




































































































































































































































































The over all results show that user fees have very strong negative impact on the utilization 

of health care services. The multinomiallogit results reveal that the poor are more sensitive 

to the user fees of public. That is user fees decrease the probability of going to the public 

providers by the poor relative to the better offs. As user fees increase by I % the probability 

demanding care from public providers decrease by about 25%. The results of the study also 

indicate the poor pay the greater proportion of their income than the better off. It was found 

that the poorest pay 15% of their income while the better ones pay only 5.7% of their 

income. This implies that user fees are inequitable, and reduce utilization by the poorest 

than the better off. This proves that user fees are significant barriers to access healthcare by 

the poor. 

The poor are more likely to fall ill but less likely to get treatment compared to the 

economically better ones. And seek treatment from less costly providers because their 

ability to pay is low. The health policy of FMOH says there should be a scheme of 

payments according to ability. But this study found the economically weak paying greater 

proportion of their income. The policy also have the principle of providing especial 

assistance mechanism for those who can not afford to pay but the poor are paying even 

more; this implies the mechanism of protecting the poor not working. 

This results indicate that the current argument in the country and else where (World Bank, 

1987) that more resources can be generated for the health sector by increasing user fees 

with out negatively affecting the utilization of medical care to be reconsidered. The results 

also indicate that policies designed to generate additional resources will reduce utilization 

especially by the poorest which aggravate the existing inequalities and this deepen the 
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poverty of this people because illness reduces their productive capacity. So it is better to 

develop other financing mechanism. Out of pocket payments should be changed by pre­

payment schemes like community based insurance than to depend on user fees. It is clear 

that the poorest will prefer the cheapest providers; and public providers are relatively 

cheaper than private provider and are mostly visited by the poorest; this study found about 

98% of those visiting public to be poor. So increasing prices at the public provider will 

directly affect the poor. Therefore, increasing user fees at the facilities frequently visited by 

the majority should not be taken as a feasible means of generating additional resources with 

out taking appropriate measures to protect the poorest and vulnerable group of the 

population. 

Moreover, user fees are not retained and reinvested in quality improving activities (such as 

availability of drug) by the collecting body as expected in the Bamako Initiative but are 

remitted to the Ministry of Finance. But doing so may generate supplier-induced demand 

(such as over-diagnosis) which increases the cost more. 

The issue on the removal of user fee is strong and unquestionable at least for primary 

health care because user fee raise only little money so that it can not help much the 

financing of the health sector but have major adverse effect on access of the poor to 

medical care. However it may not be the way out for now because sustainable funding 

should be prepared to compensate the revenue lost from user fees since the government is 

unable to cover all costs of health care 
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APPENDIX A 

Table A-2-1 Evidence on user fees implementation and its impact on access (both for the poor and the general population) 
Country Study Impact on Main finding (with further details in italics) 

access 
Benin Soucat et al (1997) Positive Utilization of both preventive and curative care rose following user fees 

introduction, due to improved quality. Following implementation of the 
Bamako Initiative, which included introducing user fees, utilization 
increases were observed for both preventive and curative care, due to 
better quality care (especially greater drug availability). 

Burkina Faso Ridde (2003) Negative Utilization of curative care fell after user fees introduction. 
Primary-level health and welfare centers charging user fees recorded an 
average annual decrease of 15.4% in new consultations for curative 
care, as compared with a 30.5% annual increase for those not charging 
fees. 

Burundi Bate and Witter Negative Ineffective exemption mechanisms for user fees . 
(2003) No clear criteria for exemptions, with only a small fraction of the 

population benefiting (4% of sample had cards, with only half of these 
benefiting from cards). 

Cambodia Akashi et al (2004) Positive Utilization increased following user fees introduction, as they replaced 
informal payments. Before user fees, informal payments were used to 
boost salaries. After fees , revenues were retained by the hospital. 

Cambodia Barber et al (2004) Positive Utilization increased following user fees introduction, as they replaced 
informal payments. User fees guaranteed fixed prices for services, with 
utilization increasing by greater than 50% for inpatient and surgical 
care. 

Cambodia Jaccobs and pnce Negative User fees, whilst not adversely affecting overall utilization, did 
(2004) adversely affect the poor. Increases in user fees created a 'medical 

poverty trap' , with some of the poor deterred from seeking care 
Cameroon Litvack et al (1993) Positive Utilization increased following user fees introduction, through improved 

quality. User fees ensured better quality of services through enhanced 
drug availability, with increases in utilization extending to the poor. 
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China Liu and Mills (2002) Negative User fees, whilst improving public sector productivity, reduced take-up 
of preventive services. The increased reliance on user fees worsened 
allocative efficiency, with over-provision of unnecessary services and 
under-provision of socially desirable services. 

Democratic Haddad and Fournier Negative Utilization fell after user fees introduction, despite improvements in 
Republic of (1995) quality. In 1987-91 , service utilization fell by 40%, with 18-32% of this 
Congo decrease is explained by cost, despite improvements in drug availability, 

staff stills and better medical equipment. 
Ethiopia Russell and Abdella Negative Ineffective exemption mechanisms for user fees. 

(2002) Exemption mechanisms limited 
Ghana Nyonator and Kutzin Negative Exemption mechanisms for user fees are largely non-functional. 

(1999) Fees have resulted In a ' sustainable inequity' , allowing servIce 
provision to continue, but preventing part of the population from using 
these services, due to ineffective exemption mechanisms. 

Guinea Soucat et al (1997) Positive Utilization of both preventive and curative care rose following user fees 
introduction due to improved quality. 

Kenya Collins et al (1997) Ncgative Utilization fell after user fees introduction, although by much less after 
(Neutral) phased implementation. The initial 1989 registration fee led to an 

average reduction of 27% at provincial hospitals, 45% at district 
hospitals and 33% at health centers. In contrast, the outpatient treatment 
fee reintroduced in 1992 was associated with much smaller decreases in 
utilization. 

Mbugua et al Negative Utilization fell after user fees introduction, with exemption mechanism 
being ineffective attendance for outpatient and impatient care In 

government facilities was lower when registration fees were charged, as 
compared with when fees were removed. Uti lization by children, 
exempt from fees , followed a similar pattern. 

Mali Mariko (2003)' Positive Increases in user fees are likely to have only had a minor effect on 
(neutral) utilization of services. Quantity of care is an important determinant of 

demand, with price increases only having a minor effect on utilization. 
These could be offset if policymakers improve both the structural and 
process quality of care. 
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Mauritania Audibert and Positive Utilization increased following user fees introduction, through improved 
Mathonnat quality. Increases in utilization were observed following user fee 

introduction, due to better drug availability, with no evidence of severe 
negative equity effects. 

Niger Chawla and Positive User fees only had a negligible negative impact on utilization of health 
Ellis(2000) (neutral) care. No evidence of serious reductions in access following increases in 

formal user fee charges, due to improved quality of care. 
Niger Diop et al (1995) Positive Utilization increased following user fees introduction, especially when 

combined with an annual tax. Utilization increased markedly in district 
with small fee plus an annual tax, as compared with a pure fee-for-
service method (negligible utilization impact) and control district 
without fees (utilization fell) 

Niger Meuwissen (2002) Negative Utilization fell after user fees introduction, following nationwide 
implementation. Although previous pilot studies had shown that user 
fees would not adversely affect access, due to improved quality, 
nationwide implementation led to more severe drops in utilization in a 
number of health centers. 

Nigeria Uzochukwu et al Mixed Utilization of malaria services increased following user fees 
(2004) introduction, although the rich and educated benefited the most. 

Utilization of malaria services increased despite the introuducton of user 
fees, due to improved quality (training of health workers and better drug 
availability), although the rich and educated were the principal 
beneficiaries. 

Sierra Leone Fabricant et al(l999) Negative The rural poor are disproportionately disadvantaged by fees, with 
exemption mechanisms ineffective. The burden of curative treatment 
costs came mainly from private and NGOS providers, with the rural 
poor facing a high financial burden. 

Sudan Abdu et al (2004) N/A Introduction of effective exemption mechanisms significantly increased 
utilization. Exemptions (financed by the government) from fees for all 
pregnant women and under-fives with malaria resulted in significant 
utilization increased for both population groups 

129 



Table A-2-2: Views in user fees 

Donor Current User Fee Policy 
World Bank No blanket policy, actual practice depends on how this is interpreted 
Asian The Bank will address cost recovery on a project by project basis taking into account concerns about both 
Development equity and efficiency. The Bank' s interest in improving PHC for the poor will be jeopardized ifuser charges 
Bank discourage their use of such services. Thus while the Bank will consider user charges for PHC services, it will 

not insist on them unless there is some compelling, context specific reason for employing cost recovery. 
Nonetheless, the Bank will ensure that PHC services are efficient and cost effective. 

WHO See out of pocket expenditure as an inequitable and inefficient way of funding health care and promotes the 
use of prepayment (WHR 2000) 

USAID Pragmatic-no blanket approach. USAID emphasis is more on improving the quality of public services and on 
working with the private sector 

GAVI "In the absence of compelling country or regional data unequivocally documenting their value, user fees 
should not be levied in publicly financed national immunization services" GA VI Board 

Oxfam "User fees should not be imposed for either education or basic health services" 
Have called for primary health care fees to be removed. Not as a cure all measure but accompanied by actions 

Equinet that increase overall national recourses for public sector health services and that deal with international 
conditions and policies that undermine this. 

Source : DFID health systems resource centre, 2004 
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Table A- 2-3: User Fee Collections in Selected Countries in sub-Saharan Africa 

% of recurrent budget Year 

covered by user fees 

Benin 20 1993 

Botswana 2 1983 

Burkina Faso 14.8 1999 

Burundi 4 1992 

Cote d'Ivoire 7.2 1993 

Ethiopia 9 1996/7 

Ghana 5-9 1991 

Guinea 20 1993 

Guinea-Bissau 5 1995 

Kenya 2 1984 

Lesotho 7 1998 

Malawi 3.3 1983 

Mali 2.7 1986 

Mauritania 9 1999 

Mozambique 8 1996 

Rwanda 7 1984 

Senegal 4 1990 

Swaziland 2 .1 1984 

Zimbabwe 3.5 1992 

Un-weighted Average 6.9 

Source: DFID Health Systems Resource Center, Mark Pearson (2004) 
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APPEDIX B: Model Summary 

Iteration 0: log likelihood = -1 79.74861 

Iteration I: log likelihood = -141.34451 

Iteration 2: log likelihood = -1 28.47157 

Iteration 3: log likelihood = -125 .49825 

Iteration 4: log likelihood = -1 25.12733 

Iteration 5: log likelihood = -124.95235 

Iteration 6: log likelihood = -1 24.94306 

Iteration 7: log likelihood = -1 24.94295 

Multinomial logistic regression Number of obs = 218 

Log likelihood = -124.94295 

LR chi2(26) 

Prob > chi2 

Pseudo R2 = 

= 109.61 

= 0.0000 

0.3049 

The first iteration (called iteration 0) is the log likelihood of the "null" or "empty" model; 

that is, a model with no predictors. At the next iteration, the predictor(s) are included in 

the model. At each iteration, the log likelihood decreases because the goal is to minimize 

the log likelihood. When the difference between successive iterations is very small, the 

model is said to have "converged" , the iterating stops, and the results are displayed. 

Log Likelihood - This is the log likelihood of the fi tted model. It is used in the 

Likelihood Ratio Chi-Square test of whether all predictors' regression coefficients in the 

model are simultaneously zero and in tests of nested models. 

Number of obs - This is the number of observations used in the logistic regression. It 

may be less than the number of cases in the dataset if there are missing values for some 

variables in the equation. By defau lt, Stata does a listwise deletion of incomplete cases. 

132 



LR chi2(26) - This is the Likelihood Ratio (LR) Chi-Square test that at least one of the 

predictors' regression coefficient is not equal to zero in the model. The number in the 

parenthesis indicates the degrees of freedom of the Chi-Square distribution used to test 

the LR Chi-Square statistic and is defined by the number of predictors in the model. The 

LR Chi-Square statistic can be calculated by 

-2( L(null model) - L(fitted model» 

= -2«-179.74861) - (-124.94295» = 109.61 

Where L(null model) is from the log likelihood with just the response variable in the 

model (Iteration 0) and L(fitted model) is the log likelihood from the final iteration 

(assuming the model converged) with all the parameters. 

Prob > chi2 - This is the probability of getting a LR test statistic as extreme as, or more 

so, than the observed under the null hypothesis ; the null hypothesis is that all of the 

regression coefficients in the model are equal to zero. In other words, this is the 

probability of obtaining this chi-square statistic (109.61) if there is in fact no effect of the 

predictor variables. This p-value is compared to a specified alpha level, our willingness to 

accept a type I error, which is typically set at 0.05 or 0.0 I. The small p-value from the LR 

test, <0.00001 , would lead us to conclude that at least one of the regression coefficients 

in the model is not equal to zero. The parameter of the Chi-Square distribution used to 

test the null hypothesis is defined by the degrees of freedom in the model is chi2(26). The 

p value of the model is 0.0000 so we reject the hypothesis that all of the regression 

coefficients in the model are equal to zero. 

Pseudo R2 - This is McFadden's pseudo R-squared. Logistic regression does not have an 

equivalent to the R-squared that is found in OLS regression. Most of there are a wide 

variety of pseudo R-squared statistics which can give contradictory conclusions. Because 

this statistic does not mean what R-squared means in OLS regression (the proportion of 

variance for the response variable explained by the predictors), interpreting this statistic 

needs caution. The pseudo R2 of this model is 0.31 which is good. 
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Multinomial logistic regression 

Log likelihood = -124.94295 

type coef. std. Err . 

2 
agey -.0296008 .0130082 

sex - .1710098 .3754588 
relation - .8971063 .5037444 
duration - .0591385 .0226849 
agehead .0476216 .0172247 

sexhh .55983 53 . 3892106 
education .2791707 .3696506 
lnwealth .2534146 .1394189 

lncons .6403171 .2916441 
hhsi ze .0289859 .0804804 

lnuserfee - . 6358471 . 1598897 
waitime -.0051869 .0017683 

town - .973421 .373591 
_cons -8.76784 1. 855497 

3 
agey -.0146989 .0401458 

sex -1. 67154 1.130067 
rel ation .3527381 1. 229556 
duration .0311547 .0522128 
agehead -.0617174 .0507567 

sexhh . 3668034 .9297833 
education .4258899 .9758174 

1 nwealth -1. 233077 .4372237 
lncons 2.200525 .7979163 
hhsize .4129624 .2597278 

lnuserfee -1. 237888 . 6583551 
waitime .0037419 .0014659 

town 1. 947231 1. 211985 
_cons -6.147898 4.740092 

(type==l 1S the base outcome) 

Z 

-2.28 
-0.46 
-1. 78 
-2.61 

2.76 
1.44 
0.76 
1.82 
2.20 
0.36 
3.98 

-2.93 
-2.61 
- 4.73 

-0 .37 
- 1.48 
0.29 
0.60 

- 1. 22 
0 . 39 
0.44 

-2.82 
2.76 
1. 59 

-1.88 
2 . 55 
1. 61 

-1. 30 
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Number of obs 
LR chi 2 (26) 
Prob > chi 2 
Pseudo R2 

= 

= 

p>lzl [95% Conf. 

0.023 -.0550964 
0.649 - .9068956 
0 .075 -1. 884427 
0.009 -.1036001 
0.006 .0138619 
0.150 - .2030034 
0.450 -.4453312 
0.069 - .0198415 
0.028 .0687053 
0 . 719 -.1287528 
0.000 -.3224689 
0.003 - .0086527 
0.009 -1. 705646 
0.000 -12.40455 

0.714 - . 093383 
0.139 -3.88643 
0 .774 -2.057147 
0.551 - . 0711806 
0.224 - . 1611987 
0.693 -1.455538 
0.663 -1. 486677 
0.005 -2 .09002 
0.006 .636638 
0.112 -.0960948 
0.060 -2 .528241 
0.011 .0008688 
0.108 - . 4282164 
0 . 195 -15.43831 

218 
109.61 
0.0000 
0 .3049 

Interval 1 

-.004105 
.564875 
.090214 

-.014676 
.081381 
1. 32267 

3 
9 
5 
9 
3 
4 
3 
7 
9 
5 
2 
1 
6 
4 

1. 00367 
.526670 
1. 21192 
. 186724 

- .949225 
-.001721 
-.24119 

-5.13113 

.063985 

.543350 
2.76262 

.1334 
.037763 
2.18914 
2.33845 

-.376134 
3.76441 

4 
3 
3 
9 
9 
5 
7 
5 
3 

.9220195 

.052464 

.006614 
4.32267 
3.14251 

1 
9 
8 
2 



Multi nomial logistic regression 

Log pseudolikelihood = - 124.94295 

Robust 
type coef. std. Err. 

2 
agey -.0296008 .01063 

sex - .1710098 .3888786 
relation -.8971063 .4551186 
duration -. 0591385 . 0219285 
agehead .0476216 .0161451 

sexhh .5598353 .3940827 
educat ion .2791707 . 3779957 
lnwealth .2534146 .1165304 

lncons .6403171 .2936687 
hhsize .0289859 .0835034 

lnuserfee -.635847 .1653034 
waitime - .0051869 .0017666 

town -.973421 . 3855481 
_cons -8 . 76784 2.052116 

3 
agey - .0146989 .0207989 

sex -1. 67154 1. 095718 
relation .3527381 .9064064 
duration .0311547 .0517627 

agehead -.0617174 .0358567 
sexhh .3668034 .8752862 

educat ion .4258899 . 9722133 
1 nwealth -1. 233077 .3079577 

lncons 2.200525 .717782 
hhsize .4129624 .2329346 

lnuserfee - 1. 237888 .4551418 
waitime . 003 7419 . 000818 

town 1. 947231 .8589818 
- cons -6.147898 4.899076 

(type==1 is the base outcome) 

z 

- 2.78 
-0 . 44 
-1. 97 
-2.70 
2.95 
1.42 
0.74 
2.17 
2.18 
0.35 

-3.85 
-2.94 
-2.52 
-4.27 

- 0.71 
-1. 53 
0 .39 
0.60 

-1. 72 
0.42 
0.44 

-4.00 
3.07 
1.77 

-2 .72 
4.57 
2. 27 

-1. 25 
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Number of obs 
wa ld chi 2(26) = 
Prob > chi2 = 
pseudo R2 = 

P> lzl [95% conf. 

0.005 -.0504352 
0.660 -.9331978 
0.049 -1. 789122 
0.007 - .1021175 
0.003 .0159778 
0.155 -.2125525 
0.460 -.4616873 
0 .030 .0250192 
0.029 . 064737 
0.728 - .1346778 
0.000 -.3118584 
0.003 - .0086494 
0 . 012 -1. 729081 
0.000 - 12 .78991 

0.480 - . 0554639 
0.127 -3 . 819107 
0 .697 -1. 423786 
0.547 -.0702984 
0.085 - .1319952 
0 . 675 -1. 348726 
0 . 661 -1. 479613 
0.000 - 1. 836663 
0.002 .7936984 
0.076 - .0435811 
0.007 -2 . 12995 
0.000 .0021385 
0.023 . 2636576 
0.210 - 15.74991 

218 
107. 60 
0.0000 
0 .3049 

Interval] 

-.008766 
.591178 

-. 005090 
- .016159 

. 079265 
1. 33222 
1. 02002 

.4818 
1. 21589 
.192649 

-.959835 
- .001724 

4 
1 
4 
4 
5 
3 
9 
1 
7 
6 
7 
4 

- . 2177605 
-4 .74576 

.026066 

.476027 
2 .12926 
.132607 

7 

2 
2 
2 
8 

. 0085603 
2.08233 
2 . 33139 

3 
3 

-.6294913 
3.60735 
.869505 

-.345826 
.005345 
3.63080 

2 
8 
6 
2 
4 

3.454115 



Multinomi a l logist i c regression 

Log pseudolikelihood = -124.94295 

Robust 
type RRR Std. Err . 

2 
agey .970833 .0103199 

sex .8428133 .327752 
relation . 4077478 .1855736 
duration .9425762 .0206693 

agehead 1. 048774 .0169326 
sexhh 1. 750384 .6897961 

education 1. 322033 . 4997228 
1 nwealth 1. 288417 .1501398 

lncons 1. 897082 .5571138 
hhsize 1. 02941 .0859593 

lnuserfee .5294868 .3121954 
wait ime .9948266 . 0017575 

town .3777884 .1456556 

3 
agey . 9854086 .0204954 

sex .1879574 .2059482 
relation 1. 422958 1. 289779 
duration 1. 031645 .0534008 
agehead .9401485 .0337106 

sexhh 1. 443114 1. 263138 
education 1. 530952 1 . 488412 

1 nwealth .2913945 .0897372 
1 ncons 9.029756 6.481397 
hhsize 1. 511288 .3520313 

1 nuserfee .289996 .1319893 
waitime 1. 003749 . 0008211 

town 7 . 009252 6.02082 

(type==l 1S the base outcome) 

z 

-2.78 
-0.44 
-1. 97 
-2.70 
2.95 
1.42 
0.74 
2.17 
2.18 
0.35 

-3.85 
-2.94 
- 2.52 

-0.71 
-1. 53 
0.39 
0.60 

-1. 72 
0 . 42 
0 . 44 

-4 . 00 
3.07 
1.77 

-2. 72 
4 . 57 
2.2 7 
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Number of obs = 
wald chi 2(26) = 
prob > chi2 = 
pseudo R2 

p> lzl [95% conf. 

0.005 .9508155 
0.660 .393294 
0.049 .1671068 
0.007 .9029234 
0.003 1. 016106 
0.155 .8085179 
0.460 .6302194 
0.030 1. 025335 
0.029 1. 066878 
0.728 .8739974 
0.000 .365961 
0.003 .9913879 
0.012 .1774473 

0.480 .9460461 
0.127 .0219474 
0.697 .2408007 
0.547 .9321156 
0.085 .8763452 
0 . 675 .2595708 
0.661 .2277258 
0.000 .1593482 
0.002 2.211561 
0.076 .9573549 
0.007 .1188433 
0.000 1. 002141 
0.023 1. 301682 

218 
107 . 60 
0.0000 
0.3049 

Interval] 

.991271 9 
5 
6 
4 
2 
9 
4 
2 
9 
8 
7 
1 
8 

1.80611 
.994922 
.983970 
1. 08249 
3.78945 
2 .77327 
1. 61900 
3.37331 
1. 21245 

.61126 
.998277 
.80431 

1. 02640 
1. 60966 

9 
7 
8 
2 
7 
4 
7 
8 
1 

8 . 40865 
1.14180 
1. 00859 
8.02316 
10 . 2922 
. 532862 
36 .8683 
2 .38573 2 
.707635 
1. 00535 
37. 7431 

2 
9 
6 



Marginal effects after mlogit 
y pr(type==l) (p redict, p outcome (1) ) 

= .6490269 

variable dy/ dx std. Err . z P> I z I [ 95% C. 1. ] X 

agey . 0067196 .00296 2.27 0 . 023 .000923 .012516 36.289 
sex 1 . 0411631 .08449 0.49 0 . 626 -.124426 .206753 . 440367 

rel ati on' .1896248 .09938 1.91 0 . 056 -.00516 . 38441 .321101 
durat i on . 0133306 .00509 2.62 0 . 009 .003351 . 02331 11.3945 

agehead - .0106775 .00391 -2.73 0.006 -.018345 -.00301 51. 9495 
sexhh - .1249597 .08472 -1.47 0.140 -.291012 . 041092 .577982 

educat- n - .0641792 . 08437 -0 . 76 0.447 -.229547 .101189 .417431 
1 nwealth -.0554108 . 03155 - 1. 76 0.079 -.117244 .006422 7.79191 

lncons -. 148288 .06656 -2.23 0 .026 -.278745 -.017831 6. 39178 
hh size - .0072007 . 01826 -0.39 0 . 693 -. 042983 .028582 6 . 14679 

lnuser- e .1419224 . 03549 4.00 0 .000 .211489 . 072356 3.55404 
waitime . 0011676 .00039 3.02 0.003 .00041 . 001925 113.789 

town .2190034 .08376 2.61 0 . 009 .054845 . 383162 . 587156 

( *) dy/ dx i s for discrete change of du mmy variable from 0 to 1 

Marginal effects afte r mlogit 
y pr(type==2) (predict, p outcome (2)) 

.3485738 

va ri abl e d dx std. Err. Z 95% C. 1. x 

agey -.0067092 . 00296 -2 . 27 0.024 -.012515 - .000904 36.289 
sex - .0372732 .08459 -0.44 0.659 -. 203061 . 128514 .440367 

rel ati on - .1913 273 .09938 -1. 93 0.054 -.386114 . 003459 . 321101 
duration - . 0134546 .0051 -2.64 0.008 - . 023458 -. 00345 2 11.3945 

agehead . 0108651 .00391 2.78 0.005 .003198 .018532 51. 9495 
sexhh* .1245468 . 08481 1.47 0 .142 - . 041673 . 290766 .577982 

educat-n .0633738 . 0845 0.75 0.453 - .102242 .228989 .417431 
lnwealth . 0585741 .03149 1.86 0.063 -.003155 . 120303 7.79191 

1 ncons .1435565 .06642 2.16 0.031 .013383 .27373 6.39178 
hhsi ze .0062364 .01825 0.34 0 . 733 -.029539 .042012 6 .14679 

lnuser- e - . 1454171 .03546 -4.10 0.000 -.075917 -. 214917 3.55404 
waitime -.0011809 . 00039 -3.05 0.002 - . 001941 - . 000421 113 . 789 

town " -.2244392 .08363 -2.68 0 .007 -.388345 - . 060534 .587156 

(*) dy/dx is for discrete change of dummy va riable from 0 to 1 
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Marginal effects after mlogit 
y ~ pr(type~~3) (predict, p outcome (3)) 

.0023993 

var iable dy/ dx std. Err. Z P> I z I [ 95% c. I. J X 

agey - .0000104 .0001 -0.11 0.914 -.0002 .000179 36.289 
sex' - .0038899 .00506 -0.77 0.442 - .013815 .006035 .440367 

relation .0017025 . 0044 0.39 0.699 -.006913 .010318 . 321101 
duration . 000124 . 00019 0.65 0.515 -. 00025 . 000498 11.3945 
agehead - . 0001876 .00023 -0.81 0.418 -.000642 .000267 51. 9495 

sexhh' .000413 .0023 0.18 0.858 - .0041 . 004926 .577982 
educat- n .0008053 . 00259 0 . 31 0 . 756 - .004267 .005878 .417431 
lnwealth - .0031634 . 00403 -0.78 0.433 -. 011065 .004738 7.79191 

1 ncons .0047315 . 00615 0.77 0 .442 -.00732 .016783 6.39178 
hhsi ze .0009642 .00114 0.84 0.400 - .00128 .003208 6.14679 

lnuser- e -.0034947 .00421 -0.83 0.407 -.01175 .004761 3. 55404 
waitime .0000133 . 00002 0.72 0.469 -.000023 .000049 113.789 

town .0054358 .0069 0.79 0.431 -.008087 .018958 .587156 

(*) dy/ dx is for discrete change of dummy variable from 0 to 1 

Test of multicollinearity 

agey 
sex 

relation 
duration 

agehead 
sexhh 

education 
lnwealth 

lncons 
hhsize 

1 nuserfee 
waitime 

town 

lncons 
hhsize 

1 nuserfee 
waiti me 

town 

a e sex relation duration a ehead sexhh educat- nlnwealth 

1. 0000 
-0.0322 1. 0000 
-0.6304 0.1618 1 . 0000 
0 . 1437 -0.0674 -0.0668 1.0000 
0.4758 0.0394 -0.1324 0.0072 1.0000 

-0.0140 0.3464 0.0903 -0.0406 0.0205 1.0000 
-0.1232 0 . 0923 0.0554 -0 . 1423 -0.1991 0.2336 1.0000 
0.0350 0.0570 0.0687 -0.1087 0.0569 0 . 1318 0.1726 1 .0000 
0.0510 - 0.0085 0.0921 -0. 1070 0 . 0411 0.1311 0.0617 0 . 5560 

-0.1196 0.0035 0.1640 - 0.0616 0.1149 0.1502 0.0768 0.2048 
0.0756 0.0369 0 . 0032 0.0666 -0 .0158 0 .0591 -0 .0069 0.1660 
0.0787 -0.0519 -0.0165 0 . 2177 0.0414 -0 . 0556 -0 . 0321-0 .0837 

- 0.0170 0.0119 -0.0020 0.0513 - 0.0120 -0 . 0751 0.0107 0.1621 

lncons hhsize lnuser-e waitime town 

1. 0000 
0.2317 1. 0000 
0.2887 -0.0740 1. 0000 

- 0.1366 - 0.0535 0.0398 1. 0000 
0.1026 0.0987 0.0787 - 0.0638 1. 0000 
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· hausman hpartial hall, alleqs constant 

Note: the rank of the differenced variance matrix (13) does not equal the 
number of coefficients being tested (14); be sure this is what you 
expect, or there may be problems computing the test. Examine the 
output of your estimators for anything unexpected and possibl y 
consi der scali ng your vari abl es so that the coeffi ci ents are on a 
similar scale. 

---- coefficients ----
(b) (B) (b-B) 

hpartial hall Difference 

agey -.0101144 -.0146989 .0045845 
sex -2.156935 -1. 67154 -.4853951 

relation -.0152521 .3527381 -.3679902 
duration .0355833 .0311547 .0044286 
agehead -. 0452539 -.0617174 .0164636 

sexhh 1. 030004 .3668034 .6632008 
education .4544956 .4258899 .0286058 
lnwealth -1.43579 - 1. 233077 -.2027129 

lncons 3.075654 2.200525 .8751287 
hhsize .4324733 .4129624 . 019511 

lnuserfee -1. 600431 -1. 237888 - .3625423 
waitime .0043721 .0037419 .0006303 

town 2.073652 1. 947231 .1264213 
_cons -10 .86859 -6.147898 - 4.720691 

b - consistent under Ho and Ha; 
B = inconsi stent under Ha , efficient under Ho; 

Test: Ho: difference in coefficients not systematic 

chi2(13) = (b-B)'[(v_b-v_B)A(-l)](b-B) 
0.53 

prob>chi2 = 1 .0000 
(V_b-V_B is not positive definite) 
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sqrt(diag(v_b -v_B)) 
S.E . 

. 0106513 

.7053241 

. 6475589 

.0198209 
.016228 

.5784332 

.2593917 

. 2570391 
.904316 

. 0779122 

.5967021 

.0010161 

.3112802 
4.118562 

obtained from mlogit 
obtained from mlogit 



· hausman hpartial hall, alleqs constant 

Note: the rank of the diffe renced variance matri x (0) does not equal the 
number of coeffi cients being tested (14); be sure this is what you 
expect, or there may be problems computing the test. Examine the 
output of your estimators for anything unexpected and poss ibl y 
consi der scal i ng your vari ab l es so that the coeffi ci ents are on a 
similar scale. 

---- coefficients ----
(b) (B) (b-B) 

hparti a 1 hall Difference 

agey -. 0278449 -.0278449 0 
sex - . 162012 - .162012 0 

relation -.782503 - .782503 0 
duration - .059263 - .059263 0 
agehead .0465259 .0465259 0 

sexhh .5236989 .5236989 0 
education .2668098 .2668098 0 

1 nwealth .2533443 . 2533443 0 
l ncons .56845 54 . 5684554 0 
hh s i ze .0392361 .0392361 0 

l nuserfee . 6465513 .6465513 0 
waitime - .0051841 -.0051841 0 

town - .9519043 -. 9519043 0 
_cons -8. 444052 -8.444052 0 

b ~ consistent under HO and Ha; 
B ~ in consi stent under Ha , efficient under Ho; 

Test: Ho : difference in coeffi ci ents not systematic 

chi2(0) ~ (b-B)'[(v_b-v_B)A(-l)](b - B) 
0.00 

prob>chi2 ~ . 
(V_b-V_B is not positi ve definite) 
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sqrt(diag(v_b-V_B)) 
S.E . 

0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 

obtained from mlogit 
obtained from mlogi t 



Appendix C: Addis Ababa Principles on Cost Sharing in the Social Sectors - How to 

Minimize the Damage. 

Cost sharing in the forma of user charges should be considered only after a thorough 

examination of other options for financing social services, including tax reform, budget 

restructuring and expenditure targeting within the government budget and aid flows. 

General taxation and other forms of government revenue are more effective, efficient and 

equitable methods of raising revenue for the financing of social services than cost sharing 

mechanisms. 

Though general: taxation is a more cost-effective way to raise revenue there are two 

specific objectives for cost sharing: (i) to limit the financial burden on the budget that 

stems from the rapid increase in demand for, non-basic services, which the state cannot 

meet on its own without the diversification of, providers, and (ii) to overcome the 

practical and managerial obstacles that have prevented an adequate level of resources 

from reaching basic education and basic health. 

Efforts to reduce costs in the delivery of social serVIces, as well as to increase the 

efficiency in resources allocations to the primary level, must be considered prior to the 

introduction of cost sharing. 

Basic social services should be provided either free of charge or be substantially 

subsidized. Basic education should be free and other out-of-pocket costs to parents such 

as school uniforms and school supplies should be minimized. Cost sharing in health 

should exempt preventive care whose benefits extend beyond the users (e.g. 

immunization) and selected primary services. Cost sharing should be a stepping stone 

towards other financing options for health care. 

When considering cost sharing it should be as part of a comprehensive sector strategy: for 

both health and education, formulated by government with all stakeholders. The sector 

strategy should specify clear, measurable and verifiable objectives, the resources required 
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to meet-those objectives, and ways of mobilizing and allocating them among competing 

priorities. 

Resources generated through cost sharing should be additional and should not be a 

substitute for existing resource allocations to the education and health sectors. 

To be successful and sustainable, cost sharing must lead to immediate and measurable 

improvements in the access and quality of services. In this regard, revenue generated 

through cost sharing must be retained, with the spending authority at the local level. 

Disadvantaged regions and communities may need extra financial support to avoid cost 

sharing leading to a widening of regional, socio-economic and gender disparities. 

Cost sharing must be accompanied by special measures that effectively protect the poor. 

Experience shows that the poor have not been effectively protected against the negative 

impact of cost sharing on their access to basic education and basic health. While cost 

sharing may be necessary because of severe constraints in terms of financial resources 

and/or institutional capacities, caution must be exercised wherever there is doubt about 

the ability to protect the poor. No one child should be deprived of his or her right of 

access to basic education and basic health. 

Non-discretionary exemption schemes should be preferred from the point of view of 

efficiency. Discretionary exemption schemes have not succeeded in identify ing and 

protecting the poor. Although more benefits may leak to the non-poor non-discretionary 

exemption criteria such as age, gender, region, and type of service are less likely to affect 

the access of the poor to services. Moreover, discretionary criteria, such as income and 

physical assets can be difficult and costly to administer. 

Involvement of beneficiaries is critical to the success and sustainability of cost sharing. 

Community participation and control of resources must be a fundamental characteristic in 

the process of designing appropriate cost sharing mechanisms and their management. The 
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role, rights and responsibi lities of local communities' vis-it-vis government and service 

providers must be discussed and clarified prior to the implementation of cost sharing. 

Community participation and management must not be considered as a substitute for 

government's responsibility in the financing and management of the social sectors but 

should be seen as an essential element in improving service delivery. 

Communities should be made fully aware of the principles and implementation 

mechanisms of cost sharing. Training and capacity building of community management 

committees and service providers is essential to its success. 

Local management committees should be locally elected and fully accountable to the 

community and should ensure adequate representation of all stakeholders, including a 

balanced gender presence. 

Cost sharing mechanisms should be carefully tested through phasing and/or piloting 

before applying them on a large-scale. Testing is meant to assess their impact on 

effectiveness, efficiency and equity at the local level. The administrative costs of 

implementing cost sharing must be kept to a minimum. 

Cost sharing mechanisms must be regularly monitored and evaluated wit a view to 

ensuring quick feedback on the consequences of cost sharing, particularly regarding the 

impact on the poor, women, and children. 
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