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Abstract: Informal payments are off-the-record financial transactions made by patients to their healthcare
providers. Providers in low- and middle-income countries solicit informal payments from patients to
purchase additional supplies, supplement wages, or for other reasons. Informal payments reduce equitable
access to healthcare services and undermine efforts to ensure universal health coverage. This study used
multiple data collection methods to estimate the prevalence of informal payments, describe the impact, and
explore feasible solutions for curbing this practice in western Kenya. Facility-level data were collected in 60
public sector facilities (contributing 142 mystery client visits and, in a subsample of 10 facilities, 253 client-
provider observations). We conducted 8 focus groups with current and prior contraceptive users, 19 key
informant interviews, and 2 journey mapping workshops. Providers solicited informal payments in 25% of
mystery client visits and 13% of client-provider observations; the median amount of money requested from
mystery clients was 1 USD. Focus group and journey mapping participants reported informal payments are a
financial barrier and contribute to unintended pregnancy; key informants suggested greater community
monitoring of facilities is key for reducing this behaviour. DOI: 10.1080/26410397.2021.1970958

Keywords: Kenya, healthcare providers, quality of care, informal fee payments, bribery, intrinsic
motivation, incentives, community empowerment, coercion, corruption

Introduction
There is increasing recognition that out-of-pocket
costs can reduce access to essential health services
in low-income countries.1 Consequently, universal
health coverage (UHC) has emerged as a key pri-
ority of the World Health Organization (WHO).
UHC provides high-quality patient-centred care
and financial risk protection for vulnerable popu-
lations who may struggle to pay user fees. Many
low- and middle-income countries (LMICs) are

taking steps to implement UHC with the goal of
realising more accessible high-quality care and
more equitable health financing. However, there
has been little discussion of the potential impact
of informal payments on UHC.

Informal payments are off-the-record and
sometimes illegal payments that users make to
healthcare providers outside of official, scheduled
fees. Such payments have been documented
extensively within public sector service provision
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in LMICs, including within the health sector.2–8

Although informal payments are sometimes
referred to as “bribes” or “corruption”, a growing
literature suggests these terms may not be inter-
changeable. For example, a bribe implies a quid
pro quo arrangement, where a patient pays a pro-
vider prior to receiving treatment in order to guar-
antee access or quality of care. If a patient were to
pay a provider after receiving a treatment, as an
expression of gratitude, they would be rendering
an informal payment but not a bribe. Patients
may also be unaware that they are being asked
to pay an amount that exceeds the official cost
of services. In either scenario, the informal pay-
ment would not necessarily constitute an act of
corruption on the part of the patient. Providers’
rationales for soliciting or accepting informal pay-
ments can also vary. They may be attempting to
cover the cost of under-funded facility expendi-
tures (e.g. shortages of supplies), respecting a cul-
ture of gift-giving, or augmenting their own
salaries. Informal payments may take the form
of cash or in-kind remuneration. The acceptability
and legality of each type of payment and rationale
vary by context.

While the true prevalence and impact of infor-
mal payments are not well-known, in many LMICs,
they constitute an important fraction of out-of-
pocket payments for health services.3 Informal
payments contribute to catastrophic health
expenditures and can have long-term financial
consequences.9 They also contribute to inequities
in access to services, either creating absolute bar-
riers to care or creating a “two-tier system” within
the public sector in which those who can afford to
pay are granted greater access and quality than
those who cannot.10,11 At a population level, the
presence of informal payments is associated with
negative health outcomes, including lower rates
of skilled birth attendance and higher rates of
under-5 mortality.12

Informal payments may constitute a sizable
portion of health system financing, particularly
in contexts with intense budget shortfalls.13,14 In
other words, as public investment in health is
reduced, providers may solicit informal payments
to restock supplies and supplement staff incomes
that have failed to keep pace with inflation. Yet,
the use of informal fees to fill gaps in public
spending is problematic. A system in which provi-
ders, rather than government officials, make
decisions about who pays – and how much – is
unable to protect the most vulnerable segments

of the population. Among those living in poverty,
even modest informal payments could result in
significant financial hardship. Further, the lack
of transparency that often accompanies a system
of provider-initiated informal payments may
reduce consumer confidence that they are being
treated fairly. And, importantly, as more countries
move towards UHC, a system of informal pay-
ments will undermine the success of these efforts
to eliminate financial barriers to care.11

Informal payments for family planning
The last 15 years have seen increased awareness
and documentation of informal payments associ-
ated with labour and delivery.3,5,15–21. However,
there has been less attention paid to the practice
of informal payments in other types of sexual and
reproductive health (SRH) services, including
family planning. Only a few studies have investi-
gated whether informal payments may constitute
a barrier to care in SRH. For example, in western
Uganda, informal payments were found to be a
barrier to HIV testing and service provision.22 In
western Kenya, mystery client data collected
among 19 higher-volume facilities found three
out of every four mystery clients seeking the pill
were asked to pay a small informal fee.7 More
recently, a study using nationally representative
data from Kenya collected in 2014 found that
49% of public sector family planning clients
reported paying a fee to obtain services;23 it is
worth noting that this estimate is based on retro-
spective client self-reports and the amount of time
that passed between the participant’s facility visit
and their interview, as well as the participant’s
ability to distinguish between formal and informal
payments, may impact the accuracy of this
estimate.

The Kenyan context
Kenya’s national Ministry of Health launched UHC
in late 2018. The national UHC launch was the
start of a two-phase strategy that began with a
pilot of the programme in four of Kenya’s 47 coun-
ties including Kisumu County in western Kenya.
Subsequent county-level advocacy has led to an
accelerated UHC expansion, with the goal of mak-
ing healthcare available and accessible to all
households in Kenya.

Increased availability of healthcare services
will, theoretically, lead to increased access to con-
traception. In Kenya, the prevalence of contracep-
tive use has increased substantially over the
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previous five decades. Concurrently, the total fer-
tility rate (TFR) has dropped from more than eight
children per woman to nearly four children. Yet,
one out of every five women will give birth before
she turns 18 years of age. The desire to limit and/
or space births is widespread in Kenya, with family
planning understood as a key strategy both for
attaining ideal family size and reducing the
maternal mortality ratio of approximately 350
maternal deaths per 100,000 live births.24

In Kenya, out-of-pocket payments, typically
rendered as official user fees, have historically
made up a large proportion of healthcare finan-
cing.23,25 Concerns about cost barriers to care
have led successive Kenyan governments to
reduce and ultimately abolish user fees for select
public sector services, including maternity care
and family planning 23,26,27. Yet little is known
about whether informal payments may have
taken the place of the previous official user fees
in Kenya; this may be due, in part, to low aware-
ness of informal payments within the research
community as well as challenges inherent in
measuring illicit provider behaviours. Historically,
few large-scale demographic surveys have
included measures of informal fees. Among
those countries, like Kenya, that have
implemented measures of out-of-pocket pay-
ments, the retrospective and self-reported nature
of these measures may introduce recall or other
types of information bias; a review of prior studies
of informal payment estimation found the most
common length of recall was 12 months and
measures consistently rely on patient self-
reports.28 Additionally, the phrasing of questions
related to out-of-pocket payments may combine
informal payments with other out-of-pocket
expenses such as registration fees and transpor-
tation costs, making it difficult to untangle infor-
mal payments from valid fees and other expenses.

Therefore, while recent studies suggest that
informal payments may be pervasive, limitations
of existing datasets result in a lack of knowledge
of the true prevalence of informal payment soli-
citation in Kenya. Furthermore, few prior studies
investigate the impact of informal payments on
family planning clients, with most qualitative
study components centred on provider, rather
than patient, perspectives.28 Studies conducted
elsewhere suggest the impact of informal pay-
ments go beyond financial hardship to include
erosion of trust in the health system, disrespect,
and denial of care; yet these impacts have not

been investigated in the context of family
planning provision in Kenya.29 Our study,
therefore, provides several advantages over
prior investigations into informal payments. By
employing well-trained mystery clients making
real-time reports of service delivery, we were
able to calculate a less biased estimate of the
prevalence and amount of informal payments
for family planning services. Further, by employ-
ing a mixed-methods study design, we were able
to explore the lived experiences of Kenyan
women subjected to informal fee solicitation in
public sector health facilities and solicit locally
grounded solutions from key informants. The
multiple and diverse approaches we employed
to study informal payments were necessitated
by the hidden nature of this illicit provider
behaviour.29

Our study took place in western Kenya, a region
of the country characterised by high rates of total
fertility, relative to the national average. Several
counties in western Kenya report an average TFR
that exceeds five births per woman, well above
the national average TFR of 3.9. Approximately
57% of women of reproductive age in this region
have a desire to limit childbearing, and only
about 70% of women of reproductive age in the
region have had their demand for family planning
(for either spacing or limiting) satisfied by a mod-
ern contraceptive method.24

In this paper, we seek to address three major
gaps in the literature and to open a path for future
research in this area. Specifically, the purpose of
this paper is to: estimate the prevalence of infor-
mal payments within public sector facilities in
Western Kenya using innovative data collection
methods; describe women’s perceptions of the
impact of informal fees; and explore locally accep-
table approaches to curbing informal payments.

Methods
Data for this analysis are nested within a larger
study designed to identify and contextualise facil-
ity-level barriers to family planning use in Western
Kenya. Our mixed-methods study included mul-
tiple data collection methods including mystery
clients (MCs), observations of client-provider inter-
actions (CPIs), focus group discussions (FGDs), key
informant interviews (KIIs), and journey mapping
activities. All data were collected between October
2018 and February 2019.
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Sample of public healthcare facilities
We purposively selected five of the 10 counties
comprising Western Kenya. These five counties
collectively cover areas inhabited by the four
main tribes that reside in western Kenya and
therefore offer a reasonable representation of
the overall regions of Western and Nyanza
Kenya. Within these counties, we randomly
sampled 60 public-sector facilities, stratifying by
the county to allow for an even distribution of
12 facilities in each of the five counties, and by
facility type, a designation that included three cat-
egories: (1) dispensaries (the smallest public facil-
ity type); (2) health centres; and (3) sub-county/
county hospitals. Within each county we randomly
selected six dispensaries, three health centres, and
three hospitals; facilities were selected from the
Kenya Master Health Facility List, which lists all
public facilities in each county in Kenya and is
updated annually. In addition to MC observations,
our facility-level data collection included obser-
vations of CPIs in a subset of 10 facilities (six dis-
pensaries, two health centres, and two hospitals)
located in Kisumu and selected at random.

Approach
Mystery Clients
In MC visits, a data collector pretends to be a real
patient who is seeking services from a provider
who is unaware that the encounter is for research
purposes.30 We employed 15 female MCs to assess
the frequency of informal payments across our
sample of facilities. MCs were fluent in the local
language and possessed strong recall ability and
a willingness to standardise their clothing and
hairstyles to the local context during facility visits.
MCs presented at facilities using their own demo-
graphic characteristics rather than assigned pro-
files: seven were married and all were between
21 and 35 years with zero to two children. When
seeking family planning services, all MCs were
assigned a “preferred” method, in the event the
provider asked them to indicate the method
they wished to use. Three MCs were assigned the
intrauterine device as their preferred method
and the remaining 12 MCs were evenly split
between the pill, the injectable, and implantable
contraception. MCs arrived at the facility by
8:30am, presented as new family planning clients,
and interacted with the family planning provider
at the facility. MCs recorded their observations

via a short electronic questionnaire within
30 minutes of their visit.

A total of 180 MC visits were conducted, with
each of the 60 facilities receiving a visit from
three different MCs (three total visits to each facil-
ity). In 38 MC visits, the provider or facility refused
(due to provider bias towards unmarried or nulli-
parous women or due to requirements for HIV or
pregnancy tests prior to offering family planning)
or were unable (due to stockouts or lack of trained
staff) to offer the MC a family planning method. As
a result, data on informal fee solicitation could
only be collected during the remaining 142 MC vis-
its, which occurred in 56 of the 60 facilities. Of
these 142 MC visits, 73% were with female provi-
ders. Seventy-four per cent of MC visits were
with nurses/nurse midwives, 10% were with clini-
cal officers, and 6% were with a student/trainee,
community health volunteer (CHV), or lab tech-
nician. In the remaining 10% of visits, the MC
was unsure of the provider’s cadre.

Observation of the Client-Provider Interaction
(CPI)
We conducted third-party observations of the
interaction between providers and real family
planning clients in 10 facilities. Both providers
and clients were invited to participate via an
informed consent protocol. A trained female enu-
merator was present in each facility for 10 con-
secutive weekdays, during which time she
invited all family planning clients to participate.
All women seeking family planning were eligible
for participation in the study.

On average, 2–3 family planning clients pre-
sented each day at each of the 10 facilities, for a
total of 253 CPI observations (three clients
refused). Seventy per cent of those observed
were current family planning users when they
arrived at the facility; 20% were non-users with
past use while 10% arrived at the facility having
never used family planning. A total of 20 providers
were observed, all of whom were nurses/nurse
midwives. Most providers observed (18 out of 20)
were female.

Focus Group Discussions
We conducted eight FGDs from four of the five
study counties, with one county dropped at ran-
dom to streamline data collection logistics. We
opted for FGDs (rather than IDIs) with former
and current family planning users because we
sought to identify group norms and common
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and diverse experiences around seeking family
planning services from public sector facilities.
Women were eligible if they were current or for-
mer family planning users between the ages of
18 and 49. Focus groups were stratified by current
versus prior family planning use and urban versus
rural residence. The FGD participants were ident-
ified through assistance from CHVs, who
approached potential participants and sought
their permission to be contacted by study team
members. CHVs approached 240 women, of
whom 88 agreed to participate and provided
their phone numbers. In total, 55 women partici-
pated, while 33 either indicated they would not be
able to attend when contacted by study staff the
day before or failed to arrive on the morning of
the FGD. Each FGD had six to eight participants
ranging in age from 18 to 46, with the mean age
across all eight groups ranging from 26 to 36
years of age.

All FGDs took place in a private, quiet, neutral
location convenient to the participants’ place of
residence. Each FGD was led by a trained female
moderator using a semi-structured questionnaire
of 18 predetermined questions designed to
explore barriers women face in accessing contra-
ception. FGDs ranged from 81 to 128 minutes
(average 103 minutes). Participants were encour-
aged to communicate in the language with
which they felt most comfortable. Two FGDs
were conducted primarily in Luo, one in Ekegusii,
and five in Kiswahili.

Key Informant Interviews
Key informants were purposively selected with the
goal of including participants from a variety of
senior-level positions within both the public and
private sectors of healthcare delivery in western
Kenya. A snowball sampling technique was used
to identify the key informants. The first point of
contact was the Head of Reproductive Health
within the County Health Department for each
county. A total of 27 key informants were con-
tacted; all initially agreed to participate but
eight were unable to participate due to repeated
scheduling conflicts. Our final sample of 19 key
informants included senior staff from public and
private sector healthcare facilities, non-govern-
mental public health organisations, and govern-
ment officials in each of the participating
counties. Each interview was conducted by an
experienced and trained enumerator using a
semi-structured questionnaire of 19

predetermined questions to explore feasible and
promising solutions to the barriers women face
in accessing contraception. Interviews ranged
from 32 to 91 minutes (average 55 minutes) and
were conducted in English.

Journey Mapping
We synthesised data from all study components to
create two draft journey maps to visually rep-
resent how patients and providers, respectively,
interact with the healthcare system when seeking
or providing family planning services. We then
invited patients and providers to comment on
the completeness of these maps. Journey maps
visually represent a sequence of touchpoints
where the user interacts with the organisation or
system. In the commercial sector, journey maps
are used to identify every consumer interaction
with the company and then to identify ways to
optimise the emotional experience in order to
improve the consumer–brand relationship and
improve customer retention. We used the journey
maps to stimulate discussion about barriers to ser-
vice provision and to assess whether we had cap-
tured a complete picture of facility-level barriers
to family planning use in western Kenya. In each
of our two maps, we listed reasons why patients
or providers might be obstructed from progressing
towards the end goal of women’s voluntary uptake
of family planning. Recruitment was limited to
Kisumu to ensure logistical feasibility. We
recruited 10 participants for each of the two work-
shops. Eligibility criteria and recruitment pro-
cedures for the patient journey mapping
workshop were identical to those used for the
FGDs (described above). The nine participants
(one cancellation) in the patient journey mapping
workshop ranged in age from 27 to 41 years and
were all married and current family planning
users, with parity between two and four children.
For the provider journey map, all currently
employed public sector providers were eligible
to participate. Recruitment was done using snow-
ball sampling in which a public sector nurse well-
known to the study PI was the first point of con-
tact. Of the 12 providers (sampling goal exceeded)
who attended the provider journey mapping
workshop, nine were female, ages ranged from
27 to 52 years, and years providing family plan-
ning services were 2–12.

Participants were asked to make suggestions
for improving the comprehensiveness of the jour-
ney map and were then prompted to distinguish
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which barriers occurred most often, which were
the most impactful on family planning use, and
which were the most important to address. This
methodology is intentionally subjective to allow
for inclusion of patient and provider perceptions,
motivations, and areas of satisfaction/dissatisfac-
tion. The journey mapping workshops were con-
ducted in English and Kiswahili, lasted four to
five hours, and were conducted in a private meet-
ing room at a hotel in Kisumu, moderated by an
experienced Kenyan researcher who was fluent in
both English and Kiswahili and was intimately
familiar with the project objectives.

Analysis
Quantitative Data
We estimated the prevalence of informal payments
using data collected during both MC and CPI obser-
vations. We computed the number of visits or obser-
vations for which an informal payment was
solicited or made and then divided this number
by the total number of MC visits (n = 142) or CPIs
(n = 253), respectively. This resulted in the total
prevalence or frequency of informal payments
observed for each data collectionmethod. Addition-
ally, data on the amount of money requested from
clients was recorded and used to calculate the
median amount of payment requested across
different types of contraceptive methods. All
descriptive analyses were performed using Stata 14.

Qualitative Data
We performed a content analysis of our qualitative
data with a largely naturalistic stance, a “data-
near” interpretation strategy that stays close to
the data (i.e. does not engage in over-interpret-
ation) to produce qualitative description.31 We
deductively developed a provisional list of prefi-
gured codes before data were collected, based
on the research questions and key concepts of
interest, as recommended by Miles and Huber-
man.32 Additionally, we inductively allowed new
codes to emerge.

Transcripts were read in their entirety for a
holistic sense, with memo writing about possible
emergent codes and themes. Coding was per-
formed in NVivo 11.0 by two team members
who both coded all transcripts (LB and LO). LB
was a female doctorally prepared American
nurse with graduate training and experience in
qualitative research methods and expertise in
family planning service delivery. LO was a female
Kenyan public health professional with training

in qualitative research methods. Coders engaged
in daily Skype sessions to resolve differences,
work through uncertainties, and maintain an
audit trail. After transcripts were coded, themes
were identified and examined in detail for
nuance and divergent cases. Data saturation
was sought and assessed during analysis with
the use of journey mapping as a member-check-
ing procedure.

Mixed Methods
We used a mixed-methods approach to triangulate
data from multiple sources and perspectives.
Because informal payment systems are enacted
covertly, we were motivated to collect data in mul-
tiple ways to elicit information about the preva-
lence and nature of this phenomenon; each of
the different data collection approaches described
above are also summarised in Table 1. For
example, the MC approach is well-suited for observ-
ing covert provider behaviour while CPI obser-
vations allow for observing provider interactions
with actual clients. FGDs provided critical context
for our estimates of the prevalence of informal pay-
ments while KIIs allowed us to ascertain whether
this practice is commonly acknowledged and was
also used to solicit locally grounded solutions.

We used a parallel/simultaneous mixed-
methods design to collect quantitative and quali-
tative data in the same time period before data
analysis began.33 Qualitative and quantitative
data were analysed independently and were inte-
grated in the interpretation. Qualitative and quan-
titative data integration was additionally rendered
as journey maps. Focus group, KII, MC, and CPI
observation protocols focused on the same
phenomena. The MC and CPI observation pro-
cedures used structured data collection tools to
produce quantitative data, with a small volume
of qualitative data in open fields.

Ethical approval and informed consent
With the exception of healthcare providers parti-
cipating in the MC study, all study participants
were enrolled in this study via an informed con-
sent process and provided both verbal and writ-
ten consent to participate. The University of
North Carolina at Chapel Hill and the Kenya
Medical Research Institute provided IRB approval
for all data collection activities following careful
review of all study protocols. Informed consent
was necessarily waived for healthcare providers
and facility managers participating in the MC
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Table 1. Methodologies employed to assess the prevalence and impact of informal
payment solicitation among 56 public sector healthcare facilities in western Kenya,
2018–2019

Family planning
mystery client
observations

Observations of
client provider
interactions
during family
planning
provision

Focus group
discussions with
current and
former family
planning clients

Key informant
interviews with
health sector
stakeholders

Family planning
patient and

provider journey
mapping
workshops

Brief
Description
of Procedure

Data collectors
pretended to be
real family
planning clients
seeking services
from public sector
providers;
providers were
unaware that the
mystery client was
collecting data for
research
purposes.

Third party data
collectors were
present in the
consultation and/
or exam room
during family
planning
provision and
observed the
interaction
between real
patients and their
providers.

A facilitator-led
discussions
among groups of
six to eight
women of
reproductive age
to identify group
norms and
common and
diverse
experiences
around seeking
family planning
services from
public sector
facilities.

An interviewer held
in-depth one-on-
one interviews with
knowledgeable
individuals who
can provide first-
hand perspectives
on family planning
provider
behaviours and
feasible, practical,
and acceptable
solutions to
informal
payments.

We created
patient and
provider journey
maps to visually
represent a
sequence of
touchpoints
where the family
planning clients
interact with the
public sector
health system. In
the commercial
sector, journey
maps are used to
identify every
consumer
interaction with
the company
and then to
identify ways to
optimise
customer
retention.

Advantages . Enables
researchers to
observe how
providers
behave when
they are
unaware they
are being
watched and
produces valid
estimate of the
prevalence of
informal fees;
well-suited for
measuring
hidden
behaviours
such as
informal fees.

. Not subject to
long recall

. Enables
researchers to
observe real
family
planning
clients.

. Not subject to
recall bias or
participant
confusion over
legitimate
versus
illegitimate
fees.

. Enables
researchers to
capture the
larger and
nuanced
impacts of
informal
payments on
women
seeking
family
planning.

. Enables
researchers to
capture the
larger and
nuanced
impacts of
informal
payments on
women seeking
family planning.

. Solicits feasible,
practical, and
culturally
appropriate
solutions to
informal
payments.

. Enables
researches to
assess
whether they
have
captured a
complete
picture of
facility-level
barriers to
family
planning use
such as
informal
payments.

K Tumlinson et al. Sexual and Reproductive Health Matters 2021;29(1):1–17

7



portion of the study to avoid interfering with the
study design.

Results
The prevalence and nature of informal
payments
In the 56 facilities contributing data on informal
payments solicited from MCs, informal payments
were solicited during 25% of visits or 36 out of

142 MC visits. These 36 visits were distributed
across 25 of the 56 facilities (or 45%). Of the 25
facilities in which an informal fee was solicited,
two facilities solicited fees from all three MCs,
seven facilities solicited from two MCs, and 16
facilities solicited from just one of the three
MCs. There was no significant or meaningful
relationship between fee solicitation and county,
facility type, provider cadre or gender, or MC
characteristics (age, marital status, or parity).

periods or
participant
confusion over
legitimate
versus
illegitimate
fees.

Limitations . Mystery clients
cannot mimic
all aspects of a
real family
planning client
and may not
represent the
diversity of
women
seeking family
planning.

. Mystery clients,
as data
collectors,
cannot
comment on
the larger and
nuanced
impacts of
informal
payments on
women
seeking family
planning.

. Mystery clients
are not well
placed to
provide in-
depth
descriptions of
solutions to
informal
payments.

. Providers may
alter their
behaviour
when they are
aware they are
being watched;
this is
especially true
when
measuring
hidden or illicit
behaviours
such as
informal
payments.

. Client-provider
observations
do not capture
the larger and
nuanced
impacts of
informal
payments on
women
seeking family
planning nor
do they
provide data
on feasible
solutions.

. Cannot
provide an
estimate of
the
prevalence of
informal
payments for
family
planning
provision.

. Cannot provide
an estimate of
the prevalence
of informal
payments for
family planning
provision.

. Cannot
provide an
estimate of
the
prevalence of
informal
payments for
family
planning
provision.
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In 10 of the 36 MC visits in which the provider
solicited an informal payment, providers prof-
fered a reason for the payment (in the other 26
visits, the providers did not indicate why they
asked for payment). For example, when charging
the MC, the provider sometimes asked for the
fee as a sign of appreciation to be used for a
tea, soda, or pocket money (n = 7). For example,
a MC reported, “When I inquired whether I need
to pay anything for the method she told me the ser-
vice is free, but she requested that I buy her a soda
after the service.” Of note, in this context, a request
for tea or soda is not intended to literally solicit
tea or soda but rather indicates the provider is
requesting money, as a sign of appreciation, for
their own personal use. Similarly, another MC
commented on the way the provider solicited pay-
ment, “The provider also said that he can take a lit-
tle cash as it pleases me as a sign of appreciation to
his service.” In two of these cases, the provider
further elaborated they were asking for payment
because the procedure was “tiresome” or “com-
plex”. In addition, women in FGDs described pro-
viders asking for tokens of appreciation, such as a
soda, and both key informants and participants in
the patient journey mapping workshop confirmed
this custom. Key informants added that public-
sector providers might seek informal payments
to motivate themselves or because their employ-
ers were late paying them.

In a few cases (n = 3), MCs reported they were
asked for a fee to cover the cost of supplies such
as Elastoplast or gloves, or to cover transport to
a facility with sterilisation tools. Women in FGDs
also described being asked for payment for
supplies, including gloves, speculums, sterilisation
of LARC insertion supplies, needles, reagents, cot-
ton, iodine, or Elastoplast.

Across the 10 facilities in Kisumu County where
CPI observations were conducted, a total of 20
providers were observed, four of whom solicited
informal payments. This resulted in informal pay-
ments being solicited in 13% of observations (32
out of 253 observations). One of the four providers
solicited 23 of the 32 payments. For comparison,
when we restrict our MC analysis to just those
facilities included in the CPI component, informal
payments were solicited in 36% of visits. Informal
fees collected during CPI observations were col-
lected primarily for injectable contraception (n =
21) and also for implant (n = 9) or IUCD (n = 1)
removal; in one instance a fee was collected for
implant insertion.

The amount of the informal payment varied
depending on the method type. MCs were asked
to pay a median price of 50 (range 50–200; n =
10) Kenyan Shillings (KSH)* for injectables, a
median price of 50 (range 50–100; n = 6) KSH
for pills, a median price of 100 (range 50–200; n
= 12) KSH for implants, and a median price of
350 (range 50–500; n = 8) KSH for the intrauterine
device (IUCD). Across all four of the methods
offered to MCs, the median charge was 100
(range 50–500) KSH. In CPI observations, the
amount solicited for injectables was consistently
50 KSH while the median fee for implant removal
was 200 KSH. One client was observed paying 400
KSH for IUCD removal and another paid 180 KSH
for implant insertion. Of note, one provider
charged different women different amounts for
implant removal, ranging from 200 to 300 KSH.
Of this provider, the enumerator commented,
“The provider told one client that she charges 300
for removing implant but for her case she was
given a discount and hence paid 250.” Similarly,
during the FGDs, women specifically described
having been asked for 50–150 KSH for injectables
and 200–300 KSH for implants.

Enumerators observing the CPIs provided
additional details in an open-text box which
described the covert manner in which providers
often collect informal payments, for example:

“Client gave out 200 (KSH) for implant removal
which she gave the provider who did not give out
any receipt and the way the money was taken
showed that nobody was supposed to see.”

“Client paid 200 (KSH) for implant removal and the
provider pocketed the money without giving any
official receipt even though the facility has a cash
office where all payments should be done.”

Informal payment systems were widely recognised
by women in the FGDs, key informants from the
healthcare sector, and participants in both the
patient and provider journey mapping workshops,
though not all said they had personally observed
the practice. Women in focus groups described
how providers specified that payments were lar-
gely requested for the family planning commod-
ities (the methods themselves). Some women
expressed the expectation that pills and inject-
ables would be free but other methods would

*At the time of the study, 1 US Dollar equaled approximately
100 Kenyan Shillings.
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not be. Participants in both the patient and provi-
der journey mapping workshop confirmed that
they had witnessed or heard about informal pay-
ment for family planning commodities.

In the provider journey mapping workshop,
participants confirmed that they had asked
patients (or had heard of patients being asked)
to pay for supplies, which was characterised as a
legitimate reason to solicit an informal payment.
In contrast, personal gain (i.e. feeling the need
for “big things” or feeling that provider salaries
do not allow for “all the things he or she
needs”), was not considered a valid reason to
seek funds from a patient.

Impact of informal payments
The impact of informal payments varied. In FGDs,
some women described simply paying at the time
of service and obtaining their desired family plan-
ning method. Other women indicated that they
could only pay for family planning if they forwent
other necessities: “I pay because I was in need. So I
had to pay and not get my vegetables” (FGD, Busia,
Current User).

Others could not afford the fees; rural women
were seen as being particularly price sensitive. In
the patient journey mapping workshop, informal
payments were characterised as occurring often,
being impactful, and being a priority problem
for researchers to address. Many women described
how public facilities might be stocked out of
methods, so they would be told to purchase
their family planning method at a pharmacy and
bring it to the public facility for administration.
One participant described receiving instructions
to purchase family planning from a pharmacy
that the provider owned.

Some women expressed frustration about the
unpredictability of pricing. When women
exchanged information with each other about
fees charged at different facilities, the information
was not always reliable, and different providers at
the same facility might charge different amounts.
Not anticipating the payments, women would tra-
vel to the facilities without cash and would sub-
sequently leave unserved. Confusion about what,
precisely, is free led to women arriving at facilities
unprepared to pay for ancillary services for which
charges are officially sanctioned:

“They say they must test my urine and you have to
pay for it, yet maybe you don’t have the money. So
that hinders you because you thought everything is

for free and you are forced to go back without getting
the service.” (FGD, Bungoma, Discontinued User)

Women frequently described having to make
multiple trips to obtain family planning. In both
FGDs and patient journey mapping workshops,
these delays due to unanticipated informal fees
were described as putting women past their dead-
line for the next dose and resulting in an unin-
tended pregnancy: “When I do not have fifty
shillings, even when my days have elapsed, I
would not go, till I get the fifty shillings, it’s then
that I can return for the injection” (FGD, Kisumu,
Discontinued User).

Other women could not obtain the money and
did not return for family planning: “Because of the
frustration, [women] will say, ‘Let me go away my
dear, even if it is getting pregnant, let that be so’”
(FGD, Kisii, Current User). Key informants also
linked informal payments to contraceptive discon-
tinuation and non-use, which in turn contribute to
unintended pregnancy.

Focus group participants, key informants, and
providers expressed a range of attitudes towards
informal payment systems. Some women
expressed an understanding of informal fees as
improper: “I know at the government it’s free but
am told that you pay money to be served” (FGD,
Kisii, Current User) and “it’s not supposed to be
that way” (FGD, Kisii, Discontinued User).
Women in the journey mapping workshop
described learning that family planning should
be free through the media. The informal pay-
ments were explicitly identified as a deterrent:
“they should not ask for money. That money is
what makes women afraid” (FGD, Busia, Discontin-
ued User). However, many others described their
experiences in a neutral manner.

Women in focus groups and patient journeymap-
ping workshops described how informal payments
disrupt women’s strategies for covertly acquiring
family planning when they lack partner support.

“You find that maybe you do not have money, but
he has money so if you ask for money from him,
that you need it for family planning he will not
give you. So, this can make you even become preg-
nant because you are still waiting to get your own
money.” (Patient Journey Mapping Participant)

In contrast, during their journey mapping work-
shop, public sector providers did not characterise
informal payments as common, impactful, or a
priority issue that needed to be addressed.
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Some key informants characterised informal
payments negatively, as “lacking integrity” (KII,
Private Sector/NGO High-Level Staff), “greedy”
(KII, Public Sector provider), “corrupt” (KII, two
Public Sector Providers), “mistreatment” (KII, Pri-
vate Sector NGO High-Level Staff), “vice” (KII, Pri-
vate Sector NGO High-Level Staff) or “criminal”
(KIIs, Senior Government Official). Among key
informants, there was not a consensus about
whether free family planning meant free method
or a free visit, including commodities, supplies,
and labour.

Some characterised eliciting fees for family
planning itself as wrong but suggested asking for
payments for supplies was reasonable (KII, Private
Sector NGO High-Level Staff). In the patient jour-
ney mapping workshop, fees for supplies were
described as happening much less often, being
less impactful, and being less important to
address than fees for commodities.

Addressing informal payments
In the focus groups and patient journey mapping
workshops, Kenyan women emphasised that
informal payments were an important barrier to
family planning that should be addressed. Some
specified that family planning services should be
entirely free of charge; others emphasised the
need for consistency and transparency: “They
should let us know that if the method is for free
let it be free of charge and if payments are supposed
to be made, let it be flat rate everywhere” (Patient
Journey Mapping Participant). The patient journey
mapping dialogue also included a suggestion to
hold a forum to enhance both provider empathy
and accountability:

“So that they understand that sometimes a woman
lacks money and when she goes to the facility for a
method that is supposed to be free, she is charged.
Yet she doesn’t have the money, so she ends up
going back home without her method… Donors
who give out these family planning do not know
that the providers are charging.”

Key informants also characterised informal
payments as an important issue and described
efforts currently underway to address the pro-
blem. For example, multiple key informants
described facilities discouraging and disciplining
providers for soliciting informal payments. How-
ever, weak supervision was seen as undermining
these efforts by creating an enabling environment
for providers to avoid detection and disciplinary

action. In particular, newly hired providers at
remote referral centres were identified as prone
to soliciting informal payments because they
were often dissatisfied with their salary and left
unsupervised when more senior members were
attending trainings. Public sector providers per-
ceived informal payments to be more likely to
occur at public dispensaries or health centres
than at hospitals, where any fees were formalised
and paid through a cashier, rather than to the
provider.

Another solution offered by multiple key infor-
mants was to ensure that the government pro-
vided free supplies alongside the free family
planning commodities, as informal fees are
often solicited when supplies are out of stock.
Key informants also identified low and/or late
wages as additional areas for the government to
intervene, as providers paid too little or too late
may be more motivated to solicit informal pay-
ments. A key informant expressed frustration
that providers who requested informal payments
because they were unhappy with their salaries
did not address it with the management. Another
key informant indicated that, in addition to stag-
nated salaries, providers were not receiving pro-
motions that were due, potentially further
contributing to providers’ motivation to solicit
informal payments.

Finally, key informants discussed the need for
increased feedback mechanisms and community
involvement in order to address informal fees.
One key informant reported that their clinic had
a suggestion box and they invited patients to
report if they were asked for fees. Another
reported success in altering provider behaviour
by mediating dialogues between providers and
the community following an incident where provi-
ders had alienated women in the community by
extracting informal payments. A third key infor-
mant spoke about her desire to see community
members organise and advocate for themselves
collectively, drawing on public responses to
maternal mortality as a model for collective
action. Community mobilisation and involvement
were seen as a potential pathway for educating
citizens about family planning and their rights to
free family planning.

Discussion
Although informal payments in healthcare set-
tings have been reported in a wide range of
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contexts, empirical literature documenting the
nature and the impact of informal payments is
limited. In this study, we used a novel combi-
nation of methodologies to estimate the preva-
lence of provider solicitation of informal fees, to
unpack the effect that such solicitations have on
women seeking family planning services in wes-
tern Kenya, and to identify locally sourced strat-
egies to curtail solicitation of informal payments.

We found that family planning providers in par-
ticipating facilities solicited payments from their
clients in 13–25% of visits, depending on the
measurement strategy used. We assume the CPI
data offer a less accurate estimate of informal pay-
ment prevalence (13%) given providers may be
aware that this behaviour is not allowed. Provi-
ders would therefore modify their performance
when they are under observation by a third
party – resulting in a prevalence estimate from
CPI data that is just over half the estimate pro-
duced by MC data (25%). When we restricted our
MC data analysis to only the 10 facilities where
CPI data were also collected, we found informal
payments were solicited in 36% of visits; therefore,
we can be confident that the variation in esti-
mates between CPI and MC data sources is not a
result of the inclusion of different facilities.

Amounts solicited varied, with long-acting
reversible contraceptive methods costing more
than short-acting methods. The median amount
reported by MCs was 1 USD. This amount is the
equivalent of half a day’s pay for more than
one-third of Kenyans living below the inter-
national poverty standard of 1.90 USD/day. The
prevalence of informal payment solicitation in
our analysis differs from the results recently
published by Radovich et al.23 in which half of
public sector family planning clients reported
paying a fee; it is notable that our methods
and the region included in data collection differ
between these two studies. The study produced
by Radovich et al. analysed nationally represen-
tative data of client retrospective self-reports
while our study was restricted to Western
Kenya and employed the mystery client
approach – a potentially more valid estimate
of informal payments as mystery clients perform
within a minimal recall period of 15–30 minutes
and are trained to recall the exact amount of
payment and to discern the difference between
legitimate registration fees and informal pay-
ments. Further, data in the Radovich paper
were collected in 2014 and efforts to reduce

informal payments in the following four years
may have succeeded.

Reasons given for payment solicitation varied,
with providers asking for cash to cover the cost
of the commodity or associated supplies as well
as requesting money (aka “soda”) as a sign of
appreciation. In both KIIs and provider journey
mapping workshops, participants indicated that
they believed charging informal fees to offset
the cost of supplies was appropriate, if unfortu-
nate. They felt that such supplies should be cov-
ered by the government and/or donors providing
contraceptive commodities, but that in the mean-
time providers had no choice but to pass the cost
on to the patient. In contrast, payments that were
viewed as pertaining to providers’ personal needs/
wants were roundly criticised in KIIs. Payments
solicited to help cover gaps in salary were viewed
in a moral grey zone, with key informants indicat-
ing that such solicitations were improperly
directed at clients, but a reality given contextual
factors. These distinctions between the different
motivations for soliciting payment and their sub-
sequent rationalisation are coherent with findings
from other countries and contexts, including tran-
sitional economies, where charges motivated by
personal survival receive tacit acceptance.13,34

Interestingly, MCs noted that providers asking
for a soda or other payment as a sign of appreci-
ation gave the impression that the payment was
up to the discretion of the client. Although provi-
ders in this study did not comment on this type of
scenario, it is possible providers believe inviting a
gift to be at the discretion of the client will protect
them from charges of corruption and bribery. This
may be the result of recent news reports of Ken-
yan providers facing criminal charges after
demanding bribes.35 Anthropological work on
informal payments in the health sector in Ukraine
provides some insight on this phenomenon of
leaving informal payments to the discretion of
the patient; in a 2009 study, a key informant pith-
ily explained, “If I receive it, it is a gift. If I demand
it, it is a bribe” [p.53].36 Similar distinctions have
been reported by providers in Tanzania, China,
and Bulgaria.8,10,37

Despite nuanced provider and key informant
perspectives on different types of informal pay-
ments, family planning clients did not make
such distinctions. Women who participated in
focus groups discussions and journey mapping
workshops highlighted what they viewed as the
unpredictability and arbitrariness of solicitations.
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They noted that informal payments create a
barrier to accessing family planning services, par-
ticularly for women attempting to use contracep-
tion covertly. Multiple women denounced what
they felt was the unfairness of fees, especially
against the backdrop of government campaigns
around free family planning services. Further
complicating this is the fact that women may be
dependent on providers for repeat services.
Thus, the solicitation of a “gift” or payment of
appreciation may be seen by women as a factor
that may influence future care, thus eliding the
distinction between a gift and a bribe.3,10,14

These results suggest that fully curbing the prac-
tice of informal payments may require transpar-
ent and visible policies banning even
discretionary payments, as patients may feel
pressured to pay even when providers do not out-
right demand payment.

Key informants offered multiple pathways for
discouraging informal payment solicitation.
These solutions ranged from improving the health
system – such as increasing sanctions or providing
adequate supplies and wages – to fostering
greater community involvement and monitoring
of provider performance. The evidence base for
such strategies is limited, although social account-
ability efforts have garnered attention in recent
years as a promising approach to improving the
quality of family planning services.38,39 One
specific social accountability approach, known as
the Community Score Card, was implemented
and evaluated in Malawi to assess the impact on
reproductive health outcomes; researchers found
increased service delivery and client satisfaction
in the intervention arm, compared to control
communities, as well as 57% higher contraceptive
use, although the study did not specifically
measure the impact of scorecard activities on
informal payments.40 Schaaf and Dasgupta29

describe a social accountability effort specifically
designed to reduce demands for informal pay-
ments for maternal health services in Uttar Pra-
desh, India. While the intervention increased the
agency and empowerment of participating com-
munity members, healthcare providers were
strongly reluctant to cease demands for informal
payments. The authors acknowledged that those
taking up the challenge of addressing informal
payments have “assumed a supremely difficult
task”.

Kenya aims to increase the modern contracep-
tive prevalence rate from 61% to 66% by 2030. To

do this, the country intends to increase budgetary
allocation to family planning, broaden access to
family planning services – especially among poor
people – and address family planning barriers.41

One promising strategy to facilitate these goals is
to include family planning in the national health
insurance scheme that currently offers free mater-
nity services to pregnant women, known as Linda
Mama. The inclusion of family planning in this
programme would help to address funding
shortages by allowing health facilities to be reim-
bursed for family planning provision. Facilities
eager to capture these reimbursements would
be better incentivised to offer family planning.
Currently, facilities are not reimbursed for any
extra supplies or for the provider’s time and effort
spent in the provision of family planning services.
As UHC expands to additional counties in Kenya,
there is an urgent need to advocate for inclusion
of contraceptive commodities, supplies, and pro-
vider effort in the UHC budget and benefits pack-
age. Ensuring inclusion and prioritisation of
contraception in UHC could potentially reduce
the proportion of contraceptive financing from
informal payments.42

In addition, in 2017, the Kenyan Ministry of
Health adopted a national costed implementation
plan (CIP) to identify resources for adequate family
planning financing, with the goal of averting
nearly 2 million unintended pregnancies
annually.43 The CIP identifies several challenges
facing the family planning programme in Kenya
including devolution of health, commodity stock
outs, and inadequate financing. Informal pay-
ments, however, were not included, although
they are known to predispose patients to cata-
strophic health expenditure44 and may lower the
utilisation of family planning services. Informal
payments in public facilities have the potential
to derail the Ministry’s ambitious targets. This
study – one of the first to reliably document the
magnitude of informal payments in the provision
of family planning services, using MC data to
ensure high validity of results – is thus an impor-
tant contribution to the discussion of barriers to
family planning use in Kenya.

Limitations
A commonly acknowledged limitation of CPI
observations is the Hawthorne effect, where
knowledge of observation changes behaviour.
The discrepancy in our prevalence estimates
across two distinct measures may be a result of
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the Hawthorne effect, as fewer providers solicited
fees when accompanied by an external observer
than when visited by a MC. However, our inclusion
of data from MCs provides an opportunity to com-
pare differences in the frequency of informal pay-
ments between CPI observations and a
methodology that is not subject to the Hawthorne
effect. It is possible that the different prevalence
in informal payments between the two method-
ologies represents the difference in the percen-
tage of client interactions for which the provider
feels justified in soliciting fees and those visits in
which they recognise they are engaging in harmful
behaviour.

Within our individual focus groups and the
patient journey mapping workshop, we recognise
that our recruitment strategy and eligibility cri-
teria may have excluded some of the women
most sensitive to barriers to family planning
care, such as adolescents. Although women as
young as 18 were eligible, our participants skewed
older so we may not have fully captured the
experiences of younger women. In particular,
the data collected in our patient journey mapping
workshop are missing crucial information about
barriers that may be unique or more pronounced
for adolescents, unmarried or nulliparous women,
and those who are not current family planning
users. Additionally, we did not stratify focus
groups by marital status, and being in FGDs with
married women may have inhibited disclosure
from women engaging in non-marital or transac-
tional sexual behaviour. Finally, journey mapping
is a nascent methodology for assessing facility-
level barriers within the public healthcare system.
In particular, little guidance exists for transferring
this approach from the commercial sector, where
rigorous research methodology may be lacking.
We drew on principles of quality and rigour
from naturalistic qualitative inquiry to guide our
use of journey mapping.45

We also acknowledge limitations in the
interpretation and generalisability of estimates
of informal payment prevalence given the facility
data were not weighted to account for the prob-
ability of selection within each of the five coun-
ties, nor were adjustments made for the
multiple observations conducted at each facility.
Similarly, we are unable to assess whether certain
types of women – such as those in the lower
wealth quintiles – were more or less likely to be
asked for informal payments. Given the evidence
that informal payments are regressive and those

with more resources might not be asked to pay
in some circumstances,29 our inability to track
this equity concern is worth noting.

Conclusion
In this study, informal payments were frequently
solicited, potentially creating an important cost
barrier for the most vulnerable women. Such soli-
citations may be tied, in part, to budget shortfalls
in the public sector. Increased government finan-
cing will be critical for ensuring timely and ade-
quate wages as well as sufficient family planning
supplies and commodities. Greater clarity, trans-
parency, and visibility of policies prohibiting
informal payments – even those left to the discre-
tion of the patient – may help to curb this behav-
iour. Additionally, key informants encouraged
efforts that mobilise and involve communities in
the monitoring of public facilities in order to
increase provider accountability and empower
patients.

When providers solicit informal payments, pub-
lic sector family planning is no longer free.
Women who are the most price sensitive find
themselves unable to utilise the contraceptive
they desire. As Kenya continues to roll out UHC,
eliminating informal payments will be key.

Ethical approval and informed consent
Ethical approval for the study protocol was pro-
vided by both University of North Carolina at Cha-
pel Hill and the Kenya Medical Research Institute.

Acknowledgements
The contents of this article are solely the responsibil-
ity of the authors and do not necessarily represent
the official views of the NIH/NICHD. The authors
would like to thank Tara Casebolt for her research
assistance and Lilian Odhoch for her coding
assistance.

Disclosure statement
No potential conflict of interest was reported by the
author(s).

Funding
Support for this research was provided in part by a
career development grant [grant number R00
HD086270] to the lead author and an infrastruc-
ture grant for population research [grant number
P2C HD047879] to the Carolina Population Center

K Tumlinson et al. Sexual and Reproductive Health Matters 2021;29(1):1–17

14



at the University of North Carolina at Chapel Hill.
The Eunice Kennedy Shriver National Institute of
Child Health and Human Development (NICHD) of
the National Institutes of Health (NIH) awarded
both these grants.

ORCID
Katherine Tumlinson http://orcid.org/0000-
0001-8314-8219
Caitlin R. Williams http://orcid.org/0000-0002-
4925-869X

References

1. Ghebreyesus TA. All roads lead to universal health
coverage. Lancet Glob Heal. 2017;5:e839–e840. doi:10.
1016/S2214-109X(17)30295-4.

2. Hunt J. Bribery in health care in Uganda. J Health Econ.
2010;29:699–707. doi:10.1016/j.jhealeco.2010.06.004.

3. Lewis M. Informal payments and the financing of health
care in developing and transition countries. Health Aff.
2007;26:984–997. doi:10.1377/hlthaff.26.4.984.

4. Lewis M. Who is paying for health care in Eastern Europe
and Central Asia? SSRN Electron J. 2000: 1–39. doi:10.
2139/ssrn.1457795.

5. Pieterse P, Lodge T. When free healthcare is not free.
Corruption and mistrust in Sierra Leone’s primary
healthcare system immediately prior to the Ebola outbreak.
Int Health. 2015;7:400–404. doi:10.1093/inthealth/ihv024.

6. Stringhini S, Thomas S, Bidwell P, et al. Understanding
informal payments in health care: motivation of health
workers in Tanzania. Hum Resour Health. 2009;7:1–9.
doi:10.1186/1478-4491-7-53.

7. Tumlinson K, Speizer IS, Archer LH, et al. Simulated clients
reveal factors that may limit contraceptive use in Kisumu.
Kenya Glob Heal Sci Pract. 2013;1:407–416. doi:10.9745/
GHSP-D-13-00075.

8. Zhu W, Wang L, Yang C. Corruption or professional dignity:
an ethical examination of the phenomenon of “Red
envelopes” (monetary gifts) in medical practice in China.
Dev World Bioeth. 2018;18:37–44. doi:10.1111/dewb.
12152.

9. Whitehead M, Dahlgren G, Evans T. Equity and health
sector reforms: can low-income countries escape the
medical poverty trap? Lancet. 2001;358:833–836. doi:10.
1016/S0140-6736(01)05975-X.

10. Balabanova D, McKee M. Understanding informal
payments for health care: the example of Bulgaria. Health
Policy (NY). 2002;62:243–273. doi:10.1016/S0168-8510
(02)00035-0.

11. Smith PC. Universal health coverage and user charges. Heal
Econ Policy Law. 2013;8:529–535. doi:10.1017/
1S744133113000285.

12. Gupta S, Davoodi HR, Tiongson ER. Corruption and the
provision of health care and education services. In: Abed
GT, Gupta S, editors. Governance, corruption, and

economic performance. Washington (DC): International
Monetary Fund; 2002. p. 111–141.

13. Ensor T. Informal payments for health care in transition
economies. Soc Sci Med. 2004;58:237–246. doi:10.1016/
S0277-9536(03)00007-8.

14. Moldovan A, Van de Walle S. Gifts or bribes? Public Integr.
2013;15:385–402. doi:10.2753/pin1099-9922150404.

15. Afsana K. The tremendous cost of seeking hospital
obstetric care in Bangladesh. Reprod Health Matters.
2004;12:171–180. doi:10.1016/S0968-8080(04)24142-8.

16. Colombini M, Rechel B, Mayhew SH. Access of Roma to
sexual and reproductive health services: qualitative
findings from Albania. Bulg Maced. 2012;7:522–534.
doi:10.1080/17441692.2011.641990.

17. Kruk ME, Mbaruku G, Rockers PC, et al. User fee
exemptions are not enough: out-of-pocket payments for
“free” delivery services in rural Tanzania. Trop Med Int
Heal. 2008;13:1442–1451. doi:10.1111/j.1365-3156.2008.
02173.x.

18. LeMasters K, Baber Wallis A, Chereches R, et al. Pregnancy
experiences of women in rural Romania: understanding
ethnic and socioeconomic disparities. Cult Health Sex.
2019;21:249–262. doi:10.1080/13691058.2018.1464208.

19. Riewpaiboon W, Chuengsatiansup K, Gilson L, et al. Private
obstetric practice in a public hospital: mythical trust in
obstetric care. Soc Sci Med. 2005;61:1408–1417. doi:10.
1016/j.socscimed.2004.11.075.

20. Vian T, Feeley FG, Domente S, et al. Barriers to universal
health coverage in Republic of Moldova: a policy analysis
of formal and informal out-of-pocket payments. BMC
Health Serv Res. 2015;15:319. doi:10.1186/s12913-015-
0984-z.

21. Vian T, Brinkerhoff DW, Feeley FG, et al. Confronting
corruption in the health sector in Vietnam: patterns and
prospects. Public Adm Dev. 2012;32:49–63. doi:10.1002/
pad.1607.

22. Larsson EC, Thorson A, Nsabagasani X, et al. (2010).
Mistrust in marriage – reasons why men do not accept
couple HIV testing during antenatal care – a qualitative
study in eastern Uganda 1–9.

23. Radovich E, Dennis ML, Barasa E, et al. Who pays and how
much? A cross-sectional study of out-of-pocket payment

K Tumlinson et al. Sexual and Reproductive Health Matters 2021;29(1):1–17

15

http://orcid.org/0000-0001-8314-8219
http://orcid.org/0000-0001-8314-8219
http://orcid.org/0000-0002-4925-869X
http://orcid.org/0000-0002-4925-869X
https://doi.org/10.1016/S2214-109X(17)30295-4
https://doi.org/10.1016/S2214-109X(17)30295-4
https://doi.org/10.1016/j.jhealeco.2010.06.004
https://doi.org/10.1377/hlthaff.26.4.984
https://doi.org/10.2139/ssrn.1457795
https://doi.org/10.2139/ssrn.1457795
https://doi.org/10.1093/inthealth/ihv024
https://doi.org/10.1186/1478-4491-7-53
https://doi.org/10.9745/GHSP-D-13-00075
https://doi.org/10.9745/GHSP-D-13-00075
https://doi.org/10.1111/dewb.12152
https://doi.org/10.1111/dewb.12152
https://doi.org/10.1016/S0140-6736(01)05975-X
https://doi.org/10.1016/S0140-6736(01)05975-X
https://doi.org/10.1016/S0168-8510(02)00035-0
https://doi.org/10.1016/S0168-8510(02)00035-0
https://doi.org/10.1017/1S744133113000285
https://doi.org/10.1017/1S744133113000285
https://doi.org/10.1016/S0277-9536(03)00007-8
https://doi.org/10.1016/S0277-9536(03)00007-8
https://doi.org/10.2753/pin1099-9922150404
https://doi.org/10.1016/S0968-8080(04)24142-8
https://doi.org/10.1080/17441692.2011.641990
https://doi.org/10.1111/j.1365-3156.2008.02173.x
https://doi.org/10.1111/j.1365-3156.2008.02173.x
https://doi.org/10.1080/13691058.2018.1464208
https://doi.org/10.1016/j.socscimed.2004.11.075
https://doi.org/10.1016/j.socscimed.2004.11.075
https://doi.org/10.1186/s12913-015-0984-z
https://doi.org/10.1186/s12913-015-0984-z
https://doi.org/10.1002/pad.1607
https://doi.org/10.1002/pad.1607


for modern contraception in Kenya. BMJ Open.
2019;9:1–11. doi:10.1136/bmjopen-2018-022414.

24. Kenya National Bureau of Statistics. Kenya demographic
and health survey 2014. Nairobi; 2015.

25. Munge K, Briggs A. The progressivity of health-care
financing in Kenya. Health Policy Plan. 2014;29:912–920.
doi:0.1093/heapol/czt073.

26. Chuma J, Musimbi J, Okungu V, et al. Reducing user fees
for primary health care in Kenya: policy on paper or policy
in practice? Int J Equity Health. 2009;8:15. doi:10.1186/
1475-9276-8-15.

27. Chuma J, Maina T. (2013). Free maternal care and removal
of user fees at primary-level facilities in Kenya: monitoring
the implementation and impact – baseline report.
Washington, DC.

28. Khodamoradi A, Ghaffari MP, Daryabeygi-Khotbehsara R,
et al. A systematic review of empirical studies on
methodology and burden of informal patient payments in
health systems. Int J Health Plann Manage. 2018 Jan;33(1):
e26–e37. doi:10.1002/hpm.2464. Epub 2017 Oct 27.
PMID: 29076562.

29. Schaaf M, Topp SM. A critical interpretive synthesis of
informal payments in maternal health care. Health Policy
Plan. 2019 Apr 1;34(3):216–229. doi:10.1093/heapol/
czz003. PMID: 30903167; PMCID: PMC6528746.

30. Fitzpatrick A, Tumlinson K. Strategies for optimal
implementation of simulated clients for measuring quality
of care in low- and middle-income countries. Glob Heal Sci
Pract. 2017;5:108–114. doi:10.9745/GHSP-D-16-00266.

31. Sandelowski M. What’s in a name? Qualitative description
revisited. Res Nurs Health. 2010;33:77–84. doi:10.1002/
nur.20362.

32. Miles MB, Huberman AM. Qualitative data analysis. 2nd
ed. London: Sage Publications; 1994.

33. Onwuegbuzie AJ, Teddlie C. A framework for analyzing
data in mixed methods research. In: Tashakkori A,
Teddlie C, editors. Handbook of mixed methods in social
and behavioral research. Thousand Oaks, CA: Sage
Publications 2003. p. 397–430.

34. Vian T. Review of corruption in the health sector: theory,
methods and interventions. Health Policy Plan.
2008;23:83–94. doi:10.1093/heapol/czm048.

35. Siele M. (2018). Court rules on medic who demanded bribe
from blood transfusion patient in Kisumu. Kenyans.co.ke.

36. Polese A. “If I receive it, it is a gift; if I demand it, then it is
a bribe”: on the local meaning of Economic transactions in
post-soviet Ukraine. Anthropol Action. 2009;15:47–60.
doi:10.3167/aia.2008.150305.

37. Maestad O, Mwisongo A. Informal payments and the
quality of health care: mechanisms revealed by
Tanzanian health workers. Health Policy (NY).
2011;99:105–115.

38. Boydell V, Keesbury J. Social accountability: what are the
lessons for improving family planning and reproductive
health programs? A review of the literature, in Working
Paper. 2014, Population Council, Evidence Project:
Washington, DC.

39. McGinn E, Lipsky A. Social accountability: a primer for civil
society organizations working in family planning and
reproductive health. Washington (DC): Futures Group,
Health Policy Project; 2015.

40. Gullo S, Galavotti C, Sebert Kuhlmann A, et al. Effects of a
social accountability approach, CARE’s Community Score
Card, on reproductive health-related outcomes in Malawi:
a cluster-randomized controlled evaluation. PLoS One.
2017;12(2):1–20. PMCID: PMC5302808.

41. FP2020. Kenya actions for acceleration; 2018.
42. Ravindran TKS, Govender V. Sexual and reproductive

health services in universal health coverage: a review of
recent evidence from low- and middle-income countries.
Sex Reprod Health Matters. 2020 Dec;28(2):1779632.
doi:10.1080/26410397.2020.1779632. PMID: 32530387;
PMCID: PMC7887992.

43. Ministry of Health, Republic of Kenya. National family
planning costed implementation plan 2017-2020. Nairobi;
2017. Available online: https://www.familyplanning2020.
org/sites/default/files/2017-2020_Kenya_Family_
Planning_CIP.pdf.

44. Onwujekwe O, Dike N, Uzochukwu B, et al. Informal
payments for healthcare: differences in expenditures from
consumers and providers perspectives for treatment of
malaria in Nigeria. Health Policy (NY). 2010;96:72–79.
doi:10.1016/j.healthpol.2009.12.014.

45. Guba E. Criteria for assessing the trustworthiness of
naturalistic inquiries. Educ Commun Technol.
1981;29:75–91.

Résumé
Les paiements informels sont des transactions
financières non comptabilisées réalisées par des
patients en faveur de leur prestataire de soins
de santé. Dans les pays à revenu faible ou inter-
médiaire, les prestataires sollicitent des

Resumen
Pagos informales son transacciones financieras
extraoficiales efectuadas por pacientes a su pre-
stador de servicios de salud. En países de bajos y
medianos ingresos, los prestadores de servicios
solicitan pagos informales de sus pacientes para
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paiements informels de leurs patients pour ach-
eter des fournitures supplémentaires, compléter
leur salaire ou d’autres raisons. Les paiements
informels réduisent l’accès équitable aux soins
de santé et sapent les efforts pour garantir une
couverture santé universelle. Cette étude a utilisé
des méthodes multiples de collecte des données
pour estimer la prévalence des paiements infor-
mels, en décrire l’impact et explorer des solutions
réalisables pour juguler cette pratique dans le
Kenya occidental. Les données au niveau des éta-
blissements ont été recueillies dans 60 centres du
secteur public (avec 142 visites de clients mystères
et, dans un sous-échantillon de dix entres, 253
observations de l’interaction entre clients et pre-
stataires). Nous avons mené huit discussions par
groupes d’intérêt avec des utilisateurs actuels et
passés de contraceptifs, 19 entretiens avec des
informateurs clés et deux ateliers de cartographie
du parcours des patients. Les prestataires avaient
demandé de paiements informels dans 25% des
visites de clients mystères et 13% des observations
de l’interaction entre clients et prestataires ; le
montant médian d’argent demandé aux clients
mystères était de 1 dollar US. Les participants
aux groupes d’intérêt et aux ateliers de cartogra-
phie ont indiqué que les paiements informels
représentaient un obstacle financier et contribuai-
ent à des grossesses non désirées ; les informa-
teurs clés ont estimé qu’un suivi communautaire
plus actif des centres était essentiel pour réduire
ce comportement.

comprar suministros adicionales, suplementar sus
salarios o por otras razones. Los pagos informales
pueden reducir el acceso equitativo a los servicios
de salud y socavar los esfuerzos por garantizar
cobertura universal de salud. Este estudio utilizó
múltiples métodos de recolección de datos para
estimar la prevalencia de pagos informales,
describir el impacto y explorar soluciones factibles
para frenar esta práctica en Kenia occidental. Se
recolectaron datos en 60 establecimientos de
salud pública (que contribuyeron 142 consultas
de usuarias simuladas y, en una submuestra de
10 establecimientos de salud, 253 observaciones
usuarias-prestadores de servicios). Realizamos
ocho grupos focales con usuarias actuales y ante-
riores de métodos anticonceptivos, 19 entrevistas
con informantes clave y dos talleres sobre el
mapeo del recorrido de las usuarias. Los presta-
dores de servicios solicitaron pagos informales
en el 25% de las consultas de usuarias simuladas
y en el 13% de las observaciones de usuarias-pre-
stadores de servicios; el importe medio de dinero
solicitado de las usuarias simuladas fue de 1 USD.
Los participantes en los grupos focales y en el
mapeo del recorrido relataron que los pagos infor-
males son una barrera financiera y contribuyen al
embarazo no intencional; los informantes clave
sugirieron que un mayor monitoreo comunitario
de los establecimientos de salud es clave para
reducir este comportamiento.
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