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Abstract
This paper investigates the agenda-setting criteria used by policy
entrepreneurs directly involved in the implementation of user-fee abolition
or reduction policies for maternal care services in Africa. The study uses an
experimental technique, best-worst scaling (BWS), to identify the criteria
that drive their decision making. Results suggest that political commitment
and impact on health are identified as the most important criteria, while
international pressure and donor money are ranked as the least important.
Respondents confirm that a strong leadership role is required at the
governmental level in order to effect policy change, but attribute relatively
little importance in decision making for increasing equity of health care
among population groups or for the ability of the health system capacity to
carry out new policy.

Introduction
In West Africa, women have had to pay for antenatal care consultations
and deliveries in health centres since the 1980s — a system known as user
fees. This mode of financing imposes a financial barrier for poor households
to obtain necessary health care (Nanda, 2002). Evidence has shown that
delivery in a health centre with qualified staff reduces maternal and infant
mortality (De Brouwere and Van Lerberghe, 2001). Hence, different agencies
of the United Nations and the African Union (AU) have joined forces to call
for the abolition of user fees for delivery (AU, 2010; The Global Campaign
for the Health Millennium Development Goals [MDGs], 2009: 59).
Since the 1990s, there has been a wave of public policies promoting userfee abolition for antenatal care and delivery in multiple East and Southern
African countries (Gilson and McIntyre, 2005). In West Africa, such policies,
in particular for delivery, are relatively recent (Ridde and Morestin, 2011).
For instance, in Mali, Benin and Senegal, women are not required to pay
for C-sections. In Burkina Faso, the government decreased the fees for
delivery rather than abolish them completely, so women must pay 20
percent of the total cost. Recent research reveals that these policies often
represent an efficient means of increasing service utilization but that there
are barriers to their effective implementation (Meessen et al., 2011). The
political decision to reduce or eliminate user fees is usually taken rapidly,
leaving little time for planning the implementation. Since these decisions
are politically driven, there has been inadequate involvement of service
providers (as implementers) in policy design (Agyepong and Nagai, 2011;
Olivier de Sardan and Ridde, 2012; Walker and Gilson, 2004).
Published evidence has thus far provided limited information about what
factors lead decision makers to design and implement user-fee abolition
policies. Retrospective qualitative studies are useful in identifying the
processes leading to a decision (Olivier de Sardan and Ridde, 2012);
however, these studies suffer from obvious methodological limitations, given
the challenges encountered when reconstructing events in the past. Ideally,
since African countries operate in a context of scarce resources and are
unable to abolish user fees for all health care services, well-defined criteria
should guide policy decisions on user-fee abolition. This study assesses
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the criteria policy entrepreneurs regard as most and least important in
guiding their decisions on user-fee abolition or reduction (Kingdon, 1995).
It focusses exclusively on maternal care, an area where user fees have
mostly been abolished for this set of services.

METHODS
Theoretical Approach
The technique of BWS was implemented to investigate the importance of
different criteria guiding the decision to abolish user fees in maternal care.
This is a methodological approach rooted in health economics that gives
the participants a set of choices to rank as best and worst (Flynn et al.,
2007). The underlying theory is the recognition that there are unmeasured
influences on choices, such as those that were not ranked as best and worst.
BWS is rooted in the same random utility framework that underpins other
stated preference methods, such as discrete choice experiments (DCEs)1
and ranking studies, and in some respects, it represents a compromise
between the two. More information is obtained with BWS than with a
DCE, but the respondents for this study were not required to provide a full
ranking of all of the choice options. Proponents of BWS argue that it is an
easier cognitive task for the participant, but still provides reliable and valid
answers for the researcher. In addition, it is argued that traditional DCEs
are not suitable to estimate the importance of attributes by comparing utility
(impact) estimates. Therefore, BWS is deemed to be more appropriate
when policy makers are interested in comparing the absolute impact of
attributes in the experiment, or in this case, the degree to which certain
factors motivate health care decision making (ibid.).
Since its first appearance in 1992, BWS has gained popularity in health
economics and it has been used to investigate a plethora of issues, ranging
from eliciting public views on health care reform in Australia to estimating
population-level values (scoring) for quality of life instruments (Louviere and
Flynn, 2010; Coast, Smith and Lorgelly, 2008). To the authors’ knowledge,
this method has never been used to explore health and health care issues in
low- and middle-income countries (LMICs); this study, therefore, is the first
to do so. In this BWS, participants in West Africa were asked to identify what
criteria they valued as most and least important when deciding on user-fee
abolition or reduction. The criteria emerged from an exploratory sequential
mixed-methods design, entailing both a qualitative and quantitative phase
(see figure 1) (Pluye, 2012).

“

Results suggest
that political
commitment
and impact on
health were
identified as the
most important
criteria, while
international
pressure and
donor money
were ranked
as the least
important

”

1
A DCE is a choice-based, attribute-driven experimental technique for eliciting stated
preferences for service delivery and policy interventions. In a DCE, services or interventions are
described by their attributes, which are defined according to a set of dimensions called attribute levels.
The attributes and their levels are combined using experimental designs to produce hypothetical choice
sets. By making choices across sets, respondents reveal the value they attach to a specific attribute of
a given service or intervention.

www.africaportal.org
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Figure 1: Exploratory Sequential Mixed-methods Design
Exploratory Study Design

QUAL

QUAN

Focus group
discussions

Best-worst scaling
experiment

Source: Authors.

“

The Qualitative Phase

It became
apparent that
saturation and
redundancy
had not been
reached in
terms of
identifying
potentially
important
criteria used
to decide the
policies

”

The qualitative phase of this research identified the criteria to be used in the
BWS. Initially, two focus group discussions (FGDs) were conducted among
policy entrepreneurs (n=17). For the purpose of this study, Kingdon’s
definition of policy entrepreneur as those who influence the policy agenda
is used. Participants were selected from those who attended a relevant
regional policy meeting held in Ouagadougou in May 2011, which also
served as the venue for the discussions. Participants came from nine
countries — Benin, Burkina Faso, Cameroon, Guinea, Ivory Coast, Mali,
Niger, Senegal and Togo. They were all officials of their respective health
ministries or those directly involved in the design or implementation of userfee abolition policies. Data was collected using a semi-structured interview
that included two initial open-ended questions to elicit any criteria used to
decide user-fee abolition or reduction policies, followed by a series of more
specific questions that explored relevant issues that had been identified
by the authors through reading the literature or direct field experience.
Respondents were also asked to explain why a given criteria was considered
important in guiding decision making for user-fee abolition or reduction.
When the FGDs were transcribed and analyzed, using in vivo coding,2 it
became apparent that saturation and redundancy had not been reached in
terms of identifying potentially important criteria used to decide the policies.
Two additional FGDs, using the same interview guide, were conducted in
October 2011 with respondents from a second regional policy meeting.
Participants in the first additional FGD (n=8) were from Benin, Burkina
Faso, Côte d’Ivoire, Guinea, Niger, Senegal and Togo, all employed by their
respective ministries of health and involved in the implementation of the
policy. Participants of the second additional FDG (n=9) were from Burkina
Faso and involved at a regional or local level in the policy. Analysis of
the four FGDs led to the identification and definition of 11 key criteria. An
annotated literature review was then carried out to verify that the criteria
identified as relevant to the decision-making process matched those
identified in the literature. This process confirmed the relevance of the 11
criteria identified through the four FGDs. Table 1 shows the criteria, their
operational definition and relevant quotations from the FGDs.
2

www.cigionline.org
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Table 1: Criteria Identified in FGDs
Criteria

Definition

Focus Group Quotations

International
pressure

Pressure from the international
community to achieve specific
population health targets and/or to
abolish/reduce user fees

“It should be noted that the politicians
know the international context has a
huge influence on national politics even
if it is an indirect influence.”

Donor money

Funds are available from bilateral
and multilateral partners to support
interventions in maternal care and/or to
abolish/reduce user fees

“The financial support from partners
highly contributes to decisions on
gratuity policy.”

Political
commitment

National government and/or national
politicians are committed to abolish user
fees for maternal health care services

“Politicians must judge each action’s
usefulness in terms of getting reelected.”
“Political will is required for
improvements in reproductive health.”

Financial
sustainability

Funds are available, either from internal
or external sources, to sustain user-fee
abolition/reduction in the long term

“If we fund the policy from nonsustainable resources, it will fail
at some point. But if we base it on
renewable and accessible resources
without need for a lot of work, it can be
very durable.”
“It is necessary that policies are funded
for sufficient time to have adequate and
long lasting results.”

Equity

Ensuring access to services free of
charge based on need and not on ability
to pay or geographical location

“Since we don’t have an unlimited
budget we have to provide care where it
is most needed by those who have little
or no money for health care.”

Increase
in service
utilization

Increase service utilization by lifting the
financial barrier

“As services are not being used to their
maximum potential, question is will
making the service available without
cost result in increased utilization?”

Institutional
capacity

User-fee abolition/reduction can be
implemented within the institutional setup of the existing system and foreseen
changes in the demand for services can
be managed adequately

“As a first step we must analyze the
current status of health facilities in the
community: do we have the required
institutions, facilities for the public and
health care providers with the capacity
for new projects?”

Quality of
care

The quality of the services on offer can
be maintained, and/or improved, even
after user fees are abolished/reduced

“We have to evaluate the project cost
in terms of personnel and equipment
because if abolishing costs leads to
an increase in usage, there will be
increased investment required in human
resources, drugs and equipment.”

Impact on
health

Evidence is available to demonstrate the
positive impact of abolishing/reducing
user fees on population health

“We face women whose own life and
the life of the child are at risk when they
give birth. These conditions may play a
major rule in changing policy to provide
care without user fees.”

Cost
effectiveness

Evidence is available to demonstrate
that the intervention is cost effective

“We have to use the minimum
resources required to reach the
maximum effectiveness. We can benefit
from studying what has worked in other
places and adopting the most effective
and efficient policies and methods.”

Burden of
disease

Evidence is available on large disease
burden induced by the condition
associated with the service for which
user fees are abolished/reduced

“We need to know the health problem
importance. It should be based on
scientific report from different hospitals
for the degree and frequency of some
diseases and child mortality rates.”

“

‘It is necessary
that policies
are funded
for sufficient
time to have
adequate and
long lasting
results’

”

Source: authors.

www.africaportal.org
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The Quantitative Phase
Based on these 11 criteria, a BWS was developed and included in a
structured questionnaire for maternal health policy entrepreneurs. The
BWS included all criteria identified in the FGDs, irrespective of the relative
importance attributed to them by the respondents. The questionnaire was
divided into four sections. The first section included the actual BWS. The
second asked participants to indicate whether the 11 criteria were relevant
or not relevant when deciding on abolition or reduction policies. This section
was included in the questionnaire as a source of data validation, allowing the
authors to check for the consistency of the BWS answers. The third section
asked participants to indicate which criteria guided the decision-making
process on user-fee abolition or reduction in their own country. The fourth
collected information on the respondents’ socio-demographic background.
Respondents were provided with a separate list of the 11 criteria and their
relevant definitions.

“

Participants
were asked to
identify the
criteria that
they deemed to
be the most and
least important
in guiding policy
decisions

”

A balance incomplete block design (BIBD)3 was used to randomly distribute
the combinations of the 11 criteria into comparable sets. Half the sample
was presented with 11 sets of five criteria and half the sample with 11 sets
of six criteria, producing two separate BIBDs. It is important to note that the
BIBDs complemented each other, each criterion appearing only once per
column and per row, allowing control of the order. For each set, participants
were asked to identify the criteria that they deemed to be the most and least
important in guiding policy decisions.
The original questionnaire was developed in English, translated into French
and then re-translated into English by the authors. A pilot study of both
versions was conducted to verify that questions could be easily understood
and that the BWS was feasible. The pilot indicated that the questionnaire
was adequate, but that the definitions of some of the criteria needed to be
refined, and definitions were defined accordingly.
Respondents were recruited during a regional policy meeting held in
Bamako in November 2011. A total of 45 policy entrepreneurs, including
politicians, technicians and researchers working on relevant policy
consultancy, attended the meeting to discuss financial accessibility to
maternal care services.4
Analysis was based on assigning the most valued principles a 1 and the
least valued principles -1. Each item appeared a maximum of six times in
each block. Preferences were analyzed over a cardinal utility scale bounded
by -6 and +6 so that each respondent’s preference about a particular
criterion was determined by subtracting the number of times a criterion was
chosen as least important from the number of times it was chosen as most
3
A BIBD is an experimental design, used in many disciplines, including economics. It
represents a set of choice options (in this case, decision-making criteria), which together with a family
of subsets (all the decision-making criteria included in each set of interviews) are chosen to satisfy a
set of properties that are deemed useful for a particular application. In experimental economics, BIBD
allows for an efficient estimation of utility values.
4
For details on the workshop, see www.hha-online.org/hso/financing/subpillar/workshopbenefits-package-maternal-health-fee-exemptions.
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important over the six (or five) subsets in which it appeared. The individual
scores were averaged to provide a crude aggregate measure of level of
importance for each criterion. The analysis proceeded in steps and was
conducted using Stata 12 software. First compiled were simple descriptive
summary statistics of both the utility scores and the information collected
in tasks two to four of the questionnaire. Then two separate regression
models were carried out in order to calculate subjective utility scores for the
11 criteria.
The authors obtained subjective priority scores through two models. In the
first log-linear regression model, the dependent variable was defined as the
natural logarithm (to control for skewness of the data) of the overall score
by criterion as most and least valued:
Ln(f) = cnst + β1 burden of disease + β2 cost effectiveness +
β3 donor money + β4 equity + β5 financial sustainability + β6 impact
on health + β7 increase in service utilization + β8 international
pressure + β9 institutional capacity + β10 political commitment +
β11 quality of care
In the second-ordered logit model, observations were clustered by the
participant and scenario, controlling for possible correlation. Clustering
accounts for the fact that observations within a participant and a scenario
are not independent from one another. The dependent variable in the
multilevel-ordered logit regression model was created by coding the criteria
chosen the most times as equal to one, the criteria chosen the least as
equal to three and all remaining criteria (neither selected as most important
or least important) as intermediate in rank (or equal to two). The model was
run with all 11 criteria being entered in the model as independent dummy
variables and with “international pressure” acting as reference category.

Results
A total of 45 individuals were invited to participate, but only 38 provided
complete responses to the questionnaire. Seventy-six percent of the
respondents were men, with an average age of 43. Four of the African
representatives came from Benin, seven from Burkina Faso, one from
Cameroon, one from Ghana, two from Kenya, six from Mali, five from
Morocco, three from Niger, two from Nigeria and three from Senegal. There
were also three participants from outside Africa (United States, France and
the United Kingdom). Respondents were highly educated: 50 percent held a
Ph.D. and 39 percent held master’s degrees. Twenty-two respondents held
a non-academic position and 16 held academic positions as lecturers or
researchers. Only seven (18 percent) had more than 16 years professional
experience in the field, while the majority (50 percent) had less than five
years. Each questionnaire included 11 scenarios for BWS and a total of 418
observations were obtained.

“

Respondents
were highly
educated: 50
percent held
a Ph.D. and
39 percent
held Master’s
degrees

”

The total “most,” “least” and “most-least” scores are shown in table 2. The
“most-least” score is the difference between the number of times that a
criterion was chosen as “most” minus the number of times a criterion was
chosen as “least.” The average individual scores are also calculated for

www.africaportal.org
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each criterion. The criteria with higher positive values are deemed to be
more important than those with lower, negative scores. These initial results
suggest that political commitment and impact on health are the most
important criteria, followed by burden of disease and increase in service
utilization. International pressure and donor money were considered the
least important criteria.

Table 2: Results of the BWS
Criteria

Total Counts
(number of
respondents
x number of
scenarios)

“

The widest
confidence
interval was
associated
with financial
sustainability,
while the
smallest with
quality of care

”

Total Most
Important

Total Least
Important

(total number
of mentions
across counts;
% of total)

(total
number of
mentions
across
counts; %
of total)

MostLeast

Mean
Individual
Score

Confidence
Interval
(95%)

Political
commitment

418

69 (16.5)

9 (2.2)

60

1.579

[1.409 to
1.748]

Impact on
health

418

66 (15.8)

9 (2.2)

57

1.500

[1.304 to
1.696]

Burden of
disease

418

48 (11.5)

11 (2.6)

37

0.974

[0.792 to
1.155]

Increase
in service
utilization

418

54 (12.9)

18 (4.3)

36

0.947

[0.803 to
1.093]

Financial
sustainability

418

52 (12.4)

18 (4.3)

34

0.895

[0.693 to
1.097]

Equity

418

49 (11.7)

21 (5.0)

28

0.737

[0.551 to
0.922]

Quality of
care

418

31 (7.4)

16 (3.8)

15

0.395

[0.254 to
0.535]

Cost
effectiveness

418

23 (5.5)

36 (8.6)

-13

-0.342

[-0.498 to
-0.185]

Institutional
capacity

418

13 (3.1)

52 (12.4)

-39

-1.026

[-1.194 to
-0.859]

Donor
money

418

8 (1.90

105 (25.1)

-97

-2.556

[-2.743 to
-2.362]

International
pressure

418

5 (1.2)

123 (29.4)

-118

-3.105

[-3.304 to
-2.907]

Source: Authors

To assess individual differences, the authors calculated standard errors
(SE) and confidence intervals across individual scores. The results show
a large amount of variability in subjective priorities within the sample. The
widest confidence interval was associated with financial sustainability, while
the smallest with quality of care.5
These initial results
log-linear regression
coefficients estimated
for quality of care in

were further tested with two statistical models:
analysis and clustered-ordered logit model. The
for all 11 criteria were statistically significant except
the first regression model, and donor money and

5
Further research should investigate if priorities are associated with particular sociodemographic characteristics of respondents, as this was not possible with the limited sample size of
this analysis.
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political commitment in the clustered-ordered logit model. The absolute size
of the coefficients reflects the relative importance of the different criteria
that is reflected in their ranking (see table 3). In both regression analyses,
international pressure and donor money were least important, while political
commitment and impact on health were selected as most important.

Table 3: Results of Regression Analysis and Clustered-ordered Logit
Models
Criteria

Regression Analysis*

Cluster-ordered Logit**

Estimated
Coefficient

SE

Rank

Estimated
Coefficient

SE

Confidence
Interval (95%)

Rank

Political
commitment

0.94

0.13

1

-2.82

0.25

[-3.30 to -2.33]

1

Impact on
health

0.92

0.13

2

-2.69

0.25

[-3.18 to -2.20]

2

Equity

0.37

0.13

5

-2.64

0.31

[-3.24 to -2.04]

3

Increase
service
utilization

0.47

0.13

3

-2.55

0.27

[-3.08 to -2.02]

4

Financial
sustainability

0.46

0.13

4

-2.49

0.27

[-3.01 to -1.96]

5

Quality of care

0.26

0.13

6

-2.2

0.25

[-2.70 to -1.71]

6

Burden of
disease

3.28

0.04

7

-2.14

0.24

[-2.61 to -1.68]

7

Cost
effectiveness

-0.30

0.13

8

-1.28

0.26

[-1.78 to -0.78]

8

Institutional
capacity

-0.76

0.13

9

-1.12

0.26

[-1.63 to -0.62]

9

-0.21

0.24

[-0.69 to 0.27]

Donor money

-1.36

0.13

10

International
pressure***

-1.68

0.13

11

“

There was
no evident
link between
the criteria
identified as
theoretically
important and
those actually
used

10
11

Source: Authors.
* The natural logarithm of the answer.
** Analysis was clustered by individual and scenario.
*** Reference category for multilevel-ordered logit; the remaining variables coded as dummy variables.

In the validation section of the survey (see table 4), participants were asked
to identify the criteria they thought relevant, those criteria not relevant at all
and those criteria that were actually used in their countries when deciding
on user-fee abolition or reduction. There was no evident link between the
criteria identified as theoretically important and those actually used.

www.africaportal.org
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Table 4: Relevancy of Criteria Used in Decisions on User-fee Abolition/
Reduction in Maternal Care (n=38)

“

Relevant (%)

Not Relevant (%)

Actually Used (%)

Political commitment

81.6

2.6

65.8

Impact on health

78.9

10.5

55.3

Burden of disease

68.4

10.5

52.6

Increase in service utilization

63.2

5.7

50.0

Financial sustainability

71.0

7.9

21.0

Equity

84.2

13.2

26.3

Quality of care

78.9

7.9

21.0

Cost effectiveness

68.4

10.5

13.2

Institutional capacity

55.3

7.9

13.2

Donor money

13.2

60.5

23.7

International pressure

13.2

71.0

36.8

Source: Authors.

This is the
first study
undertaken
to identify
the agendasetting criteria
guiding policy
decisions of
African policy
entrepreneur
on user-fee
abolition for
maternal care
services

”

www.cigionline.org

Criteria

It is interesting to note that only a very small proportion of individuals (13
percent) indicated that donor money and international pressure should
be considered, while the majority questioned why these two criteria were
even suggested (<70 percent). The majority of participants (65.8 percent)
reported that political commitment guided decision making in their country.
It ought to be noted that institutional capacity was not considered at all
important in the BWS or in the validation part of the survey.

Discussion
This is the first study undertaken to identify the agenda-setting criteria
guiding policy decisions of African policy entrepreneur on user-fee abolition
for maternal care services. It is also the first study adopting BWS in an
LMIC. Field experience revealed that when presented with 11 criteria, the
participants easily understood the BWS. The BWS application is currently
being tested using an Internet platform, as a means of reaching a larger
number of respondents at a lower cost.
Due to the small number of respondents, the authors are cautious about the
interpretation and drawing generalized conclusions from the study results.
Those participating in the workshop in Bamako are not representatives
of all policy entrepreneurs in West Africa. Moreover, it is important to
acknowledge that the majority of respondents were not actual decision
makers in their countries; in many cases, ministers and presidents, rather
than officials, make decisions. Thus, this study reflects primarily the policymaking criteria valued by the policy entrepreneurs to decision makers,
rather than by the decision makers themselves. Nevertheless, the authors
know that the policy-making process in Africa and elsewhere is not linear
(Grindle and Thomas, 1991; Ridde, 2009) and is heavily influenced by
experts and technical advisers (Wu, Howlett and Fritzen, 2010). Therefore,
understanding the viewpoint of maternal health policy entrepreneurs on the
criteria that should and do influence user-fee abolition policies represents
a relevant concern.
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This study confirms historical findings from empirical studies in many
African countries that national political commitment is at the core of the
decision to abolish maternal health fees (Meessen et al., 2011; Olivier de
Sardan and Ridde, 2012). This has been the case in South Africa, one of
the first countries to abolish user fees for maternal care in 1994 (Gilson
and McIntyre, 2005), and in Mali and Niger in the early 2000s when these
policies were presented as “gifts” to the general population (Olivier de
Sardan and Ridde, 2012). In February 2012, Côte d’Ivoire abolished user
fees for women in spite of skepticism by experts that enforcement efforts
and accompanying measures in the country are not yet up for the challenge.
Participants confirmed that political commitment to abolish user fees was
behind policy changes in their country. The concern remains as to whether
the respondents were able to differentiate the set of choices provided in the
survey from the actual policy process in their own country; this is a limitation
of the BWS method. Since almost every country in Africa has taken steps
towards user-fee abolition, it would have been difficult to recruit participants
who have not been influenced by recent decisions in their own country.
The BWS results, however, appeared consistent with reality in two ways.
First, data reflected the fact that abolition policies in the vast majority
of countries had been taken by politicians without consulting technical
advisers and donors (Meessen et al., 2011; Olivier de Sardan and Ridde,
2012; Ridde and Morestin, 2011). Second, the participants rejected the
suggestion that donors influence their work. This confirmed findings from
a recent empirical review, observing that “all reforms benefit from strong
ownership at governmental level…[and] the role of donors was quite limited,”
and reaffirmed that most initiatives were financed through national budgets
(Meessen et al., 2011). Qualitative studies carried out in the participants’
respective countries could determine if the results using the BWS stem from
discussions in development policy research or if it represented empirical
reality (Olivier de Sardan, 2005). For example, in Burkina Faso and Niger,
the World Bank played a facilitation role, if nothing else (Olivier de Sardan
and Ridde, 2012; Ridde et al., 2011). The lack of importance attributed to the
influence of donors could indicate that because they had not taken part in
the initial decision-making process, many international aid agencies waited
for political authorities to take the lead on such matters. The World Bank
(2007), for example, has stated that it “stands ready to support countries
that want to remove user fees from public facilities,” and Denmark has
stated that it “will support national initiatives to ensure universal coverage
and to make primary health care free for children and pregnant women at
the point of service” (Ministry of Foreign Affairs of Denmark, 2009). One has
to wonder if this discourse advanced by donors is not normative in itself
(that is, discourse without action), as long as their actual influence on the
decision making remains limited.

“

Participants
confirmed
that political
commitment to
abolish user
fees was behind
policy changes
in their country

”

Unexpectedly, respondents attributed little importance to the role of
institutional health system capacity in guiding policy decisions on user-fee
abolition. This reflected a general attitude of considering the implementation
of policy as something that would follow from a political decision — “if the
political decisions are taken, the implementation will follow” — in accordance
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“

In order to
achieve a
paradigm shift
and a ‘third
wave health
research,’
qualitative
studies should
be pursued to
understand why
these policy
makers have not
considered to a
greater extent
the question
of equity as
an influential
factor for
policy decision
making

”
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with the theories of rational choice in political sciences. This finding is
worrisome, as it is well established that the implementation of such policies
frequently faces serious difficulties caused by deficient preparation, lack
of funding and a health system that is not always able to respond to the
increase in demand induced by user-fee abolition (Meessen et al., 2011;
Ridde, Robert and Meessen, 2012). As a consequence, policies do at times
fail due to lack of preparation and this provides an opportunity to those
who oppose user-fee abolition to criticize the policy itself, even though its
ability to improve access to care has long been scientifically proven (Evans,
Barer and Stoddart, 1993). Thus, politicians are faced with a dilemma:
abolishing user fees for vulnerable population groups pleases their voters,
but insufficient preparation for adequate implementation can alienate those
voters and provide ammunition for the politicians’ critics, not to mention fail
to meet the maternal health needs of their populations.
Finally, impact on health was ranked at the top of the list, while equity was
surprisingly not ranked as high. The first may be due to the fact that the
achievement of the MDGs has driven much of the development of national
policies in the last 10 years. If this was actually the case, it would suggest
that the absence of any international pressure was reflected as a normative
discourse by the participants. These policies have been viewed as a quick
impact model by governments and donors alike, leading to the policy being
put in place before adequate preparation has been made (Richard et al.,
2011). The equity ranking also reflects current policies that are, for the most
part, aligned with the MDGs to target vulnerable groups, such as women,
but not to take into consideration existing inequities within these groups
(Vandemoortele, 2011). The abolition of user fees is one of the few public
policies geared toward guaranteeing that the poorest women and those
living the farthest away from health centres also benefit from reforms (De
Allegri et al., 2012; Fournier et al., 2011; Ridde et al., 2012a; 2012b). Most
public policies try to improve the health of the general population without
taking into consideration health inequities among different segments of the
population, in spite of the fact that such consideration should constitute a
primary goal of any public health intervention (World Health Organization
[WHO], 2008a: 247). During the International Conference on Primary Health
Care and Health Systems in Africa, held in Ouagadougou in April 2008, the
importance of improving equity in health care was reinforced (WHO, 2008b).
In order to achieve a paradigm shift and a “third wave health research” (Ostlin
et al., 2011), qualitative studies should be pursued to understand why these
policy makers have not considered to a greater extent the question of equity
as an influential factor for policy decision making.

Conclusion
Abolishing user fees at point of service for vulnerable populations is
one solution for improving access to care and moving toward universal
coverage (“The Struggle,” 2012). This is important in maternal health
since delivery in a health centre with qualified staff reduces maternal and
infant mortality and many people cannot afford to pay for health care. This
study’s participants, mainly policy entrepreneurs, expressed that political
commitment and the desire to improve the general health status of the
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population are the most important criteria guiding the development of userfee abolition policies. Nevertheless, the findings suggest that for political
commitment to become a reality, two strategies have to be set in place:
first, equity considerations have to mediate the policy implementation to
counteract existing inequities within population subgroups; second, policy
decisions have to be accompanied by adequate implementing measures
and receive the necessary funding.

“

The abolition
of user fees is
one of the few
public policies
geared toward
guaranteeing
that the
poorest women
and those living
the farthest
away from
health centres
also benefit
from reforms

”

www.africaportal.org

• Discussion Paper Series • No. 8 • June 2013

16

CIGI • Africa Initiative
Works Cited
AU (2010). “Assembly of the African Union. Fifteenth Ordinary Session, 25–27 July,
2010.” Kampala, Uganda.
Agyepong, I. and R. A. Nagai (2011). “’We Charge Them; Otherwise We Cannot
Run the Hospital’ Front Line Workers, Clients and Health Financing Policy
Implementation Gaps in Ghana.” Health Policy 99: 226–233.
Coast, J., R. Smith and P. Lorgelly (2008). “Should the Capability Approach Be
Applied in Health Economics?” Health Economics 17, no. 6: 667–670.
De Allegri, M. et al. (2012). “The Impact of Targeted Subsidies for Facility-based
Delivery on Access to Care and Equity — Evidence from a Population-based
Study in Rural Burkina Faso.” Journal of Public Health Policy.
De Brouwere, V. and W. Van Lerberghe (2001). Safe Motherhood Strategies: A
Review of the Evidence. Antwerpen: ITG Press.
Evans, R., M. Barer, M. and G. Stoddart (1993). “User Fees for Health Care: Why
a Bad Idea Keeps Coming Back.” CIAR Program in Population Health Working
Paper 26.
Flynn, T. N. et al. (2007). “Best-Worst Scaling: What It Can Do for Health Care
Research and How to Do It.” Journal of Health Economics 26: 171–189.
Fournier, P. et al. (2011). “Qui bénéficie de la gratuité de la césarienne dans les pays
à faibles ressources? Une étude en milieu rural à Kayes (Mali).” Communication
presented at third International Conference Health Financing in Developing
and Emerging Countries. CERDI 11–13 May 2011, Clermont-Ferrand. France.
Gilson, L. and D. McIntyre (2005). “Removing User Fees for Primary Care in Africa:
The Need for Careful Action.” British Medical Journal 331: 762–765.
The Global Campaign for the Health MDGs (2009). “Leading by Example —
Protecting the Most Vulnerable during the Economic Crisis.” Oslo: Office of the
Prime Minister of Norway.
Grindle, M. S. and J. W. Thomas (1991). Public Choices and Policy Change: The
Political Economy of Reform in Developing Countries. Baltimore and London:
The Johns Hopkins University Press.
Kingdon, J. W. (1995). Agendas, Alternatives and Publics Policies. New York:
Harper Collins.
Louviere, J. J. and T. N. Flynn (2010). “Using Best-Worst Scaling Choice Experiments
to Measure Public Perceptions and Preferences for Healthcare Reform in
Australia.” The Patient: Patient-centered Outcomes Research 3, no. 4: 275–
283.
Meessen, B. et al. (2011). “Removing User Fees in the Health Sector: A Review
of Policy Processes in Six Sub-Saharan African Countries.” Health Policy and
Planning (Suppl 2) 26: ii16–ii29.
Ministry of Foreign Affairs of Denmark (2009). Health and Development: A
Guidance Note to Danish Development Assistance to Health. Copenhagen:
DANIDA.

www.cigionline.org

• Discussion Paper Series • No. 8 • June 2013

What Factors Influence Health
Policy Entrepreneurs in West Africa?

17

Nanda, P. (2002). “Gender Dimensions of User Fees: Implications for Women’s
Utilization of Health Care.” Reproductive Health Matters 10, no. 20: 127–134.
Olivier de Sardan, J. P. (2005). Anthropology and Development: Understanding
Contemporary Social Change. London: Zed Books.
Olivier de Sardan, J. P. and V. Ridde (2012). “Les contradictions des politiques
publiques. Un bilan des mesures d’exemption de paiement des soins au
Burkina Faso, au Mali et au Niger.” Afrique Contemporaine 243, no. 3.
Ostlin, P. et al. (2011). “Priorities for research on equity and health: towards an
equity-focused health research agenda.” PLoS Med 8, no. 11.
Pluye, P. (2012). “Les méthodes mixtes pour l’évaluation des programmes.” Dans
V. Ridde & C. Dagenais (dir.), Approches et pratiques en évaluation de
programme. Seconde édition sous presse. Montréal: Presses de l’Université
de Montréal.
Richard, F. et al. (2011). “Sub-Saharan Africa and the Health MDGs: The Need to
Move Beyond the ‘Quick Impact’ Model.” Reproductive Health Matters 19, no.
38: 42–55.
Ridde, V. (2009). “Policy Implementation in an African State: An Extension of
Kingdon’s Multiple-streams Approach.” Public Administration 87, no. 4: 938–
954.
Ridde, V. et al. (2011). “The National Subsidy for Deliveries and Emergency Obstetric
Care in Burkina Faso.” Health Policy and Planning (Suppl 2), no. 26: ii30–ii40.
——— (2012a). “Reducing the Medical Cost of Deliveries in Burkina Faso Is Good
for Everyone, Including the Poor.” PLoS ONE 7, no. 3.
——— (2012b). “A User Fees Abolition Experimenation Evaluation for Vulnerable
Groups in Burkina Faso.” Field ACTions Science Reports. Available at: http://
factsreports.revues.org/.
Ridde, V. and F. Morestin (2011). “A Scoping Review of the Literature on the Abolition
of User Fees in Health Care Services in Africa.” Health Policy and Planning 26,
no. 1: 1–11.
Ridde, V., E. Robert and B. Meessen (2012). “A Literature Review of the Disruptive
Effects of User Fee Exemption Policies on Health Systems.” BMC Public
Health 12: 289.
“The Struggle for Universal Health Coverage” (2012). The Lancet 380: 859.
Vandemoortele, J. (2011). “The MDG Story: Intention Denied.” Development and
Change 42, no. 1: 1–21.
Walker, L. and L. Gilson (2004). “’We are Bitter but We are Satisfied’: Nurses as
Street-level Bureaucrats in South Africa.” Social Science & Medicine 59, no.
6: 1251–1261.
WHO (2008a). Closing the Gap in a Generation Health Equity through Action on
the Social Determinants of Health: Commission on Social Determinants of
Health. Geneva: WHO.
——— (2008b). “Ouagadougou Declaration on Primary Health Care and Health
Systems in Africa: Achieving Better Health for Africa in the New Millennium.”

www.africaportal.org

• Discussion Paper Series • No. 8 • June 2013

18

CIGI • Africa Initiative
World Bank (2007). Healthy Development: The World Bank Strategy for Health,
Nutrition, and Population Results. Washington, DC: World Bank.
Wu, X., M. Howlett, M. and S. Fritzen (2010). The Public Policy Primer : Managing
the Policy Process. London and New York: Routledge.

www.cigionline.org

• Discussion Paper Series • No. 8 • June 2013

What Factors Influence Health
Policy Entrepreneurs in West Africa?

19

CIGI-Africa Initiative
Publications
To date, 45 researchers have been awarded the Africa Initiative Research
Grant to conduct innovative, policy-relevant fieldwork in Africa. The Research
Grant program pays particular attention to studies which are amenable to
cross-country comparison and develop benchmarks for measuring policy
outcomes, with the goal of influencing African policy and policy affecting
Africa.
This research will be published on an ongoing basis throughout 2013-2014.

Discussion Paper Series
The CIGI-Africa Initiative Discussion Paper Series promotes discussion
and advances knowledge on issues relevant to policy makers and opinion
leaders in Africa.

Discussion
PaPer
series

Discussion
PaPer
series

Discussion
PaPer
series

No. 4 — July 2012

No. 5 — July 2012

Discussion
PaPer
series

No. 6 — September 2012

Promoting Reconciliation through
Exhuming and Identifying Victims in
the 1994 Rwandan Genocide

Increasing the uptake of HIV Testing
in Maternal Health in Malawi

No. 7 — May 2013

building effective Drinking Water
management policies in rural Africa:
Lessons from Northern Uganda

Global Problems, african Solutions:
african Climate Scientists’
Perspectives on Climate Change

Erin Jessee

Monique van lettow, Atupele Kapito-Tembo, Blessings KaundaKhangamwa, Emmanuel Kanike, Sonja Maosa, Medson Semba,
Martias Joshua, lughano Ndovi and Fabian Cataldo

Christopher opio

Lucie Edwards

New papers in this series will be offered throughout 2013.

Policy Brief Series
The CIGI-Africa Initiative Policy Brief Series presents the innovative policy
recommendations which emerge from the fieldwork of Africa Initiative
Research Grant recipients.
Policy Brief

Policy Brief

Policy Brief

no. 3 JUly 2012

no. 4 auguSt 2012

no. 5 september 2012

increasing the Uptake of
hiV testing in Maternal
health in Malawi

IntegratIng Food SecurIty
wIth Land reForm: a more
eFFectIve PoLIcy For
South aFrIca

Fabian Cataldo, Felix limbani
and monique van lettow

Thembela Kepe and danielle Tessaro

key points
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Key PoIntS

The key to reducing the rate of mother-to-child HIV transmission is improving

•

the uptake of HIV testing among women who have an unknown HIV status.
•

Pregnant women present themselves at labour wards with unknown HIV
•

statuses and do not receive HIV testing as a result of one or more of the following
factors: peer pressure, stigma surrounding testing positively, household power

•

access to care.
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test results.

introdUction
Mother-to-child transmission (MTCT) of HIV is the primary means of HIV
infection in children. The Joint United Nations Programme on HIV/AIDS
(UNAIDS) estimates that 20 percent of all children born in sub-Saharan Africa are
exposed to HIV; among those children, 130,000 new HIV infections occurred in
2010 (UNAIDS, 2010).

•

National governments should develop strong rural drinking water quality

residents of Uganda’s cities.

available in rural Sub-Saharan African communities.
•

A stronger governance regime is required around land deals between semi-

Urban food security and gender are critical factors needing full integration
in the national urban policy (NUP) if it is to address the needs of the poorest

monitoring and surveillance programs to ensure that uncontaminated water is

•

Governments and non-governmental organizations (NGOs) need to educate

Without attention to the inequalities of power and the subsequent gradations
of poverty within communities, Uganda’s NUP will be ineffective in reaching

well users on proper transportation and storage of water in order to ensure their

marginalized groups within the poor.

efforts to provide reliable sources of clean drinking water to rural areas are not
being jeopardized.

IntroductIon

•

A focus on economic opportunities, better administration and slum upgrades
will not meet the larger challenges of urban food security, which differ

Communities must be engaged in the planning, installation and management of

substantially from food insecurity in rural areas.

wells to foster a sense of local ownership.

Food security is broadly defined as households’ access at all times to adequate, safe

adequately organized health services and PMTCT service delivery. There is the
attitudes towards testing and perceptions associated with the consequences of

KEY POINTS

•

•

The success of Option B Plus, the new PMTCT program in Malawi, depends on
potential to improve both by integrating cultural values and addressing current
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key points

private business interests and rural residents to better protect the land rights of

programming in Malawi.
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Food security and land reform policies should respect, and be based on, a

improvement of ongoing prevention of mother-to-child transmission (PMTCT)

•

UGANDA’S NATIONAL URBAN
POLICY: THE EMERGING
RESPONSE TO POVERTY,
FOOD SECURITY AND GENDER
IN URBAN UGANDA

the rural poor.

Findings from this study have operational and policy-level implications for the
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building effective
drinking water
management policies in
rural africa: lessons
from northern uganda

broader understanding of dynamic land use practices in poor rural areas.

relations, lack of knowledge about HIV and other system-related barriers to

•

South Africa needs a new food security policy that is integrated with its land
reform program.
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and nutritious food for a healthy and productive life. Whether or not individuals
and households are entirely self-sufficient in food production (see Devereux and
Maxwell, 2001), achieving food security requires secure access to, and control over,
land resources.
Two clauses of the post-apartheid Constitution1 are critically important to food
security in the country: Section 27 guarantees food security and poverty reduction,
and Section 25 promises land reform that entitles those who have historically been
deprived of property “as a result of past racially discriminatory laws or practices”
access to this invaluable resource. These two clauses of the constitution often have

1

See Constitution of the Republic of South Africa, 1996.
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introduction
The importance of providing clean, safe drinking water and sanitation to rural
inhabitants of developing countries is widely recognized. The United Nations
(UN) General Assembly, for instance, declared 2008 the International Year
of Sanitation, and the World Bank has been increasing financial assistance to
developing countries in support of water supply and sanitation improvements
(Cho, Ogwang and Opio, 2010).
Despite the Millennium Development Goal (MDG) to reduce, by half, the number
of people without sustainable access to clean and safe drinking water and basic
sanitation by 2015 (Cho, Ogwang and Opio, 2010; Opio, 2010), most countries in
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INTRODUCTION
Uganda will release its first NUP in late 2013. The NUP, as an explicitly propoor policy, has the potential to fill in gaps in existing national policy, which fail to
adequately identify and respond to urban poverty, particularly in the overlapping
areas of gender and food security. The NUP is being developed with input and
support from a variety of international, national and local partners and stakeholders,
who hold different priorities and levels of influence in producing, implementing
and monitoring the final document. This policy brief points to the gaps and silences
in Uganda’s urban strategy, specifically those linked to food security and gender.
An examination of the policy process underway indicates that the NUP is unlikely

New policy briefs in this series will be offered throughout 2013.
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