AFRICAN STRATEGIES FOR HEALTH

Introduction and Overview

Since 2000, there has been significant progress globally in
combatting malaria, including a 60 percent decrease in
malaria-related deaths and a 37 percent' reduction in new
malaria cases annually. The greatest reductions have occurred
in sub-Saharan Africa, the region bearing the greatest burden
of the disease.? Access to prompt and effective malaria

case management’® services and the expanded use® and
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affordability of rapid diagnostic tests (RDTs) and artemisinin
based combination therapy (ACT), in combination with other
preventive interventions,® have contributed significantly to these
achievements. Nevertheless, malaria remains a significant burden
to health systems, particularly in sub-Saharan Africa which
accounted for 88 percent of the 214 million cases of malaria® and
90 percent of the 438,000 malaria-related deaths worldwide in
20157

A critical challenge to further reducing the burden of malaria
and improving health outcomes is that not all patients are able
to access timely and quality malaria case management services.
Despite an increasing number of countries with policies to

test all patients with suspected malaria before treating with
antimalarials,? those infected with uncomplicated malaria

are not always diagnosed with parasitological confirmation

(by microscopy or RDT) nor appropriately treated with the
recommended drugs and dosage regimen.” Furthermore,
those with severe malaria or those who are uninfected may
also not receive appropriate referrals and further care. In most
malaria endemic countries, less than half of all patients with
suspected malaria are actually infected with a malaria parasite,'®
yet estimates indicate that health care providers continue to
presumptively'' treat patients with antimalarials without ever
conducting a diagnostic test'? or despite a negative diagnostic
test result. Such practices contribute to wastage and stock-outs
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Study Questions

Do financial incentives:

Influence patient utilization of malaria case
management services!

Influence provision and compliance among healthcare
providers, in particular the use of microscopy or RDTs
or prescribing behaviors?

Yield perverse effects for providers or patients (i.e.
unintended negative consequences)?

of antimalarial medicines and diagnostic materials, while also
increasing the risk of antimalarial resistance and the delayed
treatment of patients with other febrile illnesses. Patients can
also experience unnecessary out-of-pocket payments, and health
facilities can face increased financial burden due to the excessive
provision of services.

A key strategy for enhancing the utilization, provision, and quality
of malaria services is the use of financial incentives. Demand-
and supply-side financial incentives, targeting patients and
healthcare providers respectively, are often seen as a solution to
improving the utilization and quality of health services in other
areas of disease management and control for communicable
and non-communicable diseases.*'* However, there is limited
documented evidence on how financial incentives can be
systematically applied to influence malaria case management.

To enhance the understanding of how financial incentives may
be structured to improve malaria case management, the United
States Agency for International Development's (USAID) Bureau
for Africa and its African Strategies for Health (ASH) project,
implemented by Management Sciences for Health (MSH),
conducted a study to examine the evidence.This brief presents
an evaluation of findings, associated recommendations, and
considerations for future operations research.

Methodology

The overall goal of this study was to examine how financial
incentives can be structured and aligned to improve the
utilization, provision, and quality of malaria case management.

The specific study questions were:

m Do financial incentives influence patient utilization and the
uptake of malaria case management services?

m Do financial incentives influence provision and compliance
among healthcare providers, in particular the use of
microscopy or RDTs or prescribing behaviors?

m Are there any perverse effects (i.e. unintended negative
consequences) of these financial incentives for providers or
patients?

To answer these questions, ASH conducted a literature

review'® of existing evidence, reviewed FY2015 Presidential
Malaria Initiative (PMI) Malaria Operational Plans (MOPS)'®

and convened a subject matter expert meeting. Each of these
activities provided insight into the variables affecting care-seeking
behavior and malaria case management compliance.

Overview of methodology and data sources

29 peer-reviewed academic journal articles profiling studies from more than 14 countries were reviewed
and served as the basis for the summary of findings and operations research questions.

333
1h

access and quality of malaria case management.

Es
“’

20 country PMI FY 15 MOPS were reviewed for evidence of financial incentives supporting the expanded

11 experts specializing in malaria case management, health care financing, results-based financing, and health
systems strengthening convened to review and discuss the key findings and propose future operations research.
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Findings

The following findings are based upon a review of 29 peer-
reviewed academic journal articles'* and studies from more
than 14 malaria high-burden countries.*® Findings are presented
in the following categories:

m Factors affecting access to quality malaria case management
m Demand-side financial incentives and malaria case

management

m Supply-side financial incentives and malaria case management

Among this evidence, several key themes emerged (presented as
sub-categories), highlighting the effects of demand- and supply-
side incentives on malaria case management.

Factors Affecting Access to Quality Malaria Case
Management

A number of demand- and supply-side factors can affect access
to quality malaria case management services. Demand-side
determinants refer to those which influence the demand for
services at the individual, household, or community levels while
supply-side determinants include those that influence the
provision of services.”

Demand-side incentives

Demand-side factors affecting malaria case
management
Accessibility and costs of services
Opportunity costs
Existing knowledge and awareness
Perceived severity of disease

Expected quality of care

Types of financial incentives

Free services and removal of user fees
Subsidies on ACTs

Outcomes

Demand-side incentives are effective in influencing
the utilization of malaria case management services

Caretakers may seek services elsewhere despite
the availability of demand-side incentives

Effect of demand-side incentives on the quality
of service provision and health outcomes is
inconsistent

For patients, factors affecting access to case management
services include accessibility, cost,®® a lack of knowledge and
awareness, and the perceived opportunity costs and quality of
care. Due to these factors, many patients, particularly children,
never seek or are brought for care® or may seek care from
private providers depending on the perceived severity of the
disease.®® Among patients seeking care from informal private
sector providers, rates of diagnostic testing and treatments are
lower and these commodities are less likely to be available.”'

Among health care providers, there are myriad factors

which can negatively affect the provision and quality of case
management. These include, but are not limited to, the content
of malaria-specific trainings and the promotion of malaria as the
most common and important disease to diagnose and treat,*
pressure from fellow providers, and the perceived preferences
of patients for diagnostic testing and antimalarial medicines.>®
These factors can lead to a greater awareness of malaria among
providers but often result in the over-diagnosis of malaria.
Other factors that negatively affect access to quality malaria
case management services include shortages of resources and
equipment (e.g. diagnostic tests), delays in receiving test results,
and lack of support for alternative diagnoses for other febrile
illnesses (e.g. meningitis or HIV which would require great
effort, time, and resources to diagnose).>* The quality of case
management could also be negatively influenced by a lack of
supervision, high-patient loads, low motivation among providers,
and perverse incentives, particularly with fee-for-service models
which can encourage healthcare providers to over-prescribe
services beyond an optimal level.

Demand-Side Incentives and Malaria Case Management

For patients, demand-side incentives (e.g. conditional cash
transfers, vouchers, user fee exemptions, and subsidies for free
care) are intended to reduce the financial barriers that prevent
them from accessing health services. Evidence shows that such
demand-side financial incentives can be effective in influencing
the utilization of malaria case management services, particularly if
they are provided free-of-charge®~¢ or if the cost at the point of
care is reduced or eliminated through the removal or reduction
of user fees.””*! Demand-side financial incentives were found to
influence the following aspects of malaria case management.

m Care seeking behavior: Despite the implementation of free or
subsidized services at the point of care, caretakers may seek
services elsewhere when their child develops fever. Three
studies show that less than 50% of caretakers seek care
from the public sector despite the availability of free care or
subsidized treatment.*>%* A 2009 study in Uganda found that
healthcare seeking behavior is influenced by the perceived
severity of disease and that patients only required “first aid"”
from private providers for less severe fever cases despite the
availability of free government health services.®®
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Early diagnosis and treatment: There is inconsistent evidence
on whether demand-side incentives promote the early
diagnosis and treatment of malaria. A 2004 study in Sudan
indicated that the exemption from user fees promoted the
early diagnosis of malaria.®® A 2010 study in Tanzania found
that prompt access to ACTs was higher among children
going to a government health facility which subsidized ACTs;
however, a majority of caretakers, especially those from poor
households, continued to pay more for sub-standard drugs in
non-government facilities.*’

Quality of services and health outcomes: The effect of demand-
side financial incentives on the quality of service provision and
health outcomes varies across studies. A 2010 study in Sierra
Leone found that after the introduction of the country's Free
Health Care Initiative, 41% percent of children did not receive
the recommended treatment for fever; highlighting the need
to ensure proper diagnosis.®® A 2009 study in Ghana found
that while the removal of out-of-pocket payments can impact
healthcare seeking behavior; it does not necessarily lead to
better health outcomes, as measured by the percentage of
children with moderate anemia at the end of the malaria
transmission season.” However, a 201 | study in Mali found
that the abolishment of user fees not only increased health
seeking behavior but also contributed to a decrease in
mortality, as compared to the non-intervention area.”

Unintended negative consequences: In the face of increasing
investments in demand-side financing and incentives (e.g.
targeted free health care schemes and reduced user fees),
there is evidence of perverse incentives, including healthcare
providers charging unofficial fees to patients in government
facilities. This can deter patient utilization and impact access
to timely and quality care.”' Evidence also suggests that
insufficient payment for health personnel may lead to

providers charging patients inflated fees for subsidized drugs.”?

Supply-Side Incentives and Malaria Case Management

For healthcare providers, supply-side financial incentives can

Supply-side incentives

Supply-side factors affecting malaria case
management

Influence of training and supervision

Promotion of malaria as the most common and
important disease

Pressure from patients and fellow providers
Shortages of medicines and equipment

Delays in receiving test results

Limited support/resources for non-malaria diagnosis

Existing financial mechanisms (e.g. fee-for-service)

Types of financial incentives

Per-diem payments for attending trainings

Facility-directed P4P incentives (for purchase of
equipment, supplies, repairs, and basic labor)

Small financial incentives (i.e. top-ups)
Subsidies for RDTs

Consultation fee

Outcomes

Few studies explore use of incentives for malaria
case management

Findings are context-specific and non generalizable
Provision and quality of services can be improved

Financial icentives are given to providers irrespective
of adherence to case management guidelines and
their impact on the provision and adherence to
guidelines varies

encourage an increase in the provision and quality of targeted
services, while addressing provider issues of low motivation,
insufficient empowerment, and lack of accountability for results.
Evidence shows that a range of supply-side financial incentives

have been introduced among public and private healthcare
providers and in some cases are associated with service uptake,
positive health outcomes, and adherence to guidelines; however,

their impact on the provision and quality of services varies.

Service uptake: The majority of evidence indicated that financial
incentives were given to healthcare providers irrespective of
their adherence to case management guidelines and that the
impact of these incentives varied. A 2015 study in Myanmar
assessing the effect of RDT subsidies among informal

private providers found that information, education, and
communication (IEC) activities led to four times the uptake

of RDTs compared to providers receiving a simple subsidy of
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RDT or an RDT subsidy with a financial incentive.”” The study
did not assess for adherence to treatment guidelines following
diagnostic testing.

Health outcomes: A 2007 study in Guinea Bissau found that
small financial incentives given to providers ($50/month

for nurses and $160/month for doctors) combined with
supervision and training on case management guidelines were
associated with lower in-hospital mortality (5%) compared to
the control arm (10%) which did not receive supervision nor
financial incentives.”* The study could not distinguish between
the effect of supervising the implementation of guidelines and
the effect of the financial incentive in reducing mortality nor
did it measure adherence to case management guidelines.

Adherence to malaria case management guidelines: Only one
study examined the impact of supply-side financial incentives
on health facility compliance to malaria case management
guidelines. A 2015 study in Kenya found that, among
government healthcare providers, the use of facility-directed
performance-based incentives promoted behavior change in
adhering to malaria case management guidelines and reducing
the unnecessary consumption of antimalarials.”> Facilities in
the intervention arm received P4P (pay-for-performance)
payments (maximum of $1,175 USD per quarter) based

on seven performance indicators including recording of
patient identification numbers, quality of laboratory diagnosis,
and clinician adherence to the laboratory diagnosis.”® After
four quarters, health facilities receiving financial incentives
demonstrated an improvement in the management of
suspected malaria cases. Among the nine health facilities in
the intervention arm, there was a marked reduction in the
provision of incorrect treatment to malaria-negative patients
(i.e. reduction in the percent of malaria-negative patients
who received artemether-lumefantrine (AL) from 22.4 %

at baseline to 7.3%). Also, the percent of patients given AL
without a malaria test dropped from 41% down to 26%).

Prescription of AL to patients with confirmed malaria was not
significantly different.””

Other studies mentioned the use of consultation fees’® among
home-based care volunteers and instances of patients taking
on credit at health facilities or providing gifts in exchange

for treatment;”” however, evidence related to their direct
impact on the provision and adherence to case management
guidelines was not available. Evidence on the impact of other
supply-side financial incentives on supplier efficiency, patient
continuum of care, and cost control were not explored in-
depth. Moreover; none of the studies indicated any specific
perverse effects of these financial incentives.

Discussion

Evidence of the effects of financial incentives on malaria case
management varies and in some cases remains inconsistent.
While the introduction of demand-side incentives (e.g. subsidies
and the abolishment of user fees among patients) have increased
the utilization of malaria case management services, certain
studies suggest otherwise. There was limited documented
evidence on how demand-side incentives impact the quality of
services provided.

Among these findings, it was unclear what the impact of
factors such as geographic and financial barriers, supervision
and training, and existing payment mechanisms were on
patient care seeking and provider behavior. Given the short
time-frame of these studies, evidence on the sustainability of
these interventions remains a key question of concern as does
their applicability in both the public and private sectors. The
private sector often represents the first point of care for febrile
patients; however, introducing regulation for appropriate case
management (i.e. incentives) may be difficult in countries with
weak governance and oversight.®

Discussion points from subject matter expert meeting

Experts specializing in malaria case management, health care financing, results-based financing, and health systems
strengthening convened to review and discuss the key findings of the research as well identify an operations research
agenda. Experts assisted in developing a conceptual framework for introducing financial incentives for malaria case
management which helped to consolidate and synthesize the overall findings of this brief. Several key discussion points

emerged from this meeting:

m Healthcare seeking behavior is complex and the perception of the availability of commodities plays an important
role in patient decision-making. Factors affecting care-seeking at private and public facilities include lack of services,

distance, convenience, and opportunity costs.

m  Governments often do not compensate health facilities for the introduction of free care.Although services may be
deemed ‘free, facilities may charge fees for diagnostic testing and medicines. Due to high patient loads, facilities may
experience stock-outs of medicines and equipment which could lead to sub-standard services.

m Performance-based financing (PBF) programs which focus solely on one health condition (e.g. malaria) could lead
to a neglect of other conditions and health priorities. PBF programs should focus on a package of priority health

services and include quality indicators.
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The use of supply-side financial incentives has been associated
with an increased uptake of RDT usage and lower in-hospital
mortality; however, it was not evident that these incentives had
the same impact in lower-level health facilities. Only one study
actually linked financial incentives to case management guideline
adherence, demonstrating a reduction in the percent of malaria-
negative patients that received antimalarial therapy. Evidence on
the possible perverse effects of these financial incentives (e.g.
increased unavailability of free commaodities,®' neglect of non-
incentivized services,® over-consumption of antimalarials,® and
the introduction of unofficial fees®!) were not explored in-depth
in the reviewed articles nor were there consistent measures of
service quality across studies.

It is important to consider the use of non-financial incentives
which could have considerable impact on malaria case
management services and may be more be cost-effective than
financial incentives. Evidence suggests that the quality of malaria
case management services can be improved through trainings,
mentorship, and |[EC activities. For instance, in Uganda, the
performance of health workers using RDTs was similar among
the 10 (16%) participants who were peer-trained by their
trained colleagues, suggesting that the transfer of acquired skills
on malaria case management via a cascade training model may
be effective.’> According to the P4P study in Kenya, the training
alone may have reduced the proportion of patients assigned

a clinical diagnosis of malaria in low transmission facilities and
monthly facility visits may have reinforced previous training.®

In Myanmar, IEC was found to be cost-effective in increasing
the uptake of subsidized RDTs compared to a subsidy with

a financial incentive alone.¥” The use of mobile phone text-
message reminders have also been linked to improvements

in health worker adherence to malaria case management
guidelines.®® Such non-financial incentives may also address
several of the common demand- and supply-side determinants
linked to access to quality malaria case management services;
however, further research is required.

Recommendations

Financial incentives designed to improve malaria case
management services must consider the key demand- and
supply-side factors which can affect the utilization and quality of
services among patients and healthcare providers, respectively.
While targeted financial incentives can be effective in improving
malaria case management service provision and health
outcomes, more research is needed into how they are impacted
by various financial mechanisms within the health system (e.g.
fee-for service models, free health care, subsidies, etc.) and their
long-term sustainability. With the success of PBF/P4P programs in
improving outcomes of other priority health areas (e.g. MNCH,
HIV/AIDS), operations research should focus on the inclusion
of malaria case management quality indicators into existing PBF/
P4P programs in high-burden malaria areas.” Given the key

role of private healthcare providers in the provision of malaria
case management services, it is important to consider how to
effectively improve the quality of malaria case management
services in countries where there is minimal regulation in the
private sector.

There are several additional research questions which could help
to further explore these recommendations and the effectiveness
of various financial incentives on malaria case management.

m How does adherence to malaria case management
diagnostic and treatment guidelines compare among private
and public healthcare providers! What is the impact of
introducing P4P incentives among these providers?

m How do institutional and individual P4P incentives vary in
their impact of diagnostic and treatment guidelines?

m How do demand- and supply-side financial incentives
focused on improving malaria outcomes impact the
provision of quality-assured non-malaria services (i.e. do
they lead to the neglect of non-malaria services)?

m How do existing payment mechanisms (e.g. fee for service,
capitation, performance-based payments, and salary)
influence the use of financial incentives for improving
malaria case management guidelines adherence among
health care providers! m

6 B FINANCIAL INCENTIVES TO IMPROVE MALARIA CASE MANAGEMENT

rJadeys ppo| Aq ojoud



ENDNOTES

10.
Il

12.
I3.

World Health Organization. "World Malaria Report 2015." Incidence rates
were derived by dividing estimated malaria cases by the population at risk of
malaria within each country (calculated as population at high risk + population
at low risk/2). The total population of each country was taken from the 2015
revision of the World population prospects (10) and the proportion at risk of
malaria derived from NMCP reports.

Between 2000 and 2015, the vast majority of reductions in deaths among
children aged under-five occurred in the WHO African Region. Source:World
Health Organization.""World Malaria Report 2015.”

Defined as “the diagnosis, treatment, clinical care, counselling and follow-up of
symptomatic malaria infections.” Source:World Health Organization."WHO
Malaria Terminology.” http://apps.who.int/iris/bitstream/ 1 0665/2088 1 5/1/
WHO_HTM_GMP_2016.6_eng.pdflua=|

The WHO African Region has had the largest increase in levels of malaria
diagnostic testing, from 36% of suspected malaria cases tested in 2005 to 41%
in 2010, and 65% in 2014. Source: World Health Organization. “World Malaria
Report 2015

E.g. - insecticide treated bed nets (ITNSs), intermittent preventive therapy for
pregnant women (IPTp), seasonal malaria chemoprevention (SMC), among
other interventions.

World Health Organization."World Malaria Report 2015."
World Health Organization.""World Malaria Report 2015."

95 countries and territories have adopted a policy to test all patients with
suspected malaria before treating with antimalarial medicines. Source: http:/
www.who.int/malaria/areas/diagnosis/overview/en/

World Health Organization.""Guidelines for the Treatment
of Malaria: Third Edition.”2015. http://apps.who.int/iris/
bitstream/10665/162441/1/9789241549 127_eng.pdflua= | &ua=|

World Health Organization."World Malaria Report 2015."

Presumptive treatment defined as “[the] administration of an antimalarial
drug or drugs to people with suspected malaria without testing or
before the results of blood examinations are available." Source: World
Health Organization."WHO Malaria Terminology." http://apps.who.int/iris/
bitstream/10665/2088 15/1/'WHO_HTM_GMP_2016.6_eng.pdflua= |

World Health Organization."World Malaria Report 2015."

Stanton, M. E, Higgs, E. S., & Koblinsky, M. (201 3). Investigating Financial
Incentives for Maternal Health: An Introduction. Journal of Health, Population,
and Nutrition, 31(4 Suppl 2), S1-S7.

. Eichler R, Levine R, and the Performance-Based Incentives Working Group.

(2009).""Performance Incentives for Global Health: Potential and Pitfalls.”
Center for Global Development.

. Using PubMed database, literature review focused on English and French

language peer-reviewed literature published after 1983 which included
evidence of use of financial schemes for improving the utilization or quality
of malaria case management. Articles were selected based on evidence of
the use of financial incentives influencing the provision and quality of case
management services, compliance with case management standards, and
information on unintended negative consequences of such incentives.

. All FY'I5 MOPs included those for Angola, Benin, the Democratic Republic of

the Congo, Ethiopia, Ghana, the Greater Mekong Subregion, Guinea, Kenya,
Liberia, Madagascar, Malawi, Mali, Mozambique, Nigeria, Rwanda, Senegal,
Tanzania, Uganda, Zambia, and Zimbabwe. Available at: https://www.pmi.gov/
resource-library/mops/fy-2015

. Abdu, Z., Mohammed, Z., Bashier; I., & Eriksson, B. (2004). The impact of user

fee exemption on service utilization and treatment seeking behaviour: the
case of malaria in Sudan. The International Journal of Health Planning and
Management, 19 Suppl |, $95-106. http://doi.org/10.1002/hpm.777

. Ansah, E. K, Narh-Bana, S., Epokor, M., Akanpigbiam, S., Quartey, A. A,

Gyapong, J., & Whitty, C.]. M. (2010). Rapid testing for malaria in settings
where microscopy is available and peripheral clinics where only presumptive
treatment is available: a randomised controlled trial in Ghana. BMJ, 340, c930.
http://doi.org/10.1 136/bmj.c930

. Ayieko, B, Akumu, A. O, Griffiths, U. K, & English, M. (2009).The economic

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32

33

34

burden of inpatient paediatric care in Kenya: household and provider costs
for treatment of pneumonia, malaria and meningitis. Cost Effectiveness and
Resource Allocation, 7, 3. http://doi.org/ 10.1 186/1478-7547-7-3

Biai S, Rodrigues, A, Gomes, M., Ribeiro, I, Sodemann, M., Alves, F, Aaby, P
(2007). Reduced in-hospital mortality after improved management of children
under 5 years admitted to hospital with malaria: randomised trial. British
Medical Journal, 335:862. http://dx.doi.org/10.1 136/bmj}.39345.467813.80

Biritwum, R. B. (2001). Impact of health care financing reforms on the
management of malaria in Ghana. East African Medical Journal, 78(12),
636-640.

Burgert, C. R, Bigogo, G.,Adazuy, K, Odhiambo, F, Buehler, J,, Breiman, R. F,

... Feikin, D.R (201 I'). Impact of implementation of free high-quality health
care on health facility attendance by sick children in rural western Kenya.
Tropical Medicine & International Health: TM & IH, 16(6), 71 1-720. http://doi.
org/10.11'11/j.1365-3156.2011.02752.x

Chen, I.T, Aung, T, Thant, H. N. N, Sudhinaraset, M., & Kahn, J. G. (2015). Cost-
effectiveness analysis of malaria rapid diagnostic test incentive schemes for
informal private healthcare providers in Myanmar. Malaria Journal, 14, 55. http:/
doi.org/10.1186/s12936-015-0569-7

Chandler, C. 1, Jones, C., Boniface, G., Juma, K, Reyburn, H., & Whitty, C. .
(2008). Guidelines and mindlines: why do clinical staff over-diagnose malaria in
Tanzania? A qualitative study. Malaria Journal, 7, 53. http://doi.org/10.1 186/1475-
2875-7-53

Chuma, J., Okungu, V., & Molyneux, C. (2010). Barriers to prompt and effective
malaria treatment among the poorest population in Kenya. Malaria Journal, 9,
144, http://doi.org/10.1 186/1475-2875-9-144

Diaz, T, George, A. S, Rao, S. R, Bangura, P S., Baimba, J. B., McMahon, S. A, &
Kabano, A. (2013). Healthcare seeking for diarrhoea, malaria and pneumonia
among children in four poor rural districts in Sierra Leone in the context of
free health care: results of a cross-sectional survey. BMC Public Health, 13, 157.
http://doi.org/10.1186/1471-2458-13-157

Elmardi, K. A, Malik, E. M., Abdelgadir T, Ali, S. H., Elsyed, A. H., Mudather, M. A,
... Adam, |. (2009). Feasibility and acceptability of home-based management
of malaria strategy adapted to Sudan’s conditions using artemisinin-based
combination therapy and rapid diagnostic test. Malaria Journal, 8, 39. http://doi.
org/10.1186/1475-2875-8-39

Gerstl, S, Cohuet, S., Edoh, K, Brasher; C., Lesage, A, Guthmann, J.-R, & Checchi,
F. (2007). Community coverage of an antimalarial combination of artesunate
and amodiaquine in Makamba Province, Burundi, nine months after its
introduction. Malaria Journal, 6, 94. http://doi.org/10.1 186/1475-2875-6-94

Johnson, A, Goss, A, Beckerman, J., & Castro, A. (2012). Hidden costs: The
direct and indirect impact of user fees on access to malaria treatment and
primary care in Mali. Social Science & Medicine, 75(10), 1786—1792. http://doi.
org/10.1016/j.socscimed.2012.07.015

Johri, M., Ridde, V., Heinmuller; R, & Haddad, S. (2014) Estimation of maternal
and child mortality one year after user-fee elimination: an impact evaluation
and modelling study in Burkina Faso. Bull World Health Organ, 2014;92:706-
715. doi: http://dx.doi.org/10.247 | /BLT.13.130609

Kamal-Yanni, M. M., Potet, ]., & Saunders, P M. (2012). Scaling-up malaria
treatment: a review of the performance of different providers. Malaria Journal,
I'l,414. http://doi.org/10.1186/1475-2875-1 1-414

Kyabayinze, D. ], Asimwe, C., Nakanjako, D., Nabakooza, ], Bajabaite, M.,
Strachan, C,, ... Van Geetruyden, J. P (2012). Programme level implementation
of malaria rapid diagnostic tests (RDTs) use: outcomes and cost of training
health workers at lower level health care facilities in Uganda. BMC Public
Health, 12,291, http//doi.org/10.1186/1471-2458-12-291

Mangham-Jefferies, L., Hanson, K., Mbacham, W.,, Onwujekwe, O, & Wiseman,
V. (2014).What determines providers' stated preference for the treatment of
uncomplicated malaria? Social Science & Medicine (1982), 104, 98—106. http://
doi.org/10.1016/j.socscimed.2013.12.024

Menya, D., Logedi, J., Manji, |, Armstrong, |, Neelon, B, & O'Meara, W. P, (201 3).
An innovative pay-for-performance (P4P) strategy for improving malaria
management in rural Kenya: protocol for a cluster randomized controlled trial.
Implementation Science, 8, 48. http://doi.org/10.1 186/1748-5908-8-48

FINANCIAL INCENTIVES TO IMPROVE MALARIA CASE MANAGEMENT B 7



35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.
49.
50.
51.
52.
53.
54.
55.

Menya, D, Platt, A, Manji, I, Sang, E., Wafula, R, Ren, J., ... O'Meara, W. P (2015).
Using pay for performance incentives (P4P) to improve management of
suspected malaria fevers in rural Kenya: a cluster randomized controlled trial.
BMC Medicine, |3, 268. http://doi.org/10.1186/s12916-015-0497-y

Mubyazi, G., Massaga, ., Kamugisha, M., Mubyazi, ].-N., Magogo, G. C., Mdira, K-Y.,
... Sukwa, T. (2006). User charges in public health facilities in Tanzania: effect on
revenues, quality of services and people’s health-seeking behaviour for malaria
illnesses in Korogwe district. Health Services Management Research, 19(1),
23-35. http://doi.org/10.1258/095 14840677532206 |

Onwujekwe, O, Dike, N., Uzochukwu, B., & Ezeoke, O. (2010). Informal
payments for healthcare: differences in expenditures from consumers
and providers perspectives for treatment of malaria in Nigeria. Health
Policy (Amsterdam, Netherlands), 96(1), 72—79. http://doi.org/10.1016/].
healthpol.2009.12.014

Ponsar, F,Van Herp, M., Zachariah, R., Gerard, S., Philips, M., & Jouquet, G.

(2011). Abolishing user fees for children and pregnant women trebled uptake
of malaria-related interventions in Kangaba, Mali. Health Policy and Planning, 26
Suppl 2,ii72-83. http://doi.org/10.1093/heapol/czr068

Ruizendaal, E,, Dierickx, S., Peeters Grietens, K, Schallig, H. D., Pagnoni, F,

& Mens, PF. (2014). Success or failure of critical steps in community case
management of malaria with rapid diagnostic tests: a systematic review. Malaria
Journal, 13,229. http://doi.org/10.1186/1475-2875-13-229

Rutebemberwa, E., Pariyo, G, Peterson, S, Tomson, G., & Kallander, K. (2009).
Utilization of public or private health care providers by febrile children after
user fee removal in Uganda. Malaria Journal, 8, 45. http://doi.org/10.1 186/1475-
2875-8-45

Simba, D. O, Warsame, M., Kakoko, D., Mrango, Z., Tomson, G,, Premji, Z.,

& Petzold, M. (2010).Who Gets Prompt Access to Artemisinin-Based
Combination Therapy? A Prospective Community-Based Study in Children
from Rural Kilosa, Tanzania. PLOS ONE, 5(8), e 12104. http://doi.org/10.137 1/
journal.pone.0012104

Sudhinaraset, M., Briegleb, C., Aung, M., Khin, H. S. S., & Aung, T. (2015).
Motivation and challenges for use of malaria rapid diagnostic tests among
informal providers in Myanmar: a qualitative study. Malaria Journal, 14, 61.
http://doi.org/10.1186/s12936-015-0585-7

Wouters, A, & Kouzis, A. (1996). Cost recovery and improved drug availability
in Niger — implications for total patient treatment costs. Health Economics,
5(1), 37-59. http://doi.org/10.1002/(SICI) 1099-1050(199601)5: 1 <37:AlD-
HEC179>3.0.CO;2-M

Yawson, A. E., Biritwum, R. B., & Nimo, P K. (2012). Effects of consumer and
provider moral hazard at a municipal hospital out-patient department on
Ghana'’s National Health Insurance Scheme. Ghana Medical Journal, 46(4),
200-210.

Zurovac, D., Sudoi, R. K., Akhwale, W. S., Ndiritu, M., Hamer, D. H., Rowe, A. K.,
& Snow, RW. (201 1).The effect of mobile phone text-message reminders on
Kenyan health workers' adherence to malaria treatment guidelines: a cluster
randomised trial. Lancet (London, England), 378(9793), 795-803. http://doi.
org/10.1016/S0140-6736(11)60783-6

Burundi, Burkina Faso, Cameroon, Ghana, Guinea-Bissau, Kenya, Mali, Myanmar,
Nigeria, Sierra Leone, Sudan, Tanzania, Uganda

Enson T, & Cooper, S. (2004). Overcoming barriers to health service access:
influencing the demand side. Health Policy and Planning, 19(2), 69—79. http:/
doi.org/10.1093/heapol/czh009

Mubyazi, G, et al. User charges in public health facilities in Tanzania. (2006).
World Health Organization. "World Malaria Report 2015/

Mubyazi, G, et al. User charges in public health facilities in Tanzania. (2006).
World Health Organization. "World Malaria Report 2015/

Chandler, C. 1., et al. Guidelines and mindlines. (2008).

Ibid.

Ibid.

Burgert, C. R, et al. Impact of implementation of free high-quality health care.
(2011).

56.
57.
58.
59.

60.
61.
62.

63.
64.

65.

66.
67.

68.
69.
70.
71.

72.
73.

74.
75.
76.
77.
78.

79.
80.

8l.

82.

83.

84.

85.

86.
87.

88.

Yawson, A. E, et al. Effects of consumer and provider moral hazard. (2012).
Ansah, E. K, et al. Effect of Removing Direct Payment for Health Care. (2009).
Ponsar, F, et al. Abolishing user fees. (201 ).

Rutebemberwa, E., et al. Utilization of public or private health care providers.
(2009).

Johri, M, et al. Estimation of maternal and child mortality. (2014).
Diaz, T, et al. Healthcare seeking for diarrhoea, malaria and pneumonia. (201 3).

Rutebemberwa, E., et al. Utilization of public or private health care providers.
(2009).

Gerstl, S., et al. Community coverage of an antimalarial combination. (2007).

Simba, D. O, et al. Who Gets Prompt Access to Artemisinin-Based
Combination Therapy? (2010).

Rutebemberwa, E., et al. Utilization of public or private health care providers.
(2009).

Abdu, Z, et al. The impact of user fee exemption on service utilization. (2004).

Simba, D. O,, et al. Who Gets Prompt Access to Artemisinin-Based
Combination Therapy? (2010).

Diaz,T, et al. Healthcare seeking for diarrhoea, malaria and pneumonia. (2013).
Ansah, E. K, et al. Effect of Removing Direct Payment for Health Care. (2009).
Ponsar, F, et al. Abolishing user fees for children and pregnant women. (201 1).

Rutebemberwa, E., et al. (2009). Utilization of public or private health care
providers.

Gerstl, S.,, Community coverage of an antimalarial combination. (2007).
Chen, I.T, et al. Cost-effectiveness analysis of malaria rapid diagnostic test.
(2015).

Biai S, et al. Reduced in-hospital mortality. (2007).

Menya, D, et al. Using pay for performance incentives. (2015).

Ibid.

Ibid.

Elmardi, K. A, et al. Feasibility and acceptability of home-based management.
(2009).

Chuma, J, et al. Barriers to prompt and effective malaria treatment. (2010).
Horton, R, & Clark, S.The perils and possibilities of the private health sector.
(nd.).

Diaz, T, et al. Healthcare seeking for diarrhoea, malaria and pneumonia. (201 3).
The AIDSTAR-Two Project. The PBF Handbook: Designing and Implementing

Effective Performance-Based Financing Programs.(201 I).Version 1.0.
Cambridge: Management Sciences for Health.

Lussiana, C. (2015).Towards subsidized malaria rapid diagnostic tests. Lessons
learned from programmes to subsidise artemisinin-based combination
therapies in the private sector: a review. Health Policy and Planning, czv028.
http://doi.org/10.1093/heapol/czv028

Rutebemberwa, et al. Utilization of public or private health care providers.
(2009).

Kyabayinze, D. ., et al. Programme level implementation of malaria rapid
diagnostic tests. (2012).

Menya, D, et al. Using pay for performance incentives. (2015).

Chen, I.T, et al. Cost-effectiveness analysis of malaria rapid diagnostic test.
(2015).The study found that IEC was a cost-effective and promising strategy
to encourage the uptake of subsidized RDTs in the Myanmar informal private
sector. This strategy pays off with an attractive ICER of $200 per DALY averted
as compared to subsidy with financial incentive alone (or $639 per DALY
averted compared to no intervention). At base case, IEC led to four times

the RDT uptake as compared to a simple subsidy (arm |) or a subsidy with
financial incentives (arm 2)

Zurovac, D, et al. The effect of mobile phone text-message reminders. (201 1).

Additional information can be obtained from:
African Strategies for Health 4301 N Fairfax Drive,Arlington,VA 22203 * +1.703.524.6575 * AS4H-Info@as4h.org

www.africanstrategies4health.org

This publication was made possible by the generous support of the American people through the U.S.Agency for International Development (USAID) under contract
number AID-OAA-C-11-00161.The contents are the responsibility of the authors and do not necessarily reflect the views of USAID or the United States Government.



