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Abstract

Background

To bring down its high maternal mortality ratio, Burkina Faso adoptedtional health
policy in 2007 that designed to boost the assisted delivery rate andvingpiquality of
emergency obstetrical and neonatal care. The cost of trangporiatim health centres o
district hospitals is paid by the policy. The worst-off are exempted frofees.

Methods

The objectives of this paper are to analyze perceptions opthisy by health workers
assess how this health policy was implemented at the distredt identify difficulties faced
during implementation, and highlight interactional factors that havenfauence on the
implementation process. A multiple site case study was conducttieslth centres in the
district of Djibo in Burkina Faso. The following sources of data wased: 1) distrig
documents (n = 23); 2) key interviews with district health marsa@er 10), health worke[s
(n = 16), traditional birth attendants (n = 7), and community managerosmhittees (n F
11); 3) non-participant observations in health centres; 4) focus groupsnmunities (n 3
62); 5) a feedback session on the findings with 20 health staff members.
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Results

All the activities were implemented as planned except for cdeiplsubsidizing the wors{-
off, and some activities such as surveys for patients and thiéycqassurance service tegm
aiming to improve quality of care. District health managers health workers perceived
difficulties in implementing this policy because of the lack @irity on some topics in the
guidelines. Entering the data into an electronic database andnthel¢lay in reimbursing
transportation costs were the principal challenges perceived fignrmanters. Interactiongl
factors such as relations between providers and patients and betesltm workers and
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communities were raised. These factors have an influence on pherentation process.
Strained relations between the groups involved may reduce the effectivettespalicy.

Conclusions

Implementation analysis in the context of improving financial sete health care in African
countries is still scarce, especially at the micro level. Streined relations of the providers
with patients and the communities may have an influence on thenmaptation process apd
on the effects of this health policy. Therefore, power relatiohsds® actors of the health
system and the community should be taken into consideration. More stuselisseaed tp
better understand the influence of power relations on the implenoenfaiocess in low
income countries.
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Background

Improving access to skilled attendance childbirth remains a rpafdic-health challenge in
Africa [1,2]. A set of factors has been identified as bartetsealthcare access: sociocultural
factors, perceived benefits and needs, physical and financiessaoidity [3,4]. Financial
limitations were noticed as an important barrier to accessaternal health care [3].In the
context of achieving the Millennium Development Goals, African coesifnave engaged in
political actions to minimize this factor by eliminating user fees.

User fees were seen as an effective solution for funding imprauedry health care [4,5].
More than two decades after the implementation of user feesbjfketive of improving
access to primary health care has still not been achieveagtinttiey are now considered a
major barrier to accessing health services. In this conteaty mountries have decided to
eliminate user fees. The literature documenting these poheiedocused mainly on effects
[6]. However, few articles have been found focusing on the modaditiesplementation [6].
Six issues surrounding the implementation process of removing esemwkre raised: the
importance of having sufficient funding, maintaining adequate drudksst@nd involving
front-line workers in the decision-making process [6]. Providing ineemtieasures was seen
as essential to improve staff morale [7,8]. Improving communicatrategies to inform the
general population was identified as one of the key points inntipeementation process
[9,10]. Finally, improving the provider-patient relationship was considafegl influence on
the implementation process and its effectiveness [9].

In a literature review analyzing health policies in low- anddi@-income countries, Erasmus
and Gilson (2008) indicated that this area of rese&@mains in its infancy”[11]. Yet
analysis of the implementation process at the micro levekengal to highlight factors that
can counteract or facilitate the implementation of the interverjfi@nl9]. However, this
issue in the context of improving financial access to matern#thhesre has received little
attention in the literature to date [11]. This paper presents aenmepktation evaluation of a
national maternal health policy that aims to subsidize the codtlveries and emergency
obstetric care in a district of Burkina Faso. Two evaluations veareed out on the
implementation of this national health policy. There are previousrtemf short-term



analyses that identified weaknesses in this implementation, but they do not docudetaii
interactions between participants at the micro level thathmag an influence on the effects
of this policy [20,21]. In order to explore the issues in greater démhobjective of this
paper is to analyze the perceptions of this health policy by healthers and the
implementation of this policy at the district level, and alsdnligipt interactional factors that
have an influence on the implementation process.

Intervention background

Burkina Faso is a West African country with 16 million inhabitgi¢srld Bank, 2010). The
maternal mortality ratio is estimated at 560 maternal dgah4.00.000 live births (WHO,
2008). Health system is composed of two levels. The first lewbkifiealth centres (CSPS)
which cover several villages. A team of health workers (two suss®l a skilled birth
attendant) manage this level of care. They provide basic outpatipatjeint curative and
preventive care, including vaccinations and antenatal care. They patsdde basic
emergency obstetric care (EMOC), which includes antibioticgtooics and convulsants,
manual removal of the placenta, assisted vaginal delivery and newborn care [22-24].

Health workers receive bonuses based on their medical actiVitieg.are entitled to 20% of
medical consultations and actions per patient [25]. According tady gublished in 2009,
the net salary of nurses with less than 5 years experiendengion the public sector is
estimated at 110.409 CFA (168 Euro) (median amount) [25].

Community management committees (COGES), which are elegtétlebpopulation, are
responsible for the financial management of these health cehtv@g are responsible for the
revenues generated from user fees (for curative care, Hizspiten) and from subsidies for
delivery and emergency obstetric care. The second level is strectdhospitals (CMA),
which are located in towns. They serve the population of the erdirectland all emergency
cases from CSPS. There is a surgery department in thectdistspital and a blood
transfusion service. This level provides comprehensive emergenogtrabsiare, which
means all the basic emergency obstetric care plus carsagetions and care to sick and low
birth weight newborn [22-24]. The third level of the health system is the regional hospitals

Traditional birth attendants (TBAs) performed deliveries until 2@®]. Today, their role is

to help women to reach a health centre. However, they still perfi@imeries in some

villages that are far from a health centre. In some healtirexe they are invited to
participate informally in activities (e.g. increasing awassneleaning the delivery room). In
some health centres, they receive a bonus fee. In the context erhahdiealth services,
TBAs and community health workers play the same informal rol@iffgelvomen to reach a
health centre to give birth, increasing awareness). HoweversT&8& more inclined to
perform deliveries.

Intervention

Figure 1 summarizes the process by which this policy aimsctease the rate of assisted
delivery by acting on economic accessibility. It describe$vides, available resources,
intended objectives and goals that this policy aims to reach. Ulhsdy policy targets
pregnant women. This health policy was approved by the council of engist April 2006.

It consists of subsidizing 60% to 80% of the cost associated wsiktex$ deliveries and
emergency obstetric care depending on the level of care. Womehepamainder [22]. For



example, for an uncomplicated delivery at a health centre, womertdhaay 900 CFA (1.4
Euro).

Figure 1 Logic model of the national subsidy of obstetric care

For the worst-off, the policy provides a full exemption. However, thanagement
mechanism to deal with this population group has yet to be defined.

For caesareans and emergency obstetric care, the policy supgocisst of transportation
from the health centre to the district hospital. Women are é&xdgmpted from this cost. At
the district level, financial resources allocated by the denéwel for the cost of
transportation are managed independently from subsidies for ddivené emergency
obstetric care.

Financial resources are directly allocated to health distitgrict health managers carry
out resource allocation for health centres by giving them a blaeékcfrom the financial
institution. The amount given is based on the volume of services pdotadéhe target
population. These resources reimburse the cost of drugs and suggite$ou deliveries.
Health centres are reimbursed up to 3600 CFA (5.5 Euro) for each umzategpldelivery
performed, and up to 14.400 CFA (22 Euro) for each dystocic labour. Thesmaite of
funding is the state budget.

Method

Multiple case studies were conducted between November 2010 and Fe2@ddryn six
health centres in the district of Djibo, located in the province of SauBurkina Faso. This
district was chosen because it is part of a larger rdsgammgram on the effect of the
elimination of user fees at point of service on the use of heattites [27]. In this research
program, the district of Djibo was used as a control district, ginbethe national subsidy of
obstetric care was applied (no intervention of NGOs freeing uphheate). Therefore, the
data quality of the HIS (Health Information System) of the Mdkin{stry of Health) was
verified and due to the context of the program (national policy mmgh¢ation without NGO
support), the district of Djibo was chosen to conduct the study. Heattines were selected
based on a list of criteria’s including geographic accessikality localization, social and
cultural environment, type of health centre (isolated clinic, mayy health attendants
(presence or absence of skilled childbirth attendant), and ratesrative consultations,
prenatal and assisted deliveries [28].

The data sources described in Table 1 (documents, interviews, focus groups, iobseamalt
feedback session on the results) were used to boost the validityisotudy through
triangulation [29].



Table 1 Methods and sources of data

Methods Sources of Data  Sample size Variables examined

Perceptions of the policy (content,
implementation, effects)

In Depth District Health 10 History of the implementation;
interviews Managers challenges and difficulties
Health workers 16 information communication,
COGES 11 process of funding, relation
TBA 7 between stakeholders, quality of
care
Focus Patients, 62 (8 to 10 persons for Partograph, audits of maternal
Groups Communities (men;each focus group) death, costs associated with
CHW, TBA) childbirth (formal and informal

payments) barriers to access to
health care, quality of care
Documents Maternal deaths 21 audits of maternal Causes of maternal deaths, delays,
audits, guidelines, deaths 1 guideline distance between health centres
register of birth, registers of birth from 6and district hospital, timing of the
sheet managementhealth center from 200Aambulance, components of the

ethnography of the to 2010 health policy, process of funding,
locality 2 ethnography of the tasks and responsibilities of each
locality actor, number of births in health
centres

ObservationLCurative and Observations were Interaction between health
prenatal carried out in 6 health workers and communities
consultations, centres (from 7 to 10 (patients, communities,
assisted deliveries, days were spent in eacbommunity health workers, TBAS)
vaccinations, health centre)

distribution of nets

COGES Community management committe€EBA Traditional birth attendantsCHW
Community health workers

Individual interviews and focus groups

Four categories of participants (district health manageadthheorkers, TBAs and members
of (COGES) that are considered to be key personnel in the nmaptation process were
interviewed [12]. The aim of these interviews was to understand pleeteptions of the
national policy and the history of challenges associated withrtplementation process. All
interviews were recorded. The first author and a local assstaducted the interviews and
focus groups. Topics covered in the interviews are listed in Tablotes were taken for
each interview. For each health centre, health personnel, the C@@E®$e TBAs from
different villages covered by the health centres were interdelmeotal, 16 interviews were
carried out with health workers, 10 with district health marsdget with COGES members
and 7 with TBAs (Table 1).

The interviews with TBAs and communities were conducted in the lacglage (Fulfulde)
and then translated into French. Two local translators transiadegendently in order to
ensure that the unstructured guide was accurately translated.



Focus groups were organized to document the perception of this new lreaftbtay,
amounts paid for delivery costs, coping strategies to pay for nhedsis and transportation,
availability of information about this policy, and perceptions of qualitgare at the health
centre. In total, 62 focus groups were conducted with communities lagesl All the
principal villages covered by the six health centres werestiadgfor focus groups. This
represents between 5 and 15 villages per health centre. Women mmeereemet separately
so that they would feel more comfortable talking about materreddhhd-ocus groups were
formed to include individuals who had used maternal health servicesgdtine
implementation of the policy and individuals who had lived in the vilfagseveral years in
order to obtain a wide range of perspectives on quality of care provided by theirdesdite.
Community health workers were asked to gather a group of 8 to 10 wanmde®ito 10 men
in the villages. Men and women were gathered in the public squattee village. The
selection process involved gathering participants who share commaoactgristics (people
who live in villages, agriculture and husbandry as main economidted) in relation to the
topic (the national subsidy of obstetric care). The objective ofséhection was to mix
opinions in order to highlight points of view on this national subsidy of vlisteare and
relations with the health centre.

Community health workers and traditional birth attendants were st¢rsgtically present
during the focus groups. However, data do not show any difference ndemwere present
or absent. We made sure that all participants could expressdiest views on the national
subsidy for obstetric care and relationships in the health centre. Theiptostwcus groups

was written in French.

Analysis of documents

Twenty-three documents (maternal death audits, guidelines, managemeets, register of
birth, ethnography) were screened and analyzed to better understahdttng of this
maternal health policy and the context in which it was implemented [28].

Observations

Non-participant observations were conducted in each health centre6fNo=examine the
interactional aspects between health workers and communities aesls dssw these
interactions influence the implementation process. Notes of thesevatimes were taken.
Lengthy immersion in the field (4 months) by the first authos wadertaken to understand
the social context of the study. The first author conducted the @lie@y in each health
centre, spending 7 to 10 days at each health centre. The second authbaswimrked in
this area of research for 12 years, has in-depth knowledge of this mateitiaploécy.

Feedback session on the findings

Preliminary results were presented and discussed with the meofbdistrict management
and 20 health workers in the district in February 2011 in the presdértbe two authors.
Work groups were organized, and the participants were asked abouieifegiptions of the
results, whether they agreed or disagreed with the findings dfttide, and their ideas on
how to improve the efficiency of this maternal health policy. The g/keksion was recorded
and transcribed. Several authors have reported that sharing the mfsat study with
stakeholders and allowing them to participate in the evaluation priscessy beneficial for



understanding the phenomenon under study and finding solutions to improve the
effectiveness of the intervention [13].

Data analysis

All interviews and notes were transcribed and codified with the tqtiaé software QDA
Miner. A thematic approach was used [29]. A list of themes (sybgmhsportation, quality
of care, monitoring, effects) was drawn up, based on the logic modgir¢Fl), the
objectives of the study and observations from the field. Each interwas codified
according to these themes in order to observe the similaritiesastsnand outliers of what
was said for each theme [29].

Ethical considerations

The health research ethics committees of the Ministry ofthle#lBurkina Faso (no. 2010—
072) and the University of Montreal (CRCHUM) approved the study (10.178hoAzation
(2010 06 04 MS-RSHL-DRS) was given by the direction of the healtbrrég the Sahel to
conduct the study. The anonymity of participants was maintained through®gtudy.
Informed consent was obtained from the participants.

Results

Results will be presented as follows: the study site, perceptiotine health policy (content
and implementation), the implementation process, and the interactamtats that were
found to have an influence on this maternal health policy.

Study site
This district with 390.000 residents is located in the province of Soum in Burkina Faso [30].

Composed of rural departments, it is one of the poorest regions imBuUfkiso. The 193
villages in this region are unevenly distributed. There are 31 heatiines (one per 12500
people vs. a national average of one per 10.000) and one district hospitalty-B&ven
health centres do not meet infrastructure standards and 10% of ¢eatitbs do not meet
human resource standards [30]. The average distance between \ahagkealth centres is
estimated at 11.4 km [30]. In 2009, the rate of assisted delivery was estimated at323.2% |

Perceptions of the health policy

Health workers welcomed this national health policy. First, tleeyitsas a good strategy for
improving access to health care, both to increase the rate of tahteaee and as an
opportunity to further extend the intended results into other areas, sueh hagher
vaccination rate. However, health staff stated that this nati@adih policy should cover the
whole process of pregnancy, not only the delivery, in order to preeenplications. They
indicated that they are aware that this national health p@icyt enough to effectively
decrease maternal mortality. From their perspective, othexsunes should be added.
Comment from a district health manageithis health policy alone cannot meet the
challenges of access to health care. We need to reduce distances heaftages and health
centres, and change people’s behaviour.”



The implementation process was perceived to be difficult bedhesguidelines were not
clear in terms of targets, extension (period of time) and dooyered by the policy.
Therefore, at the beginning of the implementation there was samation in the

understanding of the national policy, as noted by a nuEsesrybody is doing it his own
way.” (health centre 5).

Implementation

The implementation analysis section was described accordihg tmimponents of the health
policy (Figure 1). For each component, the congruency of what was gdlamhat was
implemented as per official records, and what was actually demeported by participants
was examined.

The reimbursement system

According to the policy guidelines, health centres can be reimbtoseso types of assisted
deliveries: normal deliveries (no complications) and complicatededads (dystocic labour).
For normal labour, health centres were reimbursed 3600 CFA (5.5 Bureadh delivery
performed. For complicated deliveries, health centres werebvesead 14.400 CFA (22
Euro). According to the district health manager, the rate obdigstabour in health centres
has doubled since the beginning of the implementation of this healtly.pbiceduce these
costs, the health district manager ordered staff to stopngrdystocic labour on the
reimbursement sheet. Therefore, health centres are reimbursediooniyncomplicated
deliveries.“They re-defined dystocia for us. It is not the dystocia that we lestrntedical
school. Money is involved in thathurse, health centre.4\We are told not to do any more
dystocia labour. However, in health centres we deal with dystocia labwrse, health
centre 2).

Two years after the launch of the policy, the reimbursement system aragech Since 2009,
health centres are no longer reimbursed at a fixed rate, but dagtseof actual expenses.
Reimbursement sheets for the policy were consulted in the # loealires that were studied.
The cost of normal deliveries ranged from 1200 to 1500 CFA (2 to 2.3 Huroegalth
centres. Health district managers perceived the nationaldstigiate of the cost of a normal
delivery as being too high. Changes in the modalities of reimbursement in health eenge
key turning points in the implementation of this health policy. Accordinghe district
managers, health workers asked for reimbursement of dystocic iabaaer to have higher
refund payments and a more generous budgét:found that it was for a greater balance.”

The estimated cost per patient for a caesarean sectionnagglia the policy, was 11.000
CFA (17 Euro). In 2008, health district managers decided to pay 5000 CFBuf)of this
cost by drawing on the budget line for drugs provided by the sta@009, the remaining
6000 CFA (9 Euro) was paid by each COGES each month. Therefdrejgrdas do not pay
for caesarean sections (which cost 11.000 CFA). This initiative catm effect in July 2010
and the impact remains to be studied.

The grant for the wor st-off

The policy planned to fully exempt the poorest patients from alf @sstociated with assisted
deliveries and emergency obstetric care [22]. A budget from tthenahsubsidy obstetric
care policy of 50000 million CFA (76.2 million Euro) was planned to fund pberest



patients. In the district of Djibo the subsidy for the worst-ofiswot implementedThe

application is very hard, starting with the definition: what is a worse*offVhich criteria

should we use to say that this person is a worst-off and this one is fus$®ict health
managey.

Transportation

The cost of transportation between a health centre and the disisjgital is covered by the
policy. The transportation funding was supposed to be managed sgpamtethe budget
for deliveries and emergency obstetric care. The main problemveztdsy the district is the
long delay in reimbursement for transportation from health ceraréiset district hospital.
The outstanding amount, supported by the district hospital, is estimg&adnillion CFA
(91500 Euro). According to the health district managers, this is leaminfjnancial
difficulties. The delay is due to misunderstanding the process of reimbuntseyribe district
health manager. The district health manager does not keep receiptshe purchase of
gasoline; however, this ticket is the basis on which the reimbursement is made.

The district of Djibo covers an area of 12.700°§80]. Only one ambulance is functional for
the whole district, which leads to significant delays inmrafs, as outlined by one health
worker: “You can call for the ambulance and find that it is elsewhere, so youwaitstor
the ambulance to come back out. It is a real probl¢h@alth centre 3). The ambulance is
used frequently and it is a multi-purpose pick-up vehicle, which & ated for other
emergency transportation.

Quality of care

The implementation guidelines for this policy recommend improving ulaéity of care [22].
The quality of care component in the guidelines was composed of vagbusies, such as
continuity in conducting maternal death audits, and the implementateoquility assurance
service (QAS) team in the district hospital in charge oétgahnd enforcement of hygiene
standards. Health workers are supposed to conduct surveys of patiergsess quality of
care in health centres. For each delivery, health stafijpjgased to use a partograph to assess
the process of delivery. Health workers are informed and trainedit® maternal death
audits, these audits are carried out in the district of Djibo, andettegds of these were
available for study. Sessions to discuss maternal death audésovgamized at the district
hospital. However, the surveys of the beneficiary population and the t€sk% were not
implemented:In our health centre we did not implement these activities. Theeguhat we
should do, we learnt that from you [the researcher]. They did not giamyguidelines or
document that talks about thaffurse at health centre 1).

In health centres where there are no midwives or skilled birth attendamsytbgraph is not
used. These centres represent 13.3% of health centres in the didDjibo [30]. Problems
using the partograph reported by health workers are related hosbeotal context and
working conditions attendants in health centres. The patients oftentocime health centre
when they are fully dilated or in the expulsion phase of labour, wingestart of writing a
partograph should begin at four centimetres dilation. As noted byledskirth attendant
(health centre 1)“Women usually come to the health centre when they are about to give
birth. It is then difficult to open a partograph to monitoiThe lack of infrastructures (no
electricity) also makes using partographs difficult. A skill@dh attendant said that she



stopped opening partographs because she refused to work with a flagtdagtit facility 1);
24% of health centres do not have electricity [30].

Supplies and equipment

One of the key components of the policy guidelines is to make drugsugpties available
for performing deliveries. Although there have not been any sgnif disruptions in drugs
and supplies, items are not sufficiently available in the deliveoyn, as indicated by a
midwife: “In health centres there were no gloves for revisjohthe uterug while you are
often asked to make revisions, you are forced to tinkeigalth centre 6). In addition,
equipment such as birth boxes and delivery tables is limited andyhegeid, resulting in
problems with providing good quality care. As a health district mar@ageindicatedithe
material is not enough. This material wears out quickly.”

| ncentive measures

The policy as planned did not provide a specific incentive systenhealth workers in
addition to the usual (20% bonus per procedure). The system of bonuseddesdater in
the district with the approval of the central levéfealth workers thought that this policy
came as a huge work load. They asked for a financial motivation for the/ pBlit it is
written nowhere. We asked the central level, and we were toldstbatyi on the medical act
that you can take 20% bonugdistrict manager)In the district of Djibo, this system is
applied differently from one health centre to another. Some healttesdrave applied this
20% bonus only to medical procedures. Others have applied it to thébebotr of the
patients, and others have not applied it at all. According to heal#tersoithis policy should
have been planned to offer a formal financial incentive measunectueage them in their
work in addition to the 20% bonus.

Communication

In the district of Djibo, the process of informing the population of b@alth policy was
vertical. The information came first to the district healthnager and went through health
workers, the local political community and finally to the commusiti@he main
communication channels that were used were antenatal care cdomssiltaroutine
vaccinations in villages, and the radio. However, many women wdreatihformed of this
health policy:“We did not know that the price of deliveries has changed. Nobody came to
our village to tell us that{women’s focus group, health centre 1).

Monitoring system

Health workers have to fill in two documents related to this poirdividual patient records
and the birth registry. At the beginning of the implementation, Ineattrkers had problems
completing the individual patient recordifling forms was a real problem because we did
not understand some elements of the form to fill propgryise at health centre 3).

Document storage and entering the data in the electronic databasated by the policy
were the main administrative problems perceived by distradtihenanagers. The absence of
an archiving system and the lack of space in the district cansesl problems with storing
all the reimbursement sheets for the 31 health centres #ddt tiee district each month, as



outlined by a health district managg&rhis policy has reiterated the problem of archiving in
the district.” There can be as many as 60 record sheets each month for a busy health centre.

The database software came one year after the implenoentditine policy, creating a great
delay in entering data in the database. In addition, the seftisaonly available on one
computer and cannot be duplicated on others. To overcome this problem, Ithedisgact
manager hired a secretary from the district's own budget to pedata entry. During the
period of data collection for our study (November 2010), she was rentdata from
November 2009.

Interactional factors

In this section, interactions between groups of participants at thenaoity level were
identified as having an influence on the implementation processorelagitween patients
and providers, health workers and TBAs, health workers and members cEE&or
relations between these groups may reduce the effectiveness of this policy.

An ambivalent relationship between health workers and patients

The implementation of this policy influences relations betweettrhearkers and patients.
On the one hand, health workers perceived an improvement in relationssdehay no
longer have to negotiate medical costs with their patients. Onother hand, the
misunderstanding surrounding the items covered by the policy leastsatoed relations:
“The villager is what he is; he thinks that everything is fréeutse, health centre 1)When
patients come and there is nothing to pay, the atmosphere is moredrelgeéstrict
manager).

However, some communities have not observed any changes in relatiohealth workers.
In some villages the population is satisfied with the qualitycafe, whereas in others
relations with their health workers are perceived as morativeg Informal payments, the
rate of absenteeism, the unavailability of health workers, andfitession of authority over
patients are the main issues highlighted by communit¥ben you go to pay for drugs at
the pharmacy, they cheat all your money. | have had to pay drugs outhhem®se from
35.000 (53.3 Euro) to 50.000 CFA’(76.2 Euro). “The skilled birth attendant did nastass
me to deliver, she came when | had already delivénedlth centre 1). Another women
indicated “I decided not to go to the health centre to give birth because when we went for my
co-wife, nobody was there to take care of h@héalth centre 2). Another woman reported:
“When you do something that did not fit, she [the skilled birth attendaoids you”(health
centre 1).

Traditional birth attendants and community health workers: forgotten by the
policy

The national subsidy for obstetric care as planned did not involvadredibirth attendants,
who had no assigned role under this national health policy. Howeverreedeom the

Ministry of Health issued in December 2007 requires districtsedirect the role of TBAs
[26]. Their role was shifted without any change in compensation. NowadBAs are asked
to encourage women to attend health centres. Health workerdigtndt managers have
ambivalent perceptions of the role of TBAs and CHWSs. On the one handrthegen as an



obstacle to the policy because they continue to perform delivenedages against the aim
of the policy. On the other hand, they are considered a potentiabdigip with activities:
“Their presence is an advantage but also an inconvenience. They makéeodifficult.”
(district health manager).

From the perspective of TBAs, they understand their new role Hutdseated that they are
not sufficiently involved in the activities of health centri®reover, as the new policy has
transferred their former role of assisting during delivery tchmdth centre, this also means a
loss of income for TBAs*My new role is good. Before we did not go to health centres and
many women died after delivery, but since we started to go therenst@onal death but
health workers do not invite me to their meetings. They did not gisewbking (money).”
(TBA, health centre 2).

The perspective of CHWs is similar to that of TBAs. They feselless and excluded from the
activities of the health centre.

Relations between COGES and health workers: allies or enemies?

COGES play an important role in the implementation of the policy. Grant reimnfiemge are

made from the district directly to their bank account. Theyegaired to bear the costs until

they receive the subsidy payments. Health workers perceivé& aflaocoperation from these
agents in the activities of the health centre, such as payinga$oto go to villages to raise
awareness. According to health workers, COGES do not perform ¢ieiag an interface
between the health centre and the community, for example in ttingmnformation.
Problems in understanding the process of reimbursement leaditedtrelations:They do

not understand the modality of reimbursement, so when we ask them to pay for medication we
have to negotiate with them(hurse, health centre 3).

From the perspective of COGES, the long delay in reimbunmsemethe main difficulty
perceived in the implementation of this national health policy, lgatbnthe purchase of
drugs on credit. Only one of the COGES members interviewed talked akgative
relations between them and health workers, as stated by a £Pr@Eident’Most of the
time the relationship doesn’t work. There is a lack of collaboration legtvisealth workers
and us.” (health centre 2).

Discussion

Implementers have a positive perception of the content of thishhealicy. The lack of
clarity in the guidelines has made the implementation of theypdificult. The storage of
documents, entering information in the database, problems with usipgrtograph, and the
limited number of ambulances were the principal challenges tacéuplementers. All the
activities were implemented except for the grant for thestvoff and some activities related
to quality of care. Interactional factors, such as relatiohsdsn patients and providers and
between health workers and communities, were raised.



A fairly effective implementation, except for the &ck of involvement of
traditional birth attendants

In the context of improving financial access to health care, iisaes surrounding the
implementation process were raised: adequate funding, involving inentorkers in the
decision-making process, providing incentive measures, improving the wuoations
strategy, and quality of care [9,20,31]. In the district of Djibo, aljhoteimbursement was
estimated at a fixed rate, funding was adequate. Information enhé#alth policy was
provided vertically and in an executive manner. Incentive measuerge wartially
implemented in health centres, with some but not all health ceestablishing a bonus
system. A lack of clarification on the way to calculate thesius led to various payments.
Although health workers perceived an improvement in provider-patietioredathe quality
of care remains unchanged (Table 2).

Table 2 A fairly efficient implementation except for the lack of involvement of TBAs

Issues District of Empirical data
Djibo
Adequate funding Yes Funding covers the expenses of assisted

deliveries, no difficulties in the reimbursement
system was perceived by district managers

Involving front line workers No Lack of involvement of health workers in the
district, vertical process of transmission of
information, execution implementation

Incentive measures Yes, but  Variation in the application of the incentive

partially measures, 3/6 of health centres have applied

the incentive measure

Improvement of strategy of No (remain  Vertical process: from district to health centres

communication unchanged) to communities. Channels: prenatal care,
vaccination sites, radio

Improvement of the relation No (remain  Informal payments, rate of absenteeism, health

between provider and patieninchanged) workers not available

Involving Traditional birth  No Lack of involvement of TBAs, excluded from
attendants and community this national policy, loss of income for them
health workers

Making feed back session Yes Work groups organized, discussion of the
results with stakeholders results, perceptions of the findings, strategies

to improve the policy

The lack of involvement of traditional birth attendants and communitithheerkers and
their impact on the policy is an additional finding of this study. Bathewnegatively affected
by the policy. Findings in this study are similar to reskean Ghana, where 60% of TBAs
felt that the policy of eliminating user fees has taken aWway tlients and caused them to
lose part of their income [32]. Although they are no longer in chafgbe health of the
community, they do still play a role in the community and can inflteethe population,
especially when they are present in villages that araviay from health centres [32-34].
Indeed, information on health care activities, such as vaccinatiopaggms, vitamin A
supplement campaigns, antenatal care and new health polici@sssited through them to
the population.



In this sense, they have a direct influence on the procesgptEdmentation and the effects of
the policy. Informing the population is one of the new tasks that assgned to them.
Because there is currently little evidence that their bionaédliaining as birth attendants is
sufficient to allow them to reduce maternal mortality whengoering their traditional role,
their new role and their impact on maternal health are stiligbeliscussed [33,34].
Moreover, little information is available on the correlation betwinrole of TBAs and
policies designed to improve assisted deliveries. More studieseaded to better understand
the relationship between TBAs and the policy of eliminating user fees fitih Beavices.

The benefits of evaluating the implementation proces

Literature on the impact of fee removal policies on servicezatibn and out-of-pocket
expenditures is growing [35-39]. However, implementation analysisstiit scarce,
specifically at the micro level, in the context of improving ficiahaccess to maternal care
[6]. Yet it is essential for decision-makers who set up this type of pokoguse it highlights
barriers that counteract the implementation of such policies [12rlB8]e case of this study,
implementation evaluation has identified the challenges that implersefdace, such as
problem with using the software for data entry, resulting in long delays in reienbems.

In addition, implementation evaluation helps us to see the congruency hdheeplanned
and actual implemented intervention and understand the gap betwesvotfE?]. In the
case of this health policy, no greatnplementation gdpwas observed, except for the
subsidy for the worst-off and for some activities related toityuafl care [39]. Therefore, in
the case of this policy, subsidies for the worst-off and improving tguaflicare should be
targeted.

Power relations within the implementation process

Screening interactional factors has led us to deeply examioe interactions between
participants in health-care settings. Analysis has shown the ewmypbf relationships
between different groups of participants. One of the major findingseiglaily practice of
power by the people involved. As Walt (1994) stated, analyzing thiemnentation of health
policies involves taking power relations into consideration [40]. Moredweis the sharp
end of much health policy implementatiorhécause it can modify the implementation
process and may have an impact on the effects of a policy inimgdoc enhancing the
effectiveness of the policy [11]. In the case of this study, poelations were detected at 3
levels.

District health managers and health workers

According to Erasmus and Gilson (2008), the practice of power hyat@gents can be
exercised by ¢ontrolling frontline workers or by“adapting intervention to local ne€ds
[11]. In this study, district health managers control front-liek&rs. The balance of power
between these two groups shows a marked distinction of roles andReskisline workers
perceived themselves as mere performers. By contrastcdisgalth manager teams see
themselves as “supervisors” or “controllers.” The terms “cofitr6monitor” and
“supervision” were used repeatedly to describe relations wittthhearkers. These types of
power relations emphasize theg-down modélof implementation, where individuals in the
upper level in the health system exercise their power basedtloority given to them [11].
The implementation process for the health policy is done in ac&keprocess, where health



workers are not involved in the decision-making process. In additionhheafkers felt a
lack of recognition from their superiors. This feeling leadsat crystallization of the
relationship between these two groups of participants. Thereforéypki®f power based on
formal authority and hierarchy is known in organizations and institutioriew-income
countries [41]. This type of power is rooted in the institutionatucel of these settings
[41,42]. In the context of implementing health policy, the question we dtamkl is how to
manage these structural relations of power. Although the agetiits upper sphere can use
their power,the street-levelvorkers who are at the bottom of the decision-making process
also have discretionary power that they can exercise and yhelnahge the implementation
process [43]. The discretionary power of health workers may be ahe oéasons why the
national subsidy of obstetric care failed to achieve its objectives [43].

COGES and health workers

In some health centres, COGES work and collaborate positively walthheorkers, but in
most centres, the relationship is adversarial [44,45]. The cersual leetween the two groups
of agents is the financial management of the health centreregpensibilities of COGES
have remained unchanged since the application of the InitiatiBamiako (IB). Financial
management of this health policy has been added. Indeed, the refioydigpatade directly
from the district to the COGES bank account. Patients’ contributipaidgsdirectly into their
bank account and contributes to the purchase of drugs and supplies. Cosdlecisaipable
when it came to disbursing money for health centre expensessatevcase even before the
policy [15,44,45]. This finding is similar to two studies carried outviali and Senegal
[15,44]. The difficulty of collaboration between COGES and health stiadif the lack of
transparency in the financial management of the health cente highlighted in both
studies. Power relations within the communities may weaken cddiiato between the two
groups of participants. In this research, misunderstanding ofeih&bursement process
outlined by the health policy enhances conflicts.

Providers and patients

The impact of provider-patient relations on the use of maternthlssavices in low-income
countries has been documented [46-49]. It is not only an important ia¢te choice to use
maternal health services, but also a fundamental criterion fooimmgyr quality of care. In the
context of policies mandating the elimination of user feestioabetween the provider and
the patient remained unchanged [9,31,50], marked by the existenceomhahfpayments
demanded by health workers and misunderstanding of the policy [9,51].tadysssipports
this finding. Although health workers have seen an improvement inoreda the sense that
they have no longer have to negotiate the payment of medicda, dnfgrmal payments still
exist. High rates of absenteeism for health workers in heatineseand their unavailability
and the expression of authority towards patients rangtife practicé in daily health care.
According to Gilson and Erasmughése routine practicestould be considered forms of
power by health workers over patients [11]. These power relations seeenininehe health
system, specifically in low-income countries. Therefore, in thetext of implementing
health policy, these power relations within the health system should be discussed.

Limitations of the study

This study is one of the few research that analyze the imptatien process for public
health care policy at the micro level in the context of reduitiadinancial costs of maternal



health care. The study was limited to one district due to budgetimmadconstraints. It is

obviously impossible to generalize the results to the whole countrnyever, the objective

of this study is not to make statistical inferences but taanynderstand in depth how this
maternal health policy was implemented in six health centresisnsense, the heuristic
value of the contrasted cases (health centres) was theypridréd findings of this study are
similar to findings from other districts and other countries [32].rdfloee, these similarities

lead to a theoretical generalizatidhabout the phenomenon under study [12].

Conclusions

Removing user fees for health care is an ambitious politicadypdlhe impact of this type of
policy on service utilization and out-of-pocket expenditures is becomiel known.
However, implementation evaluation is still scarce. This articatributes to our
understanding of the implementation process of this policy. It lgigislithe challenges faced
by implementers and provides an overview of how this maternal healtby pobs
implemented and why it was done in this way. Tingglementation gapanalysis has shown
that equity and quality of care were neglected and should be takercansideration.
Moreover, it raises interactional factors that have an influeonethe process of
implementation. This study has shown the importance of consideringr pahaions
between actors representing health system and communities. pélwier relations have
been recognized as a key factor in health policy analysis, ixaialysis is still scarce. In
the context of improving financial access to maternal health, caore studies should be
encouraged to examine power relations within the implementation process.
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Figure 2

Table. 2 A fairly efficient implementation except for the lack of involvement of TBAs

Issues

District of Djibo

Empirical data

Adequate funding

Involving front line workers

Incentive measures

Improvement of strategy of communication

Improvement of the relation between provider and patient

Involving Traditional birth attendants and community health workers

Making feed back session results with stakeholders

Yes

No

Yes, but partially

No (remain unchanged)

No (remain unchanged)

No

Yes

Funding covers the
expenses of assisted
deliveries, no difficulties in
the reimbursement system
was perceived by district
managers

Lack of involvement of health
workers in the district,
vertical process of
transmission of information,
execution implementation

Variation in the application of
the incentive measures, 3/6
of health centres have
applied the incentive
measure

Vertical process: from district
to health centres to
communities. Channels:
prenatal care, vaccination
sites, radio

Informal payements, rate of
absenteism, health workers
not available

Lack of involvement of TBAs,
excluded from this national
policy, loss of income for
them

Work groups organized,
discussion of the results,
perceptions of the findings,
strategies to improve the
policy
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