.073%**
(0.021)
0.004
(0.004)
0.008
(0.011)

0.025

(0.018)
0.024

(0.026)
0.008
(0.009)

-0.010
(0.011)
0.128*
(0.050)
0.009
(0.007)
0.199**
(0.078)

0.008

(0.031)
0.003

(0.043)
0.027*
(0.012)

-0.027
(0.020)

0.177%*
(0.064)
0.025*
(0.013)

0.227**

(0.097)

Additional controls:(age of the mother at the first birtrgthnicity, and religiopfor the OLS model 1 and 2 are not shown on the table (but were

since they were dropped from the FE model.



Using the same procedures for the intermediate variabtee, FE models show that all the other
intermediate variables cannot be determined using fixed effects because of the limitation of how the
guestions were asked (focusing on the last birth rather than all births) extsptery through CS
LBW and skilledbirth attendance(BA). Two of the three; delivery through CS andBWc¢ are not
significant under the FE model as gbability ofbirth happeninghrough CS reduces ly®oafter

the implementation of the FM policy and th@obability ofa child beinga LBWincreases by3.7%
(Table 7.4FEwith first born). Onthe other handskilled delivenandbirth in a public facility (hospital)

are significant across all the two OLS models and under the FE modptobhsility ofbirth through
PBAsignificantly increases by 17.0% after the policy implementation as is the probability of births in a
public facility (hospitalXhat increases by 5.8%@able 7.4 FEwith first born). Of all the control
variables, the naltiple pregnancysignificantly exg@ins the probabilities ofelivery through C8nder

FE modeldHowever, nonef fourintermediateoutcomes aresignificat when the samplés restricted

only to women who have 2nd or higher order birth before the pqfi@able 7.4FEwithout first born.

The zscore test (describeth details under the empirical strategy ssbction of section 3.4.8.3) was
conducted®and showed thathe p values for all the outcomes were greater than Q(@&rly neonatal
mortality- 0.35105neonatal mortality0.47312delivery though CS0.46088 births in a public facility
-0.32622 SBA0.46934 and LBWO0.50839 hence therewasno statistically significant difference in
the estimation of the outcomes either hysingthe samplegwith first born samplepr (without first

born sample)
Table7.4: Estimation of the impact of the policy on intermediate outcomes

Born after policy

OLS Kodel 1) OLS Kodel 2 FE(with first FE (without
born) first born)

Deliverythrough n= 16,056 n= 6,646 n= 5,037 n=1,44
Cs 0.010 0.010 -0.017 -0.021
(0.008) (0.008) (0.022) (0.030)

Skilled delivery n= 16,056 n= 6,644 n= 5,024 n=1,461
0.041** 0.040** 0.170** 0.160

(0.017) (0.017) (0.085) (0.099)

Birth in a public n= 16,056 n= 6,64 n=5,63 n=1,4®
facility (hospital) 0.058*** 0.058*** 0.058*** 0.145

10 Using equation (7) and estimatebtained from equation (6) for both the fixed effedisith first born sample) anfixed
effects(without first born sample)l first calculatedhe z scoresnanually. Then using theé score and probability converter
obtained from Calculator.net (seénttps://www.calculator.net/zscorecalculator.htm), | interpreted the results using
p(x>Z); where any p value (the probability) that is greater than the critical value (0.05) means thaistherstatistical
difference in the estimates of the outcomes.
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Born after policy

(0.017) (0.017) (0.019) (0.091)
Low birth weight n=15,982 n= 6,654 n= 5,053 n= 1,48
-0.006 -0.006 0.037 0.044
(0.005) (0.005) (0.031) (0.038)

Notes: Thespecifications are the same as Table 7.3 fixed effects madel

***p < 0.01, **p < 0.05, *p < 0.1; Clustered robust standard errors in parentheses.

OLSordinary least square§&E fixed effects

Model 1:Using the fiveyear sample (complete data set)

Model 2: Usingthe one year before and one year after the policy sample

FE (with first born)is the fixed effects when first born are included in the sample; \Whiléwithout first
born): is fixed effects when the sample is restricted only to women who malverzigher order birth befor
the policy

7.4.Exploration of the model

In order to further explore the mechanism for the change, | explored the impact of the policy using

five variations of the basic specification of the FE m@dé&hout first born in thesamplg:

Panel Ais a mother fixed effect model exploring the useséflled deliveryas an additionatontrol

rather than an outcome. Mixed findings in the literature informed the useldlled deliveryas a
control on the role o&killed deliveryn neonatal mortality. For instance, one study that utilised KDHS
data showed thaskilled deliveryhas birth reduced both neonatal and undi@re mortalities(Machb,

2018) while an analysis of pooled DHS data from nine countries in Asia, Africa, and Latina
America/Caribbean showed that there was no associatioskiifed deliverywith a reduction of
neonatal mortality particularly in Africa and Agtingh et al., 2014)Therefore, it was imperative to

explore the contribution ogkilled delivenyn this context.

Panel Bis a mother fixed effect model exploring the usebath in a public hospitahs anadditional
control. The use obirths in the public facilities was added as a control variable because the FM policy
as implemented in 2013 was operationalist cater for deliveries in all public facilities (including
hospitals) and not private fgprofit or not for profit facilitiegChuma and Maina, 2018escribed in

section 1.3.4).

PanelC:is a mother fixed effect mode] which in addition toskilled deliveryand birth in a public

hospital being utilised as a contrQis utilising arinteractionterm of being born after the policy and
delivery in a public hospitabirth after the policy (&er=1) *ph).The interaction term captures the

5A5 STFSOG 6KAOK Aa | @GIftAR SaidAayYLisS 2F GKS Ca
for births in a public hospitgLee and Kang, 2006, p273)mply put, other time&zarying processes are

supposed to have a similar impact both before and after implementation of the FM policy and the
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estimate of interaction would capture a variation in the implemegian. lexpect that there will be no

effects of mortality outside of the public hospital.

PanelD:is a mother fixed effect exploring the used#livery through C8sadditionalcontrol rather
than an outcome The use of delivery through CS wafded asa control, and it wasnformed by
literature such asignore and Kleban@¥@008)postulation thatpotential for death among neonates

born throughCSs significantly high

In Panel A, the average treatment effect is given by estimates of the coeffimemtafter the policy
shownin Table 7.5The probability of birth being early neonatal mortality significantly redumes
18.®owhile that of neonatal mortality reducdsy 18.4% after the implementation of the poli¢yable
7.5)compared t020.6% and?20.0% respectivelyTable 7.3FE (without first bor)) if skilled deliveryis
not a control. However, the probability of delivery throughi@Sgnificantly reduces by @6 (Table
7.5) from 2.1%(Table7.4FE (without first bor)). Therefore, theskilleddeliverydoes not remove the
effects of the policy orarly neonatal mortalityneonatal mortality anddelivery through CS and is
alsoonly asignificant determinant of the effects of the policy delivery through CSSimilarly, in
Panel B, e probabilty of birth being early neonatal mortality significantly redudss20.36while
that of neonatal mortality reducedy 202% (Table 7.5 after the implementation of the policy
compared ta20.6% and 20.0% respectiv€lable 7.3FE (without first bor)) if public facility (hospital)
is not a control. However, the probability of delivery throughr@®nificantly reduces by &6(Table
7.5) from 2.1% (Table7.4 FE (without first bor)). Therefore, thepublic facility (hospitaldoes not
remove the effects of the policy ararly neonatal mortalityneonatal mortality, and delivery through

CS and is also not a significant determinant of the effects of the policy on the outcomes.

In the Panel CTable 7.5, there are no differential effects on thirth in a public facility (hospital) in
early neonatal death, neonatal death, and delivery through CS as a result of the policy. The coefficient
of interaction termbirth in a public facility (hospital)* born aftgolicy (DiD estimatorghows that a
reduction in the probability of early neonatal death@y%,an increaein the probability oheonatal
death by 05%, anda reductionin the probabilityof delivery through C8y 1.5%closes the policy
effect gapghat exist among mothers that gave birth in a public facility and those who did not before
the policy was implemente&imilarly, in Panel D, whedelivery through C#as usedisan additional
control instead of intermediate outcomethe probability of hith being early neonatal mortality
significantly reduceby 20.Rowhile that of neonatal mortality reducdsy 20.26 [Table 7.3after the
implementation of the policy compared @0.6% and 20.0% respectivéRable 7.3FE (without first
born)) if deliverythrough CSs not a control (nearly similar topiublic facility (hospita))
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Table7.5: Estimates of the exploration of the impact of the FM policy on early neonatal and neonatal mortality,

and delivery though CS using mother fixed effegtéthout first born in the sample

PANEL A n=1,450 n=1,450 n=1,444
Born after policy -0.187** -0.184** -0.029
(0.077) (0.078) (0.030)
Skilled delivery 0.006 0.010 0.038**
(0.012) (0.019) (0.016)
Cons 0.214** 0.192** 0.029
(0.086) (0.093) (0.044)
PANEIB n=1,467 n=1,467 n=1,461
Born after policy -0.205** -0.202** -0.028
(0.081) (0.082) (0.030)
Birth in a public facility (hospital) -0.002 0.010 0.050***
(0.013) (0.019) (0.017)
Cons 0.247*** 0.225** 0.026
(0.091) (0.097) (0.043)
PANEIC n=1,40 n=1,450 n=1,444
Born after policy -0.185* -0.188** -0.024
(0.077) (0.079) (0.033)
Birth in a public facility (hospital) 0.004 0.028 0.064
(0.017) (0.030) (0.045)
Skilled delivery 0.005 -0.015 -0.010
(0.010) (0.026) (0.040)
Birth in a public facility (hospital)* -0.005 0.005 -0.015
born after policy (DiD estimator) (0.025) (0.029) (0.026)
Cons 0.212* 0.196** 0.027
(0.087) (0.094) (0.047)
PANEID n=1,40 n=1,40
Born after policy -0.207** -0.201**
(0.081) (0.082)
Delivery through CS -0.033 -0.037
(0.088) (0.087)
Cons 0.248*** 0.228**
(0.091) (0.097)

Panel A:Mother FE, wittskilled deliveryas an additional control to the model

Panel BMother FE, with birth in a public facility as an additional control to the model

Panel C:Mother FE, withskilled delivery birth in a public facility (hospital) as controls a
interaction of birth in a pulit facility (hospital) and born after the policy

Panel DMother FE, with delivery through CS as an additional control to the model

The specifications are the sarasTable 7.Jixed effects modes (plus all additional controls)
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Additionally, | exploredhe placebo effect accounts for estimating the impact of the policy on other

specific timing of other potential events that may have influenced the policy outcomes.

Effects of the placebo treatmentTable7.6presents the estimates of the impact of the FMdlipy on
placebo timeeffects. As the estimates show, there is no documented statistically significant impact of
the placebo treatment (the other assumed random implementation timingsAafust 2012
November 2012andMarch 2013of the FM policy (placebanplementation timing of the FM policy)

on neonatal outcomes (early neonatal and neonatal mortality), and delivery through CS as
intermediate outcomes. However, there is some significance shown with skilled delivebjrtmih

a public facility (hospita Potentially, this shows that there is no other potential cause for a reduction
on the probability of neonatal mortality other than the policy itself and other tirekated activities

may have potentially set pace for improving skilled delivery hinth in a public facility (hospital)

before the actual policyThis eflects the differential time trends rather than the true effects of the

policy.

Table7.6: Estimates impact of the FM policy on placebo tafiect

Early neonatal mortality -0.012 0.027 0.194 922
(0.042) (0.0%) (0.283)

Neonatal mortality 0.031 0.006 0.177 922
(0.037) (0.037) (0.241)

Delivery through CS -0.013 -0.024 -0.102 917
(0.020) (0.025) (0.093)

Skilled delivery -0.072 -0.209* 0.051 907
(0.064) (0.110) (0.157)

Birth in a public facility -0.099* -0.194* 0.083 923

(hospital) (0.057) (0.1®) (0.125)

Low birth weight -0.031 -0.003 -0.006 923
(0.026) (0.013) (0.018)

7.5. Costbenefit consideration

The average annual per maternity cost of the FM polegestimated at USD 43.7 million, which is
the amount spent on the policy in the financial year 2013/2Q#4dlaki and Muchiri, 2019)singthe
average live births between 20132014 as 912,42{United Nation, 202Q)and the average neonatal
deaths in the same period (calculated using the neonatal mortality rate obtained from Kenya National

Bureau of Statisticst al. (2014) as20,073;and given that the modetstimated that the probability
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of neonatal mortality reduced 80.0% as a restibf the policy(effectiveness measure from the policy

in Table 7.3FE (without first born) theestimates suggest that the FM policy translated to on average
4,015fewer neonatal deaths in 2013/2014.2 Y & S|j dzSy (i f & ¥Slot2313000ViscuS ghd | Q &
Masterman, 2017)the final results show thbenefits of US®27 million from the policy hence,
surpassing the actual cost of the FM politlerefae, the FM cost to benefit ratio &1.22(from USD

43.7 million to USB27million) taking into account the value of life saved (the probability of reduction

of the neonatal mortality as a result of the FM poli€iable7.7.

Table7.7: Per Mother and Child Cost Savings Calculation

Live births 2013 a 870,599
Live births 2014 b 954,254
Number of live births in 2023014 (calculated) C =(athb) 1,824,853
Average birth of 201:2014 d =c/2 912,427
Neonatal Mortality Rate frorKenya National e 22

Bureau of Statistics et gr014)

Per live births f 1,000

Average deaths per year (202814) g =d*e)/f 20,073
Estimated impact of the policy on Neonatal Dez h -0.200
(from Table 7.3, FE (without first borj)

Number of deaths avoided because of free poli i =(-g*h) 4,015
Value of statistical life frorwiscusi and i 231,000
Masterman(2017)

Amount spent on the policy in the financial yeal k USD 43,700,00(
2013/2014 fromMulaki and Muchir{2019)

Annual benefit of the policy I =% USD927,390,295

Cost to benefit ratio m =l/k 21.22

7.6.Chapter summary

This chapteprovides a methodological approach to evaluating the FM policy's potential impacts as
captured by early neonatal and neonatal deaths and intermediate outcomes (described in detail in
section 3.4.8.3). A descriptive analysis of the birth sample shows t6a%idand 2.34% of all births
resulted in early neonatal and neonatal deaths, and 6.75% were conducted through CS. An initial
before and after analysis using the unrestricted births dataset has shown that none of the mortality
outcomes shows any significadifference in the proportions following the FM policy implementation;

however, there is a significant increase of 1.25% deliveries through CS after the implementation.



A before and after estimation of the impact of the policy on early neonatal and nebmeteality

using the births in the last fivgear data point shows that none of the evaluated outcomes is
statistically significant. However, the results are of an extended period (5 years) which masks the true
effects as the number of births before th&Fpolicy dominate the number of births significantly after

the policy; hence, the effect may be underestimated. A further estimate of the impact of the policy
on the outcomes using one year before and one year after sample data still showed that noee of th
outcomes is statistically significant. This does not give the policy's true effects as there could have
been a selection bias among the women who gave birth during the period. Some women who may
not have given birth before the policy may have startedirgjvbirth because of the policy's
introduction; hence, the mothers' characteristics before the policy could be different from those after
the policy. After accounting for the mother's fixed effects on the birthsusing aestricted sample

with mothers who have at least one birtly specifically second and onwards births (excluding first
births) ¢ before the policy and at least one after the policy implementaljdahe coefficients on the
outcome variables, early neonatal and neonatal mortality, are diediby significant. The probability

of birth resulting in an early neonatal death is significantly reduced?®y6 after the policy
introduction, while that of neonatal mortality is reduced 30.0%. Interestingly, all the other
intermediate variables agmot be determined using fixed effects because of the limitation of how the
guestions were asked (focusing on the last birth rather than all births) except delivery through CS,
LBW, and skilled birth attendance (SBYgne of four intermediate outcomes are significant when the

sampleis restricted only to women who have 2nd or higher order birth before the policy

Further analysis shows that the skilled delivery and birth in a public facility do not remove the policy's
effects on early neonatal mortality, neonatal mortality, and delivery through CS and is also not a
significant determinant of the policy's effects on the outcomes. The coefficient of interaction term
shows that a reduction in the probability of early neoaladeath byd.5%,an increasén the probability

of neonatal death by 8%, anda reductionin the probabilityof delivery through C8y 1.5%closes

the policy effect gaps that exist among mothers that gave birth in a public facility and those who did
not before the FM policy was implementedhe chapter has then gone further to progithe cost

benefit consideration of the policy. The FM cost to benefit ratRili22 (fromUSD 43.7 million to USD

927 million), taking into account the value of a life savéitle probability of reducing neonatal
mortality due to the FM policy). The next chapter will discuss the overall thesis results (chapter 4, 5, 6

and 7) and give the policy and research implication.
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Chapter 8t Discussion of results, research and policy implicatioasd
recommendationsand conclusion

8.1.Introduction

At the beginning of the research, this study set out to explore the policy proaesds its
implementation, its effects and potential impact on the quality and cost of maternal care, of the FM
policy as implemented in Kenya. This chapter explores the implications of the findings of this study.
As such, it is structured in three main subsectibased the main areas of interest: an exploration of
the FM policyformulation, its implementation, its effects on the quality and cost of maternal care,
and the potential impact on neonatal mortality and delivery indices. The section concludes with a

reflection of the process

8.2.Discussion of the results per objectives

8.2.1.Exploration of the polidgrmulation

This subsection provides a synthesis of the results from section 4.2 and section 4.3 on the background

and the policy formulation process.

In the first obgctive, this study set out to explore the background and the process of formulation of

the current LM policy. Chiefly, one observation emerging from the exploration of the background of

LM policy is that it appears to be a political initiative that wasealmt attaining both international

goals (SDGs) and national agenda (achieving UHC and improving aceBgs Axditionally, it was

0dZAf RAYy3 2y> YyR ONARIAY3I GKS 3IILLA 2F GKS LINBOJA
which a confluence of Bl & ' yR 2L NIlidzyAdASa GdAYSE& YSNHSR:
(2010) The confluence integtad three things:the political value of agendsetting on such policy

reforms as has also been shown Bilson et al(2003) the need for setting the priority of policy

agenda to meet national and international goals as shownM®essen et al(2011) and the
consistency of building on FM policyathwas already in the agendBy choosing to build on the

lessons from the previous FM policy, the policy is taking the ebbs and flows fluid process instead of
choosing to remain in a fixed static form. This observation of the background of FM policggasce

mirrors the practices of other countries. For instance, in Nepal, the converging inteaslitcal and

others¢ predestined the policy as an ideal vehicle for meeting fortunes and objectives of the maternal

incentive schemé¢Ensor et al., 2009)



Additionally, theLIN2 OS&aa 2F (GKS F2NXNdz | GA2y 2F GKS [a L€
(2008, p310¥ptatement:

N

WHKSNB | NB | f YIye 2GKSNJ O2yOSLiidat OKLffSy3

a
Ol tdzSas 6StASTa YR LR26SNI 2F RAGSNES | OG2NB Aa
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As consistent with the exploration of the FM policy formulation literature elsewliiéceluah et al.,

2018) decision agendas of the LM policy were driven bgraplex interplay of factors related to the

context, processes and content, actors and their interests, power and roles, in an elaborate manner

NI} §KSNJ GKIFIY fAYSFENI LINPOSaaSaT (Kdza>x NBAGSNI GAy3
policytriangle (Walt and Gilson, 1994)

Thestakeholders of the LM policy had an opportunity to form an interaction committee or platform

where the formulation designand 3Sy Rl gl & FNBSf & RA@Db@sseddd YR R
that public policies often refict the interests, preferences and the values of the governing elites was

evident in the committee. While the Presidency was not an active participant at the committee, the
technocrats had to align the design to fit into his political promise and agendehid¢ving the UHC.

However, the participation of actors in the policy formulation was not as inclusive. Grindle and

¢ K 2 Y I(1®92pobservation that despite the characteristics of policy actors such as personal
attributes, loyalties, institutional and political comtmients, and training, the actors are never
completely autonomous. The stakeholders had to work within a meshed context and had to tackle the
problems and issues (policy formulation) that they were faced and provide a well thought through

solution that wasconomically, politically, and administratively feasible.

The appointed government officials (often the technocrats in government), the development
partners, and the representative of the beneficiaries had a substantial influence in the formulation of

the details of the policy. Whereas there were representatives of the beneficiaries, the results showed

the beneficiaries interviewed did not know about any formtludir participation. While it would be

impractical to include all the participants in the forratibn, the level of public participation in reforms
KAIKEAIKGA DNILR)asSertibnyhBt the pagicipatidriisia determined categorisation

2F GKS NBTF2NX a | o0dNBIFdzONI GAO O2YLIX Al yOS NBT
participation or @ NXBIjdZA NAYy 3 LREAGAOIET adloAfAde yR &dzd
O2YLINBKSY&aA @S Lzt A0 Sy3arasSySyideo ¢KS FAYRAYI &K
significant because they were classifiedhe FM reform aghe latter. Only representatives voiced

the participants' interests. In facts, in the formulation process of FM policy in Ghana, authors

categorised the participants as policy agenda directors, agenda approvers, government and non
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government agenda advisors, and agendiacates(Koduah et al., 2015)Theagenda advocates,
which includes the beneficiaries, are active throughout the process of formulation. Generally, there
was good coordination of the policy processes at the formulation level; but, if the beneficiaries and
the implementers are not well inveéd at the policy, it would bring into focus the question of how

committed they were to implement things that they had little say.

Also, each of these stakeholders were well engaged in the process of the formulation and had to
manoeuvre through the interest of other multiple players. While there was an alignment in the
interest of formulating the LM policy, some interests particularly thfasetting the price for the new
entrants in the policythe private sectoywas rather contentiousand the engaged representatives of

the private sector had to lay the reason for the request of the higher price of reimbursements. The
NGOs representinguierests of the private sector in the informal settlements devised methods to
bypass the political process at the formulation to engage the sector and engage in shaping the price
debate at the grassroots level rather than at the top. Through their netvadrinfluence at the
grassroots level, they were able to influence the reimbursement price and the implemeni@tioer.
similar organisations have used this particular stratégy.instanceln the evaluation of Africa Health
Market for Equity (AHME) progm, that focuses on social franchising, it was noted that the
performance of the providers of the social franchise led to improved performance of LM policy with

79% of the social franchising facilities participating in LM service proy{isppieford, 2019)

8.2.2.Implementationof the policy

This subsection provides a synthesis of the results from sectibmorl the implementation of the

implementation processes of the policy.

At the implementation leveis thatthe knowledge of the LM policy benefit packages, services covered,
and reimbursement varied amongst different cadres of HCWs, county officialsisargldespite the
concertedfrom the effort among partners to adequately communicate the palicycharges and the
facility managers were more awagd the policybecause they had the upper hand in access to the
policy guidelines anttaining, which did rot reach the policy implementers. The concerted effort to
enhance the communication of the policy was better than it was in the previous policy as was revealed
in a mixedmethod process evaluatiofTama et al., 2018 However, the difference in awareness of

the content of the policy among different stakeholdemuld have resulted to different interpretations

of the policy particularly by the frontline implementers leading to implementation infidelity
(difference of policy in paper and policy in practice) similar to what was reported in other policy such

as Burkna FasqRidde et al., 2011Although the dministrative and clericalorkerswere more aware
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of the packages than the service providers and thethers, they seemed to havexploited the
discretionary powelLipsky, 1980yiven that they were concerned with the actual harais policy
processes that both the patients and other HCWs. However, a rather interesting findihgt is
although HCWs could not differentiate the operations of the policy, they were content with the
adequacy of the service®otentially, there was a gap in the communication of the policy to the
requisite recipients as has been reported in other coumstregeich as Ghan@Vitter et al., 2013)
However, in the case of Kenya, the communicagiapsmay have been due to remoteness of the
county and sociatultural practices and belief@hich hampered reaching a majority of the users
Equally, a gap in education or language barrsgn®ng thebeneficiariesmay have made it difficult to
seltenrol using theohone. Tlesechallenges are not unique to this polidggBurkina Fasghe mothers
were notonly facedsimilar awareness challenges, but thsiras exacerbated by gender roletere
since the husbands paid the 2@#ot included in the government subsidyhe information about the

policy was passed to themather than the user¢Ridde et al., 2011)

Also, thereimbursements to the facilities were either delayed or when received, they were
inadequate. The causes of the delays in disbursement and receipt of the reimbursements were
multifaceted andwere either bureaucratic and systemic or created, and they did not only lie within
one unit but several departments. Consequently, the delays in the one agmvefnment resulted in

a ripple effect motivation of the HCWsvas hampered and hospitals were forced to adopt SLB tact's
(Lipsky, 1980 sustain the servicesSimilarly, the disbursement challenges were linked to the claims
system and approach in that, because one can only receive what they claithdosystem was
fraught with systemic challeyes touching on the NHIF, facilities, HCWs and the motBaudies have
shown that he design of the policy and the claim system challenges leads to technical and allocative
efficiency concern, in addition to lowering t@@C(Mbau et al., 2020)These results echo the findings

of two case studies of LM policy in Kenya. In Makueni county, NHIF owed facilities in the county
approximately USD 5.8 milligiMurira, 2020)while in Bungoma county, some facilities were not able

to meet their obligation for lack of fundg\ppleford and Mbuthia, 2018)

Further,the operations of LM have alteratie referral systenandcreatedapolicy confusiorthat has
consequentlyled to perverse incentives thdtave altered the general referral scheme as envisioned
by the Kenya Referral Strategy 2e4@18(Kenya Ministry of Health, 2014tHor instance, the strategy
seeks to bridge the implementation gaps such as bypassing Jewel facilities by thenothersdue

to perception of better services at hightrvel hospitals or geographical difficulties; poorly
coordinated and networked refeal schemes in different levels; inadequate and ineffective

monitoring of the referral system in addition to poor transport schemes or lack of fallpwn the
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mothers all which the policshashad a negative influence. The gaps in the referral schemédcou
hamper the QoCprovided and demean the efficiency of the system that should be cascading the
patients up the referral ladder (from low to a higgvel facility) following the provision of requisite
care as shown by other autho(®aniels and Abuos2020, Kruk et al., 2018, Singh et al., 2019
finding mirrors[ 2t 5wQa T Nd&Etfluantal an ili@ppréptage referral to uppeevel
facilities (The World Bank, 2013Additionally, as has been the case for Kenya, the reimbursement
strategies are contributing to the inappropriate referral, in that some facilities ardisgéi maximise
their profits at the expense of the patients; or higHewel facilities are burdened by the referrals
(especially of complex complication that requires significant investments which LM policy does not

provide. A similar finding has beeoted elsewherén Nigeria(Akande, 2004)

Besidesshifting the management of the FM policy to the NHIF from the MoH created a policy
confusion in both the accreditation and the contracting process. Through the process, the NHIF, a
purchaser of theservices is acting both as an accrediting and a contracting body, which could pose a
competing interest. A critical evaluation of the purchasing arrangement under NHIF revealed that the
contracting process did not promote efficiency, quality, and eg{Nunge et al., 2018nd another
showed that it causes fragmentation of services thus compromising the technical efficiency and
quality of service¢Barasa et al., 2018) DA @Sy GKIF G | OONBRAGFOGAZ2Y A&

by an accreditation body certifying that an organisation or a healthcare facility has attained

G

W OONBRAGE GA2Y B3 I2)NEINREHa& 20D {0 KAD IdAD®mMits gt A Y RS L.

al., 2014, p2)the NHIF acting as an accreditor (a role that is tradiilgnplaced at the MoH) and

contractor of facilities, leads to a potential conflict of interest

The current accreditation and contracting process have been shown to be compromisi@p@e
particularly in the public facilities because some are given lelaagcreditation, despite not meeting

the standards, as a tradeff by the government to ensure many public facilities especially in the vast
areas (poorly served area by both private and government hospitals) have increased access and the
reimbursement igentive. Some authors have argued for the need to link quality assurance and
accreditation(Abuya etal., 2018) However, one study in Ghana contradicts the finding as it shows
that only the private facilities that were accredited thetNational Health Insurance AuthoritfdIA
scored lowly imQoCand not the public hospitald.amptey et al., 2017All in all, it still points to the
need for enhancing quality across all faciliti8ifting the authority of accreditation process of the
facilities from the MoH to the NHIF has also increased the NHIF burdesriofuthich may potentially
mean allocating more administration costs to it; thus, calling to the sustainability and feasibility

concerns as also noted by Barasa et (2D18) Also, the private facilities are undergoing the



accreditation and contracting processes seamlessly (or are familiar the processes) because a majority
may have previouglparticipated in similar processes under the social health insurance schemes done
by other independent development partne(Suchman, 2018t the writing of this thesis, the NHIF

had undergonehe proposed health financing reforms which had separated the role of accreditation
and contracting; where MoH was to concentrate on accreditation l[dRdF contractingo enhance
efficiency(Tanui, 2019)

Moreover, it was shown thathere was adequate supportive supervision from the MoH and the
county government forthe delivery of maternal care services but not from the NHIF on the
implementation aspect of the policy. Given the gap, HCWs may have altered work optimism. Besides
strengthening the congruous working relationships, supportive supervision has been shown to boosts
workers morale and provides practical measures to improve performéBaiey et al., 2016, Roets

et al., 2018)Roets et al(2018)further showed that 88% of all the midwives who participated in the
research mentioned supportive supervision as one of the important activity for improving their
performance but als an important pillar for improving maternal and neonatal care. Therefore, it is
imperative to invest in it. By collaborating with the manageis this caseNHIF managers there

could be improved delivery of LM poli@iyarj, 2003) However, given the progress, the facilities were
noted to have put adequate measures to monittetprogress of the policy through charts hung in
public placegFigure 8.)as a way of ensuring accountability to the public, and even incentivising more
mothersto choose the facility by reading the good nhumbers. A collaborative effort between théyfacili
in-charges and focal people from the county shows that the county is motivated enough tamaeeet

objectives and goals of the policy
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Figure8.1: Example of charts monitoring progress of matemedlth indicators in Hospital Sourcedocument

reviews, andfacility record

Significantly, hereare more actors at the implementation leweboth at the national and the county
level ¢ that are supporting the achievement of the goals in audit, reskeafinancing and strategic
operations. Implementers of the LM policy understood their roles as was formulated; however, the
communication at the national level was rather complex and messier since there was a gap in clearly
defined roles in the communickt2 Yy ySGg2N] G GKS a2l ® 9@FSNE RSLI
influential PS health in providing strategic decisiBasidesthe dependency of the policy imperatives

at the top level was significantly higher as units had to rely on one another oftanrthaessary;

hence slowing down the implementation cascaddese findings affirms that theM policy ha
achieved three out of the ten proposathe Hogwood and Guni(1984)postulated for successful
implementation. However, there is an interaction and better coordination of ratethe periphery
(county and facility level) in thathe county has gone further to employ someone to ease
communication and coordination with different departments both at the national and the county

level.

Another significantreflection is that some programs areunning concurrently with the LM policy
which are either complementary or are causing policy confusion, fragmentation and shifting away
resources from the policy. The complementary naturéhefpolicy is imperative ai covers aspects

such as primary care in addition to meeting complicationssctbext LM does not cover. However, the
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others that cause fragmentation are due to several benefit packages that target different profiles of
patients at the NHIF; hencequity and efficiency concelBarasa et al., 2018, Mbau et al., 2026y

even shifting away resources from the main poli€iie policy confusion at thBHIF levetalls for

more educationof the packages and serviceShe fragmentation in the form of difference in
reimbursement rates is creating incentives amongst hospitals to choose attractive maternal packages
as a way of maximising funds. There is a leak in NHIF in that mathers canregister more than
onceon thedifferent schemesthus,denying thedeservigY 2 (i K &dé&Bs @ needed servic®imilar
findings have been postulated Byama et al(2018)concerning the previous FM policy that was

implemented by Kenya

Consequentlythe county offcials working in tandem with HCWs workers are acting as &idBse
transforming theFM policyto fortify service delivery through enhancing ftexibility. The SLBs are
using three strategies giractice (defining new identity for the public policy),lipgmaking (creating
unique developments from the policy systems), and professionalism and ethical tact (using both
expert and contextual knowledge to enhance the operatigiétanen et al., 2018p transform the

policy. The SLBs as policy makers,thegprime moversn the construction and fortification of the FM
policysince the create unige development to the services under the poliEgr instance, the facilities

are making policies by employing additional HCWsateethe workload and maximise registration of

LM mothers andto discharging thenothersright after birth to either createspace or deal with the
higher workload. This shows that HCWs as SLBs were interpreting and adapting the policy in their
understanding and meet their outcome obligatioas was the case f@outh Africa user fee policies
(Walker and Gilson, 2004)

SLBs are introducing working practices such as correcting the policy confusiond lmausterrals;
providing continuous medical education taothers on LM poicy; and undergoing setfirected
training on maternal procedures. Perhaps the sttécted training of the HCWs is essential in the
implementation of the policy as previous research in Burkina Faso showed that lack of knowledge
amongst HCWs had contrilad to inequity in free policy implementatigiRidde et al., 2018Also, by
prioritising the utility of reimbursements from the LM policy to improving maternity areasl,to
developng strategic collaboration between different hospitals and even departments, SLBs are
focusing on attracting more clientience more claims and reimbursemenfisr the hospitals This is
particularly true as it aligns tihe scoping review of literaturef free schemes which showed that in

SA and Ghana, HCWs ass3EBpected free policies as long as theydhhe needed resources to

adequatdy supportthem (Allegri et al., 2015)
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Bound by the cord of ethics and professionalism, HCWSs are going over and above wthastie
vulnerable under the schemes (foreigners, adolescents, indignant) are able to get the se&xlgoes.

the SLBs are also working in tandem with the mothers as users of the policy to holistically cocreate
better models of the policyThe above fiding reinforces the statement thatiCWs asSLB are
influenced bytheir working environment, socipolitical context, and personal values and beliefs
(Erasmus, 2014}For example,tie untimely or inadequate reimbursements and inadequate supplies
are pushing the HCWs to prioritise the little supplies for the very desemnamthers. Choosing the
mothers who adequately require the services mayabehallenge or rather very subjectividothers

may alter their dressing code to tatters to be identified as poor, which may not be SuehSLB
schemes have led to unintended consequengésalay and Sandall, 2008)ch as in Senegal where
HCWs used their power in the user fee policy scheme to institutionalise discrimination rather than
helping the patient§Mladovsky and Ba, 201 However for the case ofthe exempt user fee policy in
Burkina Faso, midwives developed criteria (not part of the policy) to help identify indigents and
provide them with servicéRidde and Sombie, 2012herefore, he concept of professionalism shows
that HCWs as SLB malasery daysituational choices that require improvisation as guided by tacit
knowledge and values, rather than policy ru{€ilson et al., 2017By being flexiblevith the policy,

the SLB are making it equitable and effec{iVetanen et al., 2018herce, bridging the gap between
policymaking and practiogHupe and Buffat, 2014)

Additionally, the counties are alsshapingthe policy to fit the objectives through enhancing bylaws
giving hospital freedomto utilise fund directly The literature on other funding schemes directed to
the facilities showed that, if oversighted properly, can strengthen performance, and improds HC
motivation (Waweru et al.,, 2016) Furthermore, the counties are developing complementary
programs such as using community health volunsegnd strategic development partners. Similar

findings were also showin other Kenyan free policy evaluatiofidulaki and Muchiri, 209).

8.2.3.Quality of care

This subsection provides a synthesis of the results from chapter 5 on the provision and experience

aspects of the quality of maternal care.

Thefindings show thatLM policy has improved the geographical, financial, and maternalcgerv
access. As was intended at the policy formulation, more mothers are delivering thE&i#yand the
number of home deliveriesasreduced. However, the finding is not surprising as a systematic review
of maternal service (ANC and delivery) under défe=M policies showed an increase in ANC services

and delivery services after the removal of user fébgakpasu et al., 2014owever, in the same
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review, the utilisation patterns were marred with geographical and temporal fluctuation in use which
isdifferent from our study. The increase in geographic access could be explained by the fact that Kenya
decentralised health system and coupled with the incentives of free services under LM policy; hence

increased geographical accesd utilisation

Astudy in Kenya suggested that given the challenges of accessing government facilities, then it was
imperative to harness private sector clinics to enhaseevice provisionfn deprived settingFotso

and Mukiira, 2011)Dossou et al(2018)also showed a systematic increase in CS services after the
implementation of the CS policy in Benin because dfsation incentives. Aare the results on
improving access to the vulnerable population in LM policy, the implementation of the safe
motherhood program in Nigeria (Abiye initiative) with the removal of user fees particularly for the
most vulnerable populéon, enhanced access and utility of serv{égayi and Akpan, 20200 others,
irrespective of the locationboth in rural and urbapand even the vulnerable ongsccess a
standardised form of care. However, in Benin, the CS policy exacerbated the inequalities as the policy
reached the predominantly rich limiting socialkciusion(Dossou et al., 2018Besides, there is a
positive perception about the policy despite the longer waiting timpesticularly in the initial visits
where mothers are accessing ANC additional benefit packages that were not in the previous policy.
Contrarily though, a mixethethod study in Nigeria showed that mothers were dissatisfied with the

waiting time under theree policy, but the authors did not link it to any particular ser¢isiayi, 2019)

Further, despite the policy providingchoice of accessqr the use okither private or public facilities);

each facility is umg innovative incentives to attraanothersleading to a differenceni perception

about the services provided. The findiogfactors leading to choose of the delivery plasaot new

as other authors have highlighted the difference in the preference for private or public facility thus
influencing perceptioiChirdan et al., 2013, Khan and Noreen, 2016, Okumu and Oyugi, ROfER},

in arecent FGD with womeny bl ANROA Q& A Y T 2 Nakploking &h&riexpérineeS v i a
of the quality of maternity care under LM, Oluoétridi et al.(2020)present the facilitators and
barriers to choosing either private or public facilities which are all similar to the findings of this study.
Interestingly, the choice of place of delivery was infloed by several factors that are not necessarily
linked to LM such as personal choice, previous experience or treatment and access as shown by other
studies(AmootiKaguna and Nuwaha, 2000, Gabrysch and Campbell, 200@alth system factors
(Parkhurst et al., 2005)his highlightsa key gap because it begs the question of whether LM has
influenced the choice of delivery hospitBscamilla et a(2018)showed that need for free services in
Kenya had influenced women to bypass nearer facilities for farther private facilities that were offering

free care; which is similar to findings from Sierra LeonElbyning et a{2016)
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A rather interesting finding is the prefemce for the highetevel facilities by themothers due to
perception of better services, and that has also been highlighted as an implementation gap on the
referral strategy However, literature has attributed this preference to factors such as cleaslines
interpersonal skills, and other perceptions of better servi(@gugi et al., 2018)and not the LM
policy. A discrete choice experiment in Nigeria showed that the women chose to give birth in places
with good condition of the health system, absence of sexual, physical and verbal abdsthat
unclean environment of birth without privacy and unclear user fees policy drove the women away
(Umar et al., 2020 KS Y2 0 KSNDa -I€v& 2adilidS had Ed t&K Qo8 Koddedns such as
indifference in the treatment based on the type of delivery and pafpartly because of
overburdening higher facilities and need for pitisation). In Kenya, other studies have shown that
mothers bypass lowelevel facilitiesdue toperception of better qualitfAudo et al., 2005, Cohen et

al., 2016) Same case has been showisimLankgPerera and Weerasinghe, 201K) this study, there

is preferential treatment for CS mothers apdmigravida whichis a quality issueoncernbut could

have been cawed by the fear of risk/risk aversion. HigHewel facilities are significantly burdened
due to LM leading to a ripple effect (where the facilities are left with a gap in resources, as they use
more resources in meeting thmothers specialisecheeds andnanaging deliveries that can be done

at the periphery)However, it could also be argued that having more mothers in hitghe facilities

means more claims and reimbursements.

Interestingly fewer mothersare being referred from lower to higher faciéis relative to beforahe

LM policy. While in the previous policpmplications were being referred tugherlevel hospitals

from lowerlevel health centesto seek better service€Sidze et al., 20150t could be argued that,
through the LM policy, lowelevel facilities are mking adequate investments using the LM policy
reimbursements thus able to handle complications. That may nevertheless not be true as another
finding shows thatthe fewer referrals that are happening are mainly due to the lack of equipment,
theatre, and NBUnN the lowerlevel facilities.Thus, it could be that the policy confusion in the
reimbursements of the services is somewhat hampering the positive quality effects of the policy.
Other literature from Ghana concurs with this assumption. For instance, Witter et(2087)
exploration of the policy showed that the uncoordinated and unreimburseférral strategy
(particularly at referring hospitals) hampered the positive effect of the policy, while Ganl¢2gia)
AK2gSR GKIG GKS DKFIyYylIQa NBFSNNIf aeadasSy gra AyS

lack of critical care staff to handle healthcare emergencies

Themothersthat are referred have a positive perception about the referral procesis.pEnception

could bebecausehe HCWs are going over and above to provided referral elements such as allowing
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the mothersto have companion at referral time and also in the hospital. However, the lack of
transport for referral could be hampering the referraligs by either making mother pay or risk their
lives for or risk their lives looking for transport systems at the tail end of deliFeryexampleBurkina

Faso had included transport in their subsidy pali@at was meant to enhance referral of the mothers

to the health facilitiegRidde et al., 2012bYhrough its well organised rapid response to emergency
and evacuation, mothers had a positive satisfaction with the referral system under the policy;
however, the IDIs with the HCWSs revealed that there was no adequate follot® epsure the
evacuated mothers received care as intenq&idde and Diarra, 2009nterestingly, Kenyan nurses
under theLM policy were shown to be going above and beyond to refer and follawatpers, which

was a compensatory mechanism to improving QoC

Alsq through the LM policy, there has been some improved availability of equipment, supply, and
infrastructure. The immyvement could be due to the provider anddéharges using SLB ta¢such as
renovations), to improve the facility as a way of attracting morethers who are the source of
reimbursement funds (discussed as a final observation in section 8.2.2). Howegpitedthe
progress, some commodities, infrastructure, and supplies are still a challenge. The lack of supplies,
equipment, and infrastructure contravenes the WHO statement number eight on quality which shows
that the positive birth outcomes rely on theawailability(World Health Organisation, 20163 recent
review showed the inadequacy asglobal phenomenon that compromises the levdl quality
provided in maternal caréBohren et al., 2015)Evidently, in all the facilities thmothersrevealed

that they were satisfied with the characteristics of the facilitegch as having adequate rooms,
adequate hand washing, bathing, and toilet facilities; in addition to equipment well suited for
RSGSOGAY 3T 42 YA OathisLINB oaf nBxedetiiods study in Ghana showed that,
despite there being inadequate iafstructure in the facilities and lack of basic supplies, 89% of the
mothers who participated in th&| and those in the FGDs were satisfied with the quality of maternal
care during childbirti{Dalinjong et al., 201&)s is in this study. This postulates that mothers are more
concerned about the interpersonal care received but also with the basic amenities provided as long
as they can have live births and they are also alive.alisence of or inadequacy of equipment and

supplies compromises th@oC

Another significanfinding is that facilities are bearing the brunt of the burden of the increase in
numbers of mothers utilising services and that HCWs are working beyond their capacity to provide
care and experiencing burnaugeveral authors have shown that following the implernadion of the

free policy in Kenya; there was a significant increase in the utilisation of maternal sdhacegat

and Mwanri, 2015, Pyone et al., 2017, Tama et al., 204Bich was attributable to the removal of
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cost barriers to womer{Njuguna et al., 2017However, because the increase in thenmber of
mothers seekingSBAservices after the implementation of the policy did not follow a subsequent
increase in the number of HCWSs, then HCWs were bound to be burd®nedious studies have
shown that the issue of perennial lack of human resourcesdiaays been a problem in Kenya. For
instance, Miseda et a{2017)reveal that out of thel38,266 HCWs required by to fit the Mddrms

and Standards Guidelinésr service delivery, and only 31,412 are employed at the public sector,

private facilities and faitibased organisations (FBOS).

To ensure continuity of servicddCWgbecause they fel theyare bound by the code of ethicgre
adoptingmechanisms of SLBs (discussed as a final observation in sectiomBey&re going beyond

their strengthso serve thencreased number of mothemsell and maximiseeimbursements buéend

up havingaburnout. Two metaanalysis studies have shown titae HCWs burnout could lead the
provision of poorQoC (Salyers et al., 2017, Tawfik et al., 2019pwever,the HCWsare being
motivated by what Franco et al(2002)deriving fromHerzberg et al(1959)NBS ¥ SNA (2 I &
T I O ((d2tbrEiting HCWs dissatisfactiom)this case the interpersonal relationship with the county

YK

FyR GKS FRYAYASGNI GAZ2YS FyR WY23dAgFdAay3 T Od2ND

case being listened to given an ear.

Equally interestings thatthe good experience of care received by thethersis based on the level

of support provided by the HCWs and the facilities. A good relationship between the patients and the
HCWs could help improve the level of trust, diffuse anxieties that patients hmeaedition to creating
openness in communicatigi©koror et al., 2020A majority of the mothers in both the FGDs and the
exit survey attributed the good experience of care to the interpersonal skills exhibited by the HCWs
such as empathy, being friendly, kindness, respect, devoting time, and honest. The good experience
of care the mothers receive influences their future delivery in the same facility. However, the finding
could not show whether such experiences were due to LM policy except for the fact that it incentivised
the HCWs to provide FP and breastfeeding educafitwe. finding shows that despite the challenges

of the policy, the mothers appreciated and perceived the HCWs and health facility characteristics
positively (sectiorb.2.4.3 and 5.3.1)2 This shows that HCWs have significantly contributed to the
guality ofprovision of care, but this may not lead to the improved outcome if the technical aspects of
guality (discussed above) are not m&imilar findings have been reported elsewhere. For instance, in
Ghana 77% of the mothers who participated in tanoted that they were content with the HCWs
service provision as they were patient and empathébealinjong et al., 2018)r in Ethiopia where

79.1% of the mothermterviewedwere happy with the overall services provid@asfaye et al., 2016)
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The poor experience of care by thethershampers the technicaDoCreceived By sharing the beds

due to overcrowding, the mothers are exposed to unhygienic practices that could evenazallyol
nosocomial infection in the maternity facilitiewhichhampersQoC A review of quality elements in
facilities in the 14 counties in Kenya linked the introduction of the LM services with poor hygiene and
low privacy (Gitobu et al., 2018b)Such findings are expected because investment$ospital
infrastructure have not subsequently followed the increase in the number of mothers utilising
maternal care. Other literature has shown similar findings in other settings with FM services
(Chesumei, 2019, Masaba and MmBéietoe, 2020, Witter et al., 2009)

The other finding of poor Qo€xperienced by the mothers such as lack of attention, negligence and
physical abuse has been shown in other Kenyan literature. For instance, the beneficiaries of FM
services in a study in Kakamega provincial hospital in Kenya noted that the HCWs negligtnse

of vulgar language were demeaning to the patiefdssule et al., 2017)Food is animportant
component in the birth process and for mothers to report that the food they received during delivery

is inadequate is as surprising as it is demeaning. Also, as is in this study, the poor communication with
the mothers or lack of it thereof magreate an ethical dilemma especially in contexts where patients

do not consent to or are not explained for procedui@humalo and Rwakaikara, 2028)others

should play a role in the decisions of the care provided.

8.2.4.Cost of care

Under cost elementearly alimothers incured OOP payments despite the policy being frdeimilar
finding has been mgorted in other settingga noted in sectior2.25.1); rowever, the proportion of
motherswho have made the OOP is very high under Kenya's FM pbiickanzania, 73% of the
mothers in the EI made OOP paymefitsuk et al., 2008)hile in Ghana 69% in the Els did make OOP
payments (Dalinjong et al., 2017)The mean OOP payments made by both mothers who have
undergone CS and vaginal delivery WD 10.8&nd USD 9.50respectively The cost drivers are
mainly the indirect costs from drugs purchased (particularly,-Bréind Hexicord that are not being
stockedby the facilities), transport which is not part of the policy (but that evanther needs), and
ultrasound (that is not part of the policy but that facilities are trying to invest in and try capture many
mothers to come in and utiliseBimilarcost drivers have been reported in other studies as \izll
noted in section 2.2.5.4nd 2.2.5.2

While LM has expanded the benefits package, the lack of stocking of certain medication such as anti
D could be due to the perception by the providers that teimbursements are significantly low and

yet the drugs are costly. For other medication such as Hexicéwd cleaning the cord it could be

288



because the demand exceeds the supply hence a significant gap that requires to be filled. Similar
finding and &planation have also been shown in other settings such as BurkinaAada et al.,

2019) Some OOP payments are also mainly due to lack of clarity of the policy among the providers
resultingin the mothersincurringunnecessarygosts.The poor clarity of the policy may have been
because of the paocascade (inadequate or poor communication) from the national to the facility
level. The lack of clarity has been reported in other settifB&lde et al., 2011, Witter et ak007,

Witter et al., 2016) Some informal payments are reported under LM policy, but they are not as
worrying as few mothers reported incurring them. Given these findings, some mothers may be
discouraged from seekg SBAdue to OOP payments as was shown in a studg ®&hana where the
women accessing free carevealedthat the direct costs related to the policy were entirely frbat

ANC and indirect costsease still hampeing utilisation (Anafi et al., 2018)

While the results showed that theothers OOP expenditure was not catastroplaic10% this may

not be the case sinc®rangi et al(2020)(in a submitted paper)have shown that the LM policy fia
disproportionately benefed the mothers in the higher quintile timethe lower ones. Alsdylibau et al.
(2020)haspositedthat the contracting of faciliesby the NHIF hasreatedsome inequality in access
between urban and marginalised aredeence this results could have underestimated the level of
catastrophicexpenditure Ataguba(2020)has alscarguedthat the choice of the poverty line (for
calculating the catastrophic expenditure and impoverishment) could affect the true ascedatof

the level ofcatastrophic expenditure and impoverishmeite OOHRnay severely affect the poor
households pushing them to impoverishment as at&sealedby Salari et al(2019) Evidence that the
OOP expenditure may be impoverishing thethersis demonstrated by the fact that majority are
relying on donations from friends and family and own savings to meet the OOP exptnses
depleting funds that can be used for other priority areas such as food. A systematic revileev of
health system and patients costs of managing biglated complications in SSA showed that patients
costs are catastrophic at 10% national per capita income and were impovelistiogseholdgMori,

2020, Mori et al., 2020)The OOP payments have continued to be reported in the FM policies despite
them being free(Meda et al., 2019)thus, it is not only synonymous with LM policihe
complementarity of LM provided by oth&HIF benefit packages was able to cater for costs not taken
care of in the benefits package. However, it still has a challenge because those who default in paying
the monthly fees are locked out of accessing services or provides incentives for selettioaibie
sector. With 48% active contributors in the NHIF, only 27% in the informal sector had active
membership with the high premium rates cited as a barrier to access of se(iMbes et al., 2020)

thus, they have a high attrition ra{@arasa et al., 2018)



However, interestinglythere is a collective agreement among both thethers and the service
providers that the FM services under LM policy are freer than during the previous FM policy. Pressure
from political elites may be putting barring the incentive by the healthcare providers from charging

mothersany informal costs.
8.2.5.Impact of the policy

Exploiting the inimitable opportunity provided by the free maternity services in Kenya, | evaluated the
impact of the FM policy on early neonatal mortality, and neonatal mortality in addition to
intermediate variables (delivery through Cs&killed delivery and LBW. By employing program
evaluation approaches, | find a pronounced (significant) impact of the FM policy on reduction of early
neonatal mortality, and neonatal mortality. This could potentially be explained by a significant
increase in theskilleddelivery, where mothers who may have previously delivered without skilled
assistance were, after the implementation of the policy, exposed to skilled delivery thus able to
protect the neonates from a complication (if the birth occurred at home). Whileetlie a dearth of
literature that addresses effects of FM policies on neonatal mortétgtt et al, 2013) the results of

this contradict the findings of recent studies in Kenya that have linked FM policy to increased neonatal
mortality (Gitobu et al., 2017a, b, 2018&)ne study that compared the causes of neonatal mortality
using aquastexperimental design, before and after the FM policy, using facility data in 77 health
facilities in 14 counties showed that neonatal deaths increased in number from 5,442 to 6;j8&du

et al., 2017a)Another study by the same authors using the same data but that applied a time series
analysis of the utilisation of dekry services, neonatal and maternal mortality (two years before and
after time series analysis), showed a msignificant reduction in neonatal mortality rates from 23.3

to 22.9 per 1,000 live births (p=0.14) after implementation of the FM p@{Eitobu et al., 2018a)
However, their analysis did not use nationally representative data; thus, this study results fill in the
gap. Besides, given the use of comparable births before and after the policy in my study, having
removed heterogenous mother effects, the explacat findings reveal that the probability of early
neonatal deaths and neonatal deaths have reduced2bBy®o and20.26 due to the FM policy
(Table7.5 Panel B)The past decade has seen a consistent reduction of diivkemortality in Kenya

due to nutrition, wealth, maternal literacy but not user fees relaf&etats et al., 2018)Therefore,

given the design of thigspect of the study, this finding provides compelling evidence on causality and

fills the literature gap on the cause and effect of FM policies on neonatal and early neonatal mortality.

The other finding is that while there has been an increase in theahility of births through CS by
2.1%, it is not attributable to the policy. This confirms the findingkdmyg'atet al.(2019) who in their
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interrupted time series analysis (2 years befer2 years after the policy) using maternal health
indicators reported monthly and collected in three counties in Kenya, showed that there was no
significant change in the CS rates after the policy. Thesigmificant increase could potentially be
explaned by the fact that only a few facilities (level 4,5, and 6) act as referral facilities conduct CS as
per the Kenya delivery structur@enya Ministry of Health, 2014&)lso, CS is only conducted by a
medical officer, or an obstetrician and gynaecologist, or until recently a clirifca@rdn reproductive
health, who are mostly stationed in the referral faciliti¢ggng'at et al., 2019However, in Senegal,

the CS significantly increased from 4.2 to 5.6% one year after the implementation of the abolition of
CS feegWitter et al., 2010)

Also, during a similar evaluation period, there was a significant increase in the probab#kijiexd
delivery. One possiblexplanation is that an increase subsequently followed the FM policy in the
facility-based delivery after the policy which has also been shown in other FM pd¢litd&8§nnon et

al., 2015a, McKinnon et al., 2015Botentially many women who were not accessing maternal care
before the FM policy could consequently be accessing it as a result as other studies have shown
increased utikation after FM policie@Boudreaux et al., 2014, Manthalu, 2019, Penfold et al., 2007)
Calhoun et al(2018)showed that because of the FM policy in Kenyarmpwomenwere more likely

to deliver in healthcare facilities due to the poliagd availability oSBAsAdditionally, mothers are

more likely to deliver in the public facilities (under which the FM policy was implemented) than private
hospitals because of the poli¢g€alhoun et al., 201&nd it could be attributed to the removal of cost
barriers(Njuguna et al., 2017By removing the cost barriers, themen who were paying for delivery
before the FM policy can now use the money to improve their health and focus on having a better
pregnancy for the baby. Alsblaina and Kirigi§2015)disclosed an increase of public sector delivery
(which is done thwugh theskilled deliverybased on facility surveys from chosen counties,Tlmumedi

et al.(2015)whose work was based on data from 29 rural facilities in the rural HCs in Machakos County
seven months after the introduction of the new policy, did not show an increase in the births in public
facilities. The difference could be on the limitation of tifeta type. Given the robust strategy | used
and the nationally representative data, the findings affirm the increase in the probabiliiikdd
deliveryfollowing the FM policy. However, notably, other literature has shown that the increase in
skilled eklivery without a subsequent effort to address the health system challenge/ gaps (shortage of
HCWs, increased workload, shortage of drugs, and delayed reimbursements) (also discussed in
chapters 4, 5 and 6) may be contributing to neonatal mortgl@®tobu et al., 2017a, Lang'at and
Mwanri, 2015, Wamalwa, 2013)ithout which the impact of the policy on the mortality (in this study)

may have been higher.
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Another interesting finding is thahe FM policy translated to on averagedl5fewer neonatal deaths

in 2013/2014with the cost to benefit ratio of 222 showing that the FM policy is associated with an
incredible return to the country. Equally, the findings show that the net benefitsaraigher than

the costs, and the implication that further investment into the FM policy could potentially avert even

more neonatal deaths.
8.3. Aconcludingveave of thethesis

This thesis adds to the growing body of evidence on the FM policy analyses. Ttireugitity of a
pragmatic approach, the thesis has teased out the complexities relating to théimear nature (the
dynamics) of the FM policy intervention and the interaction of the different components. The
evidence has suggestdidat the outcome andeffects (good and poor experiences, and cokifipw

a spectrum of factors in the formulatiomnd implementation of the policy such as policy
interpretation, the care delivery styles, and the values held by the hospital and the local communities.
For ingance,the intricacies in the formulation of the policy relied on the background of the policies:
need to meet the national (improved skilled delivery) and international (SDGs 3.1, 3.2, and 3.8) goals,
the political value, and building consensus in thegtlcy process. The overall frame of the final FM
policy agenda for implementation was defined by the actors with different powers and interests and
had a concurrence on the content (benefits packages and services) and the setting of the context.
During tre implementation processes, the policy achieved some intended positive elements of the
packages but also unintended negative elements, as showigiure 8.2 The HCWs and the counties
adopted SLB mechanisms to overcome the unintended negative implen@mtatirough the policy,

there were features of a positive provision of care such as improved access, enhance choice of places
of delivery, referral system, and better infrastructure and equipment. The users also had good
experiences (such as good facilitifaracteristics and services). However, there were some poor
experiences (such as mistreatment and overcrowding) that the users faced. The policy did not
(completely) eliminate the OOP costs of care experienced by the mothers. All in all, the policy has
significantly reduced the probability of early neonatal mortality and neonatal mortality; has improved
patterns of SBAs and has a good cost to benefit ratio ofFglire 8.Zhows the overall weave of the

thesis.
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8.4.Strengths and limitations of the study
8.4.1.Strengths

Following the study, | weaved the overall thesis drawing into the theoretical and the empirical
elements into a potential embryonic framewo(kigure 8.2 that could form a strategy for future
evaluation of such complex policies. My findings have showhdhaluating a policy in its entirety,

can be complex, but by interweaving different policy elements, a picture of the policy process
emerges. For instance, the background of the policy could define how the confluence of the nitty
gritty of the policy finapolicy agendavorks Similarly, it shows that the policy processes are not static,

but that SLBs work to adapt them to maximise the needs of the users.

The use of a pragmatic approach (mixed methods) was an imperative strength. It permitted for
complemertarity and triangulation of the qualitative and quantitative data, to deepen the description
and analysis of the FM policy. Besides, it attenuated against the weaknesses of the singular methods.
For instance, the statistical generalisability of the quatiite techniques strengthened the

theoretical generalisability from the qualitative aspects of the research.

The robustness of the econometrics analysis provided a methodological approach to tease out the
causality with certainty and was further supportbd the qualitative dataBy utilising KDHS data that

is nationally representative (includes data from all the counties) as part of the quantitative approach
allows for statistical generalisability and shows the impact of the FM policy in the whole country
Additionally, the nationally representative dakeelps to account for thextent that women in the
current womencommunity are using these servicd®esides, the integration of results from both
approaches has ensured analytical generalisability of thaysAlso, through the usef 2014 KDHS,

the findings that thé=Mpolicy(implemented in 2013)as significantly reduced the probability of early
neonatal and neonatal mortalifyand increased the SBA shows that the analytical generalisability of
the study has not only been assured, but that FM policies have positive impacts on the health
outcomes. While the findingsnay not necessarily apply to the current polidyy using the
methodological approach in chapter 7 (when current data becomes available), then it would be
imperative to ascertain if LM has the same effects. | have equally proposed this as a potential area of

future research (sectioB.6).
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8.4.2.Limitations

Asis with other studies, there were some limitationg.o begin with, this study had to deal with
concerns of generalisability (both statistical and analytical) and transferalfidy.instance, the
selection of the county of studyas discussed in section 3.4, 2vas puposively done because of its
proximity to the county government of Nairobi heeding the cost implication that accompanies data
collection. While the resultsnay not be generalisable beyond the study county (area) because of
heterogeneity of the countiesdhave identified significant contextual factors that may have influenced
the patterns of implementation and the findingghich are transferable (enhance transferability) to
other 47 counties in the counties and che used to interpret the implications tifie results in other
settings. Also, by selecting multiple case study facilities within the cabatyreflect the different

level of service delivery, the resultiow for the transfer of observed relationships to otrsarvice

deliverysettings

With the limitation that the secondary data of KDHI&J not capture the current period of the policy

(for reasons discussed in section 3.B5)may have beemiperative to conduct a household survey
within the community to determine this extenHowever this was not possible because of the
financial implication ofimplementing such data collection methodology artte time constrain
Additionally the data limitationsparticularly for theeconometricsaspects limite some aspects of the
empirical analysisFor instancequantitative datadoes not allow for elucidation of the impact of the
policy on perinatal motilities and complications (such as still births, miscarriages, near misses)
especially because the KDHS data does not focus on the individual wwegmancy but rather on

the live births. This provides a potential area for the DHS to focus and report on miscarriages and

pregnhancies as well.

The other potenial limitation is on some component of the study design. For instarigenghat

there was aransition of the FM policy from the one implemented in 2013 to the one in 2017, it would
have been appropriate to quantitatively ascertain if there were changes in the quality aspects of
maternal care (through a comparison of the two policieShis couldhave been achieved
guantitatively by collecting the tracer indicators of qualityméinly from facility records) and
conducting a time series analysiit. By doing so, it would be possible to evaluate the changes in the
trends of the indicatorsbefore 213, during the former FM policy, and after 20E&en stillgiven

that the respondentsarticularly in the Elsere interviewed in the institutions they had given birth

and were familiachances are that the responses wardNR y S (2 WaHerdzNEpSndedits 0 A | & Q

potentially give approving responséas discussed isection 3.4.4.6)Howeverthe use ofFGDs with



the mothersand even IDIs with HCWs and the county officials enhanced the credibility (construct
validity) of the study (as discussedsection3.4.9). The aspects a@bsts of delivery under the LM
policy may have been underestimatgd/en that the Els were doneith the mothers alone and not

with the family member&ccompaniongusbandswvho may have incurred other costs related to the
birth. However,in this study, this wasot possible because of the limitation of the data collection
methodsand the time constraindut aconsiderable design for the future could strengthen this aspect

and even consider costing the opportunity costs.

Finally,the guiding concept of analysis was developed from the gaps identified in the integrative
review and public policy theories but was not empirically tested in the facilities. Trying it in the facilities
would have benefited from the views of theggondents and would have improved its usefulness. |

have proposed this as a potential area of future research (se8tign
8.5. Policy implications

This section provides the implication of policy for the policymakers who design and implement the FM
policy inKenya. The findings of this thesis have shown the gaps in the formulation, implementation,
and effects of the FM policy that could hinder its continued functionality. The following

recommendations could be used to improve it:

Enhancing the implementationfahe LM policy would require support fetrategic management
Aspects of strategic management could include institutingteering committee and advisory
boardthat will institutionalise accountability and enhance checks and balances in the
operationalistion of the LM policy implementation. The steering committee can develop a consistent
structure between NHIF and MOH on how LM disbursements are done, how they get to the facility
and provide a working feedback mechanism. Besides, the steering commditée enhance the
continued participation of all stakeholders throughout the policy process of implementation and
augmenting participatory action resear¢Boothroyd et al., 2004) Participatory action research is
WO2YOSNYSR ¢AUGK ISYSNIGAYy3I (y26ftSRIAS lo2dzi I &2
OK I y ANeyek, 2001, p173)Including researchers in the committee would enhance the critical
examination and reflection of the experiences and practice of implementation and support the
introduction of changes obtained from tacit knowledge. The advisory board, comprising of all key
stakeholdersq through strategic partnerships, will be useful in deliberating and communicating

strategic decisions concerning implementation of the policy.
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All staleholders need to work tanprove communication of the polibpth to the implementers and

the beneficiaries for better clarity to avoid policy confusions that are arising from the implementation
processes. First, this can be done through continued educatiadhe benefits package and services

of the policy to the providers through fora that include the county teams, the providers, and the NHIF
officials. The fora targeting the providers could be done through workshops targeting clarification of
the package or by sharing of the implementation manual, or fliers with all the providers rendering
LM services. For the beneficiaries, the information on LM policy (as previously done in other
programmes such as OBA) can be shared through health talks and |eladietsd translated in the

local dialect. Secondly, CHWSs can be used as-firemtambassadors of communication, particularly

to the beneficiaries since they are on the ground and know villages and households. The CHWSs can
teach the mothers about the sends and benefits of LM policy at the community level and the
gualification criteria for using LM services (such as IDs). Also, they can encourage the mothers to
access ANC services, do a referral, conduct basic regular health check such as measuring blood
pressure, and mapping where pregnant mothers are and directing them to seek health facilities.
Purposefully, this could be done through strategic partnerships such as with the community health
department at the MOH (who are the custodians of the communéglth strategy). Through the use

of CHWs, it is possible to develop innovative technigues such as village safe havens where mothers
will come and stay before they deliver instead of them waiting until the labour pains start when they

are at home, yet the dalth facilities are quite a distance.

The NHIF has undergone reforms in line with the presidential directive to enhance Ust#paBating

the roles of accreditation and contracting is evident that there is a prospect for better quality
improvement catrols for LM and other programs. The removal of the accreditation authority of the
hospitals from the NHIF and give it to MoH enhances quality control and minimises the conflict of
interest. The other aspect is ae-evaluating the design of the claim mess For an efficient and
effective system, there is need to-svaluate the operations management information system that
would allow for enhanced tracking of the claims from the point of services through to the
reimbursement and improving the hardwarerfclaim process (such as computers and internet). This
should incorporate a review of the claims and rejections by educating the providers on the strategies
so that they do not lose reimbursements (which is an essential source of income to the faciltigs)
could be done by allowing for flexible claim process that would not only reduce errors and fraud, but
that would also empower providers on the procedures; thereby supporting timely processing and pay
out of reimbursements. There is a likelihood tleficiency in the claim process could increase the

participation of different stakeholders and enhance access to maternal health services.
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The agility and the flexibility of the SLBs in the public service, especially the leadership and
organisation of thd=M policy should be addressed further. For instance, under the SLB tacts, it would

be imperative to scrutinise further the changing roles of organisational cultures and learnings in the
context of the FM policy systems. Additionally, professional res#ien the FM policy context of

LX FyYyAy3 NBIdZANBa FdzNHKSNI SYLANROFE |yR (GKS2NBi
capacities of the SLBs also requires further research. Also, the role of SLBs and the users of the policy

about the flexibiliy and accountability elements of the policy needs to be more fully encouraged.

There is a need to have a system to continusiligport the health providers in enhancing the quality

of provisionof serviceThis can be done through timely availing of reimbursement money, that can
then be used to prioritise maternal health investments through the improvement of infrastructure,
equipment and supplies. Besides, HCWSs could better be supported by having propertisep
supervision on the policy actions from both the national level and the county. Additionally, there is a
need tostrengthen the shortfall in human resourdeor instance, the HR shortfall can be addressed
by allocating providers as per facility wiwed. Besides, the HCWs can be motivated by giving them
autonomy where they are allowed to budget for their LM funds received through timely

reimbursements.

The study showed that the mothers are still bearing the OOP costs from the LM policy despite being
free, and the cost drivers are mainly from implementation gaps of the policy. Therefore, it is
imperative to ensurghe bridging the implementation gaps such as through the provision of
transport(through strategic partnershipsgnhancing the monitoring fothe facilitiesby both the
counties and NHIF officials that could be introducing avoidable costs and througisehaf citizen

response to monitocompliance
8.6. Areas for futureesearch

This section provides areas for future research that stems fromlithigations of the study. The

recommendations are as highlighted below:

1. Cost implication at the facility levekn indepth examination of the cost implication at the
provider and facility level following the implementation of the FM policy could shed more light
on the potential reasons why mothers still incur OOP despite the free policy. Triangulating
such resultswith the cost implications to the mothers and the cdmnefits analysis will be
useful in pointing a complete gap costs and thus provide required recommendations for the

changes.
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2. Further impact evaluationAn application of the methodological approactdpter 7) that
has been used for evaluating the impact of the past FM policy, can be used to confirm the
impact of current LM policy once the current KDHS becomes available. The approach will seek
to evaluate whether the FM policy as currently implementddo has a positive impact on
both the early neonatal and neonatal mortality, in addition to other intermediate outcomes
(chapter 7).Also, further research should be done on the areas of perinatal mortality
especially still births miscarriages and neasses in relation to the FM policy.

3. Choice of place of delivery and provision of cahere appear to be some preference for the
place of birth; however, it cannot be ascertained if it is due to the FM policy. Future research
needs to explore this gap irlation to the current policy. Equally significant would be to an
in-depth evaluation of whether there is a difference in the provision of QoC across the level
of service provision and if the FM policy has caused the difference. This would be a useful
addition for future planning of such policies.

4. Relationship between SLB and the perception and experience of wdhisrstudy showed
that the adaptation of the policy was made by the HCWSs and the counties to benefit the users.
However, it would be imperativéo ascertain if the mechanisms have influenced the
perception and experience of the mothers for future maternal c&esidesagility and the
flexibility of the SLBs in theM policy should be explored further

5. Application of the concluding weavethbryonic frameworkThe outcome of this thesis is a
concluding embryonic weave of results which can be used as a guiding concept of analysis for
such future policies (or for this policy, but at the national level). The embryonic weave has
included adjustrents of the guiding framework of analysis of this wdherefore, testing its

validity in future research would be imperative.

8.7.Conclusion

This is the concluding chapter of this thesdwerall, this thesis sought to examine the process of the
Kenya FM paty formulation and its implementation, effects on quality and costs, and potential
impact on quality outcomes (early neonatal and neonatal mortality, and delivery througfi &€®)y
knowledge, this is the first study that has explored the policy formaieéind implementation of the
current FM policy (in its entirety) as implemented in Keriyree other was a process evaluation of the
previous FM policfTama et al., 2018but even then, it did not critically evaluate the formulation but
looked at elements of implementation. Thus, this has gone furtherabgessinghe detailed
implementation for each of the policy function. Therefore, given the dearth of literature on

formulation and implementation, this work will significantly add to the breadth of knowleBgsides



this study has further provided the effects thie policy of the quality of maternal care aid2 G K S N& Q
cost. While many studies on FM policies have focused on evaluating the utilisation following the
implementation,Hadley(2011)has shown that an increase in utilisation alone does not reveal the
success of the free policy. There is a gap in the literature in theth analysis of the effects of the
policy on the quhty of maternal care; thus, more attention was requiréditter et al., 2009)
Therefore, this study tssshown a detailed analysis of the FM policy on the quality of maternal care.
While several studies have shown tB®P costs related to FM policies in other counti@gsderson

etal., 2017, Dalinjong et al., 2017, Meda et al., 2019, Mohanty and Kastor, 201study has shown

the extent of the OOP in the Kenyan FM policy thus this thesis fills theFgagily, this thesis has
created a methodology to evaluate the impact of the FM policy on early neonatal and neonatal
mortality, and delivery through CS which can be applied and usasks®ther FM policies in future.

The findings of this thesis poitd the need for continued expansion of the FM policy in Kenya in

pursuit of UHC.
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Appendices

Appendix 1:Example of a search strategy on Embase ClassictEmbase Database from 1947 to 2017

December 13 (15 December 201

# | Searches Results
user fee*.mp. [mp=title, abstract, heading word, drug trade name, original title
1 | device manufacturerrug manufacturer, device trade name, keyword, floating 1559
subheading word]
user charg*.mp. [mp=title, abstract, heading word, drug trade name, original t
2 | device manufacturer, drug manufacturer, device trade name, keyword, floatin 211
subheadingvord]
3 | cost shar*.mp. 2088
4 | cost recover*.mp. 477
5 |user fee* policy.mp. 26
6 |user policy.mp. 6
7 |free policy.mp. 400
8 |free health.mp. 628
9 |free car*.mp. 4447
10| discontin*.mp. 177953
11| abol*.mp. 184496
12 | exempt*.mp. 8324
13| waiv*.mp. 5371
14| remov*.mp. 779721
15| end*.mp. 7883075
16| policy chang*.mp. 5515
17| chang*.mp. 3662543
18| implement*.mp. 486126
19| policy implement*.mp. 1610
20| matern*.mp. 378310
21| deliver*.mp. 943079
22 | mother car*.mp. 947
23| baby car*.mp. 485
24 |infant car*.mp. 2728
25| matern* car*.mp. 21426




26 | deliver* car*.mp. 5158
27| giv* birth.mp. 8623
28| labour.mp. or exp labor/ 74755
29| mother*.mp. 285469
30 | childbirth.mp. or exp childbirth/ 68814
31| birth.mp. or exp birth/ 421898
32| parturit*.mp. 17888
33| accouch*.mp. 2091
34 | quality.mp. 1530797
35 | quality car*.mp. 11365
36 | quality outcome*.mp. 1790
37| cost*.mp. 910208
38 | expenditure.mp. 60967
39| economic*.mp. 607016
40 | financ*.mp. 228617
41 | effective cover*.mp. 305
42 | universal care.mp. 73
43| universal health cover*.mp. 1213
44 | universal health.mp. 3064
45/1or2or3or4or5o0r6 4204
46|/ 7or8or9orl0orllorl2orl3orl4orl5orl6orl7orl8orl9 11362694
47|20 0r 21 or 22 or 23 or 24 or 25 or 26 or 27 or 28 or 230o0r 31 or 32 or 33 1695435
48|34 or 35 0r 36 or 37 or 38 or 39 or 40 or 41 or 42 or 43 or 44 2772977
49|45 and 46 and 47 and 48 454
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Appendix 2:Characteristics of the studies reviewezhd theachievedpolicy objectives

Part 1:Characteristics of thestudiesreviewed

Management and Information Health System (HMIS)

Author Country Aim Study Design Type of Study/ method and approach Peer review/ Quality
(year) (Country Grey literature | of the
category) article
Ameur et al. | Burkina To investigate the impact ohese Casecontrol Quantitative analysisising data from women who gave | Peerreview High
(2012) Faso(LIO interventions on the oubf-pocket study birth in health centres and had no complications
expenditures of households for nen
complicated institutional births in three rura
health districts of Burkina Faso
Arsenault et | Mali (LIO To investigate the frequency of catastrophi{ Casecontrol Quantitative analysisising data on 484 emergencies Peerreview High
al (2013) expenditure for emergency obstetric care, | study (First survey utilised Social autopsy interview method
explore its risk factors, and asseiss effects while Second survey there was a household survey)
on households
Asante et al. | Central and | To evaluate the economic outcomes of the| Gross sectional | Quantitative analysisusing household costurvey data Peerreview Medium
(2008) Volta policy on households in Ghana household
region, survey
Ghana
(LMQ
Bennis and | Morocco Toestimate the actual cost of caesarean | Crosssectional | Quantitative analysisising data from semstructured Peerreview Low
De (LMIQ a800GA2ya TNBY GKS L{study questionnaires with mothers who gave birth in the polic
Brouwere: husbands and accompanying relatives
(2012)
Bosu et al. Central and | To examine the effect of the exemption Before and Quantitative analysigising data obtained from all Peerreview Medium
(2007) Volta policy on deliveryrelated maternal mortality | after registers (Admission and discharge registers in the fem
region, intervention wards, Outpatient, Maternity, theatre, emergency room
Ghana study design isolation, ICU and mortuary)
(LMO
Boukhalfa et | Morocco To assess the polieffectiveness by Crosssectional | Quantitative analysigising data from structured Peerreview High
al (2016) (LMIQ analysing household expenditures related { quantitative guestionnaire with 973 women
childbirth, by delivery type and quintile study
Chama Zambia To examine regional differences in the effe| Quasi Econometrics analysissing Zambia Demographic and | Working paper | Medium
Chilibaand | (LMIQ of user fee removal in rural areas of Zambi{ experimental Health Survey (ZDHS); Zambia Health Facility Census| (Published)
Koch(2014) on the use of health institutions for delivery| design (ZHFCZambiaa A Y Aa G NBE 2F | SIf (K
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Author Country Aim Study Design Type of Study/ method and approach Peer review/ | Quality
(year) (Country Grey literature | of the
category) article
Chama Zambia To analyse the effect of user fee removal ¢ Interrupted Econometrics analysidza A y 3 a Ay A ad NE Peerreview Medium
Chilibaand | (LMIQ the use of public health facilities for time series (ITS) Zambia Health Management and Information Health
Koch (2016) childbirth design System (HMIS)
Chankham et Oudomxay | To ascertain the knowledge level about fre{ Cross sectional | Quantitative analysiaising data from structured Peerreview High
al. (2017) Province, policy among Lao women and to determing study questionnaire with 360 women who delivered their
Lao PDR their level of satisfaction with the maternal children at the health facilities from July 2014 to June
(LMIQ service provision 2015
Dalinjong et | Northern To estimate OOP payments and fireancial | Descriptive Mixed-methods approactusing structured questionnaire| Peerreview Medium
al. (2017) Ghana impact on women during childbirth in one | convergent for OOP payments; FGD using semi structured intervie
(LMIQ rural and poor area of Northern Ghana parallel mixed | guide
method design
Delamou et | Guinea(LlQ | To assess the changes in coverage of Descriptive Quantitative analysisusing retrospective review of Peerreview High
al (2015) obstetric care before and after the crosssectional | routine program data
implementation of free emergency obstetriq study
policy
Edu et al. Cross River | To evaluate the effect of the free maternal | Observational Mixed-methods approactusing utilisation data obtained| Peerreview Low
(2017) State health care program on the health care study from PROJECT HOPE, CRS Ministry of Health and Nig
Government| seeking behaviours of pregnant women DHS; Focus Group Discussions (FGD) with pregnant a
of Nigeria postpartum mothers
(LMQ
Ensor et al. | Nepal Toexamine the impact of these mechanisn| Quasi Econometrics analysigsing 3 rounds of 2001, 2006, anq Peerreview High
(2017) (LMIC) on access to safe delivery services experimental 2011 National demographic Health survey
design
Ganaba et al| Burkina To examine the effects on utilisation, qualitf Complex Mixed-methods approachusingstructured questionnaire | Peerreview High
(2016) Faso(LIO of care, equity, cost and sustainability of th( evaluation (1,609 household interviews; 130 health worker survey:
subsidy policy in Burkina Faso five years a| using realist medical record extraction 1,752; key informant interviey
implementation approach (Using
case study
approach
Ganle etal. | Ghana To explore health system factors that inhibi Qualitative Qualitative analysisising focused group discussion and| Peerreview High
(2014) (LMIOQ 52YSyQa andBsSaskiled 2 study design Key informant interviews

maternal and newborn healthcare services
Ghana despite these services being provid

free
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Author Country Aim Study Design Type of Study/ method and approach Peer review/ | Quality
(year) (Country Grey literature | of the
category) article
Khan (2005) | Bangladesh | To investigate the oubf-pocket Cross sectional | Quantitative analysisising semstructured indepth Peerreview Low
(LM expenditures by patients for free services i survey interviews with 81 mothers
a large public hospital in Bangladesh, factg
influencing expenses, and their impact on
household income.
Koroma et Bomali To investigate the quality of antenatal and | Cross sectional | Quantitative analysisising data from observations and | Peerreview Medium
al. (2017) District, delivery services provided in health facilitie| surveydesign checklist, exit interview, and review of records (obtaine:
Sierra implementing the FHCI and toeidtify using WHO safe motherhood questionnaire; ANC
Leone(LIQ | solutions to overcome identified barriers observation checklist by USAID Maternal and Child He
that are preventing the FHCI from being Integrated program)
delivered effectively within districts
Kruk et al. United To identify the main drivers of cost for Descriptive Quantitative analysisising househd survey of women | Peerreview medium
(2008) Republic of | facility delivery and the financial crosssectional | who gave birth within five years
Tanzania consequences on households in a study
populationbased sample of women in rural
Tanzania
Lange et al. | Benin(LIO To explore how the Caesarean Section pol| Qualitative Qualitative analysisisingethnographic researchmethods | Peerreview Medium
(2016) shaped health workers' and patients' ethnographic observation in maternity ward, daily informal
perceptions of and experiences with quality study conversations, and semi structured interviews
of care
Luwei et al Ethiopia To examine user fees for materndgrvices | Not Indicated Quantitative analysigising national assessment of Peerreview Low
(2011) (LIC) and how they relate to provision, quality, emergency obstetric and newborn care (EmONC)
and use of maternity services in Ethiopia examined user fees for maternity services in 78alth
facilities that provided childbirth services
Masiye et al. | Zambia To review the performance of free health | Case studyfor | Mixed-methods approachusing Data from Zambia Healt| Peerreview High
(2010) (LMIQ care in Zambia following 15 months of qualitative Management and Information Health System (HMIS);
implementation part); and Structured questionnaires for care givers; andlepth
before and interviews with health workers
after designfor
guantitative
approach
Kenya Kenya To assess the implementation of free Monitoring and | Mixed-methods approactusing qualitative interviews; | A Low
Ministry of (LMIQ maternity services program and its effects | evaluation Kll, FGDs and exit questionnaires comprehensive
Health on health service delivery usingmixed assessment
(2015) methods report




Author Country Aim Study Design Type of Study/ method and approach Peer review/ | Quality
(year) (Country Grey literature | of the
category) article
Nabyonga Uganda To prospectively study how different aspec| Population Mixed-method approachusing Key informant Interviews| Peerreview medium
Orem (2008) | (LIO of quality-of-carechange, as a country longitudinal with health facility officials, FGDs with 12 Participants
changes its health financing options from | cohort study
user charges to free services, in a develop
country setting.
Nahar and Bangladesh | To examine the actual costs incurred by Cross sectional | Quantitative analysisising data from structured Peerreview Low
Costello (LMIQ families, and their affordability during survey guestionnaire survey and-depth interviews among 220
(1998) maternity care irfour government hospitals postpartum mothers and their husbands, selected from
in Dhaka four government maternity facilitie@hree referral
hospitals and one Mother and Child Health hospital) in
Dhaka.
Nimpagaritse| Burundi To draw lessons from a case study presen{ Descriptivecase | Mixed method approactusing direct observation; routing Peerreview High
and Bertone | (LIO using service utilization from eight health | study utilisation data and qualitative information
(2011) providers in a district antestimonies from
insiders.
Philibert et al| Burkina ¢t2 aasSaa ¢6KSUKSNI 4| Quasi Quantitative analysisusing data from intervention and | Peerreview Medium
(2014) Faso(LIO delivery care is maintained with a total fee | experimental control groups obtained from structured questionnaire ¢
exemption in Burkina Faso designwhich postpartum views and opinion
case control
study
Ravit et al. Kayes To assess any expenses that were associg Case control Quantitative analysigising data from structured Peerreview High
(2015) Region, with a caesarean episode the context of approach guestionnaire with 484 women, who were both materng
Mali (LIO user fees exemption deaths and neamisses and experienced a caesarean
section in the latter casgontrol study.
Ridde and Niger(LIO To analyse the implementation the abolitiof Process Mixed-methods approactusing Individual idepth Peerreview Medium
Diarra (2009) of payment for all services for children und{ Evaluation interviews; FGDs; Participant observation; and-self
five years and pregnant women from the administered structured questionnaire
specific perspective of the actors, using an
anthropological approach.
Ridde et al. | Multi- To present a transversal analysis of the Multiple cases | Mixed method approactusing seHadministered Peerreview High
(2012) country results of a knowledge aggregation proces{ studieswith guestionnaire; group discussions; country team
(Benin(LIQ, | undertaken with streefevel bureaucrats embedded level| workshops
Burkina regarding user fees exemption policies in § of analysis
Faso(LIO), West African countries (Benin, Burkina Fas
Mali (LD, Mali, Niger, Togo and Senegal)
Niger(LIO),
Togo(LKQ,
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Author Country Aim Study Design Type of Study/ method and approach Peer review/ Quality
(year) (Country Grey literature | of the
category) article
Senegal
(LO)
Ridde et al. | Burkina To evaluate the effects of the national Crosssectional | Quantitative analysisisinghousehold survegata Peerreview Medium
(2012) Faso(LIO maternalhealthcare subsidy policy household
survey
Ridde et al. | Burkina To estimate changes in OOP spending acr{ Repeatectross | Quantitative analysisusing 6 rounds of repeated Peerreview High
(2015) Faso(LIO sociceconomic strata given changes in sectional household survegonducted in Part of Nouna Health
service utilisation produced by the policy. | household District (NHD)
survey
Ridde et.al Burkina To test the hypothesis that the amounts pa| Descriptive and | Mixed-method approachusing both qualitative and Peerreview High
(2013) Faso(LIO by women in cases of normal deliveries in | analytical guantitative data Household survey, FGDs with the
primary care maternity units in Burkina Fag implementation | women
were more than the official fee, i.e., their | evaluation using
20% portion of the total cost, and if amixed
confirmed, to understand these resulty method
means of a qualitative approach. sequential
explanatory
design
Sidze etal. | Kenya To investigate the impact of the FMS Not indicated Mixed-methods approachusing Kenyan Demographic ai Grey literature | Low
(2016) (LMIQ program on quality of maternity care in Health Survey (KDHS) (2003, 2008/2009 and 2014); H
public health facilities in Kenya Monitoring and Information system (HMIS) secondary
RFGFE 2y KSItfGK FTFOAEtAGAS
and 2013/14); and Quantitative Survey (Exit interview
guestiomaire)
Steinhardt et | Afghanistan | To synthesize lessons about the effects of | Outcome Mixed-methods approachusing baseline survey; follow | Peerreview High
al. (2011) (Lo user fee removal on qualityboth observed | Evaluation up facility assessment; exit interviews; household surve
facility structural quality and overall HMIS database
perceived quality of careand utilization.
The World Lao PDR To document the maternal OOP expenditul Cross sectional | Quantitative analysisising household and health centre| Report Medium
Bank (2013) | (LMIQ and service readiness household survey conducted in Lao PDR
survey
Vallieres et | Sierra To identify how the free health care initiativy Cross sectional | Quantitative analysisising baselinevaluation data for | Peerreview Low
al (2016) Leone(LIQ | (FHCI) policy impacts on health inequities i household MCH program implemented in Bonthe District
Sierra Leone and how this translates into | survey




Author Country Aim Study Design Type of Study/ method and approach Peer review/ | Quality
(year) (Country Grey literature | of the
category) article
practice and interventions at the
communitylevel.
Witter et al Senegal To provide evidence of effectiveness of fre( Policy Mixed-methods approactusing semstructured Peerreview High
(2010) (Lo policy in Senegal amgcommend ways to evaluation interviews with key informant; forms for extraction of
improve its implementation financial information; Unstructured discussion at the
community level; Structured questionnaire applied to
clinical records
Witter et al. | Ghana To describes Ghana's innovative scheme t| Policybaseline | Qualitative analysisising key informant and semi Peerreview High
(2007) (LMIQ exempt all women from delivery fees evaluation structured interviews
Witter et al. | Ghana ToExplore the policy process and the early, An exploratory | Mixed-methods approachusing semstructured Peerreview High
(2013) (LMIQ implementation of the free NHIS coverage | process interviews with key informanand documents review
for pregnant women evaluation
Witter et al. | Nepal To understand the effects of the free policy] Monitoring and | Mixed-methods approactusing reviewed district recordy§ Peerreview High
(2011) (LMIQ on health facilities evaluationusing | Structured extraction from facility data; and Semi
abefore and structured interviews
after study
design
Witter et al. | Sudan To document implementation challenges | Policy Mixed-methods approactusing semstructured Peerreview High
(2012) (LMIQ and effectiveness of fee exemption policy il implementation | interviews with key informant; forms for extraction of
Sudan evaluation financial information; Structured questionnaire applied {
clinical records
Witter et al. | Multi- To document the costs and impacts of Comparative Mixed-methods approachusingFEMHealth research Peerreview High
(2016) country obstetric fee removal and reduction policiey case study tools (observation grid, interview guide with actors, poli
(Benin(LIQ, | in a holistic way designbased on| documents, Financial flow tracking, Costing interviews,
Burkina realist Exit interviews, Health worker survey policy
Faso(LIO), evaluation implementation assessment, policy effect mapping stug
Mali (LD, Realist case studguantitative instrument on neamiss,
Morocco CS and quality, Quantitative analysis of secondary datg
(LMO)
Witter et al. | Multi- To evaluate the costs and effectiveness of | Comparative Mixed-methods approachusing Document review; Key | Peerreview High
(2017) country national obstetric fee exemption policies | case study Informant Interviews; Secondary data; Structured
(Benin(LIO), designbased on| extraction from medical files; Observation of care
Burkina realist proceses. Questionnaire was developed and tested in
Faso(LIO), evaluation Ghana
Mali (LIO),
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Author Country Aim Study Design Type of Study/ method and approach Peer review/ | Quality
(year) (Country Grey literature | of the
category) article
Morocco
(LMIO)

Part 2 Achieved policy objectivebased on the reviewed studies

Author (year) Country The policy Initial policy objectives Objectives the policy met and findings
(Country
category)
Steinhardt et al.| Afghanistan Free services, Banned user fees at the primary care level, effective | Objectives metYes
(2011) (LIC) community health from 17 April 2008, allow the basic package for healt| FindingsThe perceived and observed quality increased acros
fund and standard services (BPHS) facilities to ceasarging any fees to | facilities but did not differ by fee removal status. The utilisatio
user fee schemes patients. of services at facilities increased by 400% more after fee

removal; visit§or curative care increased significantly (P <
0.001), but institutional deliveries did not; utilisation of service
typically free before the ban (mainly immunisation and
antenatal care) increases, but these were not sustained.

Khan (2005) Bangladesh Free maternity To provide free delivery right from antenatal care, Objectives metNot indicated.

and Nahar and | (LMIC) services (care) through delivery, to postnatal care. Findings:Free maternity services imposed large OOP

Costello (1998) expenditures on paénts, which may have been a major
contributor to maternity services' low utilisation, especially
among lowincome groups.

Lange et al., Benin(LIC) Free caesarean Todecrease the barriers to skilled facility delivery and Objectives metYes (slightly but not fully attributable to policy

(2016), Ridde et section the financial burden on women and their families. Findings:There are positive trends in increasing SBA and CS

al., (2012b), narrowing inequalities but not attributable to the policy

Witter et al., (improved utilisation but supplier induced demand for CS tha

(2016), and normal delivery). Implementation challenges involving HCWs

Witter et al., and some burdens onamen's access to care have been

(2017) addressed. Still, deterrents remain to the improved perceptio
of quality of care on women who continue to pay for free carg
though considered reasonable compared to what the charges
were before.

Ameur et al., Burkina Faso Subsidy policy To increase skilled delivery in primary health care Objectives met:Yes

2012, Ganaba | (LIC) centre; to increase access by women to hospital Findings:implementation gaps; elimination of fees for faciity

et al., (2016), facilities for complicated deliveries; enhance the qual based births benefits, especially the poorest households; no
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Author (year)

Country
(Country
category)

The policy

Initial policy objectives

Objectives the policy met and findings

Philibert et al.,
(2014), Ridde et
al., (2015),
Ridde et al.,
(2012a), Ridde
et al., (2013),
Ridde et al.,
(2012b), Witter
et al., (2016),
Witter et al.,
(2017)

of facility-based delivery services; and reduce the cos
of delivery borne by households.

effect of user fee exemption on the perceived quality of delive
care

Nimpagaritse
and Bertone

Burundi(LIC)

Free service for unde
5's and women giving

To reduce inequities and improve the health of childr
under five and their mothers.

Objectives metYes (Slightly but had implementation issues)
Findings:implementation gaps; elimination of fees for fiitg-

(2011) birth based births benefits, especially the poorest households; no
effect of user fee exemption on the perceived quality of delive
care

Luwei et al. Ethiopia(LIC) Standardised list of | To move towards achieving equity in headttcess Objectives metYes (Slightly but had implementation issues)

(2011) exempted services Findings:Severe underutilisation of maternal health services

(6.6% of the total expected annual births) (possibly due to
geographic distance, poor roads, lack of transport, perceptior
of poor quality and availability of care, and economic
constraints)the waiver system is used to provide free service|
to the poorest at all levels, including hospjt&BlOP payments
due tocosts of transport and food and lodging for accompanyi
relatives;slightly alteredquality of care (for example as reflecteg
by case fatality rates) and patients' perceptions of quality of g
(as reflected by utilisation rates).

Asante, (2007),
Bosu et al.,
(2007),
Dalinjong et al.,
(2017), Ganle et
al., (2014),
Witter et al.,
(2007), Witter

et al., (2013)

Ghana(LMIC)

Free delivery
exemption policy

Reduce maternal mortality and promote skilled birth
attendance; reduce the financial barrier that is linked
with the utilisation of facility services (thus reducing
povertyreduction); improve access to and use of
maternal and newborn services.

Objectives metYes, though not completely as (there are gap
that needed addressing)

Findings:In the initial policy, the rich benefited more than the
poor; and the deliveryelated institutional maternal mortality
did not appear to change; NHIS policy did not eliminate finan
barriers associated with childbirth, and it impacted the welfar
of some women; limited and unequal distribution of skilled
maternity care services, poor quality of maternal care;
implementation gaps




Author (year) Country The policy Initial policy objectives Objectives the policy met and findings
(Country
category)

Delamou et al. | Guinea(LIC) Free emergency To cover for the cost of the antenatal check, normal | Objectives metiYes (still ongoing)

(2015) obstetric care policy | delivery and caesarean section. FindingsThe implementation of the free obstetric care policy
led to a significant decrease in unmet obstetric need
(particularly between 2008 and 2012 in one district).

Kenya Ministry | Kenya(LMIC) Free maternity To increase access by women to hospital facilities | Objectives metYes

of Health, services deliveries (increase skilled delivery), thus reducing th Findings:t has helped to reduce the barriers to maternity

(2015), Sidze et maternal and infant mortality, which are essential in | services but with operational challenges

al., (2015) achieving Millenium Development Goals; and to

improve inclusiveness in the health sector.

Chankham et Lao PDRLMIC) | Free maternity To build on the good experience of the piloted health] Objectives metYes (but requires further analysis to ascertain

al., (2017), The services services improvement project (HSIPs) and health eq( Findings:Replacinghe OOP payments by pregnant women wi

World Bank, funds (HEFs) for free maternity for the poor. casebased payment by the government for maternal services

(2013) and incentives (small cash payments) for transport cost and
opportunity cost; he women were highly satisfied with the
quality of the sevices, health care providers, and health
facilities; accessibility still an issue.

Arsenault et al.,| Mali (LIC) Free caesarean To reduce the financial burden under teemergency Objectives metYes (but requires further analysis to ascertain

(2013), Ridde et

section

obstetric care

Findings:As implemented then, the fee exemption for women

al., (2012h), undergoing a Caesarean was not enough to eliminate the ris
Witter et al., catastrophic expenditure and implementatigraps

2016, Witter et

al., (2017)

Bennis and De | Morocco(LMIC)| Free delivery and To make deliveries free of charge and cater for deliv§ Objectives metYes (though not entirely)

Brouwere, caesarean policy obstetric complication aroundhildbirth; hospital stay; | Findings:The fee exemfon policy for CS has probably reduce
(2012), transport from peripheral maternity to hospital the total cost for households who did not have a poverty card

Boukhalfa et al.,
(2016), Witter

maternity (for the mother and/or the newborn), and ir|
rural areas transport (to the hospital in case of

However, it has not led to 'truly’ free caesarean deliveries.

et al., (2016), emergency).

Witter et al.,

(2017)

Ensor et al., Nepal(LMIC) Universal Free To increase maternal skillddcility-baseddelivery. Objectives metYes

(2017), Witter delivery service Findings:ncreased utilisation and implementation gaps;
etal., (2011) Incentive programme associated with an increase in service

delivery; the beneficial impact of maternal financing policies
skewed towards areas and households that are geographica
more accessible and wealthier




Author (year) Country The policy Initial policy objectives Objectives the policy met and findings
(Country
category)
Ridde and Niger(LIC) Free caesarean To serve the district population by providing free Objectives metYes
Diarra, (2009), section services for referred children and pregnant women (¢ Findingsimplementation gaps
Ridde et al., diagnostics, outpatient and inpatient care) and
(2012b) transport cost; and also improve quality and availabil
of services.
Edu et al. (2017] Cross River Costremoval policy Improve the utilisation of the maternal health service| Objectives metYes (but not necessarily linked to thelicy)
State (PROJECT HOPE) and meet MDG5 by 2015 Findings:implementation gaps

Government of
Nigeria(LMIC)

Witter et al. Senega(LIC) Free Delivery and To reduce the financial barrier of using public matern Objectives met:Not indicated.
(2010) Caesarian Policy services and increase SBA. Maternal and perinatal | Findingsimplementation gaps
(FDCP) mortality eventually reduces.
Koroma et al. Sierra Leone Free Healthcare Removing financial barriers and incentivising women| Objectives metYes put has implementation gaps)
(2017), Valliereg (LIC) Initiative (FHCI) use ANC, delivery and postnatal cpeovide access to| Findingsincrease in SBA; completed immunisation schedule
et al (2016) the 1.5 million children, pregnant or lactating motherg and higher rates of being brought to the health centre within J
to free essential health services: antenatal, delivery, | h of developing a fever or a suspected acute respiratory
and postnatal care for mothers, and preventative and infection, but implementation gaps
curative interventions for common childhood illngss
Witter et al. Sudan(LMIC) Free curative care for| To ameliorate the negative impact of the earlier Objedives met:Yes (but has implementation gaps)
(2012) underfives and introduction of user fees for health services and Findings:ncreased service utilisation in the short term (need
caesarian emergency care; to shift the financing burden from th improved access to basic health care); and financial protectig
population to state. against health care costs in northern Sudan; implementation
gaps.
Kruk et al. United Republic| Tanzania declared To reduce maternal mortality Objectives metNot confirmed in the study
(2008) of Tanzania maternal and Findings:Not confirmed, but there are high€dOPs
childbirth services
free at the point of
use in government
facilities.
Nabyonga Uganda(LIC) Primary healthcare Not to discourage payment for the services Objectives metYeg(but may not be due to the policy)

Orem (2008)

user fees exemption
(including delivery)

(prepayments notbolished) reducéhe financial
barriers faced by public

Findingsievels of the technical quality of care attained in a
system with user fees are not necessarily a result of the user
policy; significant increases in utilisation of services; other
implementation challenges
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Author (year) Country The policy Initial policy objectives Objectives the policy met and findings

(Country

category)
ChamaChiliba | Zzambia LMIC) | user fee removal for | Removing barriers to health services and improving | Objectives metYes
and Koch, primary healthcare universal access to health service delivery among thq¢ Findings:Utilisation increased among the rural population age
(2014), Chama indigentgroup at least five years by 8b(utilisation increases were pronounce|
Chiliba and in the districts with the highest levels material deprivation ang
Koch, (2016), poverty). Increased utilisation not attributable to policy); fee
Masiye et al., removal is more effective than havindgragmented effortto
(2010) target exemptions to ceain groups in protecting against the

financial consequences of using health services; improved

quality; implementatiorgaps
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Appendix 3:Authorization to useKDHSlata

y 4
Aug 08, 2018

Boniface Oyugi

Centrefor HealthServicesStudies
United Kingdom
Phone:447459842515

Email: bonnyotieno@gmail.com
RequesDate:08/08/2018

Dear Boniface Oyugi:

This is to confirm that you areapprovedto use thefollowing Survey Datasetfor your registeredesearclpapertitled: "Free maternity
servicesin Kenya':

Kenya

To accesghe datasetspleaseogin at: https://www.dhsprogram.com/data/dataset_admin/login_main.€frausernameis the registered
email addressand the passwords the one selectedduring registration.

The IRB-approvedproceduregor DHS public-use dataseto notin any way allow respondentshouseholds, or sample communities to
be identified. Thereareno namesf individuals or householdaddresses the datafiles. The geographiddentifiersonly go downto the
regionallevel (whereregionsaretypically very largegeographicabreasencompassingeveralstates/provincesEachenumeratiorarea
(Primary SamplingUnit) has aPSU numberin the datafile, but the PSU numbersdo nothaveany labels toindicatetheir namesor
locations.In surveysthat collectGIS coordinatesn the field, the coordinatesareonly for the enumeratiorarea(EA) as awhole, and not
for individual households, anthe measuredtoordinatesare randomly displaceavithin a largegeographicareasothat specific
enumeratiorareascannotbe identified.

The DHS Datamay be used onlyfor the purposeof statisticalreportingand analysis,andonly for your registeredesearchTo use the
datafor anothempurpose a newresearctprojectmustbe registered All DHS datashould be treatedas confidentialandno effort should
be madeto identify any householdor individual respondentnterviewedin the survey.Pleaseaeferencethe completetermsof use at:
https://dhsprogram.com/Data/terrag-use.cfm.

The datamustnot be passedn to otherresearchersiithout the written consenbf DHS. Usersarerequiredto submitan electroniccopy
(pdf) of any reports/publicationgesulting fromusing the DHS datafiles to: archive@dhsprogram.com.

Sincerely,
Bridgeite Wellington

BridgetteWellington
DataArchivist
The Demographicand Health Surveys(DHS) Program

530 Gaither Road, Suite 500, Rockville, MD 20850 USA +1.301.407.6500 +1.301.407.6501 fax icf.com
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Appendix 4:University of Kent ethics review approval letter

nivers-it School of
U o of Social Policy,

I< ont Sociology and

Social Research

T: +44 (0)1227 823072
www.kent.ac.uk

5th September 2018

TO WHOM IT MAY CONCERN,

The School of Sociology, Social Policy & Social Research Student Ethics Committee have
approved the following Research Ethics Application:

Name of Researcher: Boniface Oyugi

Name of Supervisor: Professor Sally Kendall

Research Title: “Policy Change, Quality of Care and Outcomes, and the Cost of “Free”
Maternal Health Policy: Lessons for Universal Health Coverage using a Kenyan Case Study”
Date Approval Granted: 22"9 August 2018

Yours sincerely,

@ Dr_Phil Carney
Chair of the SSPSSR Student Research Ethics Committee

pe=mak
-5 SEP 2018

SCHOUL OF SUTIAL ¥OLICY
SOCIOLOGY & SOGIAL RESEARCH

University of Kent
Cornwallis North East
Canterbury

CT2 7NF

United Kingdom
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Appendix 5:AMREF ESRC approisiter

amref

health africa

/(g\v

Amref Health Africa in Kenya

4

REF: AMREF — ESRC P537/2018 October 22, 2018

Boniface Oyugi

Centre for Health Services Studies

University of Kent, Canterbury, CT2 7PZ

Tel:+44 1227 827760/+254 720 144327/+44 7459 842515
Email: boo6@kent.ac.uk

Dear Mr. Oyugi,
RESEARCH PROTOCOL: THE POLICY CHANGE, QUALITY OF CARE AND OUTCOMES,

AND THE COST OF “FREE” MATERNAL HEALTH POLICY: LESSONS FOR UNIVERSAL
HEALTH COVERAGE USING A KENYAN CASE STUDY.

Thank you for submitting your protocol to the Amref Health Africa Ethics and Scientific Review
Committee (ESRC).

This is to inform you that the ESRC has approved your protocol. The approval peribd is from October 22,
2018 to October 21, 2019 and is subject to compliance with the following requirements:

a) Only approved documents (informed consents, study instruments, advertising materials etc.) will
be used.

b) All changes (amendments, deviations, violations etc.) are submitted for review and approval by
Amref ESRC before implementation.

c) Death and life threatening problems and severe adverse events (SAEs) or unexpected adverse
events whether related or unrelated to the study must be reported to the ESRC immediately.

d) Any changes, anticipated or otherwise that may increase the risks or affect safety or welfare of
study participants and others or affect the integrity of the research must be reported to Amref ESRC
immediately.

e) Submission of a request for renewal of approval at least 60 days prior to expiry of the approval
period (attach a comprehensive progress report to support the renewal).

f) Clearance for export of biological specimen or any form of data must be obtained from Amref
ESRC, NACOSTI and Ministry of Health for each batch of shipment/export.

g) Submission of an executive summary report within 90 days upon completion of the study. This
information will form part of the data base that will be consulted in future when processing related
research studies so as to minimize chances of study duplication and/or plagiarism.

Please do not hesit S‘RC Secretariat (esrc.kenya@amref.org) for any clarification or
\

Chair, Amref
CC: Samuel Muhula, Monitoring & Evaluation and Research Manager, Amref Health Africa in Kenya

e

BILL & MELINDA GATES FOUNDATION

P O Box 30125- 00100 Nairobi Tel: 254 - 020 699 4000 Fax: +254 020 600253 1. www.amref.org or Global Health
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Appendix 6:Kiambu County Clearance to conduct research letter

COUNTY GOVERNMENTOF KIAMBU
DEPARTMENTOF HEALTH SERVICES

All correspondence should be addressed to
HEAD HRDU i HEALTH DEPARTMENT

HEALTH RESEARCH AND DEVELOPMENT

) ) o ; UNIT
Email address: mndiritu@gmail.com .

mkwasa@live.com P. O. BOX 2344 7 00900
Mobile: 0721641516 KIAMBU

0721974633

Ref. No: KIAMBU/HRDU/ AUTHO/2018/10/31/Oyugi B
Date: 31 Oct 2018

TO WHOM ITMAY CONCERN,

RE CILEARANCETO CONDUCTRESFARCH IN KIAMBU COUNTY

Kindly note that we have received a request by Mr. Boniface Oyugi of
Centre For Health Services Sudiesto carry out research in Kiambu County,
the research topic being on 0The Policy Change, Quality Of Care And
Outcomes, And The Cost Of "RHee" Maternal Health Policy: Lessons For
Universal Health Coverage Using A Kenyan Case Sudyé.

We have duly inspected hisdocumentsand found that he hasbeen cleared
by AMREF-ESRC until 21 Oct 2019. He thusdoesnot need any further
clearance with anotherregulatory body in orderto conduct research within
the county of Kiambu.

However, it isincumbent upon the facility in which the research isbeing
carried out to ensure that they are conversant with the remit of the study and
operate in line with their institutional normson conducting research. Thisnote
also accordshim the duty to provide feedback on hisresearch to the county
at the conclusion of hisresearch.
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Appendix 7:Thika level 5 approval to carry out research letter
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