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L Tbe Background and Purposes of the Study 

A tradition of free public provision of all health services' has existed in many developing 
countries since their independence. However, as these countries have seen severe downtums in 
their economies and government revenues in the last decade, the need for additional sources of 
revenue to operate the public sector health system and its sc:nriccs has become more acute. The 
result bas been increased interest and implementation of cost IeCOVery schemes. "As noted by 
Gilson, the policy debate bas shifted from the issue of whether or not to inttoduce cost recovery 
to how such systemS should be introduced. Many cost IeCOvery systemS have been designed with 
the sale or primary objective of generating revenues to replace or suppJ.cmcnt govc::mment funds. 
In designing such systems, little considerasion was given to the potential negative impact of user 
fees on the population's demand and utilization of services. As the introduction of such schemes 
have become more widespread in developing countries, some 1JJ]jntended negative effects have 
been observed. This bas resulted in uneasiness about the equity implications of these S)'SteD.1S: 

How have cost recovery systems affected the access to and utilization of health services for the 
poor and other vulnerable groups? These concerns me based on the belief that health care is a 
basic right and its receipt should be based more on n~ than on ones ability to pay. 

The result' of these concerns bas been the development of various mechanisms, such as means 
testing and exemption sy~ aimed at protecting the poor from the full impact of such user 
fees. These systems are designed to ensure that cost :recovery effons do not create serious 
financial or opportunity cost barriers for the poor, or other groups such as those with ccnain 
illnesses, which would unduly reduce their access to care. Such assessments of access may 
compare changes in utilization of a particular group to their, past utilization or to changes in 
utilization of the population as a whole. 

It is these concerns which caused Health and Human Resource Analysis for Africa (HHRAA) of 
the USAID Africa Bureau to seek to have better understanding of the issues and the experience 
of protection mechanisms, such as means .testing. HHRAA and a nlUDbc:r of countries sought to 
answer their concerns about the present and the future by obtaining (1) a more formal evaluation 
of the equity implications of cost recovery schemes, (2) a review of which systems meant to 

maintain equity work the best, and (3) a series of options for policy makers in developing cost 
recovery schemes which ensure equity. The basic questions posed by HHRAA wc:rc: 

• How to ensure the poor have access to health facilities under cost recovery? 
• What means testing systems are most effective and under what conditions? 
• How can means testing in the health sector be combined with similar tests cmicd out 

for other sectors? ~ 

At the meeting where these issues were raised wilh HHRAA. a number of countries indicated that 
there was interest in not only the rural and pri.maJ:y health care settings but also in hospitals and 
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in mban situations. While there was particular interest in public sector health facilities, there was 
also interest in the private, non-profit facilities and how they had deah with this issue. 

This paper is to address these questions by designing a methodology to und.enake five countty 
case studies. The purposes of the field case studies are to: 

1. Develop a practical methodology for assessing the effectiveness of means testing 
systems; 

2. Use the methodology to cmy out five co1Dltry case studies; 
3. Describe the approaChes taken to develop protection mechanisms for the poor; 

.4. Assess the effects of the various protection mechanisms used to ensure equity in the 
five countries; 

S. Synthesize the lessons learned from the countty case studies; and 
6. Provide guidance, options ,and tools far other countries establishing or redesigning 

their mechanisms to protect the poor. 

This d~t presents a framework for examining the basic issues of equity and 'coverage of 
health ca:re provision to the poor under cost recovery through various protection or targeting 
mechaJiisrns.1 It proposes a methodology for undertaking the countty case studies and assessing 
the conceptual and operational issues of means testing systems.. The country case studies will 

document practical experience in the design and implementation of such systems. 

2. A Framework for tbe Study% 

The basic questions of this study are, in situations where some form of cost recovery has been 
introduced, how effective have the protection mecbanisms been in ensuring equity? What bas 
been the cost of these systems? How have the systems wo.tked in reality compared to the design 
of the system? Equity, in the health context means "cqualfinancial and physical access for equal 

• A companion document. c:omm.iaioDOd far Ibis 1IUdy. "Lit.l:DDDe Review: Bquity m the Health Sector m DBvelopina 
Countrics- by H. Waren reviews mD:b of the t.:.qmund which willlDt be npeaIeCl bae.1IICb. the COIII:IeJIII. u.o..lYI* 
of mec:baniams. IIdvantqcs and cliAdYllIII.IpS. aDd apelicnceI with diffcreat t.qetiq pupma. 

:am the coune of deYeJopiDl the fnmewoIt .ad identifyjDl the __ far 1bia lIDdy, the aIIlban mJied upaa tho naat 
.ablwuial wmb reriewinl aiItin& apcrieDc:e with tqetin&: 

Gillon', foJ1hc:omin& works DO IIqetiDa .ad UICI' f .. iD the bea1lb aectar, -r'be PoJitical Bcoaomy of U .. p.. with 
Tcp:tiDa: Developin, Equitlble HeaIdl FiDac:iDa Policy- wiIb RaueD ad Ba. IDd -Colt Recovery iD Gcwcmmerat 
HeaItb Sa:Yica - II Equity BeiDa CoaDIcnd: AD IDIaDaIiaaIl Saney- willa ItaacU; 
Oroda', tm.der·wozt for the Wodd Blat CD IIIJeI:iaI iD YEioaa IDC:ia1 IICIIDa AdmiDiIte:rie& Tgeted Social 
PmaWid in Latin America (1994) • 

• Willil' pamin,riaa of tbe CODCIpIIIDd a:xIDIDic bail for IIIIIIII IIItiq. "M_ Taaiq III Call Recxrrcry of 
HeaJIb SaYicea- (1993). done under the USAID HealIh FiDIDciq ad SmteiMbility puject. IDd 

• W .... • "LiIaMure Review: BquiIy m the Ha1tb Sec:IDr iD DweJapi.q ~- oawpJe'ed for tbillIDdy. 
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need", accOrding to Vogel, or equal oppornmity of use of health services for equal need (Gilson). 

Targeting is the umbrella term used to describe protection mechanisms for, not only health, but 

all the social sectors. As outlined in Waters' litcratuIe review, Grosh defines targeting as the 
"identification of those who will or will not be eligible for a social program" The goal of 

targeting is to concentrate limited resources on those in greatest need. The l?enefits for an 
individual who is included in a targeting program in the health Sector is the eligibility to receive 
or consume health services without paying the standard fee or paying only a portion of the fee 

(discounted fees). 

Direct, characteristic, and self targeting are the tluee basic fmms of targeting. Direct targeting 

describes the provision of benefits or services to those of the population who cannot pay because 
of a low income leveL 1bis form of targeting uses some form of means testing because 

identification of need is based on income. Characteristic targeting, by contrast, provides benefits 
to individuals with certain attributes, special circumstances or a special need regardless of the 

income level of the individual or their family. The third fon;n of targeting, self· targeting, 

involves an individual's self-selection for participation or Iact thereof in a prognlm. Gilson 

points out· that the relevance of self targeting is not clear for the health sector so this fonn of 
targeting will not be explored directly in this study. 

Direct targeting, characteristic targeting, self targeting, means testing, exemptions, and waivers 

are all terms used to describe the "protection mechanisms" used to ensure equity. Table 1 

summarizes the classification of the targeting terms. 

Table 1 

CLASSIFICATION OF TERMS USED TO DIFFERENTIATE TARGETING 
MECHANISMS 

TARGETING 

BASIS OF Income based detcnnination Individual's characteristics 
QUALIFICATIO 
N 

TERMS Direct targeting Cbaracteristic targeting 

Means testing Exemptions 

Waivers 

Adapted from Grosh, 1994, p. 34. 
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The distinction between direct and characteristic targeting is important in the health sector 

because it may influence which services people seck out and demand despite the imposition of 
. user fees in the health system. Direct targeting seeks to benefit only the poor so they may 
.receive necessary health services and not have any access baniers.. By conttast, charactc:ristic 
targeting identifies people who should IeCCive health services free or at a subsidin:d price 

because they 

• have certain illnesses which the government dcsiIes that they seek treatmeDt got because 
of its contagious nature (such as tubeIculosis) or the financial bmden it creates (e.g. AIDS); 

• belong to certain employment groups (e.g. civil servants or health workers); or 
• fall within particularly vulnerable groups, such as chiJ.d:n:n under S years of age, which are 

the focus of concern with characteristic targeting. 

Characteristic targeting is often used for those health services which have positive extemalities, 
such as immunizations. or groups which the govc:mment wishes that they seek treatment, as 
illustrated below. The groups selected for characteristic targeting may be due to public health 
concerns QI' simply chosen for political reasons. 

An example from Kenya will serve to distinguish between direct and cha:racterlstic targeting 
(Quick and Musau. 1994). Direct targeting, allowing the poor to have access' to health care by 

excusing them from paying fees, is termed a "waiver". Waivers are discretionary releases from 
payment based upon inability to pay or income levels. Waivers are synonymous with the tcml 

"means testing". Waiver programs may incorporate considerable variation. Gilson points out that 

in most countries. waivers are granted for all charges. While waivers, in general, are a release 
from paying any fees based on ones income level there are variations on the waiver sys~ such 
as sliding fee scales, in some countries. In Guatemala., for instance, the waivers arc graduated 

fees depending upon ability to pay. Based upon different income thresholds, people are classified 
into different groups with different payment obligations: those in group A have sufficient income 
that they pay the full fee; people in group B pay half the fee; those designated as level D are 
poor but not indigent and pay 10% of the fee; and those in level C are considered the poorest 
and pay no fee. 

The characteristic wgeting program in the health sector in Kenya are:referred to as "exemptions". 
An exemption is an automatic excuse from payment. Exemptions may be granted for a variety 
of reasons. The categories of individual characteristics which may qualify for exemption and 
some examples are: 

• employment group or status: those belonging to a particular occupation group (e.g. 
military t civil servants, or health workers) or the unemployed. 
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• age group: children of certain ages or the elderly may be exempted. 
• illn~ patients with certain illnesses, such as tuberculosis or AIDS, nrc exempted. 
• certain health services: patients seeking cam for certain health services which are 

deemed to have externalities., such as immunizations, family planning or 
prenatal clinic visits for pregnant WOJDeD. are exempt as a means or promoting 
use of that type of health service. 

• economic hardship: even if a patient does not qualify for a waiver, the economic 
burden of a particular health situation may dictaIC an exemption, such as in 
Kenya where no further inpatient charges are made after 14 days of inpatient 
care. 

• geographic origin: patients residing in certain geographic areas. 
• special groups: students or prisoners. 

In the health sector characteristic targeting is often used because of the extcmalities of people 
using certain health services, such as" leprosy patients which receive their treatment and drugs 
free. The public benefits from this by not having a contagious person spreading the disease .. 
further. 

The priri1ary distinction between direct and characteristic targeting is that the former waive fees 
based on income while the latter waive fees based upon the characteristic of the patient, 
regardless of the patient's income level 'Ibis distinction has important implications for the 
administration of such targeting programs. The determination of someone qualifying for an 
exemption from fees due to characteristic targeting is straight forward: the patient either has one 
of the qualifying characteristics and is therefore eligible or is ineligible because he does not have 
one of the qualifying characteristics. Djrect targeting, however, is more complex and difficult 
to determine e~gibi1ity because it involves an assessment and decision conccming the patients 
income level or economic status by some extcma1 evaluator. The decision by the evaluator 

usually has a discretionary element. There can obviously be overlap: the poor may be covered 
by an exemption from paying ·fees because they have certain characteristics or they may qualify 
based upon their low income level 

3. The Issues of the Study 

From the work: reviewed (see fooUlote 2) and other experiences from the field, a number of 
important issues on achieving equity under cost recovery emerged. These issues have been 
categorized: impact issues, criteria issues, administrative issues, subsidy issues, and issues of 
how direct and characteristic targeting systems interact to achieve equity. This section presents 
various questions and issues which are to be addressed by these studies. . 
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3.1 Effectiveness issues 

A basic issue is the effectiveness of 8 means testing system. in achieving its objective of 
. exemption the poor from paying for services so they may readily access basic health services. 
Some of the basic questions of this issue are: What is the effect of ~e cost n:covcry scheme 
with a means test? Are these systems effective?· Do they ensme 1hat there is equity in. access 
to health services? 

The effectiveness or impact of targeting mechanisms may be measured by undercoverage and 
leakage. Undcrcovcrage, which Willis describes as a Type I eaor, is the classification of a truly 
poor person as non-poor. Leakage, a Type n error, occurs when a non-poor person is classified 
as poor and thereby eligible for 8 waiver. There is a tradeoff between these two types of 
problems: stringent application of eligibility rcquiICmcnts may reduce leakage but may also 
increase undcrcovcrage. Likewise, the loose application of eligibility guidelines may minimjze 
undercoverage but is likely to increase the nUlllbcf of non-poor being classified as poor, or 
leakage. Willis' chart to illustrate undcrcovcrage and leakage is reproduced below. 

Table 2 

UndeICoverage (Type I error) and Leakage (Type n error) 

.... ~ . 

.... 
a.AJiZ& 

For those who do receive care but do not teecive a waivers, what is the source of funds used to 
pay for services? It is also important to know about those in the community who did not receive 
ca:rc who were eligible. Is it a lack of information about eligibility? Arc the providers extremely 
stringent in providing waivers? 

3.2 Criteria issues 

Several criteria may be used to judge eligibility for exemption from user fees. The ones 
reviewed below are income, client or patient characteristics, the health services sought, and health 
condition of patients. 
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INCOME: For waivers from fees., the criterion for eligibility is >often income. The proportion of 
the population which are below the poverty threshold are not to pay fees for health services 
because of their low income. The primary implementation difficolty is how eligibility is 
determined. It may either be a fmmal income assessment or an infonnal, subjective proxy 
measure such as the ward nurse's assessment of how well off the family mcmbc::rs, who visit the 
patien~ appear to be. Fonnal income assessments are JDOte difficult where the employment 
sector is small and documentation of income is minima] It is usually more costly than systems 

based on characteristic targetlng described below. 

CI...mNT aiARACTERISTICS: For other forms of targeting, client characteristics are the criteria to 
establish eligibility for free or subsidized care. Exemptions, the foregoing of payment of fees 
applies to all patients with certain characteristics. The variety of characteristics which may make 
a patient eligible for an exemption includes: (1) employment group or status, (2) age group, (3) 
illness, (4) use of certain health services., (5) lengthy and costly illness episodes create economic 
hardship for the patien~ (6) geographic origin., or rn belonging to a Special group. Individuals 
with a qualifying characteristic are either exempted from paying or given a discount in fees for 
health services .received. How are the characteristics.eligible for exemption detemJined? Was 
it a centralized or decentralized decision process? Wc:rc special interest groups involved in 
promoting exemptions. for their members? Gilson refers to this as the political context 

HEALTH SERVICES: Exemptions may also apply if certain services are being promoted. Anyone 
using family planning services, for instance, may be exempted from payment for those services. 
Services with positive externalities., such as immunizations. are often exempted. This is slightly 
different than individuals qualifying for exemptions based on their health condition. Exemptions 
for patients in this group are provided because of the desire to have certain services used, such 
as prenatal services for pregilant women. 

HEALTH CONDmON: There may be a public inteIest in ensming that certain communicable 
illnesses, such as tubeIculosiS, are treated: To facilitate patients seeking treatmen~ thc:rc may be 
no fees for certain illnesses. Other health problems, such as AIDS; may be exempted because 
of public concern over the financial burden of the illness or seeking to provide incentives for 
seeking treatment, such as or those with sexually transmitted diseases whc:rc it is a public health 
concern. 

3.3 Administrative issues 

With any fonn of targeting thc:rc is the need to administer the program. This raises issues about 
how the program is run. The paragraphs below deal with the three major issues of who and 

WhCIe is responsibility assigned for determining eligibility, the systems in place to cmy out the 
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program. and the extent of public infonnation or education aboUt the program and policies for 

exempting patient& from fees. 

REsPONsmILITY: 
Certifying eligibility. Who is IeSpOnsible for determining whether a patient qnalifies? For 

characteristic targeting it is not difficult, generally, to dctcrminc eligibility. The health 
facility staff detennines if the patient has a certain characteristic which places him or her . 
in a exemption category. Means testing, however, is income based and involves more 

discretion and subjectivity in making the eligibility decisions. The question is whether it 
is the hospital administrative staff such as the admissions clerk, a nurse on the ward or in 
the outpatient clinic, a social worker, or by some 8IDl of government, such as a Ministty 

'of Social Welfare or a local district council or administrator who determines eligibility, 

prior to seeking care. 

Verifying eligibility. In addition to certifying eligibility, there is the issue of how the 

assessment is verified. These are important issues which will have an impact on the 

amount of leakage and undc:rcoverage, depending upon the stringency with which the 
standards are applied. This also relates to how long a certification for exemption from 
pa~g is valid for. Is the exemption valid for a single treatmc::nt, for an episode of illness 
or- for a specified period of time? The longer the period of validity the lower the 

administrative costs for that system but the gICatcr the opportunity for abuse. 

SYSTEMS: What are the means for assessing eligibility for a waiver? Is it a card issued by a 

ministry before care is sought or is it made when the patient presents at the health facility? How 

often does the assessment have to be made or verified? How long is the waiver good for? 

PuBUcrrY OR EDUCATION: How do people learn about eligibility for waivers? A key issue is 
whether there is public education or if people learn by word of mouth or accidentally. 1bis will 

affect undercoverage if there is little education effOIt or leakage if there is much publicity so the 
non-poor seek waivers to receive free care as the poor. 

3.4 Subsidy issues 

What are the costs of the waivers? This is both the cost of administering the program and the 
cost of revenues foregone. Administration costs include staff time to administer the waiver 

. system, such as time to explain it, grant waivers, and monitor compliance with the program 
provisions, and the supplies necessary, such as cost of forms. Revenue foregone are those 

revenues which would have been generated if those same services had been used if there ad been 
no fee waiver. These may be substantial, for instance, if 3()CI, of the patients receive waivers 

from paying fees due to their income level and an additional2()Cl, rcc:civc exemptions because 
of their various characteristics, the effective revenue expected is only 5()CI, of the potential total 
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revenue wider cost recovery if there were no waivers or eXemptions. Thus, cost recovery 
systems which are intended to provide revenues for operation of facilities to increase quality or 
expand services., in most cases, may experience a shortfall in revenues from those originally 
envisaged due to the granting of exemptions and waivers. 

There may also be a cross subsidizarion of costs. The charges for services for p~ying patients 
may have to be increased or exceed actual costs in order to suhsidim the costs of those patients 
receiving waivers or exemptions. For instance, hospitalized patients who have insmance or a self 

paying patient may pay more than actual cost of their treatment in order to subsidize the cost of 
outpatient MCH services for mothers and children to encourage their usc of those services. 

3.5 Interaction of direct and characteristic targeting system i:uues 

Another consideration of effectiveness is the overlap of diIect and characteristic targeting. This 

relates to the efficiency of these targeting mechanisms for achieving equity goals of covering the 
poor. For example, poor families may receive free services for their young children from an 
under-S's exemption. The remainder of the famlly members receive care without Paying fees 
under a waiver. Axe both needed? Is one easier to administer and achieving the equity goal, for 
the most part? If so the waiver system may only be relevant to cosme access to the members 
of that family who are over 5 years of age. 

A smmnary comparison of differences in administrative and cost aspects of waiver systemS 

(diIect targeting) and exemption systems (characteristic targeting) is provided in Table 3. This 

table is reproduced directly from Gilson, Russell, and Buse'~ fonhcoming paper "The Political 
Economy of User Fees with Targeting: Developing Equitable Health Fmancing Policy" in the 
Journal of International Development 

4. Tbe Methodology of tbe Study 

4.1 The Structural Design 

The study will involve learning how equity is addressed in cost recovery syStc1DS from the 
experience of various public and private sector health facilities in five countries. The process 
will involve gathering data in each of the five countries, analyzing it for each country, 
synthesizing the data and infonnation from the five countries, and identifying policy options and 
systems which promote equity under conditions of cost recovery. The data somccs for all 
country studies will include infonnation from local health facilities and central ministries. The 
infonnation will ~ from primary and secondaIy data somce5. The process of gathering data will 
involve reviewing existing and seconda!y data, visiting health facilities, gathering original data, 

-9-



Table 3 

-
COMPARISON OF ADMINISTRATIVE AND COST BLEMENTS OF 

DIREcr AND CHARACTERISTIC TARGETING 

. 

- Direct TargctiDg Cwactcristic 
.- Targeting 

Decision-making criteria < > 

Abillty to CDVCI' III of cIiIiI* Lower pICIIiII 0n:Ia IOcDUI. 

I.abF ID DDD-CIi&ibIe I.Dwa' JX*IIIiaI are.r paleDliaI 

1AfarmaliDUl ~ HJpar Lower 

~ COllI A ~ rcqgind IfiP:r I.DM:r 

.1Ims;vc emil ct daFD of lIJam ....... IfiP:r Lower 

~c:mu IfiP:r I.Dwct 

ScU«leaiall ~ LowIr IfiP:r 

Source: Figure 2 in L. Gilson. S. Russell. and It. Bosets (1994) "Tbe Political Economy of User Pees with 
Targeting: Developing Equitable Health Financing Policy". fortbcomiDg paper. p.46. 

surveying patients, providers and f:he poor. and conducting household interviews with the poor. 
The sample of facilities in each country will include public and private facilities, urban and rural 
facilities. and hospitals and health centers. 

The data to be gathered for these studies were selected to serve two purposes: to provide 
descriptive and evaluative information. The descriptive information will provide a description 
of the various approacbes whicb have been used to protect the poor and ensure equity as well 
as' provide insight on the factors which have contributed to the success or failure of such 
protection mechanisms for the poor. 

The evaluative information from the studies will enable an assessment of the effectiveness of the 
protection mechanism: Is equity assured by protecting the poor from the effects of user fees so 
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they continue to have access to basic health services? The de;criptive information relates 

primarily to the operational issues of the system while the assesweot process evaluates the 
effectiveness of the systems in achieving equity. Effectiveness is evaluated from assessments of 
the leakage and undercoverage of the system. Infamwion from 11Ddercoverage will be obtained 

. from household surveys among the poor who have not used the health facilities. Patient exit 
interviews will capture the poor and non-poor who do use the health facilities.. . The following 
section describes the basic descriptive and evaluative information which is to be gathered in the 
countty studies. 

4.2 The Sample 

Countries 

The examination of these questions and issues of equity and the development of guidelines and' 
options for ensming equity under a cost recovery scheme will occur through synth~ of five 
countty case studies sponsored by HHRAA and BASICS. BASICS, in consuitation with 
~ will identify potential countries for this study and obtain the necessary approvals. 
Three of the countries of this study will be from Africa. The other two countries selected to 

participate will be from outside Africa. This seleCtion of some countries from regions other than 
Africa will ensure that the :results. lessons, guidelines and policy options selected will have broad 
applications than just Africa. 

Facilities 

Within each of the countries which panicipate in these studies, there will be a sample of' 
facilities. The sample of facilities will be selected by each primary investigator after arrival in 
the country in consultation with the AID mission, the Ministry of Health, and NGO hospital or 
health associations. The sample of facilities in each countty will include the public and private. 
non-profit sectors. For-profit health facilities and private practitioners will not be included in the 
sample because while these facilities may provide some free cue, it is minimal in quantity and 
value and it is not likely that these examples will provide useful or transferable lessons to the 
other categories of facilities. 

For types of facilities, hospitals, in urban and rmal areas, are to be included, as well as health 
centres. Urban hospitals will also need to be included in the sample. The participants at the 
HHRAA meeting which spawned this study indicated that the interest in user fcc systems and 
effect on the poor was particularly :relevant to them in urban. hospital settings. So these facilities 
will be included in the sample. The sample will include facilities along three dimensions. A 
particular facility will meet more than ODe of the elements identified in T~le 4. The various 
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combinations lead to eight possible cells when all the combinations of chm:acteristics are 
considered. 

Table 4 

CHARACTERISTICS OF THE SAMPLE OF FACILITIES 

Descriptive Element of Cbaracteristics to be 

Facilities Sampled 

Type of facility hospital and health 
centers 

Ownership public and private 

Location urban and rural 

The objective in selecting a sample is to facilities with operational means testing sys1emS. The 
desire is to identify those facilities where these exemption systems an: worldng so lessons may 
be learned and shared. Such facilities may be identified, in part, through discussions with AID, 
the Ministry, and NOOs. In addition, there may be other incncators which are suggestive of y,rell 
managed facilities: select facilities which regularly report their statistics and infonnation on 
services provided to the poor. 

Another objective in identifying the sample of facilities is to find those facilities which arc part 
of the refem1 network. if possible. A network of facilities would be a district hospital with 
inpatient and outpatient services and having a network of health centres and dispensaries 
reporting to it For example, a sample of a government district hospital and one of its health 
centres as well as an NGO facility in the area would provide information on the health seeking 
behavior and facility choices people make in a particular area. There are several reasons for 
having networked facilities representing thn:e levels of the health system included in the sample: 

1. This will facilitate seeing an ovemll means testing system in operation rather than a 
number of individual facilities. 

2. The means testing system may be assessed in relation to refemils. 
. 3. The health seeking behavior of people in the area may be identified through the 

choices they make for the health facility they visit, if any. 
4. This will enable the investigators to sec how the systems work from the patients' 

point of view of the entire refeml system for health facilities. 
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The investigators will also sample a government tcniaty fa.cilitY and.. if possible. a private referral 

hospital 

4.3 Sources of data 

Site visits will be made to government and private health facilities that have implemented a 
means testing system. In addition to the facility site visits, some iDfcmnation and statistics will 

be obtained from centtal sources. 

Data from sampled facilities 

Descriptive infonnation will be gathered at each facility smveyed through observation and 
interviews with health staff and patients. Evaluative infcmnation to ascertain the effectiveness 
of the system requires information from: 

(1) . examining the facilities' IeCmds and intmvicws with health staff, both administrative 
. staff (e.g. hospital secretary, medical superiD.tcDdeut, cashier) and health providers 

and ancillary staff (e.g. physicians, outpatient and ward nurses, pharmacists, 
laboratory and radiology staff), 

(2) exit interviews with patients, inpatient and outpatient. receiving care at that health 
facility, and 

(3) interviews in the conununity with individuals and households who are poor and 
which are not leCei.ving care from the health facility. 

The patient exit interviews will help determine the extent of leakage, that is. the number of non­
poor who are classified as poor and receive free treatment. The household interviews will help 
determine the extent of undercoverage Or the poor who are eligible for free care but are not 
receiving it . 

Infonnation and local data on waivers systems will be gathered dtuing site visits. Review of 
the policies, procedures, systems. IeCmds and statistics, interviews and observation will be the 
sources of data. Observation of the actual operadon of the ez.emption and waiver systems can 
provide valuable insights on how they uuly opcratc. Conducting household surveys is beyond 
the scope of work feasible under this activity. Existing household survey data will be examined. 
if available. 
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Data from central sources' 

Centralized sources of infonnation will be reviewed for iDfcmnation which may be collected from 

all or a group of facilities on a regular basis. For example, organizations representing church 
'health facilities may have information on some of the facilities to be included in the sample. 
Ministries of the government may also have iDfonnation' collected regularly from all public 
facilities, such as the numbers of waivers resulting from means testing systems and the mvenuCs 
foregone from such waivers. Information on the poor may be available from household surveys 
conducted by or for the government. Examples of where centralized data may exist are listed 
here: 

• Minisay of Health 
• Mission hospital or health facility associations 

• Organizations representing NOOs 
• National statistical office 
• National or local household surveys. 

Information gathered from these sources may be of marginal use as it may not specifically 
Sddress the questions of interest of these studies. It can provide supportive data in confiIming 
findings done through the field surveys. 

4.4 Collection of data 

Variable specification 

The infonnation needed for each country and facility is listed in Table 5 under various categories. 

The questions may be asked of several of the data sources. For example, iDfonnation on the 

process by which patients request and receive approval for a waiver may be asked of the hospital 
administration but also of the health provider and ancillary staff to determine what happens in 

reality compared to the administration's perception of the application of the policy. 

The basic infonnation sought relates to: 

• The Community and Facility 

• Fee Structure 
• The Targeting or Exemption System 

• Administration of the System 

• User and Non-user Experiences with the Targeting System 

• Historical and Cultural Situation 
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Survey instruments 

Examples of survey instruments are shown in ~ex 1 to 4. These are for each group of 
interviewees: administration, health staff, patients, and households. These questionnaires are 
illustrative of the basic smvey instrument and data to be gathered from each information source. 
The data from patients and households needs to be discrete in .order to allow it "to be entered in 
a data base. It is suggested that researchers usc BPI Info version 6~O to design ~ questionnaire 
and enter the data from the interviews to facilitate analysis and allow the data from the various 
country studies to be combined and integrated at a later date. 

5. In-Country Work 

5.1 Work pIan 

The case studies in countries will require accomp~t of sevem1logistical and administrative 
tasks in addition to the research and data gathering component. The case studies are aimed to 
not only gather the data for this study but be a tool which may be used iJJJJDCXiiately by the 
ministry and USAID mission of the host country. Table 6 provides a guideline for use of time 

to complete the in-counay activities for the study. It is based upon a 24 day work plan (4 six 
day work weeks). 

This methodology was revised based on the first country case study in Kenya. This methodology 
reflects the observations and comments of the Technical Advisory Group (TAG) for improving 
the methodology as well as the experience from the first'coUDlIy case study. The methodology 
reflects modifications based on problems encountered. in the field. The modified methodology 
is to be used subsequently for the other four country case studies. 

The product of each country study will be a report based upon what is learned from the 
infonnation gathered and analyzed. This report will be completed in-cOUDtry by the primary 
investigator prior to his or her departme. This will enable the Ministry of Health and the AID 
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Table 5 

DATA SPECIFICATION AND SOURCE 

DATA CATBOORY TYPBOPDATA DATA SOURCES 

HHALTH PATIENT HOUSEHOLD CBNTRAL 
STAPP INTERVIEW INTERVIEW AOENCY' 

Community and Facility Whll is the catchment area? XX XX 

Wbat Is the socio-economic 11ItUI of the community? XX XX 
Wbal type of health facility Is this? Public or private, XX 
hospital or health center? 

Wbet network of health feclUtles Is this IDStltutlon a pan ofl XX 

Wbat Is the refeml I)'Item within this network? XX 



DATA CATEGORY TYPBOPDATA DATA SOURcas 

HEALTH PATIENT HOUSEHOLD CENTRAL 
STAPF INTERVIEW INTERVIEW AOENCY 

Pee Structure Wbal fee system Is cl1JTentJy in place? XX XX 
I 

Wta. II the relation of fees to income level and cost of XX XX 
living for the area (such as fee as D proponion of overage • 
dally wlge or u a proponion of a pact of cigarettes or bag 
of rice)? 

Whal are the fee levels? Are they graduated by type of XX 
service or type of fadUty where the service is provided? 

Wh21 services ere covered by the fees? XX 

Wh81 are abe fees 10 the network (e.g- for refemd patients. XX 
do they pay I fee at eacb level or, only, U they bave 
bypassed the referral system)? 
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DATA CATEGORY TYPBOPDATA DATA SOURCES 

HBALTH PATIENT HOUSBHOLD CENTRAL 
STAFP INTERVIEW INTERVIEW AOBNCY 

Means Testlna or Who Is eliaible for a waiver? (the criteria) XX XX 
&anptlon System 

Who delennlnes eligibility for a waiver? XX XX 

How Is eliaibillty for a waiver detennlned? XX XX I 

What Inrorm811on Is required to determine eligibilily ? XX XX 
When Is eligibiUty for a waiver determined? XX XX 

Whal Is the fonn of the waiver? Pull. partial or sliding XX XX 
ecale waiver? 

How lona Is the waiver valid? XX XX 

Where Is the system administered? (e.g. At point of senlce. XX XX 
local aovernment or central government?) 

What system Is used for recording and reporting of waivers? XX 
(e.g. ulWzatloD and reYeoues foreaooe) XX 

How mmy \Valva VIele gnmted durin8 the lest fuU month? :xx 
WbsI poportion of total p&t1eots does that represent? -XX 

John M
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DATA CATBOORY TYPBOFDATA DATA SOURces 

HEALTH PATIENT HOUSEHOlD CBNTRAL 
STAPF INTERVIEW INTERVIEW AGENCY 

Administration of Ihe Wbat rze the administrative costs oC the system? (e.g. cost XX XX 
System per waiver) 

Is there any education oC the public or inConnation campaign , 
explaining the targeting system eligibility? XX XX XX 

What training oC starC is required Cor the operation of the XX 
system? How mucb training hu been provided to starC In 
the past year? 

Do health worken uoderstand bow the targelinglystem XX 
worts? 

What Ire the total revenues roregone under these targeting XX 
systems? XX 

Wbat Is the level of undercoverlge? (Those who sbould 
recdve care througb lIIJeling system but do DOt) XX XX 

What Is the leakage of abe system? (The nooeUgible or OOD-

poor who receive benefits from abe targeling system). XX XX 
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DATA CATEGORY TYPBOPDATA DATA SOURCES 

HBALTH PATIENT HOUSBHOW CENTRAL 
STAFP INTERVIEW INTERVIEW AOBNCY 

User and Non-user Whll .e the patient costs of the wgeting systems (e.g. time 
Blperiencea with the lost or travel). XX XX XX 
Exemption System 

How well informed are patients or tlte community about tile • 
targeting systems for the poor sod others? XX XX XX 
Do they know if there is a wgeting .ystems for the poor? XX XX XX 
Do they know who is eligible not to pay for health services? 
For which hcalih services? XX XX XX 

How Is someone excused from paying? XX XX XX 

How did they learn about the wgeting system? XX XX 

How many poor. Don-users of the tBrgellng .ystem are 
there? XX XX 

Why do these people Dol use the targeting mecbanlsm? 
Wbll alternllive care or P'Ovlder. do they seek out? XX 

How many people do Dot use health servk:ea because dley 
do Dol know of the elemplioD system? XX 

Historical aDd Cultural What Is the blstory of diIect taraet1nS oatlooa1ly? XX 
SIWadOD 

What cultural tr.utloDl elist for p1JVldiDg for the pool? XX 

Wh&1 other sectors use • direct and cbaractedsdc tarset1nS 
system? (edUCatiOD?) Por what servlcea? How II It XX 
admlnlstered? 
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mission to be briefed on the findings of the mview of existing govemment and private waiver 
and exemption sistems. This will facilitate the usefulness of the report to the host country. 

Table 6 

WORK. PLAN FOR IN-COUNTRY Ac:rIVlTIES 

No. days Activities I Tasks 

3 Briefing of USAID and MOIi, identify counterparts and local researchers, 
selecting sample (identifying smvey facilities), organizing logistics (transport, 
approval to visit, schedule appoin1:lDellts for site visits), pmest smvey 
instruments 

2 Gather background information from ~ual sources on waiver policies and 
systems and records on waivers granted, finalize smvey instruments 

10 Site visits to rural government and non-government facilities (district hospital, 
rural health cen~ rural dispensary), conducting household inte'ZViews 

5 Site visits to urban government and non-govcmment of facilities (rcfcnal and 
provincial hospitals) 

1 Examine other social sector waiver systems 

3 Repon writing, debriefing with MOH and USAID 

5.2 Investigators 

The country case studies are intended to strengthen local capacity for undenaking such 

investigations. Each primary investigator will attempt to have the Ministry of Health or an NGO 

association identify a counterpart to work with or select a local investigator or both. Local 

universities, institutes for medical, social or economic research, or local consulting finns will be 

the primary sources for identifying local investigators. The counterparts and ~ocal investigators 

will work with the primary investigators to choose a sample, make site visits, gadler the data, 
analyze the data, and prepare a final report on the findings of the study. 
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6. Outputs of the Studies 

To ensme that the five countty case studies can be compared and contrasted as well as 
synthesizing similarities and lessons learned. A detailed outline is provided in Annex S. 

At the conclusion of the five country· case studies, an analysis and synthesis of the da!a and 

lessons learned will be undertaken to compare the IeS1llts of the case studies based on the various 
countries' experiences. This will serve as a basis for (1) preparing infmmation on the conceptual 
problems and actual experience of exemptions and waiver systemS which will be disseminated 
to policy makers, managerS, NGOs., and donors; (2) developing a manual on the policy options 
and operational guidelines for developing exemption and waiver systems to CIlSIlIe equity under 
cost recovery programs; and (3) having conference presentations concc::ming the studies and their 
findings. Another output of these smdies is the development of an "assessment tool" for 
evaluating means testing policies and systems. This will be part of the manual for assessing such 
systems. 
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SCOPE OF WORK 

EQUITY AND COVEBAGE or IiEALm CAPE PaoVlSION 
KENYA 

1. Th. Actirity 

To follow OD the work from the Kenya Health Care FmanciDl Project's (K.HCFP) dealina with 
exemptions lind means resting rOt' 1"fIIC"~i.,inl aiM at hMlth f'aeilitifl$. Such ~tems are desilDed to 
ensure that ~ recovery efforu do DOt create barriers for access to care for the poor. 

The methodololY will be developed by MSH in conjunctioD witb KHCF Project team prior 
to the initiatiOD of tbillCtiviry. The work will iDvolv. In.n:w..iq from the experience or the lC'HCF 
Project by ptbermg data and eonductinl interviews durin, site visits to Govemmeut of K.enya and 
mission tacilities that bave implemellltd a mHN t.stillS tmd 4tumptioa system. The prod"Ct t)f 'h.~ 
work will be a repon based upon what is le3rnea. The KHCFP will be able to use the report to 
modif)· tbe loVcrumeDt .ystem aad validate e.rlier results ir tMy are C'onsist~nt. If the- "P'Stlh~ VRr)" 
from earlier project findinss, KHCFP wi)) be able to review the need ror further modifications to 
the C:U1Tellt cystem. of exemption, and waivers. The Ample will iuclude facilities which are ehar8ina 
for family planning services. In tbe future the resultS will ~ able to be applied to Ihe issue of 
charging for fomily plannins Dnd other MCH sel'°icec. Thit· ,rl: builds on the K HCFP and has 
continuity ~ith its o~-going work.. . 

The experiences and information to be reviewed and gathered will come from several sources: 
central data aDd sile data and visits. 

bJue;s to be sl5pmjncd; 

&. I.xamine different exemption aDd waiver s~hetDes al facilities in Kenya. 
b. Assess the successes aDd failures UDder the differeDt schemes. 
~. EAau.u1Ue 'he nuo-rcc C03~ or tho S,SlelU$ (tl&ue, wagC$ h»t, t&"llvel. eIC.). 
d. Determjne bow other sectors. such as education. deal with exemptions aDd wahers. 
e. Review the revenues (orelone under such sc:hem.cs. 
f. Attempt to assess the poor who do Dot have access despite these safeguards 
B. Anempt to assess the leakaJe of' Ihe system, tbat is the nonclillble who, rec:ei\"e exemptiuns 
aDd the nOD-poor who receive waivers. 

Sources of information: 

1. CeDlnlized data and information 
MJlUStry 01 Health 
Christian He • .uh Ass~cialioD of Ken)'1 
Catholic Secretariat of Kenya 
Review any household survey data available (KHCFP) 

2. Decentralizec! dati and information sources 

DIll wiD be pthered from as man) of the followina cells as pos~ible to obtain a 
represeDlative n.mple of information on exemptions and waivers. The data will be pthered 
by site visia 10 the facilities. Exit interviews with patients and their families. the staff of the 
hospital and bcaJlh facility. aDd tbe institutions records. Observation of the practical 
application of the exemption IDd ..a.'8iver sYS1ems. . 
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GOV6r1UlleAt Privatel Non-Government 

MissloD/NoD - Profit for Prorh 

Rerertal IP 

OP 

District Haso IP 

Of 

IIealtb CeDtre II' 

OP 

Hea11h $mUOD 

Origintll data aatbArin. nfbnu.4l8bnld survey illformatioD is beyond tht scope of 'Work feasible 
"ndAr ,hitt .etiviry. F..xi!trinl hnwmhnld survey data will be .examined. 

:2. Dond ... of Work 

4WHb 

3. FUDclia8 

HHRAA ADd BASICS 

Dr. Bill No,,·bmndor. or • .6H • .u: propofied Q.C the primary in".cli,I'or. He hu been part or 
the MSH TA leCUD suPportiDi the KHCFP. Bill WAS the 'e:un .esder (or r.view cf tbe NHIF in 1993 
aDd ;, eurrCtJtiy iDvolved "irh the Prcject'5 wOlk with Cho;orm Hospital sDd tho ApoUo IACunD". 
OD their imW'aDCC tcheme..1t j, DAticipotcd thAt KCD)'1lIl slDlf will abo be p:m or chi: i.n"ICUptioD 
effort. 

*~ TOTAL PAGE.003 
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ANNEXES 

Annex 1 Example of Hospital Administration Interview Smvcy 

Annex 2 Example of Health Staff Interview Smvey 

Annex 3 Example of Patient Exit Interview Smvcy 

Annex 4 Example of Household Interview Smvcy 

Annex 5 Example of Report Outline for Country Case Studies 





Annex 1 F£Cility ___ _ 

HOSPITAL ADMINISTRAnON INTERVIEW 

1. Fee System: 

What b ay;tem is c:urraltly in place: 

2. Pollcy: 

2.1 Waiyas: 

What eerviceI covered by fBI 
Are fee 1eve1J paduated? 
Are. there rec. for referred patieuts? 

Are the poor exempted from fees? _ Yea No 
If 10, boWl: 

Who is ccmsidered poor? 

Who determiDeI e1iJibility u poor'? 

How do they detamiDe e1iJibility (criteria)? 

What infOrmabOD is required to cIeten:DiDe c1iJibility? 

When ami where is e1iJibility determiDed? 

How IODI is waiver valid foil 

What recorda are kept OIl waiven puted'I 

How many waiven were JnIlted last month(Febnwy 1995)? 

1.2 Exemptions: 
Are certain typ= of patimts or servica automatically aempt.ed from fees? 

If 10, what types of patients or services?: 
Cilldrea UDder 5 CWd clinic 

_ TB _ Family plazmiq 
_'l.qnosy AlIt,.",,,' 

AIDS Cilldrea UDder 15 
STD Civil Service 

Health workaa 

Who ~ e1iJibility for aD uemptioo? 

How do they cIeten:DiDe e1iJibility (criteria)? 

What iDformatioa is required to cIeten:DiDe e1iJibility? 

Whm and where is e1iJibility determined? 

How m:my acmptiODI were JnIlted last maath (Febnwy 1995)? 

BA-l 

Yes No 



3. lnf'ormatioD 'to Puhlle 

Are patiems informed that they are e1iaiblo for waivcn or aemptiODl? 

Yes 

If 10. how? 

4. Traininl Cor Staff 

No 

Sips posted ill hospitDl or bmlth cemro 
Jnf01'D:Ullioa provided by health staff (ward u.urae. edllCltiou campaip 
worka', etc.) 
Leana from nlaIive:. fria:ads, or otber·patiCDtl 
Other 

Aze staff trained on who is e1ipblo for waiYal (the poor) aDd aemptiGGl'l 
Y. No 

If 10, how mel bow oftal? 

5. Costs of the System 

What lie tho COI&I of waiYal for the poofl 
Reveaues DOl collected 
TraiDiD, of ItIlff 
Supplies 
Other 

What are Ibe COlts of cxempticms? 
Revmues not collected 
TniaiD, of aaff 
Suppliea 
Other 

BA-2 



Facility ___ _ 

HEALTH STAFF INTERVIEW 

Position of staff member beiDg interviewed: 
S . 

- upemsor 
Ward Durie = OutpdieDt DUnIe 

_Pbysician 
_. P1wmIcy, laboratory or radialOlY IIaft' 

. Social worker 
Other 

1. Fee System: 

What fee system is curreratly in place: 

2. Polley: 

2.1 Waivers: 

Wbnt services covered by fea? 
Are fee levels Jflduatecl? 
Are there fea for referred patieaJl? 

Are the poor exempted from feel? _ Y CIS No 
If so, how?: 

Who is ccmsiden!ld poor'! 

Who determines e1i,i'bility as poo{l 

How do you determiDe e1i,i'bility (criteria)? 

What infOrmaboa is required. to determiDe elil1"ility? 

Whm md where is e1iaibility detcrmiDed? 

How loa, is waiver valid !of! 

What recorda do you keep oa waiven putcd? 

How many waivers were pDted last ~ (February 1995)? 

2.2 Exemptions: 
Are certai.a typeI of patieDta or services automatically exempted from fees? 

If £0, \Ybat typeI of pabeDta or services?: 
auJ.dn::a UDder 5 

_TB 
-Leprosy 

AIDS 
STD 

Other. (List) 

Child cliaic 
- FamiJ I ..... : ... - yp~ 

ADteDataI 
Childraa UDder IS 
Civil Service 
Hc:alth worbn 

Who cbtenniDe::I e1iaibility for ID uemptioa? 

US-1 

Yea No 



How do they determine eIil1"ility (criteria)? 

What iDfcnmatiora is requimd to cleterm.iDo eIiJl"ility? 

WheD aDd where ill eliaibility dctermiDcd? 

What·rec:otds do you bep aD waivers pDted? 

How maay exemptiDDl were JI'IIIIeCl·1at IDQDth (February 1995)? 

3. lDlormation for Patients and Community: 

Are patients informed that they &I'D eligible for waivera or eamptiODl? 

Y. 

If 10. how? 

4. TraiJ1iq for starr 

No 

Sips posted ill hospiml at hmlth ceatnt 
IDformatiDll provided by balth Itaff (wml...., educatioa c:ampaip 
worker. etc.) 
Leam from relatives, frie:ac:1s., or alba' patieaII 
Other 

Did yau rcw:ave uy traU:U.a, ora who is e1ipblo for waiven (the poor) ODd GemptiODB? 
Yea No 

If 10. when IUld bow ofteD? 



Almex 3 

FACLrrY: __________________ _ 

PATIENT EXIT INTERVIEW SURVEY 

1. Are you (is patient) _ Poc:I' _ NOD Pcu 

2. Wf%C you or your family mcmbc:r an _lnpaIient or _ Ompatimt 

3. How far did you come to receive care bc:re? __ Cm kilomeleas) 

Did you go ro any other facility before coming bc:re? _ No _ Yes 

How Ioog did you wait before you came bc:re for can:? 
_ Did not wail _ lIJlder 1 week _ 1 ex'mOle weeks 

4. Pa,mg 
Did you pay for the services today? 
_Yes _No 

If NO. why DOt? _ExemptiOD _Waiver _Otber 

If YES. did you pay _ total amount t1 bill m' _ partial emOUDt 

"What was the rotal you were asked to pay today? KS""\,h _____ _ 

How mu:h did you pay fer the service you received today? lCSh ___ _ 

How did you obtain the money to pay for lDday's care? 
_ Own money (a) 
_ Savings (b) 
_ From family (e) 
_ From friends (d) 
_ Some combinaJ:ioo of (a) to (d) above 
_Did not pay 

s. WaiYers (Poor acustdfrom paymelll D//tt$) 
S.1 Do the poor have to pay fer care 81 this f2cl1ity? 

_Yes _No _Partially 

S.2 If not. wbal do they do SO they do not have to pay? __ (Explain) 



6. ExemptioDs (AlUomadCtJlly ezcumJfrom ptl1IItDII tbIe 10 paIist ~) 
Do you have CO pay for care at tbis facility if )'DI1 are or have: (ct.:ct tbose mswered -yesj 

_ Children ID'.Ider S 
_ TB _ Family plaDDinl 
_Leprosy 
_AIDS 
_S1D 

_ Others (code book) 

_' _ Antr;nata1 
_ Children UDder 15 
_ Civil Senice 
_ Hea1dl wcdrz:rs 

7. IDfOl'lllBtioaIKDowiedge about s,stem . 
7.1 How did you learn tba1 tbcsc )JCOIio cr die poor do DDt have to PlY? 

Sign JX)Sted at fm:iIily 
Infarmatim provided by IaJda f2cility staff (ward D1IIIC, edurarino cmnpaip 
worker. etc.) 
Leamed from relarivcs or frieuds 
Other 

7.2 Do you know of anybody who could DOl 10 die bea1dI c:emreJbospi1al because Ibey could DOt 
-pay? 
_ Yes _No 

73 Do you knDW of anybody who did DOt 10 die IaI1b cemzeJbospiIal for ocber ftaSODS? 
_ Yes _No 

Wby dido·, they go? 
_ COuld DDt pay 
_Other: 

_ Weat 10 mission bospi!al 
_Nodrup 
_ No uanspan IIIODCY 
_DistaDce 
_ Poe.- quality '!f UDbappy previous experieDce 

8. This bealdl facility i~ in a: _ rmal area? _ mtmn area? 

9. This facility is a: _ GovcmD1CDt f2cility? _ MissiOlJ/pivale f2cility? 



FAaLITY: ______ ------------

SURVEY OF HOUSEHOLDS 

1. Is the household __ Poor _ NOD po« 

Assessment of this bouseboJd based on: 
_ Living quancrslbome 
_ Property (LaDd. caule. crops. ocber) 
_ Educational Jcvel 
_Clothes 
__ Other (list) ____ - ______ _ 

2. Did anyooe in your household e:zperieDce an iIlDess in Ibc lust 1DCIlIb? 
_Yes _No 

If NO, IIDp here. If YES, colJlilule "".",. 

3. Did you seek care or sec a bcaIdl provic:IcI!l 
_Yes _No' 

4. Wb;:re did you go flK' care? 
_ Government IQpilaI 
_ Government heaJIh centte G" dispensary 
_ Mission or chmdl facility 

Other: 
Tmditiooal mediciDc 

__ Bought drags at Idast 
_ PrivaJe clinic 
__ Nowbc:ze - smyed heme 

If other. why did you DOt 10 to a JOYaDIDCIll or miuioo facili.ty? 
. _ Lack of IDODe)' 

_lDconwaieDce of locatioo 
__ HeaIIh facility DOl opeD 

__ Not satisfied with pevious exprzieDcea 
_ Lack of mooey AND not sarisfiM wiIh previous e:zperieDce 
_ OCher (trcaIed by relative doc1or) 
_ Less CJpCDSive than 10vemmCDt facility 
_NODe 

s. WmYerS (Poor urusedfrom payllVlIl o!/eu) 
5.1 Do the poor have to ply fG" care alchis facility'I 

_Yes _No 

S.2 If DOl. wbnl do tbcy do SO they do DOl have 10 pay? (EJpJaiD) __ 

s.w,tfH~.,..ltf2 



6. Exemptioas (AlltOmatimIly anaed from paytIItIII tbIe ID patimI clrartzcterisllc) 
Do you have to Il8Y for ~ 81 Ibis facility if )tID am m' ImYe: (cbect lime JlDSwaecl "yes' 

_ Children under S 
_ TB _ Family planDinl 

-Leprosy 
_AIDS 
_ S1D _ Civil Sc:nicc 

7. InfonnmioolKnowledge about sySIeID 
7.1 How did you leam tbal tbese people m' abe poor do not hue to pay? 

Sign posted at faciIhy 
IDfmmatioo provjded by bcaldl facility lUff (want IIIInC.. Mnration campaign 
worker, etc.) 
LearIIcd from relatives m' fiieDcb 
Didn't ~wJneyer heaId of wai'vaI 

7.2 Do you know of anybody who could DOt SO tbe beaIIh ceDII't/hoIpiII becmJse Ibey could DOl 
pay? 
_Yes _No 

7.3 . Do you know of anybody who did DOt 10 tbe bemtb ceDII't/hoIpiII b ocbe:r reasoos? 
_Yes _No 

8. "Ibis bealJb facility is in a.: _ nuat· area _ urban .... 



Annex S 

Example of Report Outline for Country Case Studies 

Equity and Coverage of Health Cue Provision 

in ,(name of country): 
A Case Study Canied Out Under BASICS and HHRAA 

Acknowledgements 

1. Introduction 

2. Obj~tives of the Study 

3. The Study Approach 
3.1 Health facility information 

Health facility administration 
Health facility staff 
Patient exit interviews 

3.2 Household information 
3.3 The Sample 

4. Description of Waiver and Exemptions in (name of COUDtry) 

s. Fmdings 
S.l Govemment Facility Waiver and Exemption Systems 

a. Functioning of the systems and application of guidelines 

b. Number of waivers granted and cost of the system 
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